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Abstract

Purpose: To investigate the strength of association between trainees’ self-assessments of the quality of their end-
of-life communication skills and the assessments of their patients, patients” families, and clinician-evaluators.
Methods: As part of a randomized trial, pre-intervention survey data were collected at two sites from internal
medicine trainees and their patients, patients’” families, and clinician-evaluators. In this observational analysis,
comparisons using regression analysis were made between (1) trainees’ scores on a scale of perceived compe-
tence at communication about end-of-life care and (2) patients’, families’, and clinician-evaluators’ scores on a
questionnaire on the quality of end-of-life communication (QOC). Secondary analyses were performed using
topic-focused subscales of these measures.

Results: Internal medicine trainees (143) were studied with both self-assessment and external assessments. No
significant associations were found between trainee perceived competence scores and primary outcome mea-
sures (p>0.05). Of the 12 secondary subscale analyses, trainees’ self-ratings were significantly associated with
external assessments for only one comparison, but the association was in the opposite direction with increased
trainee ratings being significantly associated with decreased family ratings on “treatment discussions.” We also
examined the correlation between ratings by patients, family, and clinician-evaluators, which showed significant
correlations (p <0.05) for 7 of 18 comparisons (38.9%).

Conclusions: Trainee self-evaluations do not predict assessments by their patients, patients’ families, or their
clinician-evaluators regarding the quality of end-of-life communication. Although these results should be con-
firmed using the same measures across all raters, in the meantime efforts to improve communication about end-
of-life care should consider outcomes other than physician self-assessment to determine intervention success.

Introduction cesses and failures in communication generate more gratitude

and complaints than any other aspect of end-of-life care, >

HE INSTITUTE OF MEDICINE has determined that the

quality of end-of-life care in America is poor, resulting in
avoidable pain and distress among dying patients and their
families, and that “the education and training of physicians
and other health care professionals fail to provide them the
attitudes, knowledge, and skills required to care well for the
dying patient.” 'n response to this shortcoming, instruction
on end-of-life care is required of many training programs by
the Accreditation Council for Graduate Medical Education.?
An important component of these training programs is an
emphasis on improving trainee communication skills. Suc-

and successful communication regarding end-of-life care is
associated with improved quality of life and reduced intensity
of care at the end of life.>® Past interventions to improve the
quality of communication about end-of-life care have used
providers’ self-assessments as outcome measures to gauge
intervention success or failure,” yet no published study has
examined the correlation between providers’ self-assessment
of clinical competency and patient- or family-centered out-
comes. Thus it is unknown whether provider self-assessments
accurately represent the assessments of their patients and
patients” families.
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As part of a five-year, randomized trial to evaluate the ef-
fectiveness of an experiential workshop to improve commu-
nication about end-of-life care among internal medicine
trainees, we collected pre-intervention data in which trainees
assessed their competence at communication about end-of-
life care. In this paper, we conduct an observational analysis
in which trainee pre-intervention self-assessments were
compared with corresponding pre-intervention assessments
by their patients, patients” families, and clinician colleagues.
We hypothesized that trainee self-assessment would be pos-
itively associated with assessments by external evaluators. In
an effort to characterize the agreement among external raters,
we also examined the correlations among patients, families,
and clinician-evaluