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1. Syllabus

	Titles of sections and topics
	Hours

	
	Total
	including

	
	
	Lc
	Pr
	Lb
	Ind
	Sw

	1
	2
	3
	4
	5
	6
	7

	SECTION 1. Basic principles of communication

	Topic 1. Communicational competence.
	10
	1
	2
	
	
	7

	Topic 2. Types of communication. Characteristics of communication.
	10
	1
	2
	
	
	7

	Topic 3 Principles of critical thinking.
	10
	1
	
	
	
	9

	Topic 4. Presentation and self-presentation skills.
	10
	1
	
	
	
	9

	Topic 5. Debate and discussions.
	10
	1
	
	
	
	9

	Total hours by section 1
	50
	5
	4
	
	
	41

	SECTION 2. Communication in health-care environment

	Topic 6. Contacts with patient: Fostering the relationship.
	10
	1
	2
	
	
	7

	Topic 7. Contacts with patient: Gathering information.
	10
	1
	
	
	
	9

	Topic 8. Contacts with patient: Providing information and making decisions.
	10
	1
	
	
	
	9

	Topic 9. Communication with personnel (health-care teams).
	10
	1
	2
	
	
	7

	Topic 10. Conflict-free communication. Ethics.
	10
	1
	2
	
	
	7

	Total hours by section 2
	50
	5
	6
	
	
	39

	Preparation for the final module assessment.
	20
	
	
	
	
	20

	Total
	120
	10
	10
	
	
	100


2. Educational content (lecture texts) 

There are texts of 5 lectures below:
LECTURE #1

Topic: Basic principles of communication

Topic 1. Communicational competence

Educational goals. Course structure. Methods of assessing the acquisition of the course. Basic definitions.

Topic 2. Types of communication. Characteristics of communication

Verbal and non-verbal. Formal and informal. Communicational principles. Main characteristics of communication: participants, messages, context, channels, interference, feedback. Honest and manipulative communication.

Sharing information is a critical piece of health care. "There's a lot that happens in medicine that doesn't work if the communication doesn't work" (Evelyn Y. Ho, PhD, an associate professor of communication studies and Asian-American studies at the University of San Francisco (https://www.apa.org/monitor/2012/11/patient-physician).

Communication is simply the act of transferring information from one place to another, no matter whether it is vocal (using voice), written (using printed or digital media such as books, magazines, websites or e-mails), visual (using logos, maps, charts or graphs) or non-verbal (using body language, gestures and the tone and pitch of voice). How well this information can be transmitted and received is a measure of how good our communication skills are. This is our communicational competence. 

Communication (from Latin «communis», meaning «to share») is the activity of conveying information through the exchange of thoughts, messages, or information, as by speech, visuals, signals, writing, or behavior.

Communication is a process which includes different elements or stages such as:

1. Conveying the information. At this stage we send verbal and nonverbal information to somebody.

2. Absorption of external information. Namely through sense organs we simply absorb the sounds and colors, the spoken words and all external data provided to us.

3. Interpretation analysis of information involves using brain mechanisms and analyzing external stimuli as well as details such as expressions and subtle verbal and non-verbal cues, so interpretation is a subjective process.

4. Reaction to the information uses physical communication routes such as speech, language or expressions through facial and bodily movements. Reactions are the result of a subjective and an objective process. This is because when presented with certain stimuli we all have a set of predictable responses which are objective but depending on how we interpret the situation subjectively; the reactions might vary to an extent. Reactions can be imitative – you smile when you see someone smiling or it can be just the opposite as when someone tries to look at you and you try to look away.

Types of communication

People communicate with one another in a number of ways that depend upon the message and its context in which it is being sent. Choice of communication channel and your style of communicating also affect communication. So, there is a variety of types of communication (table 1).

	Types of communication № 
	Basis of communication 
	Types of communication 

	1. 
	Types of communication based on the communication channels used 
	– verbal communication (oral and written communication); 

– non-verbal communication 



	2. 
	Types of communication based on purpose 
	– formal communication; 

– informal communication 



	3. 
	Types of communication based on effectiveness and content 
	– informative communication; 

– affective communication; 

– indispensable communication 



	4. 
	Types of communication based on the number of participants 
	– intrapersonal communication; 

– interpersonal communication 



	5. 
	Types of communication based on the extent to which the interaction is shared 
	– small group communication; 

– public communication 



	6. 
	Types of communication based on the communicative stile 
	· Assertive

· Aggressive

· Passive-aggressive

· Submissive

· Manipulative


Communication principles

Principles are general truths. Understanding the principles of communication is important because they will provide a foundation for practicing and improving communication skills. The seven generally agreed principles are the following: 1) communication has purpose, 2) communication is continuous, 3) communication messages vary in conscious thought, 4) communication is relational, 5) communication is guided by culture, 6) communication has ethical implications, and 7) communication is learned.

Stages of communication – some rules about them

Rules for conveying information

Know who your recipients are – age, gender, state, culture, level of knowledge etc.

Think about their need, why they would need your message.

Clarify your goal for yourself – why you need to send them your message, what is your purpose.

There are really too many ways how to convey the information. Andrew Blotky formulate the Golden Rule of communication by this way: “It does not matter what you say, it matters what people hear”.

Rules of listening (absorption information)

Active listening is a technique that has been developed within the framework of psychotherapy and psycho-training, but which is now successfully used in business and personal communication. It allows you to better understand the content of the conversation and the state of the interlocutor, as well as giving him the feeling of being listened to and understood.

Rules of active listening

Accept an active and open pose;

Confirm with gestures and facial expressions that you listen and understand;

Don't be distracted by other things (phone…);

Focus on the speaker's words, try to understand and remember the speaker's meaning, logic, main ideas and goals;

Do not make premature conclusions;

Ask the question correctly - in essence, tolerant, concise, interested.

Giving a reaction – is giving and accepting feedback

Giving and accepting feedback – is important principle of communication which enhance correct understanding between people, support good relationships, help to avoid wasting time for clarifications information. Feedback also enables us to evaluate the effectiveness of our message.

Getting feedback
We get feedback all the time. Here are some examples:

· people's facial expressions or body language in reaction to what you say or do;

· people's casual comments about you ('that's a nice jacket') or your views ('why on earth do you think that film was good?');

· people who seek (or avoid) your company;

· tutors' or other students' responses to your comments in class;

· things that work (or not) when you create or repair them.

 When you get feedback, think about the following, to help make judgments about its value:

Who gave it? What do they know?

When did they give it? Immediate feedback is good. After time, memory may be faulty.

Does it make clear what was effective (or not) about what you did, said or thought?

What's the evidence for their views? Why do they think what they think?

What's the weight of evidence?

Remember: your aim is to get a feedback, not justify yourself. It’s not a good idea to argue or defend yourself: people will be wary of giving you feedback again. If you asked for feedback, it’s ungracious to then grumble about it. Just because you thank them, doesn’t mean you agree with them. 

When you give the feedback, remember:

Constructive feedback is respectful, non-offensive, thoughtful (avoids premature conclusions), restrained (does not interrupt and disturb the speaker), encouraging (supports the speaker if needed), directed mostly on the person’s behavior rather than on his/her personality, and adequate (relevant to the situation).

Styles of communication

In Source: The Anxiety and Phobia Workbook. 2nd edition. Edmund J Bourne. New Harbinger Publications, Inc. 1995.

1. The Assertive Style

Assertive communication is born of high self-esteem. It is the healthiest and most effective style of communication - the sweet spot between being too aggressive and too passive. When we are assertive, we have the confidence to communicate without resorting to games or manipulation. We know our limits and don't allow ourselves to be pushed beyond them just because someone else wants or needs something from us. Surprisingly, Assertive is the style most people use least.

Behavioural Characteristics

Achieving goals without hurting others

Protective of own rights and respectful of others' rights

Socially and emotionally expressive

Making your own choices and taking responsibility for them

Asking directly for needs to be met, while accepting the possibility of rejection

Accepting compliments

Non-Verbal Behaviour

Voice – medium pitch and speed and volume

Posture – open posture, symmetrical balance, tall, relaxed, no fidgeting

Gestures – even, rounded, expansive

Facial expression – good eye contact

Spatial position – in control, respectful of others

Language

"Please would you turn the volume down? I am really struggling to concentrate on my studies."

"I am so sorry, but I won't be able to help you with your project this afternoon, as I have a dentist appointment."

People on the Receiving end Feel

They can take the person at their word

They know where they stand with the person

The person can cope with justified criticism and accept compliments

The person can look after themselves

Respect for the person

2. The Aggressive Style

This style is about winning – often at someone else's expense. An aggressive person behaves as if their needs are the most important, as though they have more rights, and have more to contribute than other people. It is an ineffective communication style as the content of the message may get lost because people are too busy reacting to the way it's delivered.

Behavioural Characteristics

Frightening, threatening, loud, hostile

Willing to achieve goals at expense of others

Out to "win"

Demanding, abrasive

Belligerent

Explosive, unpredictable

Intimidating

Bullying

Non-Verbal Behaviour

Voice – volume is loud

Posture – 'bigger than' others

Gestures - big, fast, sharp/jerky

Facial expression – scowl, frown, glare

Spatial position - Invade others' personal space, try to stand 'over' others

Language

"You are crazy!"

"Do it my way!"

"You make me sick!"

"That is just about enough out of you!"

Sarcasm, name-calling, threatening, blaming, insulting.

People on the Receiving end Feel

Defensive, aggressive (withdraw or fight back)

Uncooperative

Resentful/Vengeful

Humiliated/degraded

Hurt

Afraid

A loss of respect for the aggressive person

Mistakes and problems are not reported to an aggressive person in case they "blow up'. Others are afraid of being railroaded, exploited or humiliated.

3. The Passive-Aggressive Style

This is a style in which people appear passive on the surface, but are actually acting out their anger in indirect or behind-the-scenes ways. Prisoners of War often act in passive-aggressive ways in order to deal with an overwhelming lack of power. People who behave in this manner usually feel powerless and resentful, and express their feelings by subtly undermining the object (real or imagined) of their resentments – even if this ends up sabotaging themselves. The expression "Cut off your nose to spite your face" is a perfect description of passive-aggressive behaviour.

Behavioural Characteristics

Indirectly aggressive

Sarcastic

Devious

Unreliable

Complaining

Sulky

Patronising

Gossips

Two-faced - Pleasant to people to their faces, but poisonous behind their backs (rumours, sabotage etc.) People do things to actively harm the other party e.g. they sabotage a machine by loosening a bolt or put too much salt in their food.

Non-Verbal Behaviour

Voice – Often speaks with a sugary sweet voice.

Posture – often asymmetrical – e.g. Standing with hand on hip, and hip thrust out (when being sarcastic or patronising)

Gestures – Can be jerky, quick

Facial expression – Often looks sweet and innocent

Spatial position – often too close, even touching other as pretends to be warm and friendly

Language

Passive-aggressive language is when you say something like "Why don't you go ahead and do it; my ideas aren't very good anyway" but maybe with a little sting of irony or even worse, sarcasm, such as "You always know better in any case."

"Oh don't you worry about me, I can sort myself out – like I usually have to."

People on the Receiving end Feel

Confused

Angry

Hurt

Resentful

4. The Submissive Style

This style is about pleasing other people and avoiding conflict. A submissive person behaves as if other peoples' needs are more important, and other people have more rights and more to contribute.

Behavioural Characteristics

Apologetic (feel as if you are imposing when you ask for what you want)

Avoiding any confrontation

Finding difficulty in taking responsibility or decisions

Yielding to someone else's preferences (and discounting own rights and needs)

Opting out

Feeling like a victim

Blaming others for events

Refusing compliments

Inexpressive (of feelings and desires)

Non-Verbal Behaviour

Voice – Volume is soft

Posture – make themselves as small as possible, head down

Gestures – twist and fidget

Facial expression – no eye contact

Spatial position – make themselves smaller/lower than others

Submissive behaviour is marked by a martyr-like attitude (victim mentality) and a refusal to try out initiatives, which might improve things.

Language

"Oh, it's nothing, really."

"Oh, that's all right; I didn't want it anymore."

"You choose; anything is fine."

People on the Receiving end Feel

Exasperated

Frustrated

Guilty

You don't know what you want (and so discount you)

They can take advantage of you.

Others resent the low energy surrounding the submissive person and eventually give up trying to help them because their efforts are subtly or overtly rejected.

5. The Manipulative Style

This style is scheming, calculating and shrewd. Manipulative communicators are skilled at influencing or controlling others to their own advantage. Their spoken words hide an underlying message, of which the other person may be totally unaware.

Behavioural Characteristics

Cunning

Controlling of others in an insidious way – for example, by sulking

Asking indirectly for needs to be met

Making others feel obliged or sorry for them

Uses 'artificial' tears

Non-Verbal Behaviour

Voice – patronising, envious, ingratiating, often high pitch

Facial expression – Can put on the 'hang dog" expression

Language

"You are so lucky to have those chocolates, I wish I had some. I can't afford such expensive chocolates."

"I didn't have time to buy anything, so I had to wear this dress. I just hope I don't look too awful in it." ('Fishing' for a compliment).

People on the Receiving end Feel

Guilty

Frustrated

Angry, irritated or annoyed

Resentful

Others feel they never know where they stand with a manipulative person and are annoyed at constantly having to try to work out what is going on.

6 principles how to enhance communication skills (Halelly Azulay):

1: Start with safety and reduce threat.

2: Built trust.

3: Listen to understand.

4: Ask good questions.

5: Create verbal and non-verbal congruence.

6: Stay low on the Ladder of Inference.

Let’s get started with number one, which is start with safety. That means you want to reduce threat. In our brain, the number one function is to keep us alive, and that means that our brain is always scanning information, first from the perspective of is this a threat? Is this something that’s going to hinder my ability to keep me alive? To keep my safe? When we talk about communication, that is something that is usually not going to be a threat to physical safety, but the information that shows that in our brain, social safety is held in high regard pretty equal to that of physical safety. In other words, we can become triggered into a very defensive fight or flight mode when we feel like our social standing, status, is endangered or threatened. When we communicate with others, one of the reasons we often find ourselves walking on eggshells is because we have a sense that something that we’re saying is triggering the other person’s safety threat mechanism and reaction. They go into fight or flight mode, which pretty much bypasses rational thinking. Or, at least hinders their ability to get back to rational thinking. When we get into that kind of fight or flight mode, we get very fidgety, our field of view narrows, our working memory gets reduced, we have fewer new insights, we become more pessimistic in our assumption about the other person’s behavior and what it means toward us. We believe that it’s for the worst. And when we are in that mode, it’s really not a very good way to have a wonderful, productive conversation.

If you’ve threatened the other person, even unintentionally, or even if they rationally would agree that it’s not a threat, then you’ve already set yourself up for this communication to not go as well as you would have hoped. 

