Perception and self-awareness (9 questions)
· Human communication
Basic Assumptions: Process, Transactional, Multidimensional
2 Factors: Content & Relationship
· Five fundamental principles of communication
1-be aware of your communication with yourself and others
2-effectively use and interpret verbal messages
3-effectively use and interpret nonverbal  messages
4-listen and respond thoughtfully to others
5-appropriately adapt messages to others 

· Verbal communication
Factors to consider: Tone (soft-loud), pitch (low-high, tempo (slow-fast)

· Communication styles 
Passive: Discounting your own wants and needs, catering to other people’s desires, avoids potential conflict, individual does not express their true thoughts or feelings; afraid to say no.
Aggressive: Insensitive to the rights of others, intimidates others to get what they want, demanding, hostile, rude and disrespectful. 
Passive-Aggressive: Person does not state true thoughts or feelings, avoids conflict but internally experiences anger, does not follow through on expectations or promises; results in others feelings frustrated, angry, confused and resentful. 
Assertive: Direct, honest and appropriate expression of thoughts and feelings. Individual demonstrates self-responsibility and respects others, entails effective listening skills. 

· The perception process
Perception: Understanding or making sense of our sensory experiences.  Interpersonal perception. 
The Perception Process: 
Stage 1: Attention and selecting
	What you attend or notice in your environment; what you choose to focus on within a range of stimuli in your environment 
Stage 2: Organizing 
	Concerting information into convenient understandable and efficient patterns that allow us to make sense of what we have observed
Stage 3: Interpreting
	Assigning meaning to what we observe.
 
· Improving your perceptual skills 
Describe your feelings rather than evaluate others
Solve problems rather than control others
Be Genuine rather than manipulative
Empathize rather than remain detached
Be flexible 
Present yourself as equal rather than superior 
Treat people as unique - true dialogue  
Link details with the big picture
Recognize the elements to which you attribute meaning
Use perception checking
Be sensitive to cultural differences
Become ‘other-oriented’: give people the benefit of the doubt

· Perceptual factors 
Self-Fulfilling Prophecy:
You make a prediction about a person
You act as if the prediction is true
Your behaviour causes the prediction to come true
What you see then strengthens your belief

Primacy-Recency:
Primacy effect is when you attend to and recall the first chunk of information you received (rather than the last)
Recency effect is the opposite – what comes last, or most recently, exerts the most influence

Consistency:
When we assume an individual is consistent we may ignore or distort perceptions that are inconsistent.  We try to back up our existing schema (e.g. Halo effect).

Attributions:
Try to explain the motivation for a person’s behaviour 
Are they in control? If so, then we usually praise them for positive behaviours and blame them for negative ones.
Attribution of causality can lead to several barriers (self-serving bias, over-attribution, and fundamental attribution error)


Non verbal communication (11 questions)
· Why focus on nonverbal communication (general idea)
Primary means of communicating feelings and attitudes towards others
Usually more believable than verbal messages
Critical in relationship initiation, development and termination
Can substitute for, complement, contradict, repeat, regulate and accent verbal messages 
· Myths about nonverbal communication (general idea)
The ISOLATION myth: nonverbal communication is separate from other aspects of communication
The KEY TO SUCCESS myth: Appropriate use of nonverbal communication will ensure effective communication
The TRANSPARENCY myth: nonverbal communication always results in transparency (misinterpretation)
The SINGLE MEANING myth: Every nonverbal cue has a specific single meaning

· 5 dimensions of nonverbal communication (important)
1.Kinesics dimensions:
	a) Gestures- Some people talk with their hands some don’t.  
	b) Facial expressions – Connect with words to illustrate meaning; reveals inner feelings.
		EX: surprise, anger, fear, usually projected first before we can hide the emotion
	c) Eye-contact (gaze). Functions: monitoring, regulating, expressing. 
	Length of gaze corresponded to professional’s ability to correctly identify the patient’s health sit. 
	Average: individuals spend 50-60% of the time in eye contact in a normal conversation. 
	Average length of gaze: 3 seconds, 2 seconds for mutual gaze 
	Speakers spend 40% of time gazing at the listeners
	Listeners spend 75% of time looking at speakers. 
	Females tend to gaze more than males
	Cultural aspects of eye contact (asian culture)
	d) Body posture- Determined by society
	Open vs. Closed body position, transmitting closure
	Emotional response: Posture and muscle tone can signal the strength of a person’s response
		EX depression, good health, self esteem. 
	
	Facilitative
	Non-Facilitative

	Leaning forward
Relaxed attentive posture
Quiet smooth gestures
Alignment of facial expression 
Seating at arm’s length from client
Furniture arrangement conducive to communicate
	Infrequent or prolonged eye contact
Turning more than 45 degrees away from patient
Leaning back from waist
Crossing legs away from client
Folding arms across chest


	e) Head movements- Listener shows that they are interested through occasional nods
Regulates turn-taking during conversations: By rapidly nodding their head or turning their head away, the listener signals to the speaker that they want to have a turn to speak.  

2.Proxemics dimensions
	Territoriality & personal space: laying claim to an area of space and protecting it from intrusion  
		Approaches to help patients lessen the anxiety created by intrusions and loss of space
	Distance: Intimate distance 45cm
		Personal distance 45cm-1.2m
		Social distance: 1.2m-3.3m
		Public distance 3.6m+
	
3.Paralinguistics
Vocal sounds such as UM and AH
	Voice quality
	Three vocal qualities and the effects on interpretation of messages. 
		Intensity: refers to the degree of energy or power behind a persons voice
		Pitch: refers to how high or low a person’s voice is perceived to be
		Extent: refers to the length of a time a voice carries 
	
4.Touch
Importance of touch: 
		Human development: for emotional and intellectual growth
		Human relationships: Emotional support, expressing concern, rapport
		Healing: In light of technologically advanced society, energy therapy.
	Factors influencing touch: Gender, social and cultural factors, type of touching and location
	Message conveyed by types of touch:	
		Functional: professional, Social: polite, Friendship: warmth, Love: intimacy
	Clinical considerations regarding touch
A sense of power can be created, permission needs to be implicit, use a form of touch that is appropriate to the situation, observe the participants response to the touch, do not use a touch gesture that imposes more intimacy on a patient than he or she desires. 

