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Abstract

A cross-sectional study design explored the relation-
ship between medical students’ Objective Structured
Clinical Examination (OSCE) clinical communication
ratings and their responsiveness to simulated patient
(SP) verbal emotional cues in their qualifying OSCE.
Data were collected from two cohorts of fourth-year
medical students (n = 37), and responses to patient
cues that facilitated further disclosure or related dis-
cussion — known as provide space responses — from
two OSCE communication stations were measured
by coding video footage with the Verona Consensus
Coding Scheme (VR-CoDES).

The 37 medical students were representative of the
larger cohort (n = 508) in terms of age). A significant
positive correlation with a medium effect was found
between OSCE clinical communication ratings and
provide space responses. OSCE clinical communica-
tion ratings could differentiate between students who
adopted patient-centred facilitative behaviours and
those who did not.

Keywords: communication; emotional cues; medical
students; OSCE; video coding

1. Introduction

In patient-centred models of medicine, doctors
give due consideration to psychological and social
aspects of patients’” health alongside the biological

(Holmstrom and Roéing 2010: 168). This requires
patient-centred communication, a core function of
which is ‘responding to patient emotion’ (Epstein
and Street 2007; Levinson et al. 2010; Street and
De Haes 2013; Hafskjold et al. 2017). The emotive
aspects of clinical communication that doctors
and medical students are encouraged to notice
and explore include patient cues and concerns. .
The General Medical Council (GMC) in the UK
has adopted a patient-centred approach to curric-
ulum delivery and assessment, and has explicitly
outlined that clinical communication skills be rou-
tinely and reliably assessed (Brown 2008; General
Medical Council 2018). This assessment typically
takes the form of an Objective Structured Clinical
Examination (OSCE). The OSCE measures stu-
dents’ competence broadly across several clinical
and clinically related skills under simulated con-
ditions and in a standard format (Rushforth 2007).
It is surprising that no study has explored the
relationship between medical students’ clinical
communication ratings and their responses to
emotional cues in qualifying OSCE exams. In the
UK, typically, the fourth-year OSCE is the medical
student’s final qualification OSCE before undertak-
ing their final fifth (placement) year. Furthermore,
it is not clear how sensitive the OSCE is in meas-
uring and micro-coding patient-centred clinical
communication skills, such as emotional respon-
siveness (De Haes and Bensing 2009; Hick 2009).
The research questions are as follows: do medical
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students’ responses to simulated patient emotional
cues in the fourth-year OSCE influence their OSCE
clinical communication ratings (examiner scores);
and how do students respond to simulated patient
emotional cues in the fourth-year OSCE? Based
on limited research, the hypothesis is that there
is a positive and significant relationship between
medical students’” OSCE clinical communica-
tion ratings and how medical students’ facilitate
responses — known as provide space responses — to
simulated patient cues in the OSCE.

In the following sections, we first present a
concise literature review on medical students’
responses to emotional cues. Next, the methods
section discusses the participants, procedure,
measures and data analytical procedure. We then
discuss the participant characteristics and cohort
representativeness, after which the results section
explores the OSCE clinical communication ratings,
emotional cues and responses. This is followed by
a discussion section, and then a conclusion that
includes a summary of key findings, an overview of
the limitations of the study, the practical implica-
tions of the study (despite its research limitations)
and trajectories for future research.

2. Literature review: Responding to
emotional cues

A broad cross-section of evidence links
patient-centred communication to improved health
outcomes for both the patient and the healthcare
professional (Stewart et al. 2000; Epstein and Street
2007; Brown 2008; 2010; General Medical Council
2018). Effective patient-centred communication —
which includes responding to patient emotional
cues — has been linked specifically to increased
patient and physician satisfaction, better treatment
adherence and compliance, fewer referrals and
diagnostic tests, more appropriate medical deci-
sions, fewer medical errors and malpractice claims
and better patient—provider engagement (Stewart
et al. 2000; Epstein and Street 2007; Brown 2010;
Ciechanowski et al. 2010; Holmstrom and Réing
2010; Cherry et al. 2018; Barbosa et al. 2019).
Effective doctor—patient communication has also
minimised doctors’ fatigue and frustration, by
helping patients take responsibility for their care;
improved doctors’ job satisfaction; and reduced
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burnout (Levinson-Miller et al. 2003, Cherry et
al. 2018).

Identifying and responding to patient emotional
cues, however, is difficult. Patients often present
such cues indirectly (Levinson ez al. 2000; Bensing
et al. 2010; Griep et al. 2016; Del Piccolo et al.
2017). It has also been argued that doctors fail to
respond due to self-perceived inadequacy when
dealing with patient emotion or by adopting a
doctor-centred approach (Levinson et al. 2000;
Bensing et al. 2008).

The OSCE, as the ‘gold standard’ for assessing
medical students’ clinical communication in the
UK, should differentiate and assess students on
their ability to identify and respond to emotional
cues. However, only a few studies have explored
how medical students responded to emotional cues
in high-stakes exams such as the OSCE, and these
were undertaken several years ago and relate to
the early years of medical training (Atherton et al.
2009; Hick 2009; Zhou et al. 2013). Recent research
has focused on the influence of factors such as
attachment styles on clinical communication
ratings in the OSCE (Cherry et al. 2013; Cherry
et al. 2014; Fletcher et al. 2016). Despite this, the
standardised nature of the OSCE has been linked
to a plethora of research supporting its validity and
reliability (Newble 2004; Rushforth 2007; Turner
and Dankoski 2008; Walsh et al. 2009; Howick et
al. 2018). Indeed, a review conducted 13 years ago
by Patricio et al. (2009) found 104 published papers
on the OSCE, with several researchers providing
evidence for the OSCE as an objective, valid and
reliable method of assessing clinical competence.

3. Methods
3.1. Participants

A cross-sectional design was employed as data
was collected at a single and crucial point in the
medical students’ assessment (i.e., their final,
fourth-year qualifying OSCE) (Mertens 2005). A
complete cohort of fourth-year medical students
in two consecutive year groups were approached
for consent to participate in the research. This
was undertaken in two steps. First, consent was
requested from the medical students to collect
data related to their age, gender and OSCE clini-
cal communication examiner ratings. Consenting
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students from the first stage were then approached
for further consent to be videoed in an OSCE clin-
ical communication station.

Inclusion and exclusion criteria were as follows.

Inclusion criteria:

— medical students undertaking their final OSCE
in fourth year (first attempt) (1 = 632);

— medical students who consented to the col-
lection of demographic data (age, gender) and
OSCE clinical communication examiner ratings
(n = 508, 85%);

— OSCE examiner and SP consent for voice
recording (as part of video recording students);
and

— medical students who consented to be videoed
in an OSCE clinical communication station (7
= 37).

Exclusion criteria:

— medical students undertaking reassessments in
their fourth-year OSCE;

— medical students who did no* --nsent to the
collection of demographic da.= age, gender)
and OSCE clinical communication examiner
ratings (n = 127, 15%);

— OSCE examiner and SP who did consent for
voice recording; and

— medical students who did not consent to be
videoed in an OSCE clinical communication
station.

3.2. Procedure

Ethical approval for research with human subjects
was obtained by the University Research Ethics
Committee (PCBS015A). Informed consent was
obtained from all participants.

