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Can teaching serious illness communication @

skills foster multidimensional empathy?
A mixed-methods study
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Abstract

Background To investigate the impact of a serious illness communication skills training course on medical students’
attitudes regarding clinical empathy, self-efficacy in empathic communication, and learning on different dimensions
of empathy.

Methods A mixed-methods design was used. A blended learning Serious Iliness Communication Skills Training
(SI-CST) course was delivered to sixth-year medical students. Students (n=185) completed questionnaires with the
20-item Jefferson Scale of Empathy (JSE) and self-rated preparedness level for five empathic commmunication tasks
at baseline (T1), six weeks (T2), and three-to-six months post-training (T3). Written reflections on key lessons learned
were analyzed using inductive thematic analysis.

Results Total JSE scores significantly improved from T1to T2 (1114 vs 113.9, P=.01) and from T1 to T3 (1114 vs 113.9,
P=.01). There was an increase in Standing in Patient’s Shoes subscale of the JSE with an effect size of 0.56 whereas the
Perspective-Taking and Compassionate Care subscales showed no significant changes. Self-rated preparedness for

all five empathic communication tasks significantly improved from T1to T2 (P < .001) and from T1to T3 (P < .001)
with large effect sizes (1.09-1.41). Four key themes emerged from the qualitative analysis. They were appreciating the
important role of empathy in clinical care (moral empathy), learning skills in detecting and understanding patient
emotions (cognitive empathy), learning skills in responding to emotion with empathy (behavioral empathy), and
appreciating that communication skills can be improved with continual practice and self-reflection.

Conclusions Our results revealed that SI-CST improved medical students’empathic attitudes and self-efficacy in
empathic communication. Qualitative results found learning on the cognitive, behavioral and moral dimensions of
empathy.
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Background

Empathy provides an important foundation for a posi-
tive doctor-patient relationship and contributes to
improved patient outcomes [1-4]. Medical schools and
medical associations have identified the cultivation of
clinical empathy an important goal in medical training
[5, 6]. Although there is no consensus on the defini-
tion of clinical empathy, it is generally understood as a
multidimensional concept [7, 8]. Morse et al describes
the four dimensions of clinical empathy as 1) cogni-
tive, the intellectual ability to identify and understand
the patients’ emotions and perspectives; 2) emotive,
the ability to subjectively experience and share in the
patients’ emotions; 3) behavioral, the ability to convey
understanding of patient’s emotions and perspectives,
and 4) moral, the internal altruistic force that motivates
the practice of empathy [9]. Among these dimensions,
cognitive empathy and behavioral empathy, are consid-
ered core components in most conceptualizations of
clinical empathy [10, 11].

Communication skills training (CST) is one of the
most commonly used educational interventions to
cultivate empathy in medical students [12, 13] CST is
thought to have most effect on cognitive and behavio-
ral empathy because these are skills rather than per-
sonality traits, and thus more amenable to training
[13—-15]. Researchers in health communication, how-
ever, have argued that for healthcare professionals to
adopt new communication behaviors, training should
not only address skill-based outcomes and knowledge
acquisition, but also affective outcomes such as atti-
tudes and motivational factors [16]. This view on CST
is consistent with Bandura’s social learning theory
that identified self-efficacy and outcome expectancy
beliefs to be key factors to change an individual’s
behavior [17].

Existing CST interventions for empathy train-
ing have rarely assessed the impact on learners’ atti-
tudes, self-efficacy, and motivation to practice clinical
empathy and how these relate to learning on different
dimensions of empathy. We postulate that effective
CST that addresses skills-based and affective out-
comes can impact on multiple dimensions of empa-
thy. The aim of this study was to evaluate the impact
of a Serious Illness Communication Skills Training
(SI-CST) intervention on medical students’ attitudes
regarding empathy in clinical care, self-efficacy in
empathic communication, and learning on different
dimensions of empathy. We employed a mixed-meth-
ods triangulation design including pre/post-training
self-reported measures and qualitative analysis of stu-
dents’ written reflections to understand the effects of
SI-CST on clinical empathy.
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Methods

Participants

Participants were final year medical students in the six-
year program at the Faculty of Medicine, The Chinese
University of Hong Kong. SI-CST was delivered as a
mandatory course within a newly reformed communica-
tion skills curriculum. All students who enrolled in SI-
CST were invited to participate in the study. This study
was approved by the Survey and Behavioral Research
Ethics Committee at The Chinese University of Hong
Kong.