The second principle is build trust. The higher the level of trust between two people, the higher the likelihood that the conversation between two people will be productive and effective. It sounds really simple – build trust – but trust is very hard to build. How do we create trust with other people? The author Keith Ferrazzi describes three types of trust. There’s swift trust, which is giving people the benefit of the doubt right away, even if we don’t have any particular reason to trust them. But we also don’t have any particular reason to distrust them. Most people will be able to give you this kind of swift trust, but that’s not going to be long lasting. It needs to be replaced with the two other kinds of trust, which are much longer lasting, and usually built on evidence.

Those are interpersonal trust and task-based trust. So interpersonal trust is built over time through social interactions, through chitchat, through small talk, through finding out things about what the person likes and dislikes. Something about their personal life, their hobbies, their fears, their loves, eating with them, having a drink with them – coffee or whatever, breaking bread as you will – all of those things can help build interpersonal trust, and so the more that we can do that over time, the more that we can sustain our ability to communicate more effectively with a person because there’s less of the likelihood that they will feel a lack of safety because they trust us.

The third kind of trust is task-based trust. Task-based trust is basically the kind of trust that you build by creating repeated patterns that show us as reliable, consistent, responsive, responsible. Doing what you said you’ll do, coming through on your commitments, being a person of your word makes you more trustworthy to the others. That’s a type of trust that is built through demonstration, through showing your ability to come through on promises. Again, it takes time but we can always find ways to build that trust up because we can always make small promises that we can then deliver on. Even something as simple as, “I’ll call you on Friday,” and then you call on Friday, or, “I promise I won’t do that,” and then not doing it. Or, “I’ll make sure that I introduce you to so-and-so,” and coming through and doing it. Whatever it is that you do, always try to create patterns of reliability and consistency, because that’s going to help you develop trust. 

Number three, which is listen to understand. What is good listening? “Good listening is listening with the willingness to be changed.” Often we listen to the other person for our turn to talk. We listen to the other person so we can pick up pointers about why they’re an idiot, or we listen while actually pretending to listen, and in our mind we’re thinking about something else. If we could listen better, and especially if we could listen to try to really understand the other person’s perspective, and maybe even have that openness to change our mind, to see that person as having it the right way and us having it the wrong way. So if you give yourself the chance to learn and understand and maybe even be changed by the other person, the level of listening and the way in which you will be seen as listening by the other person will create a much more effective communication. There’s not even a doubt that this will create safety and trust in the other person. 

Number four, the principle of effective communication is asking good questions. Questions are tools. There isn’t an inherently right or wrong question, an inherently good or bad type of question. There are four general question types – open-ended questions, close-ended questions, probing questions and leading questions. [Probing questions are used to learn more about you, and often involve a series of follow-up questions. E.g. “Tell me more about that.” “How do you know that?” “What eventually happened?”] [A leading question is a question which subtly prompts the respondent to answer in a particular way. E.g. “What problems do you have with your boss?”] 

But, questions, like tools, are appropriate sometimes and inappropriate in others. 

You have to use questions meaningfully, intentionally, and productively, depending on the outcome that you’re trying to produce. Sometimes we think we’re asking open-ended questions, but in fact ask a close ended question or leading question. Leading questions are generally undesirable as they result in false or slanted information. Use open ended questions, if you want to produce a more in-depth response, if you want to really get to the bottom of the other person’s perspective, if you really want them to elaborate on something. Whereas a close ended question can help you get to a finite, straightforward, informational answer. There is no right kind of question, but there is the best questions for the need at hand.

Effective communication principle number five is creating congruence between the verbal and the nonverbal part of your message. If you have the kind of communication that you’re worried is going to go wrong, there’s probably a reason why you’re worried. Often because it’s not something that’s dry, fact-based, informational communication. Usually there is some relationship aspect to that communication. There’s some emotional layer to that communication. There’s some trust and safety level of information that you want to make sure you communicate the right way. Writing it in an email or in a text message is probably the worst way to send that communication. You’re missing the opportunity for the richness of the nonverbal part of the communication. Today we have video conferencing technology, so it actually doesn’t even require you to be in the same geographic location. Because we need to make sure that we have congruence between the verbal message and the nonverbal message. If there is no congruence your brain, since it’s trying to figure out what’s true, your brain is like, “Look, we can’t have two opposite things be true at the same time. It’s impossible. So your brain has to choose what’s the truth because it needs to protect you to save you, it’s going to go with the nonverbal messages being the truth (Dr. Albert Mehrabian back in the 1970s). 

Number six is stay low on the ladder of inference. There is a ladder of inference that’s operating in the background. This is a concept that was originated by Chris Argyris, and then popularized by Peter Senge. When our brain is taking the information, the actual facts, the words that were said, the facial expressions we might have seen, our brain goes to work to put that together with lots of other extraneous information that’s stored in our brain from past experiences, from previous communications with this person, from other times we communicated with someone that had a similar kind of wording or a similar situation or a similar role and it comes into our worldview, it comes into our philosophy of life, cultural norms – all of those things come in to help us interpret the information.

That is why each person in the conversation could be interpreting the very same information in very different ways. When we convey information, the tendency, or when we’re reading the other person, the tendency we have might be to go up that ladder of inference. In other words, to take the information we’re seeing and to add to it all kinds of meanings that we invent in our head to fit the facts that we’ve collected and to infuse meaning into it. This is very risky and dangerous because we could be taking it into the very wrong kind of interpretation. Based on that interpretation, we make some assumptions, we adopt beliefs about the person, about the situation, good, bad, right, wrong, moral, immoral, whatever, and now we actually take action. Like we say something, we don’t say something, we do something, we don’t do something, that is based on what they said but also how we interpreted it and the assumptions that we made and the beliefs that we held.

The recommendation is to stay low on the ladder of inference. Try to base your actions, your decisions, more on facts and less on assumptions. More on actual evidence, like what do I actually know is something that this person said. You can say yourself: “Wait a minute? Do I actually know this is true or am I making assumptions about this person or the situation that are not founded in reality?” 

For example, if I see someone and their arms are crossed, I could make an assumption that they are angry or that they’re unwelcoming. But it could be that they are just feeling very cold and chilled by the very low temperature on the air conditioning, and I could have made the wrong assumption about their intention if I didn’t check my facts, if I didn’t ask them more questions. Making decisions on how to interact with somebody based on an assumption that’s unfounded is very harmful to relationship and communication.

Conclusion

Communication is complex and we need all the time enhance it. These rules are actionable and you can try to put them into reality right now to make your communication more effective. 

LECTURE #2

Topic: Critical thinking

Topic 3-4. Principles of critical thinking

Basic definitions. A comparison of critical and ordinary thinking. Recommendations for critical reading and evaluation of information. Recommendations for effective writing of reports. The main elements of critical thinking. Techniques of verbal and written persuasion. Logical errors. Comparison of critical thinking and general intelligence.

Critical thinking

Do you think that critical thinking is equal to general academic abilities? If so – you are wrong. It is different complex ability. 

	IQ

- verbal memory;

- figural memory;

- logical thinking;

- figural-visual knowledge;

- numerical knowledge;

- general knowledge;

- attention level etc.
	Critical thinking

- Understanding and use of oratory;

- Prediction and prevention of problems;

- Knowledge of  "logical fallacies“;

- Critical reading and writing style;

- Recognition of statistics manipulating;

- Recognition of manipulating in advertising and propaganda;

- Techniques of dishonest dispute etc.


Why thinking critically is so important? Because very often we tend to guessing instead of estimating, preferring instead of evaluating, grouping instead of classifying, supposing instead of hypothesizing, believing instead of assuming etc.

Schneider describes human minds as belief machines. W. James also said: “As a rule we believe as much as we can. We would believe everything if only we could” (quoted from Hogan, 2009). Yes, it can be useful to have some positive illusions for maintain optimism and self-esteem, but sometimes it lead to severe disappointments and our imperfect thinking can be used against us by others.

Definition: By B. Black (Black, 2012) Critical Thinking is the analytical thinking which underlies all rational discourse and enquiry. It is characterized by meticulous and rigorous approach. As an academic discipline, it is unique in that it explicitly focuses on the processes involved in being rational. These processes include:

• analyzing arguments,

• judging the relevance and signiﬁcance of information,

• evaluating claims, inferences, arguments and explanations,

• constructing clear and coherent arguments,

• forming well-reasoned judgements and decisions.

Being rational also requires an open-minded yet critical approach to one’s own thinking as well as that of others.

Comparison features of the ordinary and critical thinking (M. Lipman, 1988)

	Critical Thinking 
	Ordinary Thinking 

	Estimating 
	Guessing 

	Evaluating 
	Preferring 

	Classifying 
	Grouping 

	Assuming 
	Believing 

	Inferring logically 
	Inferring 

	Grasping principles 
	Associating concepts 

	Hypothesizing 
	Supposing 

	Noting relationships among other relationships 
	Noting relationships 

	Making judgments with criteria 
	Making judgments without criteria 


The main elements of critical thinking
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Recommendations for critical reading and evaluating information

Use the criteria: Who? Why? What? When?

Who? Look at the qualification of the authors and sources of experience. Whether they are experts in their field? Whether they are published anywhere else? Are they sponsoring by someone or not? Were they cited by other specialists in their field? Is the publisher recognized and authoritative organization? Do they provide contact information?

Why? Look at the purpose of the information. Whether the information is intended to inform, persuade, or entertain? Is there sufficient evidence that there have been no complaints? Were the studies sponsored? Is this objective or biased? Who is the target audience? Is it use emotional language?

What? Look at the relevance of the information. Does it provide information at the appropriate level for your needs? Is this true in terms of geographic location? Is this an original or a secondary material? What this material is focused on? How limited is the coverage?

When? Look at the novelty of information. Is there a publication date? When was it last updated? Are the links still active (the site)?

Recommendations for effective report writing

To write well-structured report it need to involve such writing abilities:
· Ability to draft an outline plan.
· Ability to formulate the head of report.
· Skills to write abstract if the report is long.
· Ability to set up the goal and the tasks of your report.
· Skills to structure materials and to design the detailed plan of your report.
· Ability to formulate conclusions, to add necessary appendix.
Academic style of writing
The following characteristics are typical of academic writing:
· Use of correct grammar and punctuation;
· Use cautious (probabilistic) language;
· Avoid subjective and emotive language;
· Use linking words and phrases;
· Use correct referencing;
· Clear and concise language;
· Formal writing style.
Techniques of verbal and written persuasion
These techniques show the reader that the point of view of the author should act as their own point of view. 
1. Rhetorical question: means that the answer is so obvious that other answer is not required. 
Example: Can we expect that our teachers will maintain a high level of professionalism, if we do not pay them a fair wage? 
2. The Rule of ‘Three’: based on the observation that people better remember things when they are listed in three. The same idea can be told in 3 different ways. 
Example: "Stop, look, and listen"; “Is your car old? rusting? ready to be replaced?”
3. Emotional language: it is using adjectives (nouns, verbs), so that the reader could feel a certain emotion. 
Example: Management will not stop these cuts, and all of our children will go hungry. Then they close the plant and leave us without work and on the street. 
4. Hyperbole: The use of exaggeration for extravagant effect; often used humor. 
Examples: "A hundred years have not seen," "I've said it a thousand times." 
5. Sound model: designed to attract the reader's attention and remember the contents better: 
- Rhyme, - alliteration (repeated one the same sound at the beginning of words), the repetition of the same consonant sound, repetition of vowel sounds.
Examples: sweet smell of success; dime a dozen…
6. Comparisons: show a relationship between two unlike items in one of three ways:
metaphor 
Examples of metaphor: ‘‘golden hair’’, ‘’sunny smile’’.

simile (uses “like” or “as”)
Examples of simile: the foreman is tough as nails. 
personification (uses an animal compared to a non-animal)
Examples of personification: she eats like a pig; 
he’s an ostrich — he won’t face his problems.
Activity 1. Recognize rhetorical techniques

1. ‘’In conclusion, let me say that voting for this candidate - is a vote for a perfect world’’.

2. She is smart, sincere and successful. 

3. She knows how to get things done. Other candidates want to take us back to a time when jobs are scarce, people were scared and the government intervened in the lives of people. Let's not let that happen. 

4. Why turn the clock back, if we can move forward to a brighter future? 

Sound model _____

Hyperbole _____
Rhetorical question _____
“The Rule of Three” ______
Emotional language ______

Logical Fallacies

«Slippery slope». The argument might have two true premises, and a conclusion that takes them to an extreme.


Example: “We have to stop the tuition increase! Today, it’s $5,000; tomorrow, they will be charging $40,000 a semester!”

False dilemma - which presents in its major premise just two options (“either-or”) when in reality there are others.


Example:  “Stop wasting my time in this store! Either decide you can afford the stereo, or go without music in your room!”

Circular reasoning - there is just one premise, and the conclusion simply restates it in a slightly different form. 


Example: “I told you to clean your room!” “Why?” “Because I said so!” 

Equivocation - uses a word twice, each time implying a different meaning of that word, or uses one word that could mean at least two different things. 


Example: “Hot dogs are better than nothing. Nothing is better than steak. Therefore, hot dogs are better than steak.“

“Red herrings”  – are simply any unrelated topic that is brought  into an argument to divert attention from the subject at hand.


Example: “Nuclear power is a necessity, even though it has the potential to be dangerous. You know what is really dangerous, though? Bathtubs. More people die in accidents in their bathtubs every year than you can imagine.”

Post Hoc (after this, therefore because of this) – occurs when an assumption is made, because one event precedes another. 

     Example: A tenant moves into an apartment and the building's furnace goes faulty. The manager blames the tenant's arrival for the malfunction.  

Hasty generalization – when premises do not contain enough evidence to draw a conclusion.

     Example: That new police drama is a really well done show. All police dramas are great shows. 

“Chicken and egg” fallacy - an error by confusing cause and effect. 

Example:   Last night I had a fever. This morning, I have a cold and a fever. The fever caused the cold.

 Composition fallacy – by focusing on parts of a whole and drawing a conclusion based only on those parts. Example: Every player on their team is excellent. So their team must be excellent, too. 

Unfinished claim – when advertising claims the product is better, or has more of something, but does not finish the comparison.

Examples: "Magnavox gives you more." More what?
"Anacin: Twice as much of the pain reliever doctors recommend most." 

Does not say twice as much of what pain reliever.
Statistics manipulation

Statistics was invented to get evidences, to bring valid information, to make possible more rational decisions and inferences but now it is often used for opposite purpose – for manipulations. 
Example of statistics manipulation
· company claims it is edging out its competitor with higher sales. They are stated that they have had a 50% increase in sales, compared with only a 25% increase for their competitors. 
 Is their claim valid? 
· What if the competitor sold 2000 bicycles last year, and 2400 this year; 
the other company sold 40 bicycles last year, and 60 this year. 