5.Environmental & physical factors
	Perception of environment: Formaility, warmth, privacy, constraints, distance, familiarity
	Sound
	Furniture, arrangements and structural design

· Other nonverbal factors (general information)
Clothing: Some express the loss of individuality with uniforms
Grooming and personal hygiene: Makeup, facial hair, piercings, tattoos, body odour
Concepts of time:  EX. being punctual can be viewed as rude, a sign of self-importance. 

· Patient and professional attentiveness (general essence)
Patient perspective: When patients cannot understand medical terms, they rely on nonverbal cues to understand the situation. Patients may rely on nonverbal cues to get information before verbal content is given.  Patients may rely on nonverbal cues to seek the ‘truth’ if they feel the professional is withholding information.  Patient may supplement missing or omitted information from the professional.  
Professional perspective: In certain clinical settings, only nonverbal cues are available to help assess.  Direct expression of emotions usually transmitted through nonverbal cues; this can affect the therapeutic relationship.  It can follow for greater sensitivity to the patient’s needs and situation.  



Communication and culture barriers (9 questions)
· Communication culture
Culture: Learned beliefs, attitudes, values, rules, norms, and behaviours common to a group of people that 
	are applied to social interactions and to interpretation of experiences.
Personal bias: ‘prejudice’, prejudging others based on stereotypes, leads to preferential treatment, strong 
	self-esteem will reduce.
Discrimination: Derived from prejudice; negative treatment of a person or group.  
Enculturation: Learning the ways of your culture through the teachings of family, peers, schools, faith-
	based organizations, government, media
Prejudice: Making a judgment about others based on previous decisions or experiences
Ethnocentrism: Evaluating the values, beliefs, & behaviours of your own culture as better than those of 
	other cultures
Acculturation: When a person’s culture is modified through direct contact with or exposure to another
 	culture

· Effects of culture barriers (general idea)
Culturally inappropriate or insensitive communication may lead to patient dissatisfaction and other legal issues 
If you do not like a patient:
· Are your beliefs and values being threatened?
· Why are these differences discomforting?
Understanding the patient will:
· Allow for greater professional behaviour
· Diminish potential conflict
· Facilitate compassionate service
·  hospital re-admissions 
·  possibility of errors
·  patient satisfaction
·  understanding of condition
·  access to mental health and counseling
·  representation of minorities in clinical and health research
·  staff satisfaction and effectiveness
·  risk of liability
·  health costs
·  compliance 
·  adequate management of chronic illnesses
·  quality of care 
·  informed consent

· Cultural values diagram, NORTH AMERICAN (where we stand) 
North American stand in lower context cultures.  Information must be provided usually in words.  We are less aware of nonverbal environment and situations, need detailed background information, tend to segment and compartmentalize information, control information on a NEED TO KNOW basis, prefer explicit and careful directions from someone who KNOWS and knowledge is an important commodity.  

· Cultures : high low context (general idea)
Implications
· HC person more proficient at reading nonverbal and environmental cues
· HC person expects that others understand the unstated rules of conduct
· LC person views verbal messages (texts, pamphlets, etc) as being important
· LC person may be viewed as offensive to HC person because they do not abide by similar expectations 

· Individual vs collectivist cultures
	Individualistic (Low context cultures)
	Collectivist (high context cultures)

	· Focus on the individual
· Emphasize individual needs
· Independence and spontaneity 
· Stress autonomy in health care decision making
· Individual needs > the greater need
· E.g. Canada, US, Western Europe
	· Emphasize group harmony and cooperation
· Stress consensus in health care decision making
· More effort placed on addressing others (esp. authority)
· Emotions expressed to facilitate group cohesion 
· More-likely to use face-saving (avoidance) strategies
· E.g.. Japan, Pakistan, Thailand, S. American countries



· Traditional vs culturally competent approach to care
 (
Patient Presents for Care
Disease
: 
History
Physical
Lab tests
Differential Diagnosis
Illness
:
Experience
Beliefs & values
Feelings
Expectations
Ideas of what is wrong
How to treat
Integrating Understanding & Diagnosis
Traditional Approach
Culturally Competent approach
)



























·  Gender based approaches to communication  (2 slides)
	Feminine
	Masculine

	· More expressive: characterized by an emphasis on connecting with others and fostering harmonious relationships.
More emphasis on the relational elements of communication messages: focuses more on the quality of the relationship between communicators than on information exchanged.  Attending to nonverbal elements, how something is said rather than what is said
· Talk, a means of building rapport and making connections; emphasis on similarities and experiences  
· More likely to share a problem, offer sympathy, and expect sympathy in return
· When men give advice, women feel their problem is being minimized (not validated) and find the advice condescending
· More-likley to be supportive

	· More instrumental (“me against the world”): characterized by assertiveness and getting things done.
· More emphasis on the content of communication messages: focuses more on the information being exchanged (the what) rather than rational elements (the how) in the message. 
· Talk means preserving independence, negotiating, & maintaining status
· Likely to give advice, tell jokes, change subject or remain silent
· When women offer sympathy, men feel in a lower-status position (condescending)
· More-likely to be avoidant





Communication models (10 questions)
· Components of human communication process TERMS (essence of them)
Source: originator of an idea or emotion
Receiver: person or group toward whom the source directs messages
Message: written, spoken, and unspoken elements of communication to which we assign meaning  	
Channel: pathway through which messages pass between source and receiver  
Noise: anything, either literal or psychological, that interferes with the clear encoding or decoding of a 
	Message
Encoding: Translation of ideas, feelings, and thoughts into a code
Decoding: Interpretation of ideas, feelings, and thoughts that have been translated into a code
Context: physical and psychological communication environment 	
Feedback: verbal and nonverbal responses to message

