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Covid-19

* My outpatient clinic has gone from 2%
hone and 98% face-to-face consultations,
0 98% video or phone consults in a very
short space of time.

* (since %/ou asked, 2% hospital car park
consults, with patient/carer staying safely
in the car)



| was not quite prepared for:




Communication
challenges

Connecting to Your
Arabic
Interpreter

Cancel Call



BBC Most Searched: “How do | speak to
someone who is grieving?”
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Coronavirus: Helping the bereaved with Top Stories
'emotional PPE. Sunak to unveil 'kickstart jobs

scheme’ for 16-24s

The £2bn pledge for the young
unemployed is part of chancellor Rishi
Sunak's coronavirus recovery plan

By Dr Mark Taubert
Consultant in palliative medicine

®© 31 May 2020 f ® W [ < share
® 23 minutes ago
Coromavicus pandomic Record 60,000 new coronavirus
cases in US
@® 8 hours ago
Met apologises to sprinter over
stop-and-search

@® 13 minutes ago

Features

-t

- ‘ ‘
>SN
Can you become immune to

Latest figures show about 44 patients in critical care with coronavirus in hospitals in Wales coronavirus?

"

REUTERS

A few months ago, NHS England's medical director, Stephen Powis, stated:
"If we can keep deaths below 20,000, we will have done very well in this
epidemic.”




5 point check before you switch on video
AccuRx/AttendAnywhere or pick up phone

1) Preparation prior to the call:

» Environment: Check the surrounding setting is ok, if you are in a setting that is
nmay(, or where there are other people who may be lau§h1ng, eating or talking
loudly, then a bad news consult via video or phone could be misplaced here.

Con51dertwarmng colleagues nearby that you are about to have a serious

conversation.

» Regarding the bad news, how much does the person suspect already?

« Have a plan for what to do next. Further tests, any investigations, non-
pharmacological and phar.macolo%l.cal options. Think about follow-up, is it
needed quite soon to clarify questions?

« If I’ve had multiple difficult phone or video conversations in a short time, do |
need to take a break before going into the next one? Important to know own
limitations and take a rest, even if it’s just a few minutes. Take a comfort
break, especially if it is likely that you are going into a long conversation.
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2. Calling, introducing and checking
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4. Tell the News

 Tell the News: Give a summary of what you know. | do this with
compassion, but also without too much prelude or hesitation. People
want to know now, in my experience, so don’t make them wait with too
many platitudes. | once heard a doctor talk about the weather before
giving bad news. So if you have been given permission to proceed, don’t
make small-talk. | sometimes intersperse this with questions checkin
what the person | am talking to already knows, or if they need a break,
but then | try to align this with the newest news. | often find that people
have aLread\/( suspected and thought about the different bad news
scenarios. “Yes, doctor, this is what | was fearing all long.”

* | use non-medical words as much as possible. | also do this when I’'m
talking to a doctor-patient or a nurse-patient, in my experience they
often prefer not to have too many acronyms and technical terms thrown
at them at distressing times.
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Summarising

| also try to ask the person to summarise a bit about what we talked about. It allows them to
ask questions. Sometimes, the white noise that breaks into our brains after a sentence like:
“Your cancer has spread” or “Your husband has just died”, is so intense, that nothing beyond
that is heard or understood. So | never assume that any other points | have tried to cover will
be remembered, but a summag/ at the end can allow the person to come back with questions
that are important to them and help clarify things.

| always write the conversation down. It helps me restart things next time | call, and we can
focus on big themes during the first conversation. This is also helpful if | go off sick (a lot of
my colleagues are off with Covid-19 and | am just waiting for when | get it) and someone else
needs to pick up the conversation at follow-up. Some patients have even asked me whether
they can record the consultation so that they can discuss it with those close to them, and |
don’t have an issue with this at all.

* |n closing, | say good-bye, if needed I’ll state my name again and how to get in touch at the
hospital, and what the fo’llow-ug will be. | try to find a way of expressing that we, as
healthcare professionals, know how difficult this all is, and | make reference to the fact that |
much prefer seeing Feople face-to-face. If needed, | will also highlight support agencies and
charities, particularly local ones, that can provide a listening ear.




Video Communicatio

Covid19

A doctor has described the
heart wrenching phone
calls he is having to make
to critically-ill patients
and their relatives during
the Covid-19 lockdown.
Abbie Wightwick reports

R MARK Taubert, consultant

in palliative care medicine at

Velindre and Llandough hos-
pitals, would previously always im
part bad news face to face.

Now he must do his palliative care
clinic by telephone or video link, to
avoid the risk of people coming to
see him in hospital during the Covid-
19 pandemic.

It means he has to give bad and
unwelcome news, such as the death
of a loved one, or cancer returning,
on the phone. This is something he
has always previously told his train
ees never to do.

Dr Taubert, like many of his NHS
colleagues, has had to carry out
“multiple” hard conversations in a
short time during the pandemic.

“I've had to deliver unwelcome
news and bad news over the phone,
or have had to have tricky conversa-
tions via this medium, say if a scan
result has shown worsening of the
cancer, or even news of the death n{
a loved-one, or that they are dying!
he said.