Won they the competition? How second company has manipulated by statistics? They leaved out key information.
Prevention of statistics manipulation

When you come across statistics in advertising, in a report, a political speech, a press, or other source, remember that this is not necessarily true.

Ask yourself three questions:

Is this statistic reliable?

Is there no deliberate misrepresentation here?

Do they provide you with all the information you need to evaluate?

The distinction between facts and opinions

Mark each statement as (F) of fact or (O) opinion.  
___ 1. World War II began on September 1, 1939.
___ 2. Cream Brylle is the most delicious dessert. 
___ 3. I went to rest in the Carpathians in the past year. 
___ 4. To invest in the stock market is a bad idea. 
____ 5. My presentation was great. Now the administration will pay attention to me.
____ 6. My presentation was great. This was noted in my attestation.

What is your conclusion – how can we find the difference?

In conclusion…

     "Read not to contradict and confute; nor to believe and take for granted; nor to find talk and discourse; but to weigh and consider."—Francis Bacon

LECTURE #3

Topic: Presentation skills
Topic 5. Presentation and self-presentation skills.

Basic definitions. Impression management. Visual, verbal and nonverbal means. Nervous control. Rehearsals. 
Principles of presentation and self-presentation (Impression management)
Impression management is a goal-directed conscious or unconscious process in which people attempt to influence the perceptions of other people about a person, object, or event. 
Impression management is performed by controlling or shaping information that is expressed through social interactions. It is usually used synonymously with self-presentation, in which a person tries to influence how others perceive their image. The notion of impression management also refers to practices in professional communication and public relations, where the term is used to describe the process of forming an organization’s public image.
Presentation and self-presentation is largely the result of the messages communicated. In the same way that you form impressions of others largely on the basis of how they communicate, verbally and non-verbally, they also form impressions of you based on what you say (your verbal messages) and how you act, dress, stand, sit, or move (your non-verbal messages).
You also communicate your self-image and judge others by the people with whom they associate; if you associate with VIPs, then surely you must be a VIP yourself; if you get in with a bad crowd, so you will be associated with these people.

You might form an impression of someone on the basis of that person’s age or gender or ethnic origin. 
You might rely on what others have said about the person, gossips, reputation.

Let’s begin from presentation. A presentation is the set of techniques and skills required to successfully present oral information to others.
When we use presentation skills?
•  Conference presentation providing an overview of some research carried out by you or your group.

• Diploma or dissertation-related presentation to demonstrate your ability to manage a research project.

· A job interview where you have been asked to present for several minutes on a given topic.
· Group and individual presentations for a given topic as part of your professional working process.

Three types of presentation might be identified:
Information-giving (lecture, report)

Discursive (conference report, dissertation presentation)

Demonstrative (master-class, work-shop)

Self-control questions before preparation presentation
1. What is the main aim of the presentation and what message you want to deliver to the audience in the time limit set?

2. What is the current knowledge level of the audience and what new knowledge or awareness do you want the audience to have gained from your presentation?

3. What is the most effective way to communicate this knowledge?

Preparation 
1. prepare the first draft of the presentation

2. prepare the first set of slides

3. put the presentation aside for a while

4. review, revise and edit first version

5. decide on the audio-visual aids that will be useful

6. prepare the ‘good enough’ set of slides

Structure:      Introduction         The Main Body        Conclusion
How to remember this structure?

1. Introduction. Tell them what you are going to tell them.

2. The main body. Tell it them.

3. Conclusion. Tell them what you have told them.

Introduction
· It should previously inform audience about main content of your presentation;

· You may do it in the form of presenting a series of statements, but can be better presenting a puzzle, picture or telling a story for catch audience attention. Be careful with a jokes;
· Give the purpose or outcomes of your presentation to listeners;

· Keep ‘needs’ of your audience very firmly in mind.

Avoid such phrases at the beginning
“I'm nervous / tired / jet lagged”. “Sorry, we’re starting a little late”.  “Can you hear me well?” “Can you read / see this?”  “I'll try to be short ...” “Sorry for that mistake there”.

Main body of the presentation
· 3 or 4 main points for a presentation of up to a halfhour and no more then 7 main points for longer presentation;

· Use examples, stories, statistics, quotes from expert sources, or research findings to support your ideas;

· You may use questions or initiate discussion to activate listeners.

Don't try to include too much information in one slide!

Conclusion
· Tell to the audience what you have already said – repeat it again in short;

· Always leave your audience with something memorable, say a powerful visual or a convincing conclusion, with a key idea, a central theme to take away and want to reflect on later.

· Thank the audience for their attention and invite questions or discussion.

The main challenge is to fit all gathered information that you consider relevant into the time that is allocated
Timing: 
- It is usually better to deliver less content at a reasonable pace. 

- You should fit the topic into the time limit set and plan time for breaks, asides, questions.

- You should think clearly about what to include and exclude from the final version of your presentation.

Form of language
· Use explanations or definitions for new terms;

· Use correct language and proofread;

- Avoid gender stereotyping;

- Avoid racist and racism/national stereotyping;

- Avoid words-parasites, being aggressive, swearing or obscenities; 

- Use the language that can include everybody.

(Drew, S., Bingham, R., 2010)
Environment:
Check: position of speaker, acoustics, type and size of room, lighting, equipment.

Use images
to improve understanding; to save time; for interest; for impact

Aspects of Personal Presentation
Your personal presentation includes:
· Clothes; - keep official dress-code;
· Accessories: your notes, luggage, bags, phones, jewellery, watches, and scarves;

· Style of hair, nails, makeup (for women);

· Body language; and
· Voice.
The first impressions are more heavily influenced by non-verbal rather than verbal cues.
Verbal means and appearance:
•
55% of our impact comes from our look (how we look);

•
7% of what we understand comes from the words;

•
38% of information comes from the tone of voice;

•
Make sure that you project your voice to your interlocutor or to the whole audience at back of the room.
Aspects of Effective Speaking
· Accents.
· Finding your voice.
· The effect of breath on voice and speech.

· Pauses.
· Vocal production (Volume  -  to be heard. Clarity  -  to be understood. Variety  -  to add interest).

Non-verbal means
eye-contact         body language          hand gestures       proxemics     chronemics
Eye contact 
It is talking about how and how much we look at others when we are communicating. Through eye contact, we both express our emotions and monitor what is occurring in the interaction.
Studies show that talkers hold eye contact about 40% of the time, and listeners nearly 70% of the time.
The majority of people in the U.S. and other Western cultures expect those with whom they are communicating to look them in the eye. L. A. Samovar, R. E. Porter explain, however, that direct eye contact is not a custom throughout the world. For instance, in Japan, prolonged eye contact is considered rude, disrespectful, and threatening. For people from many Latin American, Caribbean, and African cultures, avoiding eye contact is a sign of respect.
Facial expression

Facial expression is the arrangement of facial muscles to communicate emotional states or reactions to messages. Our facial expressions are especially important in conveying the six basic human emotions of happiness, sadness, surprise, fear, anger, and disgust. 

Some misbalance in the pattern of some emotional expression show that this expression is pretended, not honest. E.g. if in smile are involved only the muscles of mouth but not of eyes or facial expression is too asymmetric (skewness). 

Posture 

Posture is what our position (body orientation) and move our body (body movement). From our posture, others interpret how attentive, respectful, and dominant we are. Body orientation refers to posture in relation to other people. Facing another person squarely is called direct body orientation. When two people’s bodies are at angles to each other, this is called indirect body orientation. In many situations, direct body orientation signals attentiveness and respect, and indirect body orientation shows inattentiveness and disrespect.
Posture express the social status and mood of person.

Haptics (touch) 
We communicate a great deal through touch. We send messages by the following: a firm handshake, a timid tap on the shoulder, a warm bear hug, a reassuring pat on the back, a patronizing pat on the head, or a controlling grip on your arm.
How we interpret appropriate and inappropriate touch varies not only among individuals but also varies with culture, sex, gender and context.
Some cultures in South and Central America, as well as many in Southern Europe, encourage contact and engage in frequent touching. In many Arabic countries, for instance, two grown men walking down the street holding hands is a sign of friendship. In the U.S., however, it might be interpreted as a sign of an intimate relationship. Many Northern European cultures tend to be medium to low in contact, and many Asian cultures are mainly low-contact cultures. The U.S., which is a country of immigrants, is generally perceived to be medium in contact, though there are wide differences between individual Americans due to variations in family heritage.
Gestures
Some gestures, called «illustrators», augment the verbal message. When you say «about this high» or «nearly this round», your listeners expect to see a gesture accompanying your verbal description. 
Other gestures, called «emblems», can stand alone and completely substitute words. When you raise your finger and place it vertically across your lips, it signifies «Quiet». An emblem has an automatic agreed-upon meaning in a particular culture, but the meanings of the same gestures can vary across cultures. For example, the American hand sign for «OK» has an obscene sexual meaning in some European countries and stands for «I will kill you» in Tunisia. 
«Adaptors» are gestures that occur unconsciously as a response to a physical need. For example, you may scratch an itch, adjust your glasses, or rub your hands together when they are cold. You do not mean to communicate a message with these gestures, but others do notice and attach meaning to them.
Proxemics is the formal term for how space and distance communicate. People will interpret how you use the personal space around you, the physical spaces that you control and occupy, and the things you choose to decorate your space.
Personal space is the distance we try to maintain when we interact with other people. Our need for and use of personal space stems from our biological territorial nature, for which space is a protective mechanism. How much space we perceive as appropriate depends on our individual preference, the nature of our relationship to the other person or people, and our culture. For example, in the U.S. culture, four distinct distances are generally perceived as appropriate and comfortable, depending on the nature of the conversation (picture 2.1). Intimate distance is defined as up to 45 centimeters and is appropriate for private conversations between close friends. Personal distance, from 45 centimeters to 4 feet, is the space in which casual conversation occurs. Social distance, from 4 to 12 feet, is where impersonal business such as a job interview is conducted. Public distance is anything more than 12 feet. (according to E. Hall)
Physical space is the part of the physical environment over which we exert control. Our territorial natures not only lead us to maintain personal distance but also to assert ownership claims to parts of the physical space that we occupy. Sometimes we do not realize the ways we claim space as our own; we visibly «mark» our territory. For example, by put our things (bag) next to it on the floor and coat on the seat. If you regularly take the same seat in a class, that habit becomes a type of marker, signaling to others that a particular seat location is yours. Other students will often leave that seat empty because they have perceived it as yours. We also can understand a person’s status in a group by noting where the person sits and the amount of space over which ownership is claimed. In a well-established group, people with differing opinions will often choose to sit on the opposite sides of the table, while allies will sit in adjacent spots. So if you are an observant, you can understand the relationship by noticing where they choose to sit. Many other meanings can be discerned from how people use physical space, so, this is a way of communication.

Artifacts are the objects and possessions we use to decorate the physical space we control. When others enter in our homes of our offices, they look around and notice what objects we have chosen to place in the space and how we have arranged them. Then they assign meaning to what they see. People choose artifacts not just for their function but also for the message that the objects convey about them.
Use of time: chronemics

Chronemics is how we interpret the use of time and is based largely on cultural context.
In book The Silent Language (1959), Edward Hall coined the term "polychronic" to describe the ability to attend to multiple events simultaneously, as opposed to "monochronic" individuals and cultures who tend to handle events sequentially.
People can have either a monochronic or a polychronic orientation to time. Those of us with a monochronic time orientation tend to concentrate our efforts on one task, and only when it is finished or when the time we have allotted to it is over, we move on to another task. If we are monochronic, we see time as «real» and think about «spending time», «losing time», and so on. As a result, monochronic people subordinate interpersonal relationships to their schedule.
Polychronic people see time as flexible and fluid and view appointment times and schedules as variable and subordinate to interpersonal relationships; they easily alter or adapt their schedule to meet the needs of their relationships.
As you probably know, the dominant U.S. culture has a monochronic time orientation; Swiss and German cultures tend to be even more monochronic. On the other hand, many Latin American and Arab cultures have a polychronic orientation.

Handling nerves: 
· get as much practice as you can; 

· concentrate on exposing yourself to similar situations;

· practice deliberate relaxation, e.g. breathing techniques, visualization techniques; 

· drink water, smile, use pauses, slow down, move around, stop thinking about yourself; 

· prepare for each specific presentation.

Rehearsal 
· Rehearse and learn the factual content and structure. 

· Rehearse speaking aloud. 
· Rehearse in front of a mirror or video camera. 
· Control time the rehearsals. 
· Rehearse before other people. 
· Rehearse in the similar physical environment.
In conclusion…
     When you are making a presentation, you are presenting a package: you and your message. The more you are aware of the impact of every element, the more effective the package will be as a whole.
LECTURE #4 

Topic: Contacts with patient: Fostering the relationship and gathering information

Topic 6. Contacts with patient: Fostering the relationship.

Expressed interest in the patient as a person. Treated the patient with respect. Listened and paid attention to the patient. The role of patient’s personality and individuality. 
Topic 7. Contacts with patient: Gathering information

Encouraging the patient to tell his/her story. Coping with time limit. Sociocultural aspects of communication. Exploring the patient’s reaction to the illness or problem.

Among inter-personal relationships, the doctor-patient relation is one of the most complex ones. It involves interaction between individuals in non-equal positions, is often non-voluntary, concerns issues of vital importance, is therefore emotionally laden, and requires close cooperation

Contacts with patient: Fostering the relationship

Main aspects of fostering the relationship:

Expressed interest in the patient as a person

Treated the patient with respect

Listened and paid attention to the patient personality and individuality

Dominick Frosch, (PhD, an associate investigator at the Palo Alto Medical Foundation's Research Institute and associate professor at the University of California, Los Angeles), and colleagues held focus groups in San Francisco to explore how patients discuss health-care issues with their physicians (Health Affairs, 2012). They found that even well-educated patients feel intimidated in the physician's office.

"In the context of a medical consultation, people feel uniquely vulnerable," Frosch says. "Asserting their views might require disagreeing. Patients fear that will lead to negative consequences that might impact their care in the future."

The result? Patients often hold back from asking questions or sharing opinions, and end up less involved than they could be in making their own medical decisions (https://www.apa.org/monitor/2012/11/patient-physician).

People often don’t give important information to the doctor by such reasons:

1)
they misinterpret and underestimate the significance of their problems;

2)
they worry about how they look if the symptoms turn out to be nothing;

3)
they are concerned about too much troubling their physicians;

4)
they don’t want to change their social plans by long or complex examination and treatment.

The role of patient’s personality and individuality

Personality is made up of the characteristic patterns of thoughts, feelings, and behaviors that make a person unique. Personality arises from within the individual and remains fairly consistent throughout life.

Some of the fundamental characteristics of personality include:

1. Consistency. There is generally a recognizable order and regularity to behaviors. Essentially, people act in the same ways or similar ways in a variety of situations.

2. Psychological and physiological. Personality is a psychological construct, but it is based on biological processes and needs.