· Shannon-weaver model
Strength of the model: uniform manner of communication pathway
Limitation of the model: does not show the transactional relationship between the source and the receiver; 
	the model implies that communication is linear, a one-way event (i.e. no feedback or interaction)
Variables: Source, Message, Channel, Noise, Encoder, Decoder, Receiver
· Noise: can be audible sound, perceptual distortion, psychological misinterpretation (all change the meaning of a message as it is sent) 

· SMCR model  (important diagram)
Classic model of communication.
Proposed 5 elements within both the source/encoder and the receiver/decoder which affect fidelity.
Strength of the model: manner in which it represents the complexity of communication and treats it as a
 process, rather than a static event.
Limitations of the model: omits the “feedback” component of communication and does not emphasize the
 element of “process” 
Ideal communication: “total fidelity”, which means the information transmitted is received exactly as it 
	was sent
Diagram of SMCR model:
	SOURCE
Communication skills
Attitudes
Knowledge
Social system
Culture

	MESSAGE
Elements
Structure
Content
Relationship/treatment
Code/symbols

	CHANNEL
Seeing
Hearing
Touching
Smelling
Tasting

	RECIEVER
Communication skills
Attitudes
Knowledge
Social system
Culture



·  Leary’s model (general idea of actual model in terms of what they represent)
Leary: worked with patients as a psychotherapist
· A reflexive model of human interaction
· The model is transactional and multidimensional; highlights the relationship and interactional aspects of interpersonal comm. 
· Concluded: individuals actually train others to respond to them in particular ways (ways that pleased the individual) 
Every communication can be recognized as occurring along two dimensions: 
· “Dominance-Submission” & “Hate-Love”. 
Both of these dimensions are capable of occurring during an interaction. 
Rule 1: Dominant or submissive behavior usually stimulates the opposite behavior in others. 
Rule 2: Hateful or loving behavior usually stimulates the same behavior from others

· Therapeutic model
Client-Centered
The helper communicates with empathy, congruence, and positive regard with the client who will then feel understood, and is better able to cope with illness.
· Importance of cultural values
· Dynamic nature of the client-therapist relationship
· Client has an active role in identifying problems
· Listening
· Need for openness in the relationship 

· Health belief model
Heavy emphasis on client’s perceptions
Three major elements:
· Individual’s perception of susceptibility to and severity of disease. 
· Individual’s perception of the benefits and barriers to taking preventive action
· The cues available to an individual that would stimulate him/her to engage in preventive action.  

· King interaction model
Nursing model; Interactional Model. 
Emphasis on communication between nurses and clients. 
Discusses interrelationships among personal, interpersonal, and social systems. 
Both the nurse and patient simultaneously make judgments about their circumstances and each other, 
	based on their perceptions of the situation.
Judgments lead to verbal or nonverbal actions that stimulates reactions in the nurse and the patient; new perceptions are established and the process repeats itself
Interaction: dynamic process that includes reciprocal interplay between the nurse’s and patient’s 
	perception, judgments, and actions
Transactions: result of reciprocal relationships established by nurses and clients as they participate 
	together in determining mutual health-related goals


· Model of health communication 
Relationships
· 4 main relationships: 1) professional-professional, 2) professional-client, 3) professional-significant others, 4) client-significant others
Transactions
· Health-related interactions between participants in health communication process; verbal and non-verbal. 
· Includes content &  relationship dimensions of messages. 
Contexts
· Settings in which health care communication takes place and the systemic properties of these settings
· Can also refer to the number of participants within a particular health setting (ex. One-on-one, triad, small groups, larger groups)

Therapeutic communication (10 questions)
· Empathy (2 slides)
Pity: Feeling sympathy with condescension,“You poor thing”
Sympathy: Feeling “for” the client, “I’m sad about my client’s grandfather passing away.”
Empathy:  Objective awareness of and insight into the thoughts, feelings, and behaviours of another 
	(observing the world from their point of view). 
             Feeling “with” the client, while not losing therapeutic objectivity
· Central concept around empathy is the inherent need we all have to be understood
· When HCP demonstrate empathy, patients feel more empowered and have more positive perceptions of their health care experience
· Empathic relationships are often associated with better outcomes and when adverse outcomes occur, the positive communication patterns assist with coping / stress / resilience

· Barriers of empathy (general idea)
Provider Barriers:
· Personal characteristics (knowledge, experience, motivation)
· Distractions,  personal concerns
· Inability to incorporate patient experiences with their own cognitive associations 
· Burnout syndrome
· Paying more attention to other patients.
· Criticizing the patient.
· Treating patient as an object or a diagnosis.
· Treating patient as if they cannot understand or make decisions on their own.
· Belittling the patient of his/her situation.
· Refusing to let the patient work on his or her own; constantly supervising and instructing.
· Refusing to listen to the patient's story.
	Patient barriers
	Environmental barriers 

	· Lack of openness to deep exploration of feelings and thoughts
· Fear of disclosure and rejection 
· Inability to communicate experiences through words
· Language barrier
	· Distractions 
· Stressful settings 
· Lack of time and attention to detail
· Unsafe environments




· Personal control  (2 slides)
Internal locus: Individuals believe that their own behavior determines what happens to them. 
External locus: Individuals believe that outside forces or factors primarily determine what occurs in their lives.
Ex. Two beliefs important in adjustment to chronic pain 
· 1) perceived ability to control pain 
· 2) tendency to think catastrophically
Behavioral control: person’s actions can alter the probability, intensity, or duration of an event.
Cognitive control: belief that one can develop mental strategies that will influence the circumstances that 
	affect one’s life.
Informational control: belief that a person can acquire knowledge that can affect their situation.
Retrospective control: belief that a person can accept responsibility for events in the past, thus mastering
 the situation after it has happened.