Serious illness communication skills training (SI-CST)
SI-CST employed evidence-based approaches for CST
including deliberate practice [18, 19], experiential learn-
ing [20], and self-reflections [21] delivered through a
blended learning format. The course spanned a one-week
period during the Internal Medicine clerkship. It con-
sisted of both asynchronous online modules and a face-
to-face tutorial totaling approximately five learning hours
as follows:

1. Pre-tutorial online modules (2 hours): The first mod-
ules contained didactics on the SPIKES framework
[22] for breaking bad news and skills in empathic
communication. The latter involved skills in identify-
ing and exploring emotional cues, and using nonver-
bal and verbal ways to respond to emotion including
NURSE statements [23] (Fig 1). The following mod-
ules consisted of video-based exercises for practice
in identifying communication skills covered in the
didactics. The final module was a reflective writing
exercise where students wrote about a prior serious
illness communication encounter they observed and
reflected on the effectiveness of the clinician’s com-
munication skills based on the newly learned com-
munication frameworks and skills.

2. Small group tutorial (2 hours): This face-to-face tuto-
rial consisted of 6 students and led by 1-2 facilitators
who are physician specialists in geriatrics, palliative
care, or critical care medicine experienced in serious
illness communication. First, the students shared and
discussed their written reflections and then reviewed
the communication frameworks and skills. The
majority of the session was dedicated to skills prac-
tice through experiential role-play. During each role-
play, one student enacted the role of the “patient”
or “family member, another the “doctor” while the
rest were observers. After the role-play, the “doctor”
self-reflected on the encounter, listened to the reflec-
tions of the “patient” or “family member] as well as
received feedback from peer observers and facilita-
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S = Setting

P = Perception
| = Invitation

K = Knowledge
E = Empathy

S = Summarize or strategize

SPIKES Framework for Delivering Bad News??
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N = NAME the emotion

U = UNDERSTAND the emotion
R = RESPECT the emotion

S = SUPPORT the patient

E = EXPLORE the emotion

NURSE Statements for Expressing Empathy?

Fig. 1 SPIKES framework for delivering bad news and NURSE statements for responding to emotion taught in SI-CST

tors. In the last part, the facilitators introduced the
concept of deliberate practice and encouraged use
of deliberate practice and self-reflection to continue
to improve communication skills in their day-to-day
clinical practice, particularly in challenging commu-
nication encounters.

3. Post-tutorial online modules (1 hour): These modules
included interactive video-based exercises designed
to consolidate the knowledge and skills learned in the
course. In the first module, students reviewed video
clips of clinicians with varying skill levels in serious
illness encounters and provided a written feedback
to the clinician. The students were then shown an
expert’s detailed feedback to the clinician. In the sec-
ond module, the students were tasked with writing
an appropriate response to challenging communica-
tion scenarios shown on video, and then shown video
clips of expert-level physicians responding to these
scenarios and the rationale for their responses. At the
end of the modules, students were asked to reflect
on their learning and write down two key learning
points from the exercises.

The students’ completion of the online modules was
tracked using the online learning platform and attend-
ance at the small group tutorial was recorded by the
facilitators. Students were required to complete all com-
ponents of SI-CST to pass the course.

Data collection

Students completed a self-administered questionnaire
at three time points: immediately prior to the course
(T1), two weeks post-training (T2) and three-to-six
months post-training (T3). Data collection was con-
ducted between June 2018 and June 2019. A unique
participant identifier linked questionnaires completed
by the same individual across the three time points.