All fourth-year medical students who had pre-
viously consented to the anonymised collection
of demographic data and OSCE clinical commu-
nication ratings were informed of the study via an
email two weeks prior to their final exams. The
email correspondence informed students that if
they consented, a clinical communication station
in their final fourth-year OSCE would be video
recorded. The video recorder was placed in the
corner of the OSCE station and was controlled
remotely (turned on and off as appropriate). All

students were informed of the presence of the
video recorder. Immediately prior to the OSCE,
consent forms were distributed to potential
participants. OSCE examiners and OSCE sim-
ulated patients were also provided with consent
forms and information sheets prior to the
OSCE.

The selected station was chosen due to its strong
emotional content after negotiation between two of
the authors (Leadbetter and Fletcher) and the clini-
cal skills team. The identified OSCE stations for the
two consecutive cohorts were a paediatric scenario
with the parent of a 13-year-old girl who had been
self-harming, and a non-adherent patient with
diabetes mellitus who had recently lost a partner
due to a diabetic-related illness. It was agreed that
these stations were considered optimal for assess-
ing patient-centred clinical communication. In
both stations, the students were required to take a
detailed history, be sensitive and non-judgemental
and show respect and understanding. The stations
were subject to standardisation procedures across
the two cohorts. This included conversion of clin-
ical communication ratings to z-scores across the
two cohorts (Section 3.2), and analysis to ensu
that each cohort was provided with similar and
varied opportunities to respond to SP cues and
concerns (Section 3.3).

3.3. Measures

As described above, the participating medical
students’ fourth-year OSCE clinical communica-
tion ratings (examiner scores) were collected and
they were videoed in an OSCE communication
skills station. The videos were then micro-coded
to explore medical students’ responses to SP emo-
tional cues.

Student performance in the OSCE is scored on
a criterion-based structured rating form designed
to reduce examiner variation between stations. The
rating sheet was originally based on the reliable and
valid Liverpool Undergraduate Communication
Assessment Scale (LUCAS) (Humphris and
Kaney 2001; Huntley et al. 2012). OSCE clinical
communication was rated by examiners along a
five-point scale from excellent to very poor, and
included patient-centred and procedural com-
munication: greeting introduction and identity
check; audibility and clarity of speech; non-verbal
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behaviour; elicitation of patients’ ideas, concerns
and expectations; empathy and responsiveness;
clarification and summarising; and consulting
style and organisation. The LUCAS category of
professional behaviour and conduct was excluded
from the present study, as the rating for this did
not directly assess medical students’ clinical com-
munication skills (Huntley et al. 2012).

The Verona Coding Definition of Emotional
Sequences (VR-CoDES) (Del Piccolo et al. 2011;
Zimmermann et al. 2011; Del Piccolo et al.
2017) was used to explore how medical students
responded to SP and patient emotional cues. This
coding scheme was developed by the Verona
Network on sequence analysis. The network sought
to define micro-behaviours in health communi-
cation explicitly, resolve some of the difficulties
inherent in patient—provider communication and
find a common framework and language in health-
care communication (Del Piccolo et al. 2011; Del
Piccolo et al. 2017).

The scheme is divided into two main pro-
cesses (corresponding to two manuals). This first
involves identifying patient (or SP) cues/concerns.
The VR-CoDES-CC defines a cue as a ‘verbal
or non-verbal hint that suggests an underlying
unpleasant emotion and would need a clarification
from the health provider’ (Zimmermann et al.
2011: 141). Examples include ‘I feel rotten inside’ or
‘I was bent in two’. A concern is defined as a ‘clear
and unambiguous expression of an unpleasant
current or recent emotion where the emotion is
explicitly verbalised, with or without a stated issue
of importance for the patient’ (Zimmermann et al.
2011: 141). Examples include ‘I am depressed’ and
‘I am worried about my headaches.

The main distinction between a cue and a
concern is its explicitness. The former is usually an
indirect hint or clue from an SP, while the latter is
explicitly verbalised by an SP. Given that concerns
must be explicitly verbalised, they are easier to
detect and code. For this study, however, cues
must also have a verbal element to be detected and
coded, as the SPs (who expressed the cues and con-
cerns) were not videoed but only audio recorded.
Nonetheless, cues and concerns both have negative
emotional content that requires further exploration
and/or acknowledgement by the health provider
(medical student), and hence they were combined
for the primary analysis. A frequency count of the
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total number of cues/concerns for each participant
was conducted.

The second process involves coding provider
responses. As noted above, those that facilitate
further disclosure or discussion related to the cue
are called provide space responses. Such responses
include silence, content exploration and empathy
(see Figure 1 for a list of provide space response
categories).

All provide space responses were grouped
together for analysis. Reduce space responses were
not included in the primary analysis, as the focus
is on facilitative behaviours, with reduce space
responses expected to have the opposite directional
correlation outcome to provide space responses.
The percentage of provide space responses as a
proportion of total cues was calculated for each
participant. For example, if a medical student
responded by providing space to seven out of 10
patient cues, then provide space responses would
be 70%.

Reliability data emerged from inter-rater reli-
ability studies and coding data on VR-CoDES
(cues/concerns) (Atherton et al. 2009; Vatne et
al. 2010; Zimmermann et al. 2011; Zhou et al.
2013; Del Piccolo et al. 2017; Cherry et al. 2018)
and VR-CoDES-P (provider responses) (Del
Piccolo et al. 2011; Del Picolo et al. 2017). Studies
with medical students in the OSCE by Mazzi et
al. (2013) also found good inter-rater reliability
figures for responses, with 90.2% agreement, while
Atherton et al. (2009) found Kappa coefficients
from .63 to .73 for responses with three trained
raters. Eide et al. (2011) established high levels of
agreement between patient and coders on what
defines an emotional cue/concern, with provide
space responses perceived by both experts and
lay people as the best response to patient emotion
(Mazzi et al. 2013). Eide et al. (2011) proposed that
the verbal focus of the coding system, the detailed
descriptions, the verbalisations of emotions (spec-
ified by categories) and the focused and detailed
coding all contribute to the accuracy of coding
(Eide et al. 2011).

3.4. Data analytical procedure

All data were entered into Statistical Package for
Social Sciences (SPSS) version 27 (IBM 2020) for
descriptive and inferential statistical analysis.
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Figure 1. Verona Consensus Coding Scheme (VR-CoDES): response classification (source: Del Piccolo et al. 2009: 16) 1
Appendix | Codina Provider Response g
Cue/concern

;

5

°

(code = N) (code =E)

1 1 1 1 7

[ REDUCE SPACE ] [ PROVIDE SPACE ] [ REDUCE SPACE ] [ PROVIDE SPACE ] 8

(code = NR) (code = NP) (code = ER) (code = EP) 9
Silence Switching CONTENT 10
(code = NPSi) (code = ERSw) (code = EPC) 11

[ (code = NRIg)

Shutting down
(code = NRSd)

H

Back Channel
(code = NPBc)

]_

(code = NRla)

Acknowledge
(code = NPAc)

Post-poning
(code = ERPp)

Information-advise
(code = ERIa)

Acknowledge
(code = EPCACc)

Explore
(code = EPCEXx)

[ Information-advise

Active Invitation
(code = NPAI)
Implicit Empathy
(code = NPIm)

Throughout, the data were systematically checked
(and reported) to ensure relevant assumptions
were met. If relevant assumptions were not met for
parametric tests, the appropriate non-parametric
test was conducted, in this case a Spearman’s rank
order correlation. An independent samples ¢-test
also explored if there were significant differences
in the number of cues presented for the two OSCE
stations.