· Applications of control : clients perspective
Health professionals need to:
· Address the cause of patient’s loss of personal control and ways in which to restore control. 
· Assess the patient’s environment, relationships, and other factors that may affect their control. 
· Assist patients in becoming competent about their own health decisions. 

· Behaviours that produce trust
	Deffensive
	Supportive

	· Evaluation
· Control
· Strategy
· Neutrality
· Superiority 

	· Description 
· Problem orientation
· Spontaneity 
· Empathy
· Equality




· Applications of self disclosure clients perspective
Allows catharsis. 
Allows patients to receive feedback from others that their reaction to their illness is normal.
Promotes problem solving and enables patients to examine their situation from a more objective perspective.  

· Confirmation
Existential perspective:
· Finding meaning to one’s existence
· Meaning through deed, love, or suffering
· How we choose to respond to life events
Ways of responding during interactions 
(Sieberg & Larson):
· Confirming responses: direct acknowledgment, agreement, supportive response, clarification, expression of positive feelings
· Disconfirming responses: impervious, interruptive, irrelevant, tangential, impersonal, incoherent, incongruous

· Applications of confirmation professional and client perspective
	Client perspective
	Professional perspective

	· Avoid feelings of fear and anger
· Do not feel rejected
· Feel that their concerns are normal 
· A sense of connectedness

	· Need to feel accepted and worthwhile
· Cyclical process of disconfirming communication:
1. Professional feels disconfirmed
2. Professional less attentive to client
3. Professional disconfirms client
4. Client feels disconfirmed
5. Client is less responsive to professional
6. Client disconfirms professional
7. Back to stage 1


Interviewing: types of interviews and the interviewing process (19 questions)
· Interviewing content
Interviews generally follow this format:
What?
What is the issue?
So What?
What impact does it have on client’s life, feelings, self-perceptions, etc.?
Now What?

What action can we take to improve things?
Reason for seeking help
Perception of problem
Impact of the problem
Characteristics of Problem
Client expectations and goals

· 2 types of interviews in health care settings 
Those for gathering information (information-sharing interviews):
Content > feeling (relationships) 
Admissions (OHIP #, SIN#)
History-taking (family history, medications)
Selection (job application)
Performance appraisals (job review/eval.)
Survey (research samples)

Those for helping clients/patients sort through their problems (therapeutic interviews)
Therapeutic Interviews:
Relationship > content
Directive interviewing – “Content”
Non-directive interviewing – “Process

· Therapeutic and directive 
Directive Interviewing
The professional defines the client’s problem and prescribes appropriate solutions.
It is based on the assumption that the professional has the required skills to do so.

Directive Interviewing Advantages: 
It makes full use of the professional’s training and experience
Provides specific, concrete information about the nature of a problem and possible solutions
Is much more efficient than the non-directive approach, less time spent on exploring client concerns

Directive Interviewing Disadvantages: 
Doesn’t fully recognize the abilities of the client
Can be counterproductive if advice is not compatible with the way the patient views problem
Moving too quickly, without fully exploring the client’s situation, may lead to ineffective or misdirected solutions
Tends to force client into a submissive role

· Therapeutic interviews: patient-centered medicine
Contrast with illness-centered medicine
The patient-centered process:
1) Exploring both disease and illness experience
2) Understanding the whole person
3) Finding common ground
4) Incorporating prevention and health promotion
5) Enhancing the patient-doctor relationship
6) Being realistic

· Non directive interviews 
The client guides the interaction
Is based on the assumption that the client is best able to identify and resolve his/her own problems.

· Basic communication techniques in interviews  (attending skills, general idea)
Attending 
Questions
Silence
 Restatement (paraphrasing) 
Reflection (of feelings)
Clarification
Interpretation
Formula for Attending:
Visual/eye contact
Vocal qualities
Verbal tracking
		+
Body language     = 3V+B=A    

Patterns of selective attention
clients talk about what we are interested in hearing 
Key words
words repeated (verbal underlining: timing)
Concreteness vs. abstraction
does client provide concrete examples?
or does his/her strength lie in self-reflection/analysis?
“I” statements and “other” statements
information about how client views responsibility & control

· Questions 
Open: intended to facilitate disclosure
Used to help explore thoughts and feelings (allows for catharsis)
Prompts wide-ranging responses
Questions that stimulate discussion and require more complex answer
Determines opinions, values, and perspectives
How, what, describe, explain 
Time consuming compared to closed-questions
Ex. Tell me about your son’s problems in school?

Closed: for clarification and facts
Limit and restricts response (yes/no, true/false)
questions that elicit simple specific and quick answers
“who”, “where”, “when”
Does not allow for explanation of emotions
Ex. Have you exercised in the past month?

Probing questions:
Uses: encourages clarification of or elaboration on previous responses; directs responses in a specific direction
Ex: would you tell me more about the pain on your side
Hypothetical questions:
Gauges reactions to emotional or value-laden situations; elicits response to a potentially real or imaginary situation
Ex: what would you do if your secretary lost an important file

· Question sequences
Questioning Sequences:
1) funnel sequence & 2) inverted funnel sequence

1) Funnel sequence:
Begins with more broad, open questions and proceeds with more closed questions
Advantage: allows interviewee to express views and feelings without restrictions
Ex: 
Why do you find communication interesting
What is your primary interest in the study of communication
How long have you studied intercultural communication
Why do you think intercultural communication theory is useful
What would you do to test intercultural communication theory

2) Inverted-funnel sequence:
Begins with closed questions and proceeds to more open questions
Advantage: find specific information immediately
Ex: 
Do you believe that your supervisor wants to fire you
What makes you think you will be fired soon
What do you think has caused this problem between you and your supervisor
How has this problem developed
How would you describe the general working climate in your department