The questionnaires included demographic information,
intended choice of specialty, and the following measures:

JSE. The Jefferson Scale of Empathy — Student version
(JSE-S) is a validated instrument designed to measure
medical students’ orientation or attitudes toward phy-
sician empathy in patient care. The instrument has 20
items rated on a 7-point Likert-type scale (1 = strongly
disagree, 7 = strongly agree). The possible scores range
is 20 to 140, with a higher score indicating a higher
empathic orientation. Factor analysis identified three fac-
tors in the scale: Perspective Taking (10 items), Compas-
sionate Care (8 items), and Standing in the Patient’s Shoes
(2 items) [11]. The scale was found to have high internal
consistency (Cronbach’s alpha coefficient 0.80) [24] and
substantial discrimination power [25].

Self-rated preparedness level for empathic commu-
nication. To assess students’ self-efficacy in empathic
communication, the students rated their preparedness
level for five empathic communication tasks selected by
the study investigators based on the course objectives
and literature review. The items were rated on a 5-point
Likert scale (1=not at all prepared, 5=extremely pre-
pared). Task-specific self-efficacy ratings of communica-
tion behaviors have been found useful for assessment of
learners’ communication training needs and training out-
comes [16].

Statistical analysis

We conducted paired sample ¢-test to compare JSE and
empathic communication preparedness scores between
baseline and six weeks post-training (T1 vs T2) to assess
short-term changes, between baseline and three-to-six
months post-training (T1 vs T3) to assess medium-term
changes, and between six weeks and three-to-six months
post-training (T2 vs T3). Cohen’s d effect sizes were cal-
culated to identify significant differences between scores
at T1 and T3.
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Given the paired sample t-test was performed for the
three pairwise comparisons, we used the Bonferroni-
adjusted P value of 0.017 as the significance level to
reduce the risk of type I errors [26]. The data were ana-
lyzed using IBM SPSS Statistics 25 for Windows.

Qualitative analysis

At the completion of the course, the students were asked
to write a response to the open-ended question, “What
are the two most important things I learned from this
course?”

The investigators used inductive thematic analysis of
the written responses to explore how the course influ-
enced student learning of clinical empathy. First, two
investigators individually coded all the written responses
using N'Vivo qualitative data analysis software. The inves-
tigators then discussed their codes and reached consen-
sus on the coding scheme and the themes that emerged.
The focus of the analysis was on the portions relevant to
clinical empathy. The process continued iteratively until
thematic saturation was reached. The qualitative findings
were then used to triangulate with the results from the
quantitative measures.

Results

Participants

Out of 185 recruited students, 100% completed all com-
ponents of SI-CST. All 185 students completed question-
naires at T1, 142 (76.7%) completed questionnaires at
T2, and 145 (78.4%) at T3. Ninety-eight students (53.0%)
completed questionnaires at all 3 time points. Table 1
presents the characteristics of the participants. Mean
age was 23.4 and 54.1% were female. The most com-
mon intended specialty choices were internal medicine
(28.1%) followed by surgery (25.4%).

Changes in Jefferson Scale of Empathy Scores

Table 2 shows the mean JSE scores of the 98 students who
completed all questionnaires at T1, T2, and T3. Total JSE
scores were significantly higher at T2 and T3 than at T1.
There was no significant change in the total JSE scores
from T2 to T3. The effect size of the increase from T1 to
T3 was 0.25.

The subscale scores for Standing in the Patient’s Shoes
were significantly higher at T2 and T3 compared to T1
and remained unchanged from T2 to T3. The effect size
of the increase from T1 to T3 was 0.56. For the subscales
Perspective Taking and Compassionate Care, there was a
trend showing increased scores from T1 to T3 although
not statistically significant.
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Table 1 Characteristics of  sixth-year medical  students
participating in Serious-lliness Communication Skills Training
(n=185)

Characteristic Mean (SD) N (%)

Age 234(1.6)
Gender
Male

Female

85 (45.9)

100 (54.1)