In the past T would have told my

trainees: n over the
always face to face, but.we
in a new Covid-19 era.”
o help himself prepare for these
hard conversations by phone or vid-
eo-link Dr Taubert has written a
guide which he is now sharing for
others in similar situations and to let
people know how doctors have
changed their work to cope with the
new conditions.

Dr Taubert advises compassion
but without using platitudes and
smalltalk.

He also ensures the person he is
speaking to has understood and
summarises at the end of the phone
orvideo conversation,

“Sometimes, the white noise that
breaks into the brain after a sentence
like: “Your cancer has spread” or
“Your husband has just died”, is so
intensive that nothing beyond that is
heard or understood.

“So I never assume that any other
points I have tried to cover will be
remembered.”

® Preparation before the call

I clarify what the key messages are.

Regarding the bad news, how
much does the person suspect
already?

Have a plan for what to do next.
Further tests, any investigations,
non-pharmacological and pharma-
cological options. Think follow-up,

If've had multiple difficult phone
or video conversations in a short
time, do Ineed to take a break before
going into another one? Important

7Agenda Letters | Opinion
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‘In the past 1
would have

told trainees -

never do this
over the phone,
always face to
face, but we
liveinanew - -
ovid-19 era’

to know my own limitations and take
a rest, even if it’s just a few minutes.

¥ Calling and checking

I always fully introduce myself and
my role and where I work, and dou
ble-check who is at the other end of
the call. Is it ok or even safe for them
to talk right now? Are they alone or is
there anyone around? Would it be
better to call a bit later?

® Signpost what may be coming

I nearly always preface that I have
some difficult news. 1 might say
something like: “I am sorry, but there
is some news that is not good, and 1
wanted to let you know about this,"

If someone asks me to stop there, [
do so, and offer a further phone or
video call. They are not ready yet, but
will feel a need to speak later. They
need time to prepare. k&
W Tell the news

Give a summary of what you

know: I do this with compassion, but
also without too much prelude or
hesitation. People want to know
now, in my experience, so don't
make them wait with too man y plati-
tudes.

I once heard a doctor talk about
the weather before giving bad news.
No. So if you have been given per-
mission to proceed, don’t make
small talk now. I sometimes inter-
sperse this with questions checking
what the person I am talking to
already knows, but then 1 try to align
this with the newest news.

I often find that people have
already suspected and  thought
about the different bad news scena
ios. “Yes, doctor, this is what | was
fearing all along”

I use non-medical words as much
as possible. I also do this when I'm
talking to a d(u‘ll)r-p;mcm or a
nurse-patient, in my experience they
often prefer not to have too many

acronyms and technical terms
thrown at them at distressing times,

Closing the conversation

I try to bring them back into the
now and the next few days. What will
you do now? Shall we make a plan
together? Are there people you need
to tell? Who is there to support you? [
often phone back sooner if there
aren’t many people to support

I also try to ask the person to sum-
marise a bit about what we talked
about. It allows them to ask questions.

Sometimes, the white noise that
breaks into the brain after a sentence
like: “Your cancer has spread” or
“Your husband has just died] is so
intensive that nothing beyond that is
heard or understood. So 1 never
assume that any other points I have
tried to cover will be remembered
but a summary at the end can allow
the person to come back with ques
tions that are important to them and

help clarify things.
I' always write the conversation
down. It helps me restart things next
time I call, and we can focus on big
themes during the first conversation
This is also helpful if I am off sick and
someone else needs to pick up the
conversation at follow-up.
Some patients have even asked me
whether they can record the consul-
tation so that they can discuss it with
those close to them, and I don't have
an issue with this at all.
In closing, I say good-bye, if need-
ed I'll state my name again and how
to get in touch at the hospital, and
what the follow-up will be.
I try to find a way of expressing that
we, as healthcare professionals, know
how difficult this all is. If needed, 1
will also highlight support agencies
and charities, particularly local ones
that can provide a listening ear

L More: Pages 22823|




Cardiff Six Point Toolkit

CHAPTER 49

PALLIATIVE MEDICINE: COMMUNICATION TO PROMOTE LIFE NEAR THE END OF LIFE 21

toolkit m action

Doctor Patient

Question—open How have you been!?

Terribile, I'rn fed up with ic al

Fed up?

g cie like this

Question—focused Do you foel 35 f you are dying

da and | just want 10 get it over with quickly

Reflectio Over quickly?

So can you tell me the specific thin nat make you

feel e = 50 awful thae you want to end it ali?

Well | can't da whae | used to, don't feel like the person | was

Don't feet like the person you were?

Na, look at me now. I'm a burden. And it frighters me

It frightens?

Yes. 'm frightened of t

den. fnghtened of what tomerrow

ng a by

holds and frghoened of lesing r dependence i

Acknowle | am sorry that thungs are difficult,

¢ anything

you can think ot would by

independent and with moce dgnity?

Stence {stenmg)

« If my wie cannot copa?

Jestion fclanficatior Have you spoken about this with her?