3. It impacts behaviors and actions. Personality influence how we respond in our environment; it causes us to act in certain ways.

4. Multiple expressions. Personality is displayed more widely than only in just behavior. It can also be seen in our thoughts, feelings, close relationships and other social interactions.

What is known about communication and behavior in medical environment of people with different personality peculiarities?

Studies have shown that people who are relatively high in anxiety tend to report more symptoms of illness then others do. 

People who are high in neuroticism experience higher levels of anxiety and tend to be “high-strung”. This characteristic often translates into oversensitivity to symptoms and to more complaining about ill health.

A thorough review of the personality and health literature suggested that people with chronic negative affect show a disease-prone personality. 

People who monitor their symptoms to an extreme may be hypochondriacs. If person have hypochondriac personality tendency or disorder, he/she have excessive preoccupation with one’s health and constant worry about developing physical illness. Hypochondriacs believe that any minor change in their condition could be a sign of a major problem. They are constantly going to their physicians to be checked. Even they are told they are all right, they don’t believe the diagnosis and may change doctors (“doctors shopping”). Among patients with different psychological problems, hypochondriacs reported suffering more often from abdominal pain, and they reported a higher intolerance of bodily complaints. 

Munchausen syndrome or Munchausen syndrome by proxy. They relate to Factitious disorder that is a serious mental disorder in which someone deceives others by appearing sick, by purposely getting sick or by self-injury. Factitious disorder also can happen when family members or caregivers falsely present others, such as children, as being ill, injured or impaired (Munchausen syndrome by proxy). Factitious disorders are described in the literature as having a broad spectrum of physical and/or psychological symptoms and signs which are invented and produced by the patient, who has the intention of acting out the role of a sick patient. 

When such patients arrive at a general hospital with a dramatic presentation and extreme complaints, a prolonged admission often follows. Their clinicians quickly become frustrated by the patients’ demanding interpersonal styles, their deception and manipulation. These difficulties can lead to poor outcomes for patients and staff alike. 

Factitious disorder is challenging to identify. These people involve mimicking or producing illness or injury or exaggerating symptoms or impairment to deceive others. People with the disorder go to great lengths to hide their deception. They continue with the deception, even without receiving any visible benefit or reward or when faced with objective evidence that doesn't support their claims.

How those with factitious disorder fake illness?

· Exaggerating existing symptoms. Even when an actual medical or psychological condition exists, they may exaggerate symptoms to appear sicker or more impaired than is true.

· Making up histories. They may give loved ones, health care professionals or support groups a false medical history, such as claiming to have had cancer or ulcer. Or they may falsify medical records to indicate an illness.

· Faking symptoms. They may fake symptoms, such as stomach pain, seizures or passing out.

· Causing self-harm or harm to their child. They may make themselves sick, for example, by injecting themselves with bacteria, milk, gasoline or feces. They may injure, cut or burn themselves. They may take medications, such as blood thinners or drugs for diabetes, to mimic diseases. They may also interfere with wound healing, such as reopening or infecting cuts.

· Tampering. They may manipulate medical instruments to skew results, such as heating up thermometers. Or they may tamper with lab tests, such as contaminating their urine samples with blood or other substances.

These conditions generate high costs and unnecessary procedures in health care facilities, and their underdiagnose might be for lack of health professional’s knowledge about them, and difficulty to differentiate these patients from others, who really have high morbidity and mortality.

Other personality trait such as optimism and self-esteem normally buffer us against stress and illness but may delay us from seeking treatment. E.g. people with high self-esteem believe that they are very healthy and are optimistic in their outlook. They may also believe that their bodies can fight off infections or heal without any specific medical treatment. These people may wait to see if they get better. Low self-esteem individuals have been found to report more health problems.

Other specific individual difference refers to how patients involving in the health care process. Patients vary in how much they want to be involved in their treatment and how much information they want. Behavioral involvement includes the patient’s attitude toward self-care, specifically an active involvement in treatment. Informational involvement measures how much the patient wants to know about his or her illness and specific details of its treatment. It may be important to match a patient with a certain preference for information (high in information involvement) with a practitioner who is accepting of such a preference. A lot of studies showed that preference-match strategies in physician-patient communication lead to positive effects on treatment outcomes.

Age and gender role

Women and elderly persons use health services and report their symptoms to the doctors at a significantly higher rate than do men and younger individuals. Part of this difference is because these two groups have more specific issues that need care such as pregnancy and childbirth for women, and chronic and terminal illnesses among elderly persons. Women have been shown to be more sensitive to changes in their bodies than men are and may find it more socially acceptable to report symptoms than men. Men may not report symptoms or pains as much so as not to appear weak (“boys don’t cry”).

So men need more encouragement from doctor to tell full story about their health condition. 

Role of patients training/informing. Researcher Ho has explored the feasibility and effectiveness of training patients to communicate more effectively with their physicians. In one project, she and her colleagues trained patients to talk with their physicians about their use of complementary and alternative medicine (CAM). Studies show most patients don't tend to talk about their CAM usage at medical appointments — a problem since some alternative therapies could interfere with conventional medicines. Ho and her team conducted a workshop to help patients build four skills: preparing a list of questions before the appointment; being proactive by initiating the CAM conversation; disclosing all CAM use; and asking relevant questions. After the workshop, more than half of patients mentioned their CAM use within the next two physician visits. Follow-up surveys also indicated that more than 80 percent of participants demonstrated the "be proactive" skill while meeting with their physicians (Patient Education and Counseling, 2012). In the case of CAM, good communication is more than simply knowing which herbs a patient takes. It's about fully understanding each patient's health-care preferences and habits.

Gathering information 

Main aspects:

Encouraged the patient to tell his/her story

Explored the patient’s reaction to the illness or problem

Ability to conduct patient’s interview

The first goal for both practitioner and student is the accurate and complete diagnosis of the patient’s condition, while the second goal for the practitioner is appropriate treatment planning with which the patient will comply (Pendleton, Schofield, Tate and Havelock, 1984).
Critics and researchers have suggested that students trained using this traditional history-taking format do develop diagnostic skills, at the same time, show a progressive tendency to focus only on patients’ pathophysiological complaints (Barbee and Feldman, 1970; Helfer, 1970). This focus on physiological aspects of medicine is usually accompanied by a marked unwillingness or inability to explore patients’ psychological and social worlds (Poole and Sanson-Fisher, 1979; Maguire, 1984; Flaherty, 1985). Researchers have argued that many students’ interactional skills appear to become poorer rather than better over the course of their medical education.

Early in their clinical experience, students display a keen interest in, and concern for, patients and their problems. As medical knowledge increases, their approach to patients changes. They begin to focus on illness symptoms, underlying aetiology and functional enquiry, perhaps ignoring what patients say about themselves and their struggle to cope with illness (Poole and Sanson-Fisher, 1979; Preven, Kachur, Kupfer and Waters, 1986). Thus, to patients, students appear less caring, conducting interrogations rather than conversations (Nichols, 1984; Preven et af., 1986).
These changes to students’ interviewing styles have been further highlighted in research studies which have contrasted the traditional format for training in medical interviewing with specialised consulting skills training programmes. 

Verby et al. (1979) developed a 17 item scale (later transformed into16 item) with which to measure the consulting skills of general practice trainees. 

Table 1 Communication skills of students’ history-taking consultations

	1. Beginning interview


	Greeting of patient and clarity of purpose for interview.

	2. Seating arrangement


	Open, facilitative arrangement which helps communication.

	3. Body posture


	Open posture. Use of unconscious mannerisms.

	4. Eye contact


	Maintenance of appropriate eye contact to regulate communication flow.

	5. Interruptions


	Speaking over patient. Use of non-verbal cues to interrupt.

	6. Use of facilitation


	Student’s techniques for helping patient to express ideas, e.g. minimal encouragers, reflection.

	7. Maintaining relevance


	How effectively the student keeps the patient “on-the-track.”

	8. Psychosocial concerns related to diagnosis


	The student’s attempts to include relevant psychological and social factors in the discussion.

	9. Empathy


	The student’s expressed understanding of what the patient is feeling and communicating.

	10. Use of silence


	Use by student to encourage patient to talk.

	11. Personal and social issues


	Student’s willingness to discuss emotional or highly personal issues raised by patient.

	12. Verbal or non-verbal leads


	Student’s ability to pick up leads from what the patient says or does.

	13. Warmth


	Student’s expressed acceptance of patient as a person.

	14. Question style


	Sequencing of open and closed questions.

Use of simple questions and avoidance of leading and multiple questions.

	15. Clarity


	Clear communication between the two people. Avoidance of unexplained medical terms.

	16. End of interview
	Summary by student. Communication of appreciation. Effective and clear closure of interview.


Two student groups showed similar interview effectiveness prior to training given to the trained group, with no significant differences between the two groups. 

The interview ratings given by the two observers have reported that untrained medical students display many poor interviewing behaviours (Maguire and Rutter, 1976; Maguire, 1984; Irwin et al. 1989).

Students generally failed to open interviews effectively, they neglected to introduce themselves and/or failed to state the purpose of the interview. Few displayed the skill to be able to control their interview and some passively sat back when faced with a talkative patient and tried few, if any, techniques to regain control.

There was a general lack of responsiveness to cues given by patients and a failure to give appropriate feedback as to whether or not the information being given by patients was appropriate. The observers were particularly unimpressed by students’ failure to show interpersonal warmth or concern to patients. Interview closures were similarly ineffective, with some students seemingly anxious to leave as soon as they had collected their data, without asking for patients’ questions or comments. Several failed to thank patients for their time. 

In marked contrast, trained group students achieved higher mean scores on most scale items across the three interview times. 

Trained students were rated significantly better at showing appropriate interview commencement and closure behaviours (“structural” aspects of interviewing), and showed greater skill in questioning and general communication clarity. They were more effective in their use of silence and showed greater willingness and ability in discussing patients’ psychosocial concerns, they showed greater ability at eliciting relevant psychosocial data from patients and their questioning style and communication clarity was also significantly better than control students.

This study has confirmed the finding of previous researchers that medical students can be taught basic interpersonal skills which enable them to more effectively relate to patients in the context of hospital-based history-taking interviews. That interview behaviours are discrete microskills are relatively independent and can be learned one at a time.

How to cope with doctor’s time limit?

Doctors can give as usual from 10 to 20 minutes to each patient. Alas, physicians aren't likely to discover extra hours in their days. The short time of encounter with a doctor is one of the major causes of dissatisfaction of patients. Fortunately, research suggests some ways to improve communication even in short interactions with patients. 

The duration of 3 interviews conducted by trained group students (in doctor-patient interview conducting techniques) did not differ from those conducted by control group students at any of the three interview times. Even though their interviews were rated to be more interpersonallly effective by the two observers, trained students’ mean interview times were no different to the mean interview times of control students (Evans, B. J. et al., 1992).

Paul Arnold, (MD, at the University of Kansas Medical Center), and colleagues found that when physicians sat at a patient's bedside, the patients perceived the visit as lasting longer than they did when physicians stood, even though the visits lasted the same number of minutes (Patient Education and Counseling, 2012). Simply pulling up a chair can leave a patient feeling more satisfied, leading to better patient compliance and stronger patient-physician relationships.

Study of L. Aubree Shay, (a doctoral candidate at Virginia Commonwealth University), and colleagues found that patients rate physician communication more positively when the physicians take relatively simple steps, such as inviting patients to express their concerns, or extending the interaction outside of the exam room with a chat or referral exchanged in the hallway or reception area (Patient Education and Counseling, 2012).

SUMMARY

• Two primary steps of creating good doctor-patient contact are fostering the relationship and gathering information.

• Interview training can help students and practitioners to be more effective in gathering information from patients.

LECTURE #5 

Topic: Contacts with patient: Providing information and making decisions. Communication with personnel

Topic 8. Contacts with patient: Providing information and making decisions

Providing information related to the working diagnosis. Providing information on next steps. Making decisions. Elicited the patient’s perspective on the diagnosis and next steps. The phenomenon of compliance. Type of compliance. Finalizing plans for the next steps. Supporting emotions. Facilitating the expression of an implied or stated emotion. Effects of self-affirmation. Consequences of specific physician behaviors on certain patient outcomes.

Topic 9. Communication with personnel (health-care teams).

Staff relations. Benefits of group work. What kind of challenges does group work bring and how to deal with them. Size of groups, time of work, roles, strategies. The best techniques of group work. Comparison of team and individual work. The effectiveness of the teams. Composition of teams.

Sociocultural aspects of communication

The term «culture» refers to the complex collection of knowledge, folklore, language, rules, rituals, habits, lifestyles, attitudes, beliefs, and customs that connect and give a common identity to a particular group of people at a specific point in time.

Any social unit – whether a relationship, group, organization, or society – develops a culture over time. While the defining characteristics – or combination of characteristics – of each culture are unique, all cultures share certain common functions. Three such functions that are particularly important from a communication perspective are (1) linking individuals to one another, (2) providing the basis for a common identity, and (3) creating a context for interaction and negotiation among members.

(Reference: Communication Between Cultures, Eighth Edition, Larry A. Samovar, Richard E. Porter, Edwin R. McDaniel & Carolyn S. Roy)

DIVERSE HEALTH CARE BELIEF SYSTEMS

Although beliefs about health and the causes, treatment, and prevention of illness are found in all cultures, these beliefs often vary from one culture to another and lead to different and sometimes idiosyncratic concepts of illness. 

Culture and ethnicity, therefore, present unique sets of beliefs and perceptions about health and illness which in turn influence how illness is recognized, to what it is attributed, how it is interpreted, and how and when health services are sought. Cultural notions about health and illness differ not only around the world but also among co-cultures in the United States and other multinational countries. 

M.M. Andrews (2010) puts forth a comprehensive paradigm in which health belief systems are divided into three major categories: supernatural/mágico/religious, holistic, and scientific/biomedical, each with its own set of related premises and beliefs. 

SUPERNATURAL/MÁGICO/RELIGIOUS TRADITION

Underlying Premises

Religious and spiritual factors are significant in health care because they influence beliefs about the nature of illness. The supernatural/mágico/religious health care belief system is based on the assumption that people live in a world inhabited by supernatural forces. Followers of this tradition believe quite strongly that sorcery, magic, and evil spirits can negatively affect them in their daily lives.

Causes of Illness

Religion and spirituality include traditions and values that may affect people’s understanding of the causes of illness, compliance to treatment and physician recommendations, or feeling of optimism or fatalism about disease outcomes.”

 Illness is often attributed to spiritual factors such as “sorcery, breaching a taboo, intrusion of a disease object, intrusion of a disease-causing spirit, and loss of the soul.” In some cultures people may believe that illness results from the possession of the body by evil spirits or possibly from the casting of evil spells.

 In other cultural groups people may believe that illness is a sign of weakness, a punishment for evildoing, or retribution for shameful behavior such as disrespect toward one’s elders. The ill person is, therefore, receiving a deserved punishment rendered by a supernatural agent.