A Spearman’s rank order correlation was also
used to test the primary hypothesis, which is that
there is a positive and significant relationship
between medical students’ provide space responses
and their OSCE clinical communication ratings.
The strength of the association was reported,
with effect size as r®values. For a Spearman’s rank
order correlation, the effect size varies from 0 (no
relationship) to 1 (perfect relationship) (Dancey
and Reidy 2007), and the present analysis follows
Cohen’s (1988) proposal that a correlation of less
than 0.3 is a small correlation (effect), an r value of
0.3 to 0.5 is a medium correlation, while an r value
above 0.5 is a large correlation.

Active blocking
(code = ERADb)

_{

AFFECT
(code = EPA)

Acknowledge
(code = EPAAC)
Explore
(code = EPAEX)

EMpathy
(code = EPAEm)

_[

-

The inter-rater reliability for VR-CoDES (cues/
concerns and provide space responses) was com-
pleted prior to undertaking primary analysis.
The intra-class correlation coefficient (ICC) was
recommended as a reliable measure of inter-/
intra-rater reliability for coding doctor (medical
student)—patient interactions (Qian et al. 2022).
The first stage was to gain inter-rater reliability
for cues/concerns. The researcher and expert
coder each blind-coded a random sample of 20
transcripts (which also included references to
non-verbal cues). The dataset was chosen as part
of a training package that was completed prior to
data collection; this allowed for further training
if coding issues were identified. The transcripts
varied in duration and in number of cues/concerns
(between four and 29). An intra-class correlation
of 0.87 was established, indicating substantial reli-
ability for cues/concerns between researcher and
supervisor. Next, a random sample of transcripts
was again blind coded to establish ‘face’ agreement
on provide space responses. Substantial intra-class
correlations for provide space responses (0.82) and
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reduce space responses (0.88) were established. The
reliability estimates obtained for this investigation
were therefore rigorous and in line with previously
accepted reliability values of other medical com-
munication coding schemes (Heaven and Green
2001; Roter 2005).

4. Comparability of the sample and the
larger cohorts

Thirty-seven medical students participated in this
study, which is part of a larger project comprising
two cohorts of consecutive fourth-year medical
students (n = 508, 85% of student population).
Independent samples ¢-tests and Chi-squared
analysis were employed in the descriptive analysis
to examine if the participants in this study were
representative of the larger fourth-year cohort in
terms of age, gender and OSCE clinical commu-
nication ratings.

Sixteen (43%) were male and 21 (57%) were
female. After checking that the relevant Chi-squared
test assumptions were met (independent groups
and categorical variables), the analysis supported
the conclusion that there was no significant differ-
ence in the proportions of males and females y? (1,
n = 508) = 0.87, p = 0.35 in this study and in the
larger fourth-year cohorts.

The ages in years of the participants ranged
from 22 to 34 years, and this was also similar to
the larger cohorts. The mean age of the study
sample at the time of the OSCE was 24.16 years
(SD 3.01), whereas for the larger cohorts combined
it was 23.41, (SD 2.95). Prior to the independ-
ent t-test, relevant assumptions were checked
(dependent categorical variable, independence
of observations, no significant outliers, normally
distributed). Levene’s test for equality of variances
was non-significant (p = 0.17), further indicating
that there was homogeneity of variances for age
within the sample and the larger cohorts . The
independent samples ¢-test also found no signifi-
cant difference between these two groups (¢ (508)
= 1.50; p =0.14).

Further, as discussed above, communication
skills ratings were collected from two OSCE sta-
tions (for two cohorts of students). These ratings
were subjected to standardisation procedures to
ensure the two datasets could be combined for
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analysis. This involved conversion of individual
communication ratings to z-scores for each station.
The process ensured variances in mean and stand-
ard deviations for each station were adequately
accounted for.

Here, the analysis explored whether the 37
medical students were similar to the larger
cohorts in relation to OSCE clinical communi-
cation ratings. Again, relevant assumptions were
checked (dependent categorical variable, inde-
pendence of observations, no significant outliers,
normally distributed) prior to the independent
t-test. Levene’s test for equality of variances was
again non-significant (p = 0.27), here indicating
that there was homogeneity of variances in OSCE
communication ratings. The independent samples
t-test found no significant difference between the
37 medical students (M = -0.12; SD = 0.87) and
the larger cohorts (M = 0.01; SD = 0.01) (¢ (506) =
0.75; p =0.46).

5. Results
5.1. VR-CoDES: Emotional cues and
responses

Across the 37 coded consultations there were 485
cues (90% of the dataset) and 54 concerns (10% of
the dataset). The mean number of cues per medical
student-SP interaction was 13.11 (SD = 3.51), with
the number of cues ranging from eight to 28 per
interaction. The mean number of concerns per
medical student-SP interaction was 1.46 (SD =
1.71), with the number of concerns ranging from
0 to 8 (9 interactions had no concerns). Due to
small numbers of concerns, all cue and concern
data were collapsed for the primary analysis. The
mean number of cues and concerns per medical
student-SP interaction was 14.57 (SD = 3.80) (see
Table 1).

The mean number of cues for the paediatric
OSCE scenario was 15.04 (SD 4.03) and for the
non-adherent diabetic OSCE it was 13.11 (SD 2.62).
Relevant assumptions were checked (dependent
categorical variable, independence of observations,
no significant outliers, normally distributed) for
the independent samples ¢-test. Levene’s test for
equality of variances was non-significant (p = 0.27),
indicating that there was homogeneity of variances.
No significant difference was found in the number
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Table 1. Mean number of simulated patient (SP) cues and concerns in the objective structured clinical examination (OSCE)
Mean (SD) number n minimum maximum

Cues 13.11 (3.51) 485 37 8 28

Concerns 1.46 (1.71) 54 28 0 8

Total 14.57 (3.80) 539 37 0 28

of cues/concerns between the two cohorts’ OSCE
clinical communication stations (¢ (37) = 1.61;
p =.111). The medical students therefore had a
similar number of opportunities to respond to
SP cues in both stations. This provided support
for combining of OSCE communication data for
analysis.

4.1.1. Responses

As shown in Table 2, the most common provide
space response to cues was content exploration.
The most common reduce space response to cues
was switching.

The most common provide space response
to concerns was affective exploration. The most
common reduce space response to concerns was
switching (Table 3). Switching was therefore the

The mean proportion of provide space responses
was 63.3% (SD = 16.71). The range of provide space
responses per participant ranged from 33% of the
cues and concerns to 91%.