Focused

No, you see we're preaty privace about stuff like that

SUITAYIe S0 can L summanze what | think Fve heard: you feel

ol that you want 1o die,

2o e hidviened
o wretch 0 are frghtened

of besng a 1 fightened your wife cant
cope and worred about same of the sitimate
ts of care such as the toilet. Is that abous right

And i there anything else?

he plan and chedk

LENING,

omfort)

Aim

To develop 3 simple strategy to teach communication skills
wihich was appropriate across different levels of expertise,
cinical setting and cultures.

To implement the sirategy and guantify the change.

Method
The authars, through
= tesching ‘rele play’ for several years in different
clinical z=ttings to culturally diverse students,
= reviewing videped consultations and
= reviewing the literature
sought to break down the bare ess=ntials of the
consultation. They idenfified six key techniques (toolkit
as sbowe) which used appropriately would facilitate any
consuliation.

Having identified the six key technigues the suthors sought to
walidate the toolkit. Owver the course of a day the six tools
whers taught, initialty by lecture and reinforced in ‘rele play’ to
a cohort of aver 100 doctors and senior nurses from differsnt
cultures and countriss.

Each of the 100 dactors and nurses attending a
communication skills course a5 part of the Diploma in
Palliative Medicine at Cardiff University, were asked to self
score their competence before and after receiving the
teaching om the communication skills toolkit. Using the same
scoring criteria the tutors who facilitated the small group ‘role
play’ teaching were asked to score the individual candidates.

Results

Inciuded identification of the toolkit* as abowe.

Full matched scaring results are available for 80
candidates.

The results indicate s=lf scored improverment across all &
facets, the biggest improvement s=en in the ‘use of
reflection’. The tutors scores largely mirrored the
candidates self scaring.

Conclusion

The tool kit attempts to break down the bare essentials
of the consuliation. Whilst recognising the complexities
of the scenarios frequently encountered in the
palliative cars setting.

Use of the toolkit does not initially atternpt to deliver a
fully Fteratz communicater, versed in all the nuances
of a difficult szenario. Rather, it offers sic key
techniques or fools that can be applied to any
consultation and developed as individual skills to
imprave the real world consultation.

The Communication skills “teclkit’ now forms an
integral part of the diploma in paliistive madicine
teaching.

For further information please contact:
D Mikki Pease, Cansullant in Paliatve Medicins
clre-tr walbes nhs. wk

Development and implementation of the
‘Cardiff Communication Skills Toolkit'
Pease N and Finlay |

T

The toolkit * comprizes appropriate use of:

= Comfort

* Language

* Question style

* Listening / use of silence

* Reflection

* Summarising

Examples of each of the above is beyond the scope of
this poster but a few examples sre cited below

Quastion Styla

Cpen quectionc such as:

o fiave things been? aliows the pathen io b2l the docter anyihing
al all about what hias been happening — ranging from medical detaiks
of the: condiban o sockl calasircphes, other famby lness el
Foousad guesiions do Jusi as the name: desorb-es: doeos down onko
a paricular area and ihen explone i furiher: $Can you fel me more
‘apout your gain?*

Furiher dimet guesflons may have a place such as
Does the sion over e area feed very sensiive 7’

Of course the stybe of question must it he oocasion — usng toosed
o direct questons oo eaty eaves the patiend Teeing mlerrogated,
Bul unable bo evpress e real lsses hal ane imobiesome:

Mustipls guestionc ani kesding quaction styes are best avosed in
al consukaiion safngs.

Use of sllence
Y you phve a2 padient bagd newe or 8 jof off ool
Infiormation, ¥ s nevilabis fHar dhene wil be sisnce.
'riow Wil Aear shencs but for the palisnt ooposis
you there s nothing but nolse. M jus aV infermal
They need a b of fime fo sort 2 ouf in Meir head
ang F pou faik d00 5000 guring the siznce. B wil
dndrunl fem.

Refection
“Zood use of reffaciion i imporiant. if realy makes e patlent f=z!
you are dsfeming io tham.”

This Is sl for p new o
communication skils iraning wha gel siuck in knowing what o say
ezt Feelecing back what @ patient has just said may hesp and wil
encourage th patient o prooeed with ther sony.

It aisn demonsirates that they ane beng isbened o and el
GeuRinp ranpom. In addtion, i & & lechnague hal can be used b

encourage dialsgue ab mes when the palient maybe fiding it
difficut 6o go on bacause of el feelings.

Summarlsing
Goineg back ower the padiend s stang with theen demonsinaies io the oot e
thay hawe baen kstened to. M also offers them a chance 1o clarify anything
that may have been missed Dfien they will then pick up on sorsething and
dinec the consuliation iowards their agendum.

.- Dostar: Lat ma just recan what Jouie seen =iing me &ir Jonas.
From whar { undarsfand yoow heve naticed that pou have pesn iosing aeight
i FootieE foumid T OVTICENT B0 SWENDW.

Mr jomes: Ves gocfor That's B 5&d 5ign SaT 7
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http://talkcpr.wales/
http://advancecareplan.org.uk/
https://portal.e-lfh.org.uk/Catalogue/Index?HierarchyId=0_45016_45128&programmeId=45016