Consider this case

A ten-year-old boy from a rural Mexican family was being treated for cancer of his distal femur. According to the boy’s father, his son’s cancer began when the boy was kicked by a child from a neighboring family with whom the father had been feuding. The father believed that his neighbors had cast an evil spell, causing a snake to invade his son, and thus the child had developed an illness as a result of the kick. Because of the father’s beliefs that there was a supernatural cause for his son’s illness, he also believed that the evil spell would have to be removed before the boy could be cured.

1. Do the attending physicians have an obligation to work with the father in order to help remove the evil spell?

2. What resources do you believe the physicians might have available to them to help the father remove the evil spell?

3. To what extent might the father’s beliefs interfere with the cancer treatment?

4. What do you believe the physicians attending the boy could do to relieve the father’s anxiety about his son’s treatment?

Treatment of Illness

For those who subscribe to the supernatural/ mágico/religious tradition, cultural health care practices arising from religious beliefs and practices can have a profound impact on health. 

Spirituality is a vast realm of human potential dealing with ultimate purposes, with high entities, with God, with life.

Spiritual needs, therefore, may become quite intense when a sudden illness takes away activity, interests, and the very meaning of existence.

The supernatural/mágico/religious tradition seeks to treat illness by achieving a positive association between the patient and the relevant spirits, deities, and so forth. Treatment may be administered by traditional priests or carried out by healer-practitioners recognized by their communities as shamans. The word “shaman” is derived from an ancient Siberian language and means “spirit healer.” It denotes a person who works with supernatural entities. Shamanism is found today in many parts of the world among people who live by mystical participation or a sense of spiritual connection that they believe exists between everyone and everything in the universe. Shamanism is neither a religion nor a science, but an activity that takes place in a world that is ordinary yet spiritual. It can be viewed as a healing or helping technology—the technology of the sacred—instead of a set of beliefs or customs.

Generally, priests or shamans seem to invoke energies that are greater than the ordinary physical power found in everyday life. The healing capability of a shaman may be invoked by a hands-on power to heal that removes harmful spirit maladies from the body and restores the body’s energy; the visionary ability to see into the body of a sick person; and the capability to retrieve the lost soul or spirit of the sick.

Shamanism may also provide a spiritual connection with animals, and the ability to elicit help from animal spirits. It may include the ability to sense the presence of one’s ancestors or other friendly dead who have come to give help.

Let’s consider some examples. Mexican Americans, for instance, may embrace the thought ayúdate que Dios te ayudara (help yourself so that God will help you) by placing the responsibility for care and caring with the entire family and God. As such, the family is essential to promote the caring that leads to health.

Muslims, on the other hand, may believe that God created human beings and gave them their bodies as gifts to be cared for. On the Day of Judgment, God will ask what they did with their bodies and their health. Human beings express gratitude to God for their good health through worship and by not harming their bodies.

Korean folk medicine follows the practice of hanyak, which has its roots in ancient Chinese medicine. Hanyak involves diagnosing imbalances in the body that are believed to cause illness and then prescribing appropriate natural remedies that restore the body’s ability to maintain its balance. These are drugs taken from roots, flowers, leaves, and vines and are the sources of many of the drugs used today in Western medicine. Quinine, for example, is an ancient Eastern drug that has been adopted in the West to treat malaria.

Many Cubans, Puerto Ricans, and Brazilians follow a belief in Santería (a type of religion). When someone of this belief becomes sick, a santero or folk healer is contacted who consults an Orisha (saint-like deity) to assist in finding a cure. Similarly, it is not uncommon for Haitians to consult voodoo priests and priestesses for treatments that can involve candles, baths, charms, and spirit visits.

In the United States many African Americans will draw upon their ancestral roots and utilize folk practitioners selected from among spiritual leaders, grandparents, elders of the community, or voodoo doctors or priests. Although some of these treatments may seem unusual or even bizarre from a Western perspective, health care practitioners in other cultures have successfully employed these methods for centuries.

Consider this case

You are a doctor in an American hospital for children. One day you notice that it was admitted one Vietnamese boy who has bruise-like marks on his arms, legs, neck, and face. You are a culturally competent doctor working in a multicultural environment and have learned about the practices of cupping, spooning, and coining as folk treatments for illness. Yet, the laws of your state mandate that you report any suspicion of child abuse to Child Protective Services, which has the authority to remove children from their homes if they suspect abuse.

What action would you take?

REMEMBER THIS

The supernatural tradition comes from a belief system in which the world is perceived as an arena filled with magic, sorcery, and evil spirits. Illness is attributed to evil spiritual forces. Treatment is carried out by healers who invoke special powers to cast out the evil forces.

HOLISTIC TRADITION

Underlying Premises

Followers of the holistic tradition believe the earth is a system consisting of such components as air, land, water, plants, and animals. Holistic health is based on the principle that a whole is made up of interdependent, interacting parts. In the same way, an individual is a whole made up of interdependent parts, which are known as physical, mental, emotional, and spiritual. Yet, each individual is unique and holism underlines this uniqueness. “Holism sees people as parts of a family, culture and community and regards people as entities with physical, psychological, socio-cultural and spiritual aspects.”

If life is to be sustained, these parts cannot be separated, because what is happening to one part of a system is also felt by all of the other parts. When one part of an individual is not working at its best, all of the other parts of that person are affected. Furthermore, this whole person, including all of his or her parts, is in constant interaction with everything in the surrounding environment. For instance, if an individual is anxious about an examination or an employment interview, his or her nervousness may result in a physical reaction such as a headache or a stomachache.

When someone suppresses anger over a long period, he or she often develops a serious illness such as migraine headaches, emphysema, or arthritis.

Holistic health is about more than just not being sick; it is actually an approach to life. Rather than focusing on a specific illness or specific parts of the body, holism refers to “health practices, approaches, knowledge and beliefs incorporating plant, animal and mineral-based medicines, spiritual therapies, manual techniques, applied singularly or in a combination to treat, diagnose, and prevent illness or maintain well-being.” With holistic health, people accept responsibility for their own level of well-being, and everyday choices are used to take charge of one’s own health.

Causes of Illness

Holistic or naturalistic approaches to the cause of illness assume there are natural laws that govern everything and every person in the universe. For people to be healthy they must remain in harmony with nature’s laws and willingly adjust and adapt to changes in their environment. E.g. many people of Asian origin (Chinese, Filipinos, Koreans, Japanese, and Southeast Asians) do not believe they have control over nature. They possess a fatalistic perspective in which people must adjust to the physical world rather than controlling or changing the environment.

Holistic Mexican and Puerto Rican medical beliefs are derived from the Greek humoral theory that specifies four humors of the body: “blood — hot and wet; yellow bile — hot and dry; phlegm — cold and wet; and black bile — cold and dry.” An imbalance of one of the four body humors is seen as a cause of illness. 

People of African, Haitian, or Jamaican origin also frequently view illness as a result of disharmony with nature.

American Indians consider the earth “to be a living organism — the body of a higher individual, with a will and a desire to be well. For them, ill health is something that must be.” American Indian belief systems maintain that a person should respect his or her body, just as the earth should be treated with respect. American Indians tend to believe in a reciprocal relationship whereby if the earth is harmed, humankind itself is harmed, and “conversely, when humans harm themselves they harm the earth. The earth gives food, shelter, and medicine to humankind, and for this reason, all things of the earth belong to human beings and nature.”

As you can see, the holistic worldview results in multiple approaches to understanding the causes of illness. 

Treatment of Illness

Holistic treatments for illness may be viewed from two perspectives. The first is the centuries old traditional holistic folk-healing approach. The second perspective is frequently referred to as Complementary Alternative Medicine (CAM) and is practiced in contemporary developed cultures.

Complementary alternative medicine practices may employ such forms of treatment as herb and dietary supplement therapy, mind-body medicine which may include biofeedback, hypnosis, meditation, music therapy, tai chi, and yoga. Other forms of alternative medicine include acupuncture, reiki, massage, spinal manipulation, homeopathy, and traditional Chinese medicine practices.

The traditional holistic approach to treating illness is to achieve or maintain balance among the natural elements and forces acting within and upon the human body.

Traditional Chinese medicine, for example, attempts to restore balance between the natural yin and yang forces. 

The Chinese believe that health and a happy life can be maintained if the two forces of the yang and the yin are balanced. The hollow organs (bladder, intestines, stomach, and gallbladder), head, face, back, and lateral parts of the body are the yang. The solid viscera (heart, lung, liver, spleen, kidney, and pericardium), abdomen, chest, and the inner parts of the body are the yin. The yin is cold and the yang is hot. Health care providers need to be aware that the functions of life and the interplay of these functions, rather than the structures, are important to Chinese.

Frequently, Mexicans and Mexican Americans consult folk healers such as curanderos as to treat illness. Folk healers are recognized by the state government of New Mexico as a significant collaborative influence on the State’s Midwifery Consultant Program.

The midwives work with the curanderas-parteras (folk healers/midwives) to improve basic childbirth practices. In 1979 New Mexico established regulations requiring all practicing curanderas-parteras to obtain a formal education and pass a licensing exam.

Mexican folk medicine looks beyond symptoms of illness and seeks to locate imbalances in an individual’s relationship with the environment, negative emotional states, and harmful social, spiritual, and physical factors. When one becomes ill, folk healers use foods and herbs to restore the desired balance. A “hot” disease is treated with cold or cool foods. A “cold” disease is treated by hot foods. Hot and cold do not refer to the temperature of the foods, but to their intrinsic nature. Hot foods include chocolate, garlic, cinnamon, mint, and cheese. Cold foods include avocados, bananas, fruit juice, lima beans, and sugarcane.

REMEMBER THIS

The holistic tradition is based on a balanced system of relationships among the body, mind, and spirit. Illness occurs when there is an imbalance among any of these aspects of the system.

Cures are effected by restoring balance to the system.

SCIENTIFIC/BIOMEDICAL TRADITION

Underlying Premises

The scientific/biomedical model has existed for many centuries and is based on the assumption that poor health is a physical phenomenon that can be explained, identified, and treated with physical means. This health care system focuses on the objective diagnosis and scientific explanation of disease. It uses an evidence-based approach that relies on procedures such as laboratory tests to verify the presence and diagnosis of disease. The scientific/biomedical paradigm supports the belief that “life is controlled by a series of physical and biochemical processes that can be studied and manipulated by humans. Human health is understood in terms of physical and chemical processes.” The scientific/biological perspective is the dominant health-related belief system in the United States and the Western world. Most Western physicians and other health care professionals are trained in this tradition.

Causes of Illness

Disease is held to be present when a person’s condition is seen to deviate from clearly established norms based on biomedical science. Causes are thought to be the result of an invasion of bacteria or viruses, deterioration of skeletal structures or organs, abnormal cell growth, arteriolar deposits, and the like. Specialists believe that adherents to this approach view the model as “more ‘real’ and significant in contrast to magical or holistic explanations of illness.”

Treatment of Illness

Scientific/biomedical treatment protocols seek to destroy or remove the illnesscausing agent, repair the affected body part, or control the affected body system.

Knowing about diverse belief systems about the causes and treatment of illness, you become an effective communicator in a multicultural health care environment. There are three important aspects of communication you need to understand in order to develop your health communication skills: (1) the impact of language diversity on health care communication, (2) the requisites you need to help you acquire health care communicator skills, and (3) the development of effective health care communication strategies.

LANGUAGE DIVERSITY AND HEALTH CARE COMMUNICATION

The role of language diversity in the health care setting needs to be explored because “language barriers impair discussions of symptoms and recommended therapies resulting in misdiagnoses or poor treatment decisions. Communication barriers also impede adherence to treatment regimes.” 

Lack of knowledge of clients’ language abilities and cultural beliefs and values can result in serious threats to life and quality of care. Organizations and individuals who understand their clients’ cultural values, beliefs, and practices are in a better position to be co-participants with their clients in providing culturally acceptable care.

Lacking a similar linguistic background, physicians may fail to understand information given by the immigrant patient. Consequently, treatment advice may not be properly understood by the patient, making it difficult for the physician to arrive at the right diagnosis.

E.g. how does a young Latina woman who speaks no English explain to a medical team in a hospital emergency ward that the liquid drops she put into her baby’s mouth (which were intended for the baby’s ears) have made her child worse? Or, e.g. think about the potential for confusion if a Western doctor speaks of a woman’s “period” to someone whose culture does not use this metaphor. Medical situations resulting from such miscommunication can be detrimental to the patient.

EMPLOYING INTERPRETERS

Need for Interpreters

An interpreter is necessary if the physician and the patient are not fluent in the same language. Additionally, patients may be reluctant to reveal that they do not understand what the health care provider is saying. Even minor misunderstandings between patients and health care professionals can lead to critical errors in diagnosis and treatment.

Selecting and Using Interpreters

Although family members may be the most convenient interpreters, using non-professional interpreters or family members is dangerous. “They may modify the questions we physicians ask out of their concern for privacy, or they may change the answer our patients provide for a variety of well-meaning reasons.” For example, Haffner reports that a Mexican woman whose son usually interpreted for her suffered a great deal before the doctor discovered her actual problem—a fistula in her rectum. She was so embarrassed about her condition that she was reluctant to reveal her symptoms through her son. Only when a professional interpreter was called did she reveal her true symptoms. 

Also, the use of a family member or friend as an interpreter may breach confidentiality laws, cause confusion because a family member or friend does not understand medical terminology, or make it difficult to assess sensitive issues such as sexuality and domestic violence. Therefore, a trained medical interpreter should be used.

Below are some helpful guidelines when using interpreters.

• Use interpreters who can decode the words and provide the meaning behind the message.

• Use dialect-specific interpreters whenever possible.

• Give the interpreter time alone with the client.

• Provide time for translation and interpretation.

• Use same-gender interpreters whenever possible.

• During the assessment, direct your questions to the patient, not to the interpreter.

• Ask one question at a time and allow interpretation and a response before asking another question.

• Remember that clients can usually understand more than they can express; thus, they need time to think in their own language. They are alert to the health care provider’s body language, and they may forget some or all of their English in times of stress.

• Review responses with the patient and interpreter at the end of a session.

EFFECTIVE INTERCULTURAL HEALTH CARE COMMUNICATION

In health care delivery the influence of culture is present at every step of the process.

In order to attain a goal of optimal health care for everyone in the culturally diverse countries, health care providers and institutions must be effective intercultural communicators.

REQUISITES FOR EFFECTIVE MULTICULTURAL HEALTH CARE COMMUNICATION

Know Your Own Culture

Before health care providers can widen their knowledge about other cultures, they must be aware of their own beliefs and recognize how culture affects their ability to look at, understand, and appreciate other belief systems. Perceptions, beliefs, and understandings of what constitutes health and health care are developed through social acculturation and shaped by cultural experiences. Thus, health care providers should self-examine their personal orientations to become acutely aware of their beliefs, biases, and reactions to alternate health care beliefs.