Intended specialty
Internal Medicine
Surgery
Obstetrics/Gynecology 12
Pediatrics 10
Family Medicine 8 (
Psychiatry 8
Emergency Medicine
Ophthalmology

Pathology
Anesthesiology

(
7(
5(
Radiology 3¢
2(
1(
Undecided 30

SD Standard deviation

Changes in self-rated preparedness for empathic
communication

Students’ self-rated preparedness for all five empathic
communication tasks significantly improved from T1
to T2, T2 to T3, and T1 to T3 (p<0.001) (Table 3). All
five empathic communication tasks showed large effect
sizes from T1 to T3 (range 1.09 to 1.41). The greatest
increase was for Respond to a patient or family mem-
ber’s emotions (effect size 1.41), followed by Use verbal
expressions of empathy in serious illness conversations
(effect size 1.27), and Use nonverbal communication in
serious illness conversations (effect size 1.21).

Reflections on most important lessons from serious illness
CST

One hundred sixty-nine students (91.4%) submit-
ted written responses on the most important lessons
learned. We identified four major themes related to
clinical empathy as follows:

1. Appreciating the important role of empathy in clini-
cal care

2. Learning skills in detecting and exploring emotional
cues

3. Learning skills in responding to emotion with empa-
thy
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Table 2 Changes in JSE scores at baseline (T1), six-week follow-up (T2), and three-to-six month follow up (T3)

T T2 T3 Effect size? Differences®
Mean (SD) Mean (SD) Mean (SD)
N T1vsT2 T2vsT3 T1vsT3

JSE Total 98 111.38 (9.06) 113.87 (9.34) 11392 (11.17) 0.25 T1<T2* T2=T3 T1<T3*
Perspective taking 98 57.9 (4.99) 58.29 (5.26) 58.36 (6.06) 0.08 =12 T2=T3 TI=T3
Compassionate Care 98 44.66 (4.76) 4538 (4.15) 4546 (5.1) 0.16 T1=T2 T2=T3 T1=T3
Standing in Patients’' Shoes 98 8.81(2.63) 10.19 (1.86) 10.1(1.91) 0.56 T1<T2** T2=T3 T1<T3**
SD Standard deviation, JSE Jefferson scale of empathy
" Denotes P <0.017
" Denotes P < 0.001

? Cohen's d effect sizes were calculated to identify significant differences in scores betweenT1 and T3

b Paired t-test

Table 3 Changes in preparedness level for empathic communication tasks at baseline (T1), six-week follow-up (T2), and three-to-six
month follow up (T3)

T1 T2 T3 Effect size® Differences®
Mean (SD) Mean (SD) Mean (SD)
N T1vsT2 T2vsT3 T1vsT3

Discuss bad news with a patient/family member about seri- 98 264 (0.72) 3.08 (0.55) 3.41(061) 1.5 TI<T2**  T2<T3** T1<T3**
ous illness
Respond to a patient/family member’s emotions 98 247(069) 3.11(055) 342(066) 141 TI<T2**  T2<T3** T1<T3**
Use nonverbal communication in serious illness conversa- 98 286(0.70) 342(063) 368(067) 1.21 TI<T2**  T2<T3** T1<T3**
tions
Use verbal expressions of empathy in serious illness conver- 98 278 (068) 3.31(0.62) 3.61(064) 127 TI<T2**  T2<T3** T1<T3**
sations
Elicit a patient/family’s needs or concerns 98 287065 3.24(069) 357(064) 1.09 TI<T2**  T2<T3** T1<T3**

SD Standard deviation
" Denotes P <0.001
2 Cohen's d effect sizes were calculated to identify significant differences in scores between T1 and T3

b Paired t-test

4. Appreciating that empathic communication skills informational and emotional support for patients and the
can be improved with training and practice further dimension of the therapeutic role of empathy and
its facilitation of patient management:

“Exploring the patient/family’s needs is important
to truly support the patient/family. That helps us to
provide tailor-made information and support that is
really useful and appropriate. At the same time, the
patient/family will be emotionally supported if their
concerns are responded to.