· Principles for asking questions (5 points) general idea
Customize for context: 
	Context is the situation, circumstances and surrounding structures that weave together experience
Counselor style, approach, background, body language and experience have an influence
Multi-cultural factors
Key is to be prepared - get to know your client
Create inviting questions:
	Relevant (to purposes / objectives)
Challenging (to stimulate thinking)
Clear
Honest
Avoid asking down - which will make them feel uncomfortable
eg. “Can you feel this in your quadriceps? The quadriceps are the muscles in your thigh”
Ask with sensitivity:
	Use a bridge or linking sentence to introduce sensitive questions
Ask permission to ask a sensitive question
Use humour carefully
Be aware of your body language
Use self-disclosure to express sensitivity
Acknowledge the tension they may feel when responding to sensitive questions
Accommodate risk:
Some questions carry a higher level of risk - particularly in a group situation; people might feel threatened / vulnerable
May feel self-conscious if they feel there is a right answer and they don’t know it
As a counselor you can normalize the question and typical responses to reduce discomfort
Can emphasize confidentiality
Use low-risk questions before moving to higher
Ask follow up questions:
	Follow up questions can expand and clarify a response
They can stimulate empathy
Use probes 
“tell me more”
“I’m not certain what you mean by that”
Ask for an example

· Silent, paraphrasing, reflection and clarification, interpretation
Silence: Designed to encourage client disclosure 
Can be used to get a response or maintain the focus on an issue
Can allow the clinician to collect thoughts
Silence can be supported by nonverbals on the difficulty of giving expression 
Can be most appropriate and therapeutic response; can also be overused
Baker (1955): positive and negative silence (tension and identification levels)
Paraphrasing: Demonstrates active listening and acts as feedback
Main focus: “what” (content) is being said  
Provides confirmation and validation to the client 
Paraphrasing, without adding personal thoughts or feelings
more genuine and less mechanical
“I hear you saying”, “it sounds like”, etc
Reflection: Similar to restatement; paraphrasing is used (clinician is a sounding board 
	without adding personal interpretation)	
Main focus: “how” things are expressed 
More difficult than restatement because it requires picking out the emotional 
Helps the client to handle their feelings
Reflection is a good way to check for accuracy of understanding; that you have correctly understood the patient’s description of symptoms and main concerns by repeating back important parts of what they have said.
It can also serve as a check for patients; is what they told you accurate?  Should it be stated more strongly?  How did they characterize their illness?, etc.
Do not use too soon or too frequently: limits the interview
Clarification: Designed to move from broad and general areas to more focused areas of
 concern
May require clinician to ask closed-ended questions and client to provide specific examples
Allows the clinician to better understand the client’s thoughts and feelings
Helps the clinician determine what issue is the most pressing
Interpretation: Clinician offers an explanation
a new frame of reference or way of looking at things
Designed to connect meaning to a feeling
Client should have control over accepting or rejecting the clinician’s interpretation
Needs to make sense if it is going to be effective for the client
Suggestions for effective interpretation:
Paraphrase the basic message, in the same language used by the client, using your perspective 
Always prelude that you are offering ideas; ask for feedback from the client
You are trying to create self-awareness and insight

· Other considerations
· Active listening
A sensitive, discerning use of hearing.
To learn how one mind speaks to another beyond words and in silence. 
This process reveals what the sender is saying, as well as what the sender is thinking and feeling.
Be attentive to the general, recurrent or major themes of the client; search for the message between the lines.
1) Restatement: let the person know that you heard what they said
2) Reflection: describe how you think the person feels
3) Clarification: provide an opportunity to clarify the feelings
Then: summarize the situation.
· Narrative model (general essence)
Hear client stories
Listen for strengths/assets
Re-story
Action and change
· Using the narrative model
Hearing stories helps you understand how the client makes sense of his/her world
Listening for strengths & positive assets helps to work through challenges by empowerment using a positive foundation - you can suggest ways to build on your clients’ strengths
Restory helps clients devise new ways to talk about themselves (reframes)
Using action-oriented directives helps them to put the wheels in motion for change
· Natural style (general idea)
“Spontaneous way of working with others to help them achieve their goals” 
As a helper, you will draw on this natural style, but incorporate skills that you’ve learned that will allow you to adapt to the needs of different clients
Natural Style serves as a foundation for growth
Health professionals need to blend together natural style and learned competencies

Conflict and communication (11 questions)
· Characteristics of conflict (main points)
There is an element of “struggle”
Within the person (personal)
Between individuals (interpersonal)
Between societies & nations (social)
There is some “interdependence”
Health care is particularly interdependent
There is an “affect”
Arousal of feelings – eg. anger, sadness, feelings of abandonment
There will be “differences”
Either related to content or relationships

· 2 kinds of conflicts (3 slides)
Conflict on the Content Level
Conflict regarding values and beliefs
Religious, cultural, professional, etc
Conflict regarding goals
Procedural conflict: how or best method/approach to achieving goal
Substantive conflict: what the goal should be

Conflict on the Relational Level
Issues of esteem: worth, significance, respect, competence, etc. 
Issues of control: power struggles, actual vs. perceived control 
Issues of affiliation: inclusion, affection, belonging

· Theoretical approaches to conflict (2 slides)
Conflict Resolution Theory
Antecedent conditions: can lead to conflict (competition, ambiguity, dependency, etc)
Perceived conflict: 2+ individuals recognize that aims (goals) are incompatible
Felt conflict: threat, hostility, fear, mistrust
Manifest behavior: “overt” – aggression, competition, debate, problem solving
Conflict resolution or suppression 
Win-lose strategies
Lose-lose strategies
Win-win strategies 
Resolution aftermath: consequence of the resolution (outcome)

· Conflict of resolution or suppression
Conflictive: continuous attempts to “win” over another person or be dominant
Problem-solving: attempts to find mutually acceptable alternatives; looking for the “win-win” solution
Win-Lose”
Other person seen as “adversary”
Define goals individually (NOT mutually)
Emphasize immediate problem over long-term nature of relationship

“Lose-Lose”
Often time, not an intentional choice
Results from failure to achieve win-lose

“Win-Win” 
Mutually define the problem.
Identify potential solutions to the problem.
Assess the advantages and disadvantages of each solution.
Select the solution that represents the best alternative to solving the problem.
Discuss and evaluate the fit between the selected solution and the problem.