Learn About Diverse Health Care Beliefs

The more you can learn about the health care beliefs and practices found in various cultures, the better your care and treatment plans can take into account a client’s worldview and expectations. Experience in multicultural environments can enhance the ability to communicate with patients from other cultures. Different worldviews can undermine the trust and cooperation necessary for a successful healing and therapeutic relationship. When working in a multicultural environment, you should first understand the beliefs of the patient and his or her family, especially toward treatment goals. Second you must develop a treatment plan that is acceptable to the patient, the family, and the health care team.

Concern about families is important because in many cultures health care decisions are not made by the individual patient but by the family as a team. Galanti reported that “when asked to name their most common problem in dealing with non-Anglo ethnic groups, most nurses respond, ‘their families.’ In many cultures, including Romany (Gypsy), Asian, Middle Eastern, and Hispanic, males are traditionally the authority figures.

Unless they are well acculturated, it is often best to consider them as the spokespersons for the family. They are often the ones who will make the decisions.

This recommendation may be difficult for those with pro-feminist leanings, but it is likely to be the most productive approach. Age is also a sign of authority in Romany and Asian cultures, so initial conversations should be addressed to the eldest male. Because Americans commonly possess a strong sense of independence, they may be used to making their own decisions about their own health care. Therefore, it is a useful to ask patients if there is anyone they would like to consult with before making a health care decision.

For the Western-oriented health care provider, biomedical information is usually of primary concern, sometimes to the exclusion of everything else; but it is essential to remember that a patient’s, and his or her family’s, perception and understanding of the origin and meaning of well-being, illness, and recovery can be major factors in the health care process. It is important to remember this potentially different perception, because a provider may not appreciate a family’s reliance on a shaman or spiritual healer. But such cultural factors can impede effective health care communication. 

Avoid Stereotypes

One danger inherent in working with people from diverse cultures is relying on stereotypes, which results in ascribing a characteristic to a person or group of people that may not be true. For instance, if you were to meet a Mexican woman and assume that she has a large family, that would be a stereotype. And if your interaction with people is based on stereotypes, you can make errors in judgments and assumptions that interfere with effective communication. For example, you are stereotyping if you assume that all Muslim families have a strong patrilineal tradition where women are subordinate to men and young people are subordinate to older people. In many situations this may be true. But if you apply that assumption in all cases and believe that the husband will talk for his wife and make decisions about her health care, you could be wrong. And if you are wrong, that assumption could easily interfere with the ability to establish rapport and trust with clients.

REMEMBER THIS

These four things should be considered in intercultural health care interactions:

1. Does the patient value individuality and personal choice, or does the patient focus more on family and collective choices?

2. Does the patient value open communication or does the patient tend to draw cues from the context of the situation?

3. Does the patient believe people can and should influence their health?

4. Does the patient believe in a Western biomedical view of illness, or does the patient hold an alternative or blended view of illness?

Conducting Interviews

Here is a list of cross-cultural interview questions:

1. What do you call the illness?

2. What do you think has caused the illness?

3. Why do you think the illness started when it did?

4. What problems do you think the illness causes? How does it work?

5. How severe is the illness? Will it have a long or short course?

6. What kind of treatment do you think is necessary? What are the most important results you hope to receive from this treatment?

7. What are the main problems the illness has caused you?

8. What do you fear most about the illness?

9: What treatments, if any, are you receiving, and are you using folk remedies?

As you can see from the above discussion, conducting cross-cultural health care interviews is not an easy task. An increasing problem for providers is how to communicate health information that is bad news to patients.” We now turn our attention to communication about unpleasant prognoses and terminal illness.

Communication about Death and Dying

Cultures have evolved many different ways to deal with the feelings of loss and grief associated with the termination of life. They range from actively participating in discussions to completely ignoring the issue. In the health care professions, however, death cannot be ignored.

Effective and timely communication can help patients and their families gather relevant health information about significant threats to health and assist them in developing plans for responding appropriately to those threats. 

U.S. Americans emphasize patient autonomy and a patient’s “right to know.”

These beliefs have resulted in right to privacy laws that prohibit sharing medical information without the patient’s written consent. 

Also in the U.S. American culture, where individualism and autonomy are values, the patient is told if she or he has a terminal condition because it is a basic right of patients to know. However, the situation becomes complicated when the patient is from a culture that values the family over the individual.

In many non-Western societies the reference group for an individual is his or her kin, relationships that may extend far beyond the ties of the nuclear family that form the norm for so many in the United States and Europe. In these societies, families are often drawn into the decision-making processes that influence individual lives about issues that in the West would be considered an individual’s “private matter.”

When patients and health care workers have diverse cultural backgrounds, patients frequently want to follow their cultural belief systems, which can hinder effective communication. These differences in perspective, when unacknowledged, can lead to a complete breakdown in communication.

The custom in many cultures, including Mexican, Filipino, Chinese, and Iranian, is for the patient’s family to be the first to know about an unpleasant prognosis. After receiving this news, it becomes the family’s responsibility to decide whether and how much to tell the patient. A care giver must be aware of such cultural differences and discuss with the patient in advance just who should be given information regarding the patient’s condition, thus avoiding unnecessary stress for the patient and his or her family.

Discussions with patients and their families about death and dying must take into account not only the initial revelation of the diagnosis and prognosis, but the treatment and care of the patient who is terminally ill. In broaching the topic of terminal illness, some families may approach the discussion of death in an open and disclosing manner, but others may avoid the topic, or use sarcasm and dark humor to reduce its emotional intensity. Members of some cultures may perceive telling a patient that he or she is dying as being insensitive because they believe such news will create a sense of hopelessness and hasten the dying process.

Many Mexican Americans believe that the stress of knowing your condition would only cause an illness to get worse. The very devout may believe that only God knows when someone will die. Among the Hmong, to tell someone they are dying is thought to curse them. “How could you know they will die unless you plan to kill them yourself?”

In some cultures talking of death is actually taboo. Navajos, for instance, hold a cultural taboo that you should not think negatively about something or it will happen. It is difficult, therefore, to discuss death and dying with members of the Navajo culture because such a discussion is believed to bring it about. This characteristic is also found among some Zuni and Koreans who believe that speaking of a person’s death can bring sadness or hasten their demise.

Cultural groups have different beliefs about using treatment or artificial nutrition with a feeding tube. “African Americans typically want assertive treatment” and may want even more aggressive care during an end-of-life situation, such as requesting life-sustaining therapy such as cardiopulmonary resuscitation, intensive care unit admissions, artificial ventilation, and tube feeding. 

Many African Americans prefer to have a spiritual leader participate in end-of-life discussions, and many believe that it is the duty of the health care worker to help organize and participate in the meeting. In regard to the relative importance of preserving life at all costs versus preserving quality of life or a “life worth living,” African Americans often believe in the possibility of a “miracle,” and that a patient must be kept alive indefinitely so that the miracle can occur.

So we have to understand the influence of cultural contexts have on communication styles and individual belief systems. This understanding will assist you when you begin your engaged in the health care professional.

Contacts with patient: Providing information and making decisions. Communication with personnel

Topic 8. Contacts with patient: Providing information and making decisions

Providing information related to the working diagnosis. Providing information on next steps. Making decisions. Elicited the patient’s perspective on the diagnosis and next steps. The phenomenon of compliance. Type of compliance. Finalizing plans for the next steps. Supporting emotions. Facilitating the expression of an implied or stated emotion. Effects of self-affirmation. Consequences of specific physician behaviors on certain patient outcomes.

Topic 9. Communication with personnel (health-care teams).

Staff relations. Benefits of group work. What kind of challenges does group work bring and how to deal with them. Size of groups, time of work, roles, strategies. The best techniques of group work. Comparison of team and individual work. The effectiveness of the teams. Composition of teams.

Contacts with patient: Providing information and making decisions 

Main aspects:

Provided information related to the working diagnosis

Provided information on next steps

Making decisions. Elicited the patient’s perspective on the diagnosis and next steps

Finalized plans for the next steps

Supporting emotions. Facilitated the expression of an implied or stated emotion or something important to him/her

Illness behaviors are the varying ways individuals respond to physiological symptoms, monitor internal states, define and interpret symptoms, make attributions, take remedial actions, and utilize various forms of informal and formal care (Mechanic, 1995).

For convincing patient to comply with doctor’s recommendations you can use:

Effects of self-affirmation. Research on self-affirmation (Sherman & Cohen, 2006; Steele, 1988). Process of enhancing and/or affirming personal attributes and values musters valuable resources for grappling with challenges. When people affirm important self-resources (write essay about their main values and beliefs or have support from health professional that they are great – strong, clever, responsible etc.) , they are less likely to be defensive and to devalue threatening information, and consequently are more open to it, can better prepare and deal with a threat. Self-affirmation boosts self-resources because people become more secure about their self-worth, thinking in more wide context than specific threat situation, and focusing more on others than on themselves. Example with smoking. Example with bad and good diet. 

Additional materials:

Blog Posts “Health Psychology – from theory to practice” – about how to talk with patient about sensitive issues like losing weight. URL:  practicalhealthpsychology.com 

Communication with personnel (health-care teams)

Stuff relationships

Nor only patients are culturally diverse, but hospital stuffs are also. They can be Europeans, Americans, Afro-Americans, Indians, Chinese, of Middle Eastern descent, Mexicanі, Philipinos and others. 

Different cultures have different expectations of the roles played by the different levels of hospital staff. E.g. some East Indian male physicians tend to be sexist and are not as respectful of European American nurses in the USA. 

The doctor-nurse relationships can be strongly influenced by the culture of each person. Some cultures are more respectful of authority than others, and have a greater desire to maintain harmony and avoid conflict. Nurses of Asian or Latino backgrounds are sometimes reticent (restricted, afraid) to stand up to questionable behavior by European American doctors. 

Gender and culture also influence inter-doctor and inter-nurse relationship. Some East Indian female physicians often feel intimidated by their male counterparts. Male nurses sometimes have discordant interactions with their female counterparts. Medicine is a hierarchical profession in which orders are followed by rank and not sex, but this hierarchy can often cause problems for men from male-dominant cultures.

Medical stuff members also face conflicts between their roles as health care providers and their own religious beliefs. Galanty (2004) recounted a case study in which a nurse who was a Jehovah’s Witness refused to aid in a blood transfer in an emergency room because blood transfusion was against her faith. In another case a devout Catholic nurse refused to participate in an abortion. 

For leading medical teams, it is important to be familiar with:

Leader-Member Exchange Theory, LMX

· Dansereau et al., 1975; Graen, 1976;

• The leader builds relationships with each follower individually, not as a group;

• There are two types of relationships between the follower leader: in-group (informal) / out-group (formal);

• Informal: The negotiator follows more for the leader and the leader for him. They have more information, influence, confidence and concern from the leader. They are more dependent. Formal - less compatible with the leader.

Relationship Scheme in LMX Theory[image: image2.wmf]
Forming leadership in LMX

	
	Phase 1

Alien
	Phase 2

Familiar
	Phase 3

Partner

	Roles 
	Subscribed 
	Trial 
	Contracting

	Impacts 
	Unilateral 
	Mixed 
	Mutual

	Exchanges 
	Low quality 
	Medium quality 
	High quality

	Interests 
	I am
	Me and others 
	The group


LMX research results

· • Studies have found that high quality relationships between a leader and followers lead to:

· • less staff turnover, better quality of work, high frequency of career advancement (both for the leader and for the followers), greater responsibility in organizations, more interesting projects, better loyalty, more attention and support from the leader, more participation decisions and delegation of authority.Graen & Uhl-Bien, 1995; Liden, Wayne, & Stilwell, 1993.
For understanding difficult outcomes of your profession, it is important to know:

Burnout in health care professionals

Burnout is a combination of exhaustion, cynicism, and perceived inefficacy resulting from long-term job stress. It was first described in 1974 by the clinical psychologist Herbert Freudenberger, who often volunteered at a free clinic in the then drug-ridden East Village of New York City. Over time, Freudenberger observed emotional depletion and accompanying psychosomatic symptoms among the clinic’s volunteer staff. He called the phenomenon “burnout,” borrowing the term from drug-addict slang. Freudenberger defined burnout as exhaustion resulting from “excessive demands on energy, strength, or resources” in the workplace, characterizing it by a set of symptoms including malaise, fatigue, frustration, cynicism, and inefficacy:

There is a feeling of exhaustion, being unable to shake a lingering cold, suffering from frequent headaches and gastrointestinal disturbances, sleeplessness and shortness of breath. … The burn-out candidate finds it just too difficult to hold in feelings. He cries too easily, the slightest pressure makes him feel overburdened and he yells and screams. With the ease of anger may come a suspicious attitude, a kind of suspicion and paranoia. The victim begins to feel that just about everyone is out to screw him. … He becomes the ‘house cynic.’ Anything that is suggested is bad rapped or bad mouthed. … A sign that is difficult to spot until a closer look is taken is the amount of time a person is now spending in the free clinic. A greater and greater number of physical hours are spent there, but less and less is being accomplished. He just seems to hang around and act as if he has nowhere else to go. Often, sadly, he really does not have anywhere else to go, because in his heavy involvement in the clinic, he has just about lost most of his friends.

In addition, Freudenberger noted that burnout often occurred in contexts requiring large amounts of personal involvement and empathy, primarily among “the dedicated and the committed.”

Over the next decade, the social psychologist Christina Maslach built upon Freudenberger’s work. At the University of California, Berkeley, Maslach developed a model of burnout consisting of three dimensions: emotional exhaustion, depersonalization, and a diminished sense of personal accomplishment. In 1981, she proposed the Maslach Burnout Inventory (MBI), which consists of three subscales to measure the extent of an individual’s symptoms along each dimension. The MBI remains the most commonly used instrument to assess burnout to this day.

Why should we care about burnout?

The consequences of burnout are not limited to the personal well-being of healthcare workers; many studies have demonstrated that provider burnout is detrimental to patient care. For example, the number of major medical errors committed by a surgeon is correlated with the surgeon's degree of burnout  and likelihood of being involved in a malpractice suit. Among nurses, higher levels of burnout are associated with higher rates of both patient mortality and dissemination of hospital-transmitted infections. In medical students, burnout has been linked to dishonest clinical behaviors, a decreased sense of altruism, and alcohol abuse. High rates of physician burnout also correlate with lower patient satisfaction ratings.

At an institutional level, burnout results in greater job turnover and increased thoughts of quitting among physicians and nurses. It also results in decreased workforce efficiency: a recent Mayo Clinic study estimated the loss of productivity due to physician burnout as the equivalent of eliminating seven entire medical school graduating classes. Consequently, burnout may contribute to an already impending physician and nursing shortage.