Appreciating the important role of empathy in clinical care
A key dimension of our teaching impact expressed by
students was enhancing appreciation of the importance
of understanding patients’ and their relatives’ needs
and concerns when providing care to them as future

hysicians: “ ) . ;
physicians Empathic responses are important and vital for
“Breaking bad news is an art, sometimes as medi- calming the patient to allow room to break bad news
cal students, we focus on the knowledge and what and discuss management cognitively.

we know. But to patients, we need to address their
concerns and their wishes and understand what they
think is best for themselves or their relative”

Students also described changes in their attitudes
regarding the role of empathy in establishing a good doc-
tor-patient relationship.

The impact on attitudes towards empathy in clini-
cal care was further illustrated by appreciation of the
complex potential benefits of empathic exploration
with the patient. Our students perceived benefit to both

“Expressing empathy is key to good communica-
tion and exchange of information between the doc-
tor and the patient and/or family. It is not time-
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consuming or labor intensive to provide empathic
responses and once empathy is channeled from
the doctor to the patient and family, there is an
immense improvement in the atmosphere of the
conversation. It also helps with strengthening the
doctor-patient relationship”

These comments reflect the student’s perceived impact
of SI-CST on shaping their attitudes regarding the
role of empathy in clinical care. These attitudes foster
moral empathy, or their altruistic motivation to practice
empathy.

Learning skills in detecting and exploring emotional cues
Another goal of the course was to enhance skills in per-
spective-taking, such as active listening and detecting
emotional cues, which could represent learning on cogni-
tive empathy.

A number of students described learning such skills to
improve their ability to detect emotional cues and under-
stand the perspectives of patients and family members.

“l learnt to be observant and understand that
emotions can be embedded in the patients ques-
tion/ nonverbal responses. These responses need to
be addressed with empathetic responses instead of
rational answers.”

“Listening to the patient instead of focusing on our
own agenda in a family meeting”

Students also described how the course gave them
experiential learning opportunities to explore emotional
cues which enable them to understand the patients and
family’s feelings and perspectives.

“Through this course and the online materials, I was
able to experience the importance of exploring the
family and the patient’s feelings and wishes before
continuing the conversation. This reminds me that it
is not just the simple act of being aware and empa-
thetic, it is more about getting to know the entire sit-
uation and any hidden concerns”

Learning skills in responding to emotion with empathy

Students also found the course useful in learning skills in
expressing empathy including both non-verbal and verbal
expressions. The students described the learning under-
taken through the course in context of their previous
uncertainties surrounding empathic responses, allowing
us to understand aspects of the value added and perspec-
tives gained by their participation in the intervention:

“The NURSE method of providing empathetic
responses is a good framework, because often times
we may want to provide empathetic responses but
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we are not sure how to express ourselves. This gives
us a framework of what we can say during those
times”

“Other than empathic responses, silence is a very
powerful tool to show that we are present with the
family to endure the difficult times and provide as
much support as possible”

Some students also highlighted learning skills in com-
municating one’s understanding of another’s emotions
which represent gains in behavioral empathy.

“Empathy is not achieved until I properly convey my
understanding to the counterpart”

Appreciating that empathic communication skills can be
improved with training and practice

In their reflections, students shared their appreciation
that empathic communication is a learnable skill. This
indicates an important attitudinal change encouraged by
our intervention which is in keeping with principles of
lifelong learning and a growth mindset.

“Expression of empathy is a skill that can be learnt”
“The correct use of empathy depends a lot on the
ability to pick up emotional cues, and it is always
something we need more training for”

Students also expressed behavioral intentions to engage
in continual practice for further improvement. This gave
some insight to the future potential value and possible
clinical impact of the intervention. Such comments were
sometimes associated with self-reflective thoughts which
further support this forward-looking dimension of the
attitudinal impact of the intervention.