· Styles of approaching conflict 
Avoidance (passive, can lead to stress) 
Competition (controlling, win-lose nature) 
Accommodation (others > individual)  
Compromise (middle ground) 
Collaboration (fully attending to others; not sacrificing your own concerns)

· Communication approaches for conflict management 
Differentiation: 
Individuals explain and elaborate their positions – focus is on differences rather than similarities
Defines the conflict (awareness is created)
Fractionation:
Breaking down conflict into smaller (manageable) units
Allows for focus (clarity) & manageability; can facilitate working relationship
Face-Saving: 
Maintain self-image; validation of image
Reduces energy/time allocated to central issues

· Conflict management skills (5 main skills)
Manage Emotions
Be aware of that you are becoming angry & emotionally volatile
Understand your anger
Make a conscious decision about expressing your anger
Select a mutually acceptable time & place to discuss conflict
Plan your message
Breathe
Monitor your non-verbal messages
Avoid personal attacks, name-calling, and emotional overstatement
Take time to establish rapport
Use self-talk
Manage Information
Clearly describe the conflict-producing events
“Own” your statements using descriptive “I” language
Use effective listening skills
Check your understanding of what others say and do
Be Empathic
Stop:  Stop making your arguments and concentrate on your partner’s points.
Look:  Monitor your partner’s emotions by observing non-verbal cues.
Listen:  Concentrate on what the other person is saying.
Imagine:  Imagine how you would feel in your partner’s place.
Question:  Ask appropriate questions when you don’t understand or need something clarified.
Paraphrase:  Confirm you partner’s point of view by briefly summarizing content and emotion.
Manage Goals
Identify your goals and your partner’s goals
Identify where your goals and your partner’s goals overlap
Manage the Problem
Define the problem
Analyze the problem
Determine the goals
Generate multiple solutions
Select and try the best solution
Set a time to evaluate the chosen solution

· Stressed, aggressive, angry patients (general idea of last few slides)
Role of the practitioner is to calm and soothe patients concerns
Suggestions to alleviate stress in the client:
Acknowledge the right to feel stress
Speak calmly 
Spend time talking about the persons life
Slow tempo and pitch of voice 
Eye contact with a professional but relaxed position
Patients usually angry at loss of control rather than the HCP 
anger may be directed at you instead
The following will help:
Try not to take anger personally (venting)
Respond softly; observe their body language
Determine if their anger is valid 
Do not admit guilt but do not blame others
Avoid arguing
Set limits; do not tolerate profanity or verbal abuse
Document the interaction (how you and patient responded)
If patient becomes aggressive, use caution with the following suggestions:
Try always have a clear path to an exit route 
Move slowly, in clear view of the patient
Set limits; voice the unacceptability of actions
Make sure to notify colleagues of situation
Document as to learn from the situation

Ethics (13 questions)
· 5 first slides, understand the difference between the terms
Values Defined: 
“… the more carefully you scan your own frailties, the more tender you are for those of your fellow creatures”

Conflict in Values:
Some situations may create an ethical dilemma if we have to choose between 2 or more conflicting choices.
Ex. Doing the right thing vs. doing what’s best for the patient

Biomedical Ethics:
Application of ethical principles and theories to the problems that occur in the fields of health care and medicine
The “appropriate” thing to do in a given situation (good, bad, right, wrong, etc)
Hippocratic Tradition and Beneficence
Oath to “help sick” and “do no harm”
Help others achieve their interests and protect them from harm
Decisions made “with” or “for” patients?  
Is there potential conflict?

Paternalism: 
Making choices for others without their consent
ex. physician doing a procedure without asking the patient
Professional is in the dominant position in our health care system

Autonomy: 
Individual is in control of their health from a decision-making perspective
Self-determination and moral independence
Increase in self-care (ex. self-help books)
1)Does one know what one really wants, 2) Contradicting preferences, 3) Changing preferences, 4) Different types of consent

Justice: 
People are living longer and technology is making medicine more costly
An issue of fairness (services, availability)
ex. health care systems Can vs. US
ex. keeping coma patient on support vs. no basic health care coverage
Ethical dilemmas not clear cut in reality; ethical principles may conflict with one another

· Informed consent
Intended to give the patient more authority over their health state
Helps promote feelings of relatedness
Designed to ensure that the patient is being helped and not harmed
Written consent can not be attained at every step
Involves disclosing to the patient:
1) what is going to be done to him or her
2) the potential risks and desired outcomes
3) obtaining the patient’s consent (or refusal)
Type of information that must be shared with the patient:
Proposed treatment(s) should be explained
Diagnosis, prognosis, types of intervention, and desired outcomes
Patients should be given alternatives to the proposed treatment and the risks inherent to all treatments
May include doing nothing at all
Patient can request that treatment be discontinued at any time without fear of reprimand

Giving or Refusing Consent
Dilemma: what a feels is the “best” decision of him or her is not congruent with the professionals decision
Some patients seek no treatment, others will seek excessive treatments 
Not a fail-safe protection from difficult decisions
Examples: end-of-life decisions or decisions made under high stress

Legal Requirements
The right to say “yes/no” to treatment based on:
risk/benefits of treatment, probability of success, alternative methods, etc.
What a “reasonable person” would need to know (specific professional procedures need not be disclosed)
Effective communicators will ask patient what they currently know and answer other concerns and questions

Implementation and improvement
How much is information is truly enough?
Can a patient understand the “pros” and “cons” of from a medical perspective?
How does a professional assess whether there has been enough information given?
Information overkill possible?  Does this add more stress/anxiety to patients and family members?
Informed consent more for the professional?