5.2. Primary analysis

Shapiro-Wilk test for normality (w (3) = 0.76; p
= 0.02) was significant, indicating that there was
significant deviation from a normal distribution.
Hence, a non-parametric Spearman’s rank order
correlation was performed once relevant assump-
tions were met (ordinal/interval or ratio data,
paired observations and a monotonic relationship
between variables). A significant positive correla-
tion with a medium effect (r = 0.49, p =0.002) was
found for OSCE clinical communication ratings

most frequent response across all responses. and provide space responses. The co-efficient of
Table 2. Medical students’ responses to simulated patient (SP) cues in the objective structured clinical
examination
Response category Response types n % of responses
Reduce space Ignore 21 4
Shutting down 0 -
Information advise (explicit) 33 7
Information advise (implicit) 19 4
Switching 111 23
Postponing 2 <1
Active blocking 0 -
Total 186 38
Provide space Silence 10 2
Backchannel 20 4
Acknowledge 23 5
Active invitation 41 8
Empathy (implicit and explicit) 32 7
Content acknowledgement 47 10
Content exploration 94 19

Affective acknowledgement 14 3
Affective exploration 18 4
Total 299 62

485 100

Total
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Table 3. Medical students’ responses to simulated patient (SP) concerns in the objective structured

clinical examination

Response category Response types n % of responses

Reduce space Ignore 2 4
Shutting down 0 -
Information advise (explicit) 3 6
Information advise (implicit) 1 <2
Switching 11 20
Postponing 1 <2
Active blocking 1 <2
Total 19 35

Provide space Silence 0 -
Backchannel 4 8
Acknowledge 2 4
Active invitation 0 -
Empathy (implicit and explicit) 2 4
Content acknowledgement 5 9
Content exploration 7 13
Affective acknowledgement 4 7
Affective exploration 11 20
Total 35 65

Total 54 100

determination (r?) value was 0.24, indicating that
the medical students’ responses to SP emotional
cues (provide space responses) in the OSCE
accounted for 24% of the variance in clinical com-
munication ratings.

6. Discussion

Our primary analysis identified a significant pos-
itive correlation with a medium effect (r = 0.49, p
=.002) between the OSCE clinical communication
rating and provide space responses. Withstanding
methodological issues (see conclusion section) and
alack of directly comparable research, the evidence
from this study suggests that the OSCE can differ-
entiate adequately between students based on their
skills in identifying and responding to simulated
patient (SP) emotion (Cherry et al. 2013; Cherry et
al.2018). Fourth-year medical students’ ability to
respond to emotion in a simulated setting appears
to be important for faculty ratings in the OSCE.
As shown above, the findings may be gen-
eralised as the sample is representative of the
larger fourth-year cohort in terms of age, gender
and OSCE communication ratings. This helped

strengthen arguments that differences in out-
comes (OSCE communication ratings and provide
space responses) were due to medical student
communication factors and not because of the
confounding variables, such as age, gender or
OSCE station. Furthermore, although the sample
was taken from one medical school, the teaching,
curriculum and assessment of students within this
school is consistent other UK medical schools,
in accordance with the UK Consensus Statement
on the Content of Communication Curricula in
Undergraduate Medical Education. This estab-
lishes a patient-centred approach to teaching and
assessment, in which clinical communication is
fully integrated throughout the curriculum (Von
Fragstein et al. 2008). This includes the integration
of clinical communication skills training with
simulated patients (particularly in Years 1 and 2),
practice with patients on placement (the focus
of Years 3-5), the formal assessment of clinical
communication at university (the OSCE) and on
clinical placement and individual learning oppor-
tunities relating to clinical communication.
Across the 37 coded OSCE consultations, 539
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provided medical student participants with several
opportunities each to respond to SP emotional
cues in both OSCE stations, and thus increased
the reliability of the findings. For comparison,
previous studies with medical students that have
also combined cue and concern data for analysis
have highlighted inconsistencies in opportunities
to respond to SP cues (number of SP cues and
concerns) in the OSCE (Atherton et al. 2009; Zhou
et al. 2013; Ortwein et al. 2017). Atherton et al.
(2009), in a study with first year medical students
in the OSCE, found a mean number of 5.87 cues/
concerns per OSCE interaction, while Zhou et
al. (2013) found a mean number of 8.85 cues/
concerns in a shorter five-minute OSCE. Hick
(2009), however, found a greater proportion of
cues — 20.24 — in a 10-minute fourth year OSCE
using the same coding tool (VR-CoDES). The dis-
crepancies in the number of cues presented may
be due to the subjectivity of the coding tool, and
the variation in OSCE stations.

Overall, 63.3% of participants’ responses in the
present study provided space for further disclo-
sure, while Atherton et al. (2009) reported a figure
of 57.68% for first-year students. This similarity
is surprising, , as the results would be expected
to indicate that fourth-year students would be
more competent in identifying and responding to
emotion. It could be explained by the differences in
complexity and emotional content of the OSCE in
the fourth year compared to the first-year OSCE.
Comparisons are, however, nevertheless relevant,
given that these studies utilised the same coding
scheme (VR-CoDES).

Despite this, a broad range of provide space
response rates (33%—91%) was noted, although
some students did not explore most SP emotional
cues. Various explanations have been provided
in the literature as to why doctors fail to respond
to patients’ emotional and psychosocial cues.
Although these explanations apply to doctors
(mostly General Practitioners) interacting with
patients outside the OSCE setting, they may
provide some insight into why some medical stu-
dents in the present study also failed to respond.
Applicable reasons include factors related to
keeping control and focus on the medical agenda
given the time-constraints (Zandbelt et al. 2007);
discomfort due to self-perceived inadequacy when
dealing with emotion (Levinson et al. 2000); a lack

of training (Levinson et al. 2000; Zimmermann
et al. 2007); and emotional cues as not easy to
detect due to their indirect expression (Griep et
al. 2016; Del Piccolo et al. 2017). Under a stressful
and time-limited environment such as the OSCE,
it is likely that medical students fail to explore SP
cues in order to keep control of the consultation
and ensure that all procedural communication
outcomes (such as body language, eye contact,
summarising) are met (Zandbelt ez al. 2007). This
is consistent with the finding that switching was
the most frequent reduce space response, as this
is a strategy to keep control.

The descriptive statistics revealed that the
medical students were, however, more likely to
respond to direct emotional concerns (as opposed
to more frequent indirect cues) with affect and
empathy than with content exploration. This is
supported by previous research indicating that
cues and concerns required different skills and
patient-centred responses from medical students
(Zimmermann et al. 2007; Zimmermann et al.
2011; Finset et al. 2013; Del Piccolo et al. 2017).
Cues required further exploration, clarification and
facilitating skills, while concerns required explo-
ration, empathic responses and acknowledgement
(Zimmermann et al. 2011; Del Piccolo et al. 2017).
Concerns, as direct expressions of emotion, are
easier to detect. Their associated responses require
an emotional engagement with the patient regard-
less of personal skills and confidence in dealing
with patient emotion (Levinson et al. 2000; Griep
et al. 2016; Del Piccolo et al. 2017).

7. Conclusion

The GMC guidelines (2018) state that medical
graduates must be able to elicit patients’ questions,
concerns, information and preferences in a con-
sultation. Despite this clear statement, however,
limited research has explored how medical stu-
dents respond to emotional cues in the OSCE
and the relevant studies are limited to first- and
second-year students, several years ago (Atherton
et al. 2009; Zhou et al. 2013). The present study
thus addresses important gaps in the literature
by exploring the relationship between medical
students’ specific and measurable communication
behaviours in their final qualifying fourth-year
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OSCE, using an innovative, systematic and robust
coding tool specific to health communication
(Zimmerman et al. 2007; Del Piccolo et al. 2011;
Del Picolo et al. 2017).