“Feedback from the post-course questions and tutors
during the tutorials are useful to determining my
own weaknesses, such that I will be more alert and
focused on those during future practices”

“I have come to know the importance of reflecting
and improving on my own communication skills
after each difficult consultation during my journey
of becoming and being a doctor in order to conduct
better communication with patients and relatives”

These comments related to the students’ belief that
their empathic communication skills can be improved
represents their self-efficacy and motivation to practice
empathic communication in the future.

Discussion

This study found that the one-week SI-CST led to
improvements in final year medical students’ attitudes
regarding empathy in clinical care and self-efficacy in
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empathic communication. The improved attitudes were
sustained over a period of three-to-six months while
their self-efficacy continued to increase during this
period. Qualitative analysis supported the quantitative
outcomes in that students learned skills in identifying
and understanding emotional cues (cognitive empathy),
skills in responding to emotion (behavioral empathy),
and developed improved attitudes regarding the impor-
tant role of empathy in clinical care (moral empathy).
They also expressed motivation to practice empathic
communication skills in the future, fueled by the belief
they are learnable skills that can be improved.

We observed the largest effect of SI-CST was on
increasing students’ self-efficacy in empathic com-
munication and it continued to augment with time
post training. We hypothesize that the newly acquired
skills, coupled with the belief that their communication
skills can improve with practice and a positive attitude
regarding the role of empathy in patient care, contrib-
uted to this effect. Figure 2 provides a model for the
potential effects of SI-CST. Improved self-efficacy may
have motivated the students to put their newly learned
skills to use in patient interactions. This is supported
with Bandura’s theory whereby the combination of out-
come expectancy (beliefs about the anticipated conse-
quences of a behavior) and self-efficacy (beliefs on one’s
ability to perform a behavior successfully) can moti-
vate an individual to persist in performing the behav-
ior, even during difficult situations [17]. By practicing
the communication skills acquired through SI-CST, the
students developed increasing mastery of the skills with
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time, which may explain the further gains in self-effi-
cacy that we observed.

With regards to changes in JSE, a measure of attitudes
regarding empathy in clinical care, a moderate effect size
was observed in the increase in Standing in the Patient’s
Shoes subscale scores. This subscale contains two items
related to the difficulty in seeing things from the patients’
perspectives (namely “Because people are different, it is
difficult to see things from patients’ perspectives” and ‘It
is difficult for a physician to view things from patients’
perspectives”). This subscale is conceptually related to
self-efficacy in perspective taking. Given the increase in
self-efficacy in empathic communication we observed, it
follows that students’ perceived difficulty in seeing things
from a patients’ perspective was lessened after SI-CST.
Therefore, improving self-efficacy in empathic commu-
nication can itself exert a positive influence on attitudes
regarding empathy in clinical care (Fig 2).

On the other hand, we found a modest but not sta-
tistically significant effect on the Perspective Taking
and Compassionate Care subscales. The Perspective
Taking subscale relates to attitudes regarding the role
of cognitive empathy (e.g. “Physicians should try to
think like their patients in order to render better care”)
[11]. Although some students reported appreciating
the importance of perspective taking in their written
responses, the incremental change may not have been
large enough to be reflected in changes in the Perspective
Taking subscale. The Compassionate Care subscale rep-
resents attitudes regarding the role of emotive empathy
(e.g. “Patients’ illnesses can be cured only by medical or

Serious Illness Communication
Skills Training

Empathic
attitudes

(Moral empathy)
empathic

communication

Self-efficacyin

Skills in empathic
communication
(Cognitive & Behavioral
empathy)

\ iy Miation

Empathic communication behavior

Fig. 2 Model on effects of SI-CST on interplay of skills, attitudes, self-efficacy and learning on dimensions of empathy
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surgical treatment; therefore, physicians’ emotional ties
with their patients do not have a significant influence in
medical or surgical treatment”). The lack of significant
effect on the Compassionate Care subscale is consistent
with lack of reported learning on emotive empathy in
their written responses.