Disclosure of Relevant Information
First perspective: impossible to provide information in all of its detail
Patients can not understand the complexity of certain treatments 
Second perspective: information can only harm the patient
Treatment of mental illness may be more effective if, at times, information is not given (ex. placebo medication)
Third perspective: knowledge sets the person free by giving back control of their life events 
Language should maximize patient’s comprehension

Comprehension
Many times, patients do not understand the treatment they have consented to:
Ex. 50% patients post-surgery could not recall purpose of surgery

Suggestions for consent forms:
Clear, brief, direct
Necessary info only
Sufficient time for patient to absorb (1+ days)
Assistance for those with less education
Support for patients with disruptive situations

· Interpersonal relationships
Trust in (rapport with) the professional
Understood their feelings; patient felt comfortable
Did not feel pressured to make a decision
Professional must address the unique conditions of each patient
Values and worldviews must be congruent
Family members can be gatekeepers (ex. with elderly people)

· Approaches to truth telling (important)
Patient – Professional Relationship
Strict paternalism
Blatant deception by the professional for the patient’s best interest
Benevolent deception
Professional withholds some (not all) of the truth from the patient
Contractual honesty
Professional discloses as much info as the patient desires
Unmitigated honesty
Professional tells the entire story, even if patient does not want to hear the truth


· Communication and medical malpractice lawsuits (general idea)
Costly to health care system: results in higher health insurance premiums, instead of money being used for medical purposes
1995-2000: medical malpractice awards approx. $3.5 million per claim (Freeman, 2002)
This has forced physicians to purchase malpractice insurance
Often, they cannot afford the insurance
Practice suffers financially due to high cost

Patients prone to making malpractice claims report (Hickson et al., 1994):
Feelings being ignored by physician
Inadequate explanation of diagnosis or treatment
Feeling hurried by the physician
Moreover, patients may likely take legal action if:
They feel the physician is not empathetic to their needs
The physician lacks interpersonal warmth
They feel the physician is dismissive or deceptive 
Good provider-patient communication linked to fewer malpractice suits (Beckman et al., 1994)

· Ethics committees 2 slides(general idea)
Background:
Physicians, nurses, social workers, administrators, lawyers, etc
To protect patients who do not have the capacity to make their own decisions (esp. life and death)

Functions:
Education
Workshops and other CE programs/courses 
Policy
Propose, analyze, and review polices and issues
Case consultation
Review difficult cases and make recommendations for future cases

Principle-based approach
Most common
Opposing ethical dilemmas viewed from “universal principles”

Case-based approach
Casuistic method
Does not function under universal sets of principles
Details and particulars of each case are important
Unique features
Moves form clear/obvious top more problematic
Draws from both consensus and divergent opinions
Expresses with a degree of probability
Sensitive to complex facets of each case – fails to use a theoretical basis of decision making

Communication within ethics committees
A forum for discussion
Facilitate communication 
Assist in decision-making conflicts 
Clarifying facts
Type of group and goals of the group will determine the interactive dynamics
Value systems need to be considered
Deal with emotionally charged issues


Small group communication (12 questions)
· Small vs large groups (differences)
	Small groups
	Large groups 

	close relationships
full participation 
shared goals
	greater pool of talent and experience available for solving problems
shared the effort (strength in numbers) 




· Optimum number for effectiveness 
Most theorists, researchers, and practitioners agree that five to seven members is the optimum for small groups.

Content & Process:
analyzing group communication, content receives more attention
process is usually what determines whether a group works effectively or not

· Types of groups 
Task groups: set up to accomplish a task
e.g. board of a hospital or community health centre 
Process groups: focus on relationships; on members and how they relate to each other
e.g. inpatient group in psychiatry

Mid-range groups: task + process

· Factors which influence small groups (5 points, know the essence of them)
Goals: 
Implicit: not stated, e.g. the goal of discussing patient care.
Explicit: stated, e.g. to make decisions about equipment for the hospital pharmacy.
  
Individual goals: based on needs of each group member, may be the same or different to the goals of the group. 
Group goals: shared by group members.

Norms: 
A code of conduct (acceptable behaviour) 
Established and shared by group members to ensure consistency in behaviour

Overt norms: verbally agreed upon rules that are generally known to all members.
Covert norms: not usually verbally acknowledged, but known nonetheless

Cohesiveness:
Cohesiveness is a measure of:
the attraction of the group to its members (and the resistance to leaving it)
the sense of team spirit or “we-ness”
the willingness of its members to coordinate their efforts.
Features of a highly cohesive group?
Members more likely to talk
Membership more consistent
Increased participation
Members can exert influence on each other 
Greater member satisfaction
More productive

Leader Behaviour: 
Important in guiding a group to meet its goals (ongoing transactions). 
Effective leader behaviours will depend on the type of group and the needs of group.
What type of leadership?
Firm but not rigid is best (Fisher, 1974)
Not beneficial: rigid, overly directive, low member participation, incessant talking (Geier, 1967)
Behaviours for a Leader
Caring: kindness, warmth, openness
Emotional stimulation: encouraging members to express feelings
Meaning-attribution: providing explanation to help members understand a situation or why they are acting or feeling a certain way 
Executive function: monitoring group norms, rules, time, and procedures

Member behaviour/roles
Group task roles: contribute to ability of the group to perform its task (12 roles, refer to p.205 in text)
Group-building and maintenance roles: contribute to group cohesiveness; relationship aspect of group  (7 roles, refer to pp.205-6)
Individual roles: used to satisfy a member’s own needs; not helpful to the group in terms of task or relationship (8 roles, refer to p.206)

· Therapeutic factors 10 terms 
Universality: humans share problems 
Interpersonal learning: learn from other clients and health professionals. 
Instils hope: people can survive illness, disease, loss, etc. 
Corrective recapitulation: transference 
Socializing techniques: relating to others; awareness
Imitative behaviour: modelling others 
Altruism: when one member realizes that they can assist another despite their own difficulties
Cohesiveness: cohesion
Catharsis: learning to express feelings
Existential factors: learning from life’s challenges

· SLIDE 16 DIAGRAM (IMPORTANT)
Describes flow of communication in small groups, (DOCTOR, NURSE, PATIENT)
Doctor speaks with patient, nurse speaks with patient.  NURSE COMMUNICATES A LOT WITH THE DOCTOR BY HERSELF. 