The findings indicate that OSCE clinical com-
munication ratings could differentiate between
students who adopt patient-centred facilitative
behaviours (provide space responses) and those
who do not. This provides support for the assess-
ment of medical students’ clinical communication
skills via the OSCE and support for VR-CoDES
as valid measures of medical students’ clinical
communication skills. Future research, however,
is required to explore if relationships between
provide space responses in the OSCE transfer to
provide space responses in clinical practice with
a larger sample of medical students — that is, if
responsiveness to emotional cues in the OSCE
transfer to patients in practice.

Further research (with a larger sample) is
required to examine medical students’ provide
space responses across all clinical scenarios (to
include clinical ratings). If medical students
embrace the notion that clinical communication
is positively related to clinical elements, then this
could motivate further engagement in clinical
communication teaching and practice.

Medical students and doctors can be trained
and/or exposed to interventions that increase the
likelihood of identifying and responding to patient
emotional cues, consistent with a patient-centred
approach (Gask et al. 1987; Blanch-Hartigan 2012).
Given that a proportion of the medical students
in the present study missed a large percentage of
SP emotional cues, a practical implication is that
such training opportunities to increase emotional
cue recognition and responsiveness should be
included in the curriculum. Multidimensional
approaches have had the most success in increasing
emotional cue-recognition and responses, with
the opportunity to practise with feedback seen as
critical (Thompson et al. 2010). It is therefore plau-
sible that personalised video footage of medical
students in their formative OSCE, incorporating
feedback on VR-CoDES analysis, be used as a tool
to aid in emotional cue-recognition (Barbosa et
al. 2019). Furthermore, if it is outlined to medical
students that a strong significant relationship exists
between such facilitative behaviours (provide space
responses) and communication ratings, then this

Facilitating emotional cues in exams 285

could increase student motivation given the direct
link to examination results.

Despite the clear practical implications of find-
ings, there are limitations of the study that need
consideration. The use of video recordings for
research purposes may have also increased the
social desirability of communication behaviours
and responses to cues by medical students (Bryman
2001). The medical students were aware of the
nature of the research and the video procedure, and
thus they may have interacted under observation in
ways that may not accurately reflect their intrinsic
beliefs and communication behaviours (Coleman
2000; Laidlaw et al. 2015).

The VR-CoDES has 17 different types of coded
responses. As some codes were rarely used, the
codes were combined for analysis. Although this
increased the reliability of coding (high inter-rater
reliability was established for identification of cues
and provide space responses due to the highly
detailed and systematic micro-coding procedure),
collapsing data into provide space responses
may therefore not have captured differences in
individual responses, thus limiting the analysis
of micro-behaviours related to communication
(Zandbelt et al. 2007).

The coding scheme also lacked specificity
in that, although the tool does acknowledge
non-verbal behaviour, the explicit focus is on
negative verbal behaviours (Griep et al. 2016) —
that is, the video procedure adopted for this study
focused on the verbal behaviours of the SP (cue
and concern expression), but both verbal and
non-verbal responses from the medical student
(provide space responses) were videoed and
coded. This is another limitation of the study, as
many psychological consultations have non-verbal
behaviour and associated cues as the predominant
form of communication (Mehrabian 1971; Del
Piccolo et al. 2017). To allow for a more accurate
examination of non-verbal cues, future research is
required where both the medical student and the
SP are videoed.

Perhaps most importantly, the VR-CoDES
assumed that the provide space responses were the
most adequate or most patient-centred response
(Vos and De Haes 2007; Zimmermann et al. 2007).
However, medical students need to be flexible, to
ensure a genuinely patient-centred approach that
allows them and SPs to explore cues/concerns in
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more detail (Zandbelt et al. 2006). The students
need not only to be able to recognise cues, but to
make provide space responses that are appropriate.
In this way they will avoid misunderstandings, poor
and incomplete diagnoses and non-adherence, and
be able to develop a joint management plan for the
patient (Levinson et al. 2000; Bensing et al. 2010;
Cherry et al. 2018).

References

Atherton, Kirsten, Anna Chisholm, Lucy Rutter,
Sarah Peters and Ian Fletcher (2009) Breaking
barriers in clinical communication: Are securely
attached doctors more empathic doctors? Rein-
vention International Journal Undergraduate
Research 2 (1): 2—6.

Barbosa, Miguel, Lidia Del Piccolo and Antonio
Barbosa (2019) Effectiveness of a brief training
program in relational/communication skills
for medical residents. Patient Education and
Counseling 102 (6): 1104—1110. https://doi.org/
10.1016/j.pec.2019.01.013

Bensing, Jozien, William Verheul, Jesse Jansen and
Wolf A. Langewitz (2010) Looking for trouble:
The added value of sequence analysis in finding
evidence for the role of physicians in patient’s
disclosure of cues and concerns. Medical Care
48 (7): 583-588. https://doi.org/10.1097/MLR.
0b013e3181d567a5

Bensing, Jozien, William Verheul and Sandra van
Dulmen (2008) Patient anxiety in the medical
encounter: A study of verbal and nonverbal
communication in general practice. Health
Education 108 (5): 373-383. https://doi.org/10.
1108/09654280810899993

Blanch-Hartigan, Danielle (2012) An effective train-
ing to increase accurate recognition of patient
emotion cues. Patient Education & Counseling
89 (2): 274-280. https://doi.org/10.1016/j.
pec.2012.08.002

Brown, Jo (2008) How clinical communication has
become a core part of medical education in the
UK. Medical Education 42 (3): 271-278. https://
doi.org/10.1111/j.1365-2923.2007.02955.x

Brown, Jo (2010) Transferring clinical communication
skills from the classroom to the clinical environ-
ment: Perceptions of a group of medical students
in the United Kingdom. Academic Medicine
85 (6): 1052-1059. https://doi.org/10.1097/
ACM.0b013e3181dbf76f

Bryman, Alan (2001) Social Research Methods.
Oxford: Oxford University Press.

Cherry, Mary G., Ian Fletcher and Helen O’Sullivan
(2013) The influence of medical students’ and
doctors’attachment styleand emotional intelligence
on their patient—provider communication. Patient
Education and Counseling 93 (2): 177-187.
https://doi.org/10.1016/j.pec.2013.05.010

Cherry, Mary G., Ian Fletcher and Helen O’Sullivan
(2014) Validating relationships among attach-
ment, emotional intelligence and clinical
communication. Medical Education 48 (10):
988-997. https://doi.org/10.1111/medu.12526

Cherry, Mary G., Ian Fletcher, Damon Berridge and
Helen O’Sullivan (2018) Do doctors’ attachment
styles and emotional intelligence influence
patients’ emotional expressions in primary
care consultations? An exploratory study using
multilevel analysis. Patient, Education and
Counseling 101 (4): 659-664. https://doi.org/
10.1016/j.pec.2017.10.017

Ciechanowski, Paul, Joan Russo, Wayne J. Katon,
Elizabeth H. B. Lin, Evette Ludman, Susan
Heckbert, Michael von Korff, Lisa Williams and
Bessie Young (2010) Relationship styles and
mortality in patients with diabetes. Diabetes
Care 33 (3): 539-544. https://doi.org/10.2337/
dc09-1298

Cohen, Jacob (1988) Statistical Power Analysis for
the Behavioral Sciences. Hillsdale, NJ: Erlbaum.