Reference: Burnout in United States Healthcare Professionals: A Narrative Review

Thomas P Reith Cureus. 2018 Dec; 10(12): e3681. Published online 2018 Dec 4. doi: 10.7759/cureus.3681

SUMMARY

· Health care practitioners should use an interpreter if they are not fluent in the language of their clients.

· Diverse communication rules can be developed for interaction with people of different age, gender, personality and culture.

· Three health belief systems are supernatural /magic/religious, holistic, and scientific/biomedical; each with their set of beliefs about the causes and treatment of illness.

· Cultural diversity affects individual beliefs about death and dying.

· For effective communication with personnel you have to know rules of leadership, effects of burnout, cross-cultural aspects of stuff relationships.

It is prepared 5 Power Point presentations for all lecturers which are demonstrating during the lectures.
3. Plans for workshops and discussion-based seminars
Guidelines for Practical Classes 

Topics of Practical Classes 

	№


	Topic
	Hours

	1
	People’s perception and understanding of each other.

Topic 1. Communicational competence.
Topic 2. Types of communication. Characteristics of communication.
	2

	2
	Social and communicative competences.
Topic 1. Communicational competence.
Topic 2. Types of communication. Characteristics of communication.
	2

	3
	Psychological boundaries.

Topic 6. Contacts with patient: Fostering the relationship
	2

	4
	Training of effective communication.

Topic 9. Communication with personnel (health-care teams).
	2

	5
	Conflict management.

Topic 10. Conflict-free communication. Ethics.
	2

	
	Total
	10


Practical Classes № 1 “People’s perception and understanding of each other»

During first lesson, the teacher explains to students the plan of practical lessons, the system of assessment of work during the semester.

The lesson begins by checking students present at the lesson.

Then teacher explains the task and instructions for its implementation.

Task - to learn preferred representational system using  VAK preference assessment and conducting discussion basing on results.

Teacher has to print out VAK preference assessment and explain students the main purpose of this method and instruction. During students are doing task teacher has to control and assist in completing the task. After calculation results teacher conduct discussion using approximate questions:

· Which role representational system plays in human communication? Explain, please.

· How can you use your preference in representational system in learning process?

· Is one representational system better than another? 

· How can we recognize preferred representational system in everyday communication and doctor and patient communication (in that cases when we don’t have specific test)?

Practical Classes № 2 «Social and communicative competences»

The lesson begins by checking students present at the lesson.

Then teacher explains the phenomenon of Social intelligence – the ability to understand the intentions, feelings and emotional state of a person by verbal (verbal) and nonverbal manifestations. And then introduce "Social intelligence" Guildford’s  Test and instructions for its implementation.

Task - to learn social intelligence as a base on non-verbal communication’ success.

Teacher has to print out "Social intelligence" Guildford’s Test and explain students the main purpose of this method and instruction. During students are doing task teacher has to control and assist in completing the task. After calculation results teacher conduct discussion using approximate questions:

· What level of each of the abilities’ development do you determine?

· What are the results obtained? Please, carry out a meaningful interpretation of each result (S. 1 – ability to foresee the consequences of their behavior; 
S. 2 ability to correctly estimate the state, feelings, people's intentions for their non-verbal expressions, facial expressions, postures, gestures; 
S. 4 ability to recognize the structure of interpersonal situations in dynamics).
· What role does social intelligence play in people’s communication?

Practical Classes № 3 «Psychological boundaries»
The lesson begins by checking students present at the lesson.

Teacher starts with introduction about personal space. Intimate distance is defined as up to 45 centimeters and is appropriate for private conversations between close friends. Personal distance, from 45 centimeters to 4 feet, is the space in which casual conversation occurs. Social distance, from 4 to 12 feet, is where impersonal business such as a job interview is conducted. Public distance is anything more than 12 feet. Of greatest concern to us is the intimate distance – that which we regard as appropriate for intimate conversation with close friends, parents, and younger children. People usually become uncomfortable when «outsiders» violate this intimate distance. 

Physical space is the part of the physical environment over which we exert control. Our territorial natures not only lead us to maintain personal distance but also to assert ownership claims to parts of the physical space that we occupy. Sometimes we do not realize the ways we claim space as our own; in other instances, we go to great lengths to visibly «mark» our territory. Artifacts are the objects and possessions we use to decorate the physical space we control. When others enter our homes, our offices, or our dorm rooms, they look around and notice what objects we have chosen to place in the space and how we have arranged them.

The next step is role play with two partners who are checking boundaries of personal distance of each other. All students are dividing on groups of two persons. One of them stands in front of another and starts to move slowly towards to his partner. The task for partner is to feel comfortable distance to allow first partner to come up. This measure is the boundary of his personal space. Students can change partners and try one more with partners of another sex, level of familiarity etc.
After finalization teacher encourages students to share their experience and discuss influence of cultural features of psychological boundaries.
Practical Classes № 4 «Training of effective communication»
The lesson begins by checking students present at the lesson.

Then teacher explains difference between hearing and listening and prepare students to conducting effective listening training. Teacher has to observe main types of listening. 
1. Appreciative listening

2. Discriminative listening

3. 3. Comprehensive listening

4. 4. Critical listening

5. Empathic listening

Also teacher explain about  stages of listening process  (a) attending, (b) understanding, (c) remembering, (d) evaluating, and (e) responding to the message.

Task – to evaluate ones listening abilities using Active listening scale.

Teacher has to print out Active listening scale. During students are doing task teacher has to control and assist in completing the task. After calculation results teacher explain results. Teacher encourages students to share their experience of successful listening. 

Practical Classes № 5 «Conflict management»

The lesson begins by checking the students present at the lesson.

Then teacher explains the phenomenon of Social intelligence – the ability to understand the intentions, feelings and emotional state of a person by verbal (verbal) and nonverbal manifestations. And then introduce the Thomas-Kilmann Conflict Mode Instrument and instructions for its implementation.

Task - to learn conflict handling styles.

Teacher has to print out Thomas-Kilmann Conflict Mode Instrument and explain students the main purpose of this method and instruction. During students are doing task teacher has to control and assist in completing the task. After calculation results teacher explain results. Also it is useful to discuss the effectiveness of handling any conflict depending on the requirements of the conflict and the skill that is employed. As a model teacher can use background of Thomas-Kilmann test. 

The final discussion of the lesson is ethical principles of communication in the medical environment.  Teacher encourages students to share their knowledge and thoughts about ethics in their future speciality.

4. Questions, tasks and cases for the current and final control of knowledge and higher education graduates skills, for tests provided according to the curriculum, post-certification monitoring of acquired knowledge and skills on the discipline

4.1 Questions, tasks or cases for the current and final knowledge and skills control of higher education graduates

1. What we mean by communicative competence?

2. Which types of communication do you know?

3. Main characteristics of verbal and non-verbal communication.

4. Comparative analysis of formal and informal communication.

5. Leading modalities and their role in interpersonal understanding.

6. Main characteristics of communication: participants, messages, context, channels, interferences, feedback.

7. Social intelligence as the basis of communicative competence.

8. Different characteristics of honest and manipulative communication.

9. Comparative analysis of critical and non-critical thinking.

10. Recommendations for critical reading and evaluation of information.

11. The main elements of critical thinking.

12. Characteristics of verbal and written persuasion techniques.

13. The essence of logical errors.

14. Visual decision-making tools.

15. Presentation and self-presentation strategies.

16. Presentation tools: visual, verbal, non-verbal.

17. Techniques for engaging with the audience and managing issues.

18. Means of overcoming nervousness and anxiety.

19. Rehearsals and feedback as effective mechanisms for presentation and self-presentation.

20. Distinctive features of discussion and debate.

21. The role of criticism and feedback.

22. Discussion culture. Means of constructing non-conflicting statements.

23. Conflict behavior styles.

24. What is the role of the patient's personality and personality?

25. Doctor and patient therapeutic alliance.

26. Types of hearing. Active listening techniques and principles. Stages of the listening process.

27. Attribution as a phenomenon of communication.

28. Features of the patient's behavior. The type of patient's reaction to an illness or problem.

29. Social and cultural stereotypes in communication. Their consideration in communication.

30. The concept of compliance. Types of compliance.

31. Providing information on current diagnosis and next steps in treatment.

32. Staff relations and medical teams.

33. The distribution of roles in the team. The benefits of group work. The difficulties of group work and ways to overcome them.

34. Building an effective team, medical team composition.

35. Conflict management methods.

36. Valuable and invaluable judgments: examples, application techniques.

37. Self-expression as a means of conflict management.

38. The concept of psychological boundaries.

39. Levels of sovereignty of psychological space.

40. Ethical principles of communication in the medical environment.

4.2 Tests provided according to the curriculum

On the practical classes it is conducting 3 psychological tests related to the topics of the course: 1) Test on Representational Systems, Modalities (VAK preference assessment); 2) The Thomas-Kilmann Conflict Mode Instrument; and 3) Guildford Emotional Intelligence Test. They are given lower.
1) Test of Representational Systems, Modalities

VAK preference assessment

NB: Please do not wright on this sheet. Wright everything in your workbook.

Each of us has a preferred representational system (visual, auditory, kinesthetic or digital (auditory digital) - often referred to as VAK) - for more information on the NLP visual, auditory, kinesthetic and digital representational systems. There are several ways to determine which system(s) each of us prefers. The assessment is not fully definitive as there are only 12 test questions and your preferred representational system may change over time or in different contexts.

Determining Your Preferences

Copy this table into your workbook
	Question Number
	Visual
	Auditory
	Kinesthetic
	Digital

	1
	d
	b
	a
	c

	2
	a
	b
	c
	d

	3
	a
	d
	b
	c

	4
	b
	d
	a
	c

	5
	c
	d
	b
	a

	6
	c
	a
	d
	b

	7
	c
	a
	b
	d

	8
	d
	b
	c
	a

	9
	b
	c
	d
	a

	10
	a
	c
	d
	b

	11
	d
	a
	c
	b

	12
	b
	c
	a
	d

	total
	V =
	A =
	K =
	D =


Instructions:

For each of the following statements, please assign a number to every phrase. Use the following system to indicate your preferences:
1. Least descriptive of you.

2. Next best description.

3. Next best description.

4. Best description of you.

Put your answers to the lines of the table in your workbook.
If you have trouble deciding between two phrases, go with the first thought that comes to mind.
Representational System Assessment (© Renewal Technologies 2003)

1. When vacationing at the beach, the first thing that makes me glad to be there is:
a __ The feel of the cool sand, the warm sun or the fresh breeze on my face.
b __ The roar of the waves, the whistling wind or the sound of birds in the distance.
c __ This is the type of vacation that makes sense or the cost is reasonable.
d __ The scenery, the bright sun, and the blue water.

2. When overwhelmed, I find it helps if:
a __ I can see the big picture.
b __ I can hear what's going on.
c __ I can get in touch with what is happening.
d __ I make sense of things in my head.

3. When given an assignment at work, it is easier to carry out if:
a __ I can picture what is required.
b __ I have a feeling for what is required.
c __ I have an understanding of what is required.
d __ I have tuned into what's required.

4. I find it easier to follow a presentation if:
a __ I feel in touch with the presenter and the material is within my grasp.
b __ There is a visual display so that I can visualize the concepts.
c __ The presentation is based on facts and figures and is logically presented.
d __ The presenter speaks clearly with varying tonality or uses sound to emphasize message.

5. When buying a car, I make my decision on:
a __ The purchase price, gas mileage, safety features, etc.
b __ How comfortable the seats are or the feeling I get when I test drive it.
c __ The colour, styling or how I would look in it.
d __ The sound of the engine or stereo system or how quiet it rides.

6. I communicate my thoughts through:
a __ My tone of my voice.
b __ My words.
c __ My appearance.
d __ My feelings.

7. When I am anxious, the first thing that happens is:
a __ Things begin to sound different.
b __ Things begin to feel different.
c __ Things begin to look different.
d __ Things begin to not make sense.

8. During a discussion, I am most often influenced by:
a __ The other person's logic.
b __ The other person's tone of voice.
c __ The energy I feel from the other person.
d __ Seeing the other person's body language or being able to picture the other person's viewpoint.

9. I assess how well I am doing at work based on:
a __ My understanding of what needs to be done.
b __ How I see myself making progress.
c __ How things sound.
d __ How satisfied I feel.

10. One of my strengths is my ability to:
a __ See what needs to be done.
b __ Make sense of new facts and data.
c __ Hear what sounds right.
d __ Get in touch with my feelings.

11. I enjoy:
a __ Choosing a piece of music to listen to.
b __ Making a logical, compelling point.
c __ Choosing clothes that are comfortable.
d __ Choosing clothes that look good.

12. If you agree with someone, you are more likely to say:
a __ That feels right.
b __ That looks right.
c __ That sounds right.
d __ That makes sense.

To score the results add the numbers in each column. A comparison of the totaled scores gives your relative preference for each of the four major representational systems. The higher the score, the higher your preference.

In general, one representational system is not better than another. If you score low on one or more of the systems, you may wish to get curious and explore how this is affecting your life experiences.
2) Thomas-Kilmann Conflict Mode Instrument (TKI test)

According to the text Introduction To Conflict Management, the Thomas-Kilmann Conflict Mode Instrument (TKI test) Profile and Interpretive Report is a self-report questionnaire designed to measure your tendencies in dealing with interpersonal conflict (Thomas, K. 2002). The TKI test measures five conflict-handling styles in the form of a percentage as compared to a sample of 8,000 working adults who have been administered this assessment.

The five conflict handling styles are:

1. Competing

2. Collaborating

3. Compromising

4. Avoiding

5. Accommodating

The Thomas-Kilmann Conflict Mode Instrument relates these five conflict styles with two basic dimensions in which conflict-handling modes are located. These two dimensions are Assertiveness (the degree to which you try to satisfy your own needs during conflict) and Cooperativeness (how much you try to satisfy the other person’s concerns during conflict). These two dimensions are not opposites of each other, but are separate and independent measurements. The following are descriptions of how these two dimensions relate to the five conflict handling modes:

· Competing is assertive and cooperative. The competitor attempts to satisfy his or her own concerns at the other person’s expense.
· Collaborating is both assertive and cooperative. The collaborator searches for a win-win situation.
· Compromising is intermediate in both assertiveness and cooperativeness. The compromiser tries to find a settlement.
· Avoiding is both assertive and uncooperative. The avoider sidesteps the conflict without attempting to satisfy any concerns.
· Accommodating is unassertive and cooperative. The accommodator tries to satisfy others’ concerns at the expense of his or her own concerns.
(Thomas, K. 2002).

When you complete the TKI test, your results will include the conflict resolution and interpersonal uses as well as descriptions and contributions of each of the five styles. Questions “to ask yourself” are also included to help you discover if you are perhaps overusing or underutilizing conflict management modes.