· Phases of a group
Orientation – “do I belong here?”
Conflict – control issues
Cohesion – establishing unity 
Working – more time, energy, depth in disclosure
Termination – closure

Health care communication (12 questions)
· Professional patient relationships 4 points
Barriers to effective communication
Role uncertainty
Hesitation to raise health concerns
Professionals misinterpret lack of concern 
Patients only express physical concerns
Reinforces the traditional communication expectations between patient and professional



Responsibility conflicts
Moral model (high problems; high solutions – ex obesity)
Enlightenment model (high problems; low solutions – ex AA)
Compensatory model (low problem; high solutions – ex cancer patient)
Medical model (low problems; low solutions – ex patient suffering unknown disease

Power differences (using Leary’s model)
Health professional = dominant 
Patient = submissive

Unshared meanings
Multiple meanings of words
Person-minded, not word-minded
Paraphrase
Be approachable
Use many communicating methods
Be aware of the context

· Professional patient communication, convergence, divergence, paternalistic, 
maternalistic, interpersonal skills, 
Convergence: verbal and nonverbal communication that emphasizes similarities (speech, gestures, topics, etc)

Divergence: communication that emphasizes differences in expertise and status (technical jargon vs layman's terms)
Overaccomodation: exaggerated divergence
Power, status and control usually communicated at the relational level  

Patients who have a paternalistic view feel that their role is to obey and cooperate, that the provider should take the dominant role during interaction (Beisecker & Beisecker, 1993)

Patients with a consumeristic view are more-likely to take an active role when communicating, expect the provider to be less dominant, and place less emphasis on the provider's status (Beisecker & Beisecker, 1993)

· Professional professional relationships. Barriers to effective communication
Role stress
Role conflict
Role overload

Lack of interprofessional understanding

Autonomy struggles
Scope of practice (governing laws)
Ability to access facilitie


· Communication with a peer (general idea)
Communication Challenges:
Age: 1) differences in socializing patterns, 2) newer methods of performing skills (continuing education), 3) terminology
Goals & objectives: some desire to advance, others may not be as motivated
Work ethics: motivation and initiative 
Friendship versus professionalism

Practical Tips: (PEER)

Present (the problem):
“Today, I was trying to teach a patient how to use a home glucometer.  We could hear your laughter in the hall.”

Explain (how the problem makes you feel):
“I felt really embarrassed when I was talking to the patient.”

Effect (explain the effect the problem has on your ability to do your work):
“It bothers me because I have to repeat message and I feel that I have to apologize for the loud noise.”

Resolve (explain that you want to resolve this problem so you can work together better):
“I would like to resolve this problem.  Can you try to lower your voice when sitting at the desk

Focus on how you feel and how you perceive the problem
Avoid alienating a co-worker
Use humour with caution and sensitivity
Accept weaknesses
Do not criticize a peer's performance in front of other colleagues, especially patients

· Professional – family member relationship 
Limited Contact with Professionals

Limited Access to Information
Privileged communication – available to family but not yet to patient
Filtered communication – family receives after patient or third party has received information

· The patient and the family 
Disruption of family member roles
Role adaptation:
Role ambiguity (too loose)
Role rigidity (too constricted)


Barriers to effective communication
Closed communication patterns
Can be perpetuated by:
Family rules
Family protectiveness (over-protectiveness)
Satir (1972) Rule Inventory: define your rules, what have they done for you?, changes needed?, what rules fit?, what rules need discarding?, what new rules need to be made?

Fears of uncertainty and a new reality
Financial stress and burden
Patient: may feel that support and interest are diminishing
Family: new concerns and responsibilities
Family: caregivers at risk of injuries and burnout
May provide an opportunity to bring patient and family closer together (professional must be aware of this and express respect for everyone involved)




Communication and aging population (4 questions) 
· Ageism (general idea, definition)
“Ageism can be outright discrimination which strips people of their rightful place in society on the basis of their age alone. Ageism can also be more nuanced. It can be externally imposed on seniors through rules and policies. And it can be internally imposed, where people try to comply with societal expectations by limiting their own possibilities.”

External Ageism: discrimination on the basis of age that
Makes assumptions about capacity
Removes decision-making process
Ignores older person’s known wishes
Treats the older adult as a child

Internal Ageism:
“Self-adopted ageism is the idea that I cannot do that at my age. For many seniors, the personal definition of what I am capable of may be one of the biggest barriers to overcome”

· Communication approach to aging 4 points
Communication reflects and shapes our understanding of aging
It is the fundamental process by which we share and reinforce our perceptions of aging
Communication shapes people’s experience of aging
What messages do people receive as they age?
“There you go sweetie”…

Age-group memberships are fundamentally important to our sense of “self”
Our social identity
People care about being a certain age and often tensions exist between age groups
Inter-group relations

. Age-group memberships influence communication phenomena
Styles and content of communication
But consider the baby boomers; they are influencing communication phenomena in many ways

Essential dimensions in communication with
older adults: 
Competence& Warmth
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