Coleman, Tim (2000) Using video-recorded con-
sultations for research in primary care: Advantages
and limitations. Family Practice 17 (5): 422—427.
https://doi.org/10.1093/fampra/17.5.422

Dancey, Christine and John Reidy (2007) Statistics
Without Maths for Psychology (4th edition).
Harlow, UK: Prentice Hall.

De Haes, Hanneke and Jozien Bensing (2009) End-
points in medical communication research,
proposing a framework of functions and outcomes.
Patient Education and Counseling 74 (3): 287-294.
https://doi.org/10.1016/j.pec.2008.12.006

Del Piccolo, Lidia, Hanneke de Haes, Cathy Heaven,
Jesse Jansen, William Verheul and Arnstein Finset
(2009) Coding of Health Provider Talk Related
to Cues and Concerns: Manual. Verona: Verona
Network on Sequence Analysis.

Del Piccolo, Lidia, Hanneke de Haes, Cathy Heaven,
Jesse Jansen, William Verheul, Jozien Bensing,
Svein Bergvik, Myraim Deveugele, et al. (2011)
Development of the Verona coding definitions
of emotional sequences to code health providers’

esuinoxonline


https://doi.org/10.1016/j.pec.2019.01.013
https://doi.org/10.1016/j.pec.2019.01.013
https://doi.org/10.1097/MLR.0b013e3181d567a5
https://doi.org/10.1097/MLR.0b013e3181d567a5
https://doi.org/10.1108/09654280810899993
https://doi.org/10.1108/09654280810899993
https://doi.org/10.1016/j.pec.2012.08.002
https://doi.org/10.1016/j.pec.2012.08.002
https://doi.org/10.1111/j.1365-2923.2007.02955.x
https://doi.org/10.1111/j.1365-2923.2007.02955.x
https://doi.org/10.1097/ACM.0b013e3181dbf76f
https://doi.org/10.1097/ACM.0b013e3181dbf76f
https://doi.org/10.1016/j.pec.2013.05.010
https://doi.org/10.1111/medu.12526
https://doi.org/10.1016/j.pec.2017.10.017
https://doi.org/10.1016/j.pec.2017.10.017
https://doi.org/10.2337/dc09-1298
https://doi.org/10.2337/dc09-1298
https://doi.org/10.1093/fampra/17.5.422
https://doi.org/10.1016/j.pec.2008.12.006
Richard
Highlight
up one place - alphabetical order by third author

Richard
Highlight
V

Richard
Highlight
Verona, Italy:

Richard
Highlight
delete comma

Richard
Highlight
Coding Definitions of Emotional Sequences

Richard
Highlight
d

Richard
Highlight
Down one place


O 0 N O Ul W N

U B D WD D D D D D D D W W W W W LW W LW WNNDNDNDNDNDNDNDNDN R e e e e e e
O O O NN WNNHE OV NNONULE WD OV ONONUEE W= O VKON ULbk W = O

responses (VR-CoDES-P) to patient cues and
concerns. Patient Education and Counseling
82 (2): 149-155. https://doi.org/10.1016/j.
pec.2010.02.024

Del Piccolo, Lidia, Arnstein Finset, Anneli Viktoria
Mellblom, Margarita Figueiredo-Braga, Live
Korsvold, Yuefang Zhou, Christa Zimmerman
and Gerry Humphris (2017) Coding definitions
of emotional sequences (VR-CoDES): Conceptual
framework and future directions. Patient
Education and Counseling 100 (12): 2303-2311.
https://doi.org/10.1016/j.pec.2017.06.026

Eide, Hilde, Tom Eide, Tone Rustgen and Arnstein
Finset (2011) Patient validation of cues and
concerns identified according to Verona coding
definitions of emotional sequences (VR-CoDES):
A video- and interview-based approach. Patient
Education & Counseling 82 (2): 156—162. https://
doi.org/10.1016/j.pec.2010.04.036

Epstein, Ronald M. and Richard L. Street (2007)
Patient-Centered Communication in Cancer
Care: Promoting Healing and Reducing Suffering.
Publication 07-6225. Bethesda, MD: National
Cancer Institute. https://doi.org/10.1037/
€481972008-001

Finset, Arnstein, Lena Heyn and Cornelia Ruland
(2013) Patterns in clinicians’ responses to patient
emotion in cancer care. Patient Education
and Counseling 93 (1): 80-85. https://doi.
org/10.1016/j.pec.2013.04.023

Fletcher, Ian, Rachel McCallum and Sarah Peters
(2016) Attachment styles and clinical commun-
ication performance in trainee doctors. Patient
Education and Counseling 99 (11): 1852—1857.
https://doi.org/10.1016/j.pec.2016.05.019

Gask, Linda, Graeme McGrath, David Goldberg and
Tim Millar (1987) Improving the psychiatric skills
of established general practitioners: Evaluation of
group teaching. Medical Education 21 (4): 362—
368. https://doi.org/10.1111/j.1365-2923.1987.
tb00377.x

General Medical Council (2018) Outcomes for
Graduates. London: GMC. Online: https://www.
gmec-uk.org/education/standards-guidance-
and-curricula/standards-and-outcomes/
outcomes-for-graduates

Griep, Emili, Janneke Noorman and Sandra van
Dulmen (2016) Practice nurses mental health
provide space to patients to discuss unpleasant
emotions. Journal of Psychiatric and Mental
Health Nursing 23 (2): 77-85. https://doi.org/
10.1111/jpm.12279

IBM Corp. (2020) IBM SPSS Statistics for Windows

Laidlaw, Anita, Calum McHale, Heather Locke and

Facilitating emotional cues in exams 287

Hafskjold, Linda, Vibeke Sundling, Sandra van 1
Dulmen and Hilde Eide (2017) The use of sup- 2
portive communication when responding to older 3
people’s emotional distress in home care — An 4
observational study. BMC Nursing 16: Article 24. 5
https://doi.org/10.1186/s12912-017-0220-8 6

Heaven, Cathy and Claire Green (2001) Medical -
Interview Aural Scale. Manchester: Psychological g
Medical Group, Christie Hospital. 9

Hick, Rachel (2009) Does Medical Students’ Attach- 10
ment Style Affect their Ability to Communicate 11
with Patients in Emotional Distress? Unpublished 12
doctoral dissertation, University of Liverpool, 13
Liverpool. 14

Holmstrém, Inge and Marta Réing (2010) The rela-
tion between patient-centeredness and patient 15
empowerment: A discussion on concepts. Patient 16
Education and Counseling 79 (2): 167-172. 17
https://doi.org/10.1016/j.pec.2009.08.008 18

Howick, Jeremy, Alexander Moscrop, Andrew 19
Mebius, Thomas Fanshawe, George Lewith, 20
Felicity L. Bishop, Patriek Mistiaen, Nia Roberts 21

22

et al. (2018) Effects of empathic and positive
communication in healthcare consultations: A 23
systematic review and meta-analysis. Journal of 24
the Royal Society of Medicine 111 (7): 240-252. 25
https://doi.org/10.1177/0141076818769477 26

Humphris, Gerry and Sue Kaney (2001) Liverpool 27

brief assessment system for communication skills 28
in the making of doctors. Advances in Health 29
Sciences Education 6 (1): 69-80. https://doi. 30
org/10.1023/A:1009879220949 31