The five conflict style uses, descriptions, signs of overuse, and underutilization are as follows:
Competing

Competitors value tough-mindedness, up-front honesty, and courage. They see others with different points of view as their opponents and they try to win in conflict management situation.

The TKI Assessment Report explains that the Competing Style is useful in two ways: when you are dealing with people who tend to take advantage of non-competitors and when unpopular action is required.  As a Competitor it is important to ask yourself if you are overusing your competitiveness. You can be sure you are overusing this style if you are surrounded by people who consistently agree with you without any analysis of the situation. In addition, you might be overusing your Competitive Style if the people around you are afraid or insecure to present vulnerability, lack of knowledge, or slight uncertainty in subject matter.

Regarding underutilization as outlined in the TKI, if you answer yes to the following two questions, you are probably underutilizing your competitive style:

· Do you feel powerless in situations?
· Do you sometimes have difficulty with firmness in your beliefs and opinions? Especially when you feel that it is the right time to take action?
Collaborating

Collaborating Style uses include but are not limited to:

· When you want to combine different people’s theories, beliefs and perspectives on a problem.
· When you want to gain commitment by accepting the concerns of others into a shared decision.
· When you need to work through hard feelings that have been getting in the way of an otherwise positive relationship.
Questions to ask yourself as signs of overuse of your Collaborating style include:

· Do you spend an excessive amount of time discussing issues that do not warrant such discussions?
· Does your collaborative behavior fail to elicit collaborative responses form others?
Questions to ask yourself as signs of underuse of your Collaborating Type as outlined in The TKI Instrument include:

· Is it difficult for you to see differences as opportunities for team gain, learning or problem solving?
· Are others uncommitted to your decisions or policies?
Compromising

Compromising Style uses as outlined in The TKI Instrument include but are not limited to:

· When goals are not vital enough to use more destructive conflict handling modes.
· When a temporary decision is adequate.
· When a solution-based short time frame is needed.
· When competition and collaboration has failed.
Questions to ask yourself as signs of overuse of your Compromising Style as outlined in The Thomas-Kilmann Conflict Mode Instrument include:

· Do you focus excessively on pragmatic compromises that you lose sight of the “big picture”?
· Does focusing on bargaining and trading create a cynical culture of gamesmanship?
Questions to ask yourself as signs of underuse of your Compromising Style include:

· At times, do you find yourself shy, sensitive or embarrassed to partake in the give-and-take of bargaining?
· Do you have a hard time making concessions?
You can check out other blogs about TKI Compromising HERE and HERE.

Avoiding

Avoiding Style uses include but are not limited to:

· When an issue is less important and other important issues are waiting.
· When you are presented by something that is very difficult to change and you lack the power to do so.
· When more information gathering is required to make an informed decision and an immediate decision is not eminent.
· When other people can conflict resolute more efficiently.
Questions to ask yourself as signs of overuse of your Avoiding Style include:

· Do people have trouble getting your input on issues?
· Do people often walk on eggshells with you whereas issues that need to be resolved and confronted are not forcing others to waist energy being overly cautious?
· Are important issues sometimes made by default without your input and critical thought analysis?
Questions to ask yourself as signs of underuse of your Avoiding Style include:

· Do you find yourself stirring up hostility in others and/or hurting people’s feelings?
· Do you often feel overwhelmed by a great number of issues?
Accommodating

Accommodating Style uses include but are not limited to:

· When you realize you’re mistaken, allowing a more prudent solution for consideration, become educated by others, and show reasonability. 
· When it is time to satisfy others and make goodwill gestures to keep a cooperative relationship.
· To build up credibility or social credits so that you may be more effective in later issues.
· When further competition would further damage you wants and needs.
· When you want to aid and develop your employees, allowing them to learn from their mistakes.
Questions to ask yourself as signs of overuse of your Accommodating Style include:

· Do you feel that your ideas, concerns and input don’t get the attention you want?
· Is discipline lacking?
Questions to ask yourself as signs of underuse of your Accommodating Style include:

· Is building goodwill with others a problem?
· Are you often seen as unreasonable?
· Is it difficult to admit when you are mistaken?
· Do you know when it is time to give up and move on?
(Thomas, K. 2007)
If you are under using or overusing a conflict handling style, completing the TKI Assessment can shed light on how, when, and where you can become more efficient in using your five interpersonal conflict modes. The TKI Assessment is a valuable tool in this area and has been administered to over 4 million people over the 30 years since inception and creation. I highly recommend the TKI as the leading tool in conflict management and handling behavior. To complete this assessment, click over to the the TKI section, choose the Thomas-Kilmann Conflict Mode Instrument (TKI) Profile and Interpretive Report, and get started!

Reference:

Introduction to Conflict Management  (Kenneth W. Thomas, 2002, CPP Inc.)
3) Guildford Emotional Intelligence Test
Subtest No. 1 "Stories with completion"
NB: Please do not wright on this sheet. Wright everything in your workbook.

In this subtest you will deal with pictures that depict the everyday situations that occur with the character Barney. Barney is a bald man, by profession - a waiter. In situations, the wife, the young son and friends of Barney, with whom he meets at home or in a cafe, also take part.

In each task on the left is a picture depicting a particular situation. Identify the feelings and intentions of the characters in it and choose among the three pictures on the right the one that shows the most plausible option for continuing (completing) this situation.

Consider an example:
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In the picture on the left, Barney, hooked to the edge of the roof, is frightened and asks for help from his young son. The boy is excited to see his father in such a difficult situation.

The choice of Figure No. 1 is the correct answer in this case. Therefore, on the Answer Form, the number 1 is circled. Figure number 1 is the most logical and plausible continues the given situation: the wife and son Barney put a ladder to the wall in order to help him go down.

The choice of Figures 2 and 3 is less correct. As for drawing number 2, it is unlikely that, hanging in the air in such a frightened and helpless state, Barney will be able to climb onto the roof himself. Since Barney's position is dangerous, the wife and son would hardly mock him, as shown in figure 3.

So, in each task, you must predict what will happen after the situation depicted in the left figure, based on the feelings and intentions of the characters in it.

Do not choose a picture to answer only because it seemed to you the most amusing continuation. Offer the most typical and logical continuation of the given situation. The number of the selected figure (indicated in the lower right corner of the figure) is circled in a circle on the Answer Form. In the test notebooks, you can not make any notes.

Subtest is given for 6 minutes. A minute before the end of the work you will be warned. Work, if possible, faster. Do not waste much time on one task. If you are at a loss, answer the next question. To difficult tasks it will be possible to return at the end, if there is time. In difficult cases, give an answer, even if you are not entirely sure of its correctness.
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Subtest No. 2 "Group expression"
In this subtest you will deal with pictures that depict poses, gestures, facial expressions, that is, expressive movements that reflect the state of a person.

To explain the essence of the task, consider an example. In this example, the three pictures on the left illustrate the same state of a person, the same thoughts, feelings, intentions.
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One of the four pictures on the right expresses the same state, the same thoughts, feelings, or intentions. It is necessary to find this picture.

The correct answer is Figure 2, which expresses the same state (tension or nervousness) as the pictures on the left. Therefore, on the Answer Blank, figure 2 is circled. Figures 1, 3, 4 are not suitable, because they reflect other states (joys and well-being).

So, in each task subtest among the four drawings on the right You should choose the one that fits the group of three figures on the left, because it reflects a similar state. The number of the selected pattern with the circle in the form of responses.

On the execution subtest is given 7 minutes. A minute before the end of the work You will be warned. Work, if possible, faster. Don't waste a lot of time on one task. If difficult to answer, skip to the next paragraph. Difficult tasks can be revisited at the end, if you have the time. In difficult cases, let's answer, even if not completely sure it is correct.
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Subtest No.4 "History Supplement"
In this subtest You will be dealing with pictures, which depict the story of Ferdinand. The Ferdinand has a wife and small child. He works as a chief, so the stories will also participate his colleagues.

Each task consists of eight pictures. The top four pictures reflect a history, originating with Ferdinand. One of these pictures is always ignored. You have to choose among four pictures the lower the number, which after the substitution in place of the empty square at the top will complement the story of Ferdinand in meaning. If You correctly choose the missing figure, the sense of history will be fully clarified, feelings, and intentions of currently active characters will become clear.

Consider this example:
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In this story there is no third picture. At the end of history, we see that Ferdinand, who dreamed about lunch, not getting it, contrary to its expectations and comes out annoyed. Wife of Ferdinand angry and pretends to read her son's book. The boy sits quietly. All this is due to the fact that Ferdinand, washing up after work, left the kitchen dirt, and that angered his wife. Thus, a logical addition to the story is figure # 4. Therefore, in the form of responses figure 4 circled.

Drawings No. 1, 2, 3 do not correspond to the story meaning.

So, in each task you need to find a picture that complements the story of Ferdinand in meaning. On the execution subtest is 10 minutes. A minute before the end of the work You will be warned. Work, if possible, faster. Don't waste a lot of time on one task. If difficult to answer, skip to the next paragraph. Difficult tasks can be revisited at the end, if you have the time. In difficult cases, let's answer, even if not completely sure it is correct.
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The key to processing the method
	Correct answers:
№
	Subtest 1
	Subtest 2
	Subtest 4

	1
	2
	1
	4

	2
	2
	4
	3

	3
	2
	3
	3

	4
	3
	3
	2

	5
	1
	2
	1

	6
	3
	1
	1

	7
	3
	2
	4

	8
	3
	2
	1

	9
	3
	1
	1

	10
	3
	4
	2

	11
	3
	1
	1

	12
	1
	1
	2

	13
	1
	2
	2

	14
	2
	4
	1

	15
	 
	4
	 


Normative tables for determining standard score (for the age group 18-55 years)
	standard score
	Subtest
	General score (Social Intelligence level)

	 
	1
	2
	4
	 

	1 low
	0 – 2
	0 – 2
	0 – 1
	0 – 12

	2 below the average
	3 – 5
	3 – 5
	2 – 4
	13 – 26

	3 average
	6 – 9
	6 – 9
	5 – 8
	27 – 37

	4 above the average
	10 – 12
	10 – 12
	9 – 11
	38 – 46

	5 high
	13 – 14
	13 – 15
	12 – 14
	47 – 55




All the tests are conducting under the teacher supervision and results are discussed with the group of students.
5. Tasks for semester exams (written credit assignments)
Examination card № 1
1. Which types of communication do you know?

2. Types of hearing. Active listening techniques and principles. Stages of the listening process.
3. Which stage of communication process missed here: Conveying the information; Absorption of external information; ___________________?________________ ; 

Reaction to the information?
Examination card № 2
1. What we mean by communicative competence?

2. Features of the patient's behavior. The type of patient's reaction to an illness or problem.
3. What is more important in communication: what you say or what people hear?
Examination card № 3
1. Main characteristics of verbal and non-verbal communication.

2. The concept of compliance. Types of compliance.
3. “Protective of own rights and respectful of others' rights” – for which communicative style (assertive, aggressive, passive-aggressive, submissive, manipulative) this characteristic is relevant?
Examination card № 4
1. Comparative analysis of formal and informal communication.

2. Ethical principles of communication in the medical environment.
3. “Spatial position - Invade others' personal space, try to stand 'over' others” – for which communicative style (assertive, aggressive, passive-aggressive, submissive, manipulative) this characteristic is relevant?
Examination card № 5
1. Main characteristics of communication: participants, messages, context, channels, interferences, feedback.

2. Providing information on current diagnosis and next steps in treatment.
3. "Oh don't you worry about me, I can sort myself out – like I usually have to." – for which communicative style (assertive, aggressive, passive-aggressive, submissive, manipulative) phrases like this is relevant?
Examination card № 6
1. Different characteristics of honest and manipulative communication.

2. Leading modalities and their role in interpersonal understanding.
3. “Yielding to someone else's preferences” – for which communicative style (assertive, aggressive, passive-aggressive, submissive, manipulative) this characteristic is relevant?
Examination card № 7
1. Comparative analysis of critical and non-critical thinking.

2. Social and cultural stereotypes in communication. Their consideration in communication.
3. “Asking indirectly for needs to be met” – for which communicative style (assertive, aggressive, passive-aggressive, submissive, manipulative) this characteristic is relevant?
Examination card № 8
1. The main elements of critical thinking.

2. Staff relations and medical teams.
3. What does it mean: “Listen to understand” – hear well; be ready to be changed; be ready to make a conclusion; build trust?
Examination card № 9
1. Characteristics of verbal and written persuasion techniques.

2. Social intelligence as the basis of communicative competence.
3. Which type of questions it is better to avoid in the doctor-patient communication: Open-ended questions; close-ended questions; leading questions; probing questions?
Examination card № 10
1. The essence of logical errors.

2. Staff relations and medical teams.
3. People who are relatively high in anxiety and neuroticism tend to report more or less symptoms of illness then others do?
Examination card № 11
1. Visual decision-making tools.

2. Means of overcoming nervousness and anxiety.
3. How people with Munchausen syndrome or Munchausen syndrome by proxy behave in medical environment and why it is difficult for doctors to reveal them?
Examination card № 12
1. Presentation and self-presentation strategies.

2. Recommendations for critical reading and evaluation of information.
3. What problem with seeking treatment have people with optimism and high self-esteem?
Examination card № 13
1. Presentation tools: visual, verbal, non-verbal.

2. What is the role of the patient's personality ?
3. Women and elderly persons use health services and report their symptoms to the doctors at a significantly higher or lower rate than do men and younger individuals?
Examination card № 14
1. Techniques for engaging with the audience and managing issues.

2. Attribution as a phenomenon of communication.
3. Is it necessary that doctors attempt to include relevant psychological and social factors in the interview with patients? Why?
Examination card № 15
1. Rehearsals and feedback as effective mechanisms for presentation and self-presentation.

2. The distribution of roles in the team. The benefits of group work. The difficulties of group work and ways to overcome them.
3. What can you do for coping with doctor’s time limit of encounter with patient?

Examination card № 16
1. Distinctive features of discussion and debate.

2. Building an effective team, medical team composition.
3. Which three health care belief systems have been identified by Andrews M. M. in 2010?
Examination card № 17
1. The role of criticism and feedback.

2. Conflict management methods.
3. Why it is dangerous to use relatives and friends as interpreters for patients who are not fluent in the official language of your clinic?
Examination card № 18
1. Discussion culture. Means of constructing non-conflicting statements.

2. Levels of sovereignty of psychological space.
3. Why it is important to fond out if the patient believe in a Western biomedical view of illness, or if the patient hold an alternative or blended view of illness??
Examination card № 19
1. Conflict behavior styles.

2. The concept of psychological boundaries.
3. Why it is important to involve patient’s relatives in medical decision making process in many non-Western societies?
Examination card № 20
1. Doctor and patient therapeutic alliance.

2. Valuable and invaluable judgments: examples, application techniques.
3. Which kind of information – verbal or non-verbal – will people believe more if there is a noncongruence in verbal or non-verbal messages?