Thus, the impact of SI-CST appears strongest on the
cognitive, behavioral and moral dimensions of empathy,
and have little or no effect on emotive empathy. Emotive
empathy, which Morse defines as “the ability to subjec-
tively experience and share in another’s psychological
state or intrinsic feelings,” is more akin to sympathy [9].
Overemphasis on emotive empathy may be problematic
for physicians to maintain objectivity and avoid emo-
tional burnout and may not be a desired effect in empa-
thy training [7, 10].

Prior CST intervention studies that evaluated effects on
empathy in medical students using the JSE have shown
mixed results where some studies found no improvement
[27], while others have observed partial or significant
improvements [28—30]. While these CST interventions
have in common the use of role-play, there is hetero-
geneity in their design including the year of target par-
ticipants, number of training hours, use of simulated
patients, and the experience and training of facilitators.
Many of these studies did not explore the mechanisms
behind the effects they found. The current study contrib-
utes to this understanding by demonstrating the impact
on SI-CST on the interplay between self-efficacy and atti-
tudes and how these are related to learning on different
dimensions of empathy.

We believe certain elements of SI-CST made it condu-
cive to empathy training and can be adopted by training
programs in other medical schools. The first is incorpo-
rating experiential learning in serious illness communi-
cation through role-play. Students gained experience in
challenging emotional situations such as breaking bad
news about a life-limiting illness in a safe setting. Such
experiences made them more attuned to psychosocial
dimensions of care which can foster empathy [31]. Sec-
ond, in lieu of hired actors, the course enabled some stu-
dents to act in the role of seriously ill patients or family
members. These students were given a detailed descrip-
tion of the “character” and additional time to prepare
before the role-play. The benefit of this approach was
demonstrated in a New Zealand study that employed
drama training in “how to act-in-role” for medical stu-
dents. Trained students had significantly higher JSE
scores and better performance in clinical communica-
tion examinations [32]. The third important element
was the selection of facilitators who are clinicians expe-
rienced in serious illness communication. Through shar-
ing their own experiences in serious illness encounters,
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the facilitators served as role models and their feedback
felt credible to the students. This sentiment was reflected
in many of the students’ comments in the course evalu-
ation. Finally, the emphasis on deliberate practice and
self-reflection provided tools for learners to continue to
engage in communication skills practice independently
after SI-CST. Some ways in which SI-CST can be further
enhanced in the future as suggested in the student evalu-
ations are to provide additional role-play sessions for
skills practice and more demonstration videos to model
good communication behaviors in different scenarios.

This study has some limitations. First, this study did
not use a randomized, controlled design given the com-
pulsory nature of the course. Nonetheless, we did not
identify significant differences in the pre- and post-
training scores of students who completed the course
in Term 1 vs Term 2 to suggest presence of cofounding
factors related to the timing of the course (Supplemen-
tary file 1). Second, the response rate of students who
completed all questionnaires was 53%. Despite this
response rate, we believe the likelihood of selection
bias is low given there were no significant differences
in the JSE and preparedness scores between students
who responded at all three time points and those at
only two time points. Third, since this study used self-
report measures of empathy, we cannot determine
whether students demonstrated empathic behaviors in
patient interactions post training. Nonetheless, prior
studies have shown that self-report empathy measures
were significantly associated with evaluators’ ratings of
empathic behaviors [32, 33] and with patients’ evalua-
tion of clinician empathy [34].

Conclusion

Despite studies that suggest a declining trend in empa-
thy as medical students progress from pre-clinical years
to the clinical years [35-37], our study found that SI-
CST improved attitudes and self-efficacy in empathic
communication among final-year medical students that
were sustained at least in the medium-term. The train-
ing led to learning on the cognitive, behavioral and moral
dimensions of empathy. Future research is needed to
assess whether SI-CST can result in observable improve-
ment in communication behaviors.

Abbreviations
CST communication skill training

JSE-S Jefferson Scale of Empathy — Student Version
SI-CST Serious illness Communication Skills Training
T Baseline/Immediately prior to training

T2 Two weeks post-training

T3 Three-to-six months post-training
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