Huntley, Chris, Peter Salmon, Peter Fisher, Ian 39

Fletcher and Bridget Young (2012) LUCAS: A 33
theoretically informed instrument to assess clin- 5,
ical communication in objective structured clinical 5
examinations. Medical Education 46 (3): 267— 36
276. https://doi.org/10.1111/j.1365-2923.2011. 37
04162.x 38

39
40
41
42

[computer program], version 27.0. Armonk, NY:
IBM Corp

Jo Cecil (2015) Talk weight: An observational
study of communication about patient weight 43
in primary care consultations. Primary Health 44
Care Research and Development 16 (3): 309-315. 45
https://doi.org/10.1017/S1463423614000279 46

Levinson, Wendy, Rita Gorawara-Bhat and Jennifer 47

Lamb (2000) A study of patient clues and 48
physician responses in primary care and surgical 49
settings. JAMA: The Journal of the American 50

esuinoxonline


https://doi.org/10.1016/j.pec.2010.02.024
https://doi.org/10.1016/j.pec.2010.02.024
https://doi.org/10.1016/j.pec.2017.06.026
https://doi.org/10.1016/j.pec.2010.04.036
https://doi.org/10.1016/j.pec.2010.04.036
https://doi.org/10.1037/e481972008-001
https://doi.org/10.1037/e481972008-001
https://doi.org/10.1016/j.pec.2013.04.023
https://doi.org/10.1016/j.pec.2013.04.023
https://doi.org/10.1016/j.pec.2016.05.019
https://doi.org/10.1111/j.1365-2923.1987.tb00377.x
https://doi.org/10.1111/j.1365-2923.1987.tb00377.x
https://www.gmc-uk.org/education/standards-guidance-and-curricula/standards-and-outcomes/outcomes-for-graduates
https://www.gmc-uk.org/education/standards-guidance-and-curricula/standards-and-outcomes/outcomes-for-graduates
https://www.gmc-uk.org/education/standards-guidance-and-curricula/standards-and-outcomes/outcomes-for-graduates
https://www.gmc-uk.org/education/standards-guidance-and-curricula/standards-and-outcomes/outcomes-for-graduates
https://doi.org/10.1111/jpm.12279
https://doi.org/10.1111/jpm.12279
https://doi.org/10.1186/s12912-017-0220-8
https://doi.org/10.1016/j.pec.2009.08.008
https://doi.org/10.1177/0141076818769477
https://doi.org/10.1023/A:1009879220949
https://doi.org/10.1023/A:1009879220949
https://doi.org/10.1111/j.1365-2923.2011.04162.x
https://doi.org/10.1111/j.1365-2923.2011.04162.x
https://doi.org/10.1017/S1463423614000279
Richard
Highlight
add dot

Richard
Highlight
V

Richard
Highlight
Coding Definition of Emotional
Sequences


O 0O Ut W N

—_
—-= O

12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
4
46
47
48
49
50

92

288  Peter Leadbetter et al.

Medical Association 284 (8): 1021-1027. https://
doi.org/10.1001/jama.284.8.1021

Levinson, Wendy, Cara S. Lesser and Ronald M
Epstein (2010) Developing physician commun-
ication skills for patient-centered care. Health
Affairs 29 (7): 1310-1318. https://doi.org/10.
1377/hlthaft.2009.0450

Levinson-Miller, Carolyn, Benjamin Druss, Elizabeth
A. Dombrowski and Robert A. Rosenheck (2003)
Barriers to primary medical care among patients
at a community mental health center. Psych-
iatric Services 54 (8): 1158—1160. https://doi.
org/10.1176/appi.ps.54.8.1158

Mazzi, Maria A., Jozien Bensing, Michela Rimondini,
Ian Fletcher, Liesbeth van Vliet, Christa
Zimmermann and Myriam Deveugele (2013)
How do lay people assess the quality of physicians’
communicative responses to patients’ emotional
cues and concerns? An international multicentre
study based on videotaped medical consultations.
Patient Education and Counseling 90 (3): 347-353.
https://doi.org/10.1016/j.pec.2011.06.010

Mehrabian, Albert (1971) Silent Messages. Belmont,
CA: Wadsworth.

Mertens, Donna M. (2005) Research and Evaluation
in Education and Psychology: Integrating Divers-
ity with Quantitative, Qualitative, and Mixed
Methods (2nd edition). Thousand Oaks, CA; Sage.

Newble, David (2004) Techniques for measuring
clinical competence: Objective structured clinical
examinations. Medical Education 38 (2): 199-203.
https://doi.org/10.1111/j.1365-2923.2004.01755.x

Ortwein, Hienderose, Alexander Benz, Perta Carl,
Solen Huwendiek, Tanja Pander and Claudia
Kiessling (2017) Applying the Verona coding
definitions of emotional sequences (VR-CoDES)
to code medical students’ written responses to
written case scenarios: Some methodological
and practical considerations. Patient Education
and Counseling 100 (2): 305-312. https://doi.
org/10.1016/j.pec.2016.08.026

Patricio, Madelana, Miguel Julido, Filipa Fareleira,
Meredith Young, Jeffrey Norman and Antonio
Vaz Carneiro (2009) A comprehensive checklist
for reporting the use of OSCEs. Medical Teacher
31 (2): 112-124. https://doi.org/10.1080/
01421590802578277

Qian, Liru, Xinchen Liu, Meng Yin, Ya Zhao, Bingyu
Tie, Qingyan Wang, Yi Zhang and Siyang Yuan
(2022) Coding the negative emotions of family
members and patients among the high-risk
preoperative conversations with the Chinese

version of VR-CoDES. Health Expectations 25 (4):
1591-1600. https://doi.org/10.1111/hex.13502

Roter, Debra (2005) The Roter Method of Interaction
Process Analysis. Baltimore, MD: John Hopkins
University.

Rushforth, Helen E. (2007) Objective structured
clinical examination (OSCE): Review of literature
and implications for nursing education. Nurse
Education Today 27 (5): 481-490. https://doi.
org/10.1016/j.nedt.2006.08.009

Stewart, Moira, Judith B. Brown, Allan Donner, Ian
R. McWhinney, Julian Oates, Wayne Weston and
John Jordan (2000) The impact of patient-centered
care on outcomes. Journal of Family Practice 49
(9): 796—804.

Street, Richard L. and Hanneke de Haes (2013)
Designing a curriculum for communication
skills training from a theory and evidence-based
perspective. Patient Education and Counseling
93 (1): 27-33. https://doi.org/10.1016/j.pec.
2013.06.012

Thompson, Britta, Cayla R. Teal, Steven M. Scott,
Shewanna N. Manning, Eugenia Greenfield, Rachel
Shada and Paul Haidet (2010) Following the clues:
Teaching medical students to explore patients’
contexts. Patient Education and Counseling
80 (3): 345-350. https://doi.org/10.1016/j.pec.
2010.06.035

Turner, John and Mary E. Dankoski (2008) Object-
ive structured clinical exams: A critical review.
Family Medicine 40 (8): 574—578.

Vatne, Torun M., Arnstein Finset, Knut @rnes and
Cornelia M. Ruland (2010) Application of the
Verona coding definitions of emotional sequences
(VR-CoDES) on a pediatric data set. Patient
Education and Counseling 80 (3): 399-404.
https://doi.org/10.1016/j.pec.2010.06.026

Von Fragstein Martin, Jonathan Silverman, Annie
Cushing, Sally Quilligan, Helen Salisbury and
Connie Wiskin (2008) UK Council for Clinical
Communication Skills Teaching in Undergraduate
Medical Education: UK consensus statement
on the content of communication curricula
in undergraduate medical education. Medical
Education 42 (11): 1100-1107. https://doi.org/
10.1111/j.1365-2923.2008.03137.x

Vos, Matina and Hanneke de Haes (2007) Denial in
cancer patients: An explorative review. Psycho-
Oncology 16 (1): 12—25. https://doi.org/10.1002/
pon.1051

Walsh, Mireille, Patricia Hill Bailey and Irene Koren
(2009) Objective structured clinical evaluation

esuinoxonline


https://doi.org/10.1001/jama.284.8.1021
https://doi.org/10.1001/jama.284.8.1021
https://doi.org/10.1377/hlthaff.2009.0450
https://doi.org/10.1377/hlthaff.2009.0450
https://doi.org/10.1176/appi.ps.54.8.1158
https://doi.org/10.1176/appi.ps.54.8.1158
https://doi.org/10.1016/j.pec.2011.06.010
https://doi.org/10.1111/j.1365-2923.2004.01755.x
https://doi.org/10.1016/j.pec.2016.08.026
https://doi.org/10.1016/j.pec.2016.08.026
https://doi.org/10.1080/01421590802578277
https://doi.org/10.1080/01421590802578277
https://doi.org/10.1111/hex.13502
https://doi.org/10.1016/j.nedt.2006.08.009
https://doi.org/10.1016/j.nedt.2006.08.009
https://doi.org/10.1016/j.pec.2013.06.012
https://doi.org/10.1016/j.pec.2013.06.012
https://doi.org/10.1016/j.pec.2010.06.035
https://doi.org/10.1016/j.pec.2010.06.035
https://doi.org/10.1016/j.pec.2010.06.026
https://doi.org/10.1111/j.1365-2923.2008.03137.x
https://doi.org/10.1111/j.1365-2923.2008.03137.x
https://doi.org/10.1002/pon.1051
https://doi.org/10.1002/pon.1051
Richard
Highlight
V

Richard
Highlight
Coding Definition of Emotional
Sequences

Richard
Highlight
Coding Definition of Emotional
Sequences


O 0 N O Ul W N

T T S N N N N O IS S SR IS R S L I S N S SR S L N I N R N R N R N B N T N N T N i N S
SOV XU E RN RSOSOEINNENRLORSOSOCOIONE VNN RO WVWENOU DS WN RO

of clinical competence: An integrative review.
Journal of Advanced Nursing 65 (8): 1584—1595.
https://doi.org/10.1111/j.1365-2648.2009.05054.x

Zandbelt, Linda C., Ellen M. Smets, Frans J. Oort,
Mieke H. Godfried and Hanneke de Haes (2006)
Determinants of physicians’ patient-centred
behaviour in the medical specialist encounter.
Social Science & Medicine 63 (4): 899-910. https://
doi.org/10.1016/j.socscimed.2006.01.024

Zandbelt, Linda C., Ellen M. Smets, Frans J. Oort,
Mieke H. Godfried and Hanneke de Haes (2007)
Patient participation in the medical specialist
encounter: Does physicians’ patient-centred
communication matter? Patient Education
and Counseling 65 (3): 396—-406. https://doi.
org/10.1016/j.pec.2006.09.011

Zhou, Yuefang, Alex Collinson, Anita Laidlaw
and Gerry Humphris (2013) How do medical
students respond to emotional cues and concerns
expressed by simulated patients during OSCE
consultations? A multilevel study. Plos One 8 (10):
Article €79166. https://doi.org/10.1371/journal.
pone.0079166

Zimmermann, Christa, Lidia Del Piccolo and
Arnstein Finset (2007) Cues and concerns by
patients in medical consultations: A literature
review. Psychological Bulletin, 133 (3): 438-463.
https://doi.org/10.1037/0033-2909.133.3.438

Zimmermann, Christa, Lidia Del Piccolo, Jozien
Bensing, Svein Bergvik, Hanneke de Haes, Hilde
Eide, Ian Fletcher, Claudia Goss, Cathy Heaven,
Gerry Humphris, Kim Young-Mi, Wolf Langewitz,
Ludwein Meeuwesen, Matthias Nuebling, Linda
Zandbelt and Arnstein Finset (2011) Coding
patient emotional cues and concerns in medical
consultations: The Verona coding definitions
of emotional sequences (VR-CoDES). Patient
Education and Counseling 82 (2): 141-148. https://
doi.org/10.1016/j.pec.2010.03.017

Facilitating emotional cues in exams 289

Peter Leadbetter received his PhD in medical edu-
cation (clinical communication) from the University
of Liverpool and is currently a Senior Lecturer
in Medical Education at Edge Hill University. He
is Programme Lead for the Foundation Year to
Medicine and teaches clinical communication in
undergraduate medicine. His research interests
include patient-provider communication, and
emotional factors related to undergraduate learning.
Address for correspondence: Faculty of Health Social
Care and Medicine, Lancashire, .39 4QP, UK.
Email: leadbetp@edgehill.ac.uk

Ian Fletcher is a Senior Lecturer in the Department
of Health Research at Lancaster University. His
research interests are in mental health and wellbeing
in the workplace and mental health and deafness. His
current studies focus on compassion, psychological
safety and emotional regulation in ‘emotionally
charged’ workplaces. Address for correspondence:
Faculty of Health and Medicine (Health Research),
Lancaster University, Lancaster, LA14YX, UK.
Email: i.j.fletcher@lancaster.ac.uk

Helen O’Sullivan’s PhD was in bacterial genetics, and
she is currently Provost and Deputy Vice-Chancellor
at the University of Chester. In 2006 she led the
Centre for Excellence in Teaching and Learning
(University of Liverpool), focusing on medical pro-
fessionalism. She was promoted to Personal Chair in
Medical Education in 2013. Her research interests
include emotional intelligence, professionalism and
leadership in doctors. Address for correspondence:
University of Chester, Parkgate Road, CH1 4B], UK.
Email: h.osullivan@chester.ac.uk

esuinoxonline

O 0 NI O Ul W N

—_
- O

W N DN DNDNDNDNDNDDNDNDDN - = = =
O O 00NN Ul WN R O VO NNl WwWN

31


https://doi.org/10.1111/j.1365-2648.2009.05054.x
https://doi.org/10.1016/j.socscimed.2006.01.024
https://doi.org/10.1016/j.socscimed.2006.01.024
https://doi.org/10.1016/j.pec.2006.09.011
https://doi.org/10.1016/j.pec.2006.09.011
https://doi.org/10.1371/journal.pone.0079166
https://doi.org/10.1371/journal.pone.0079166
https://doi.org/10.1037/0033-2909.133.3.438
https://doi.org/10.1016/j.pec.2010.03.017
https://doi.org/10.1016/j.pec.2010.03.017
mailto:leadbetp@edgehill.ac.uk
mailto:i.j.fletcher@lancaster.ac.uk
mailto:h.osullivan@chester.ac.uk
Richard
Highlight
delete comma

Richard
Highlight
change hyphen to dash

Richard
Highlight
change hyphen to dash

Richard
Highlight
Coding Definition of Emotional
Sequences

Richard
Highlight
Down one place

Richard
Highlight
et al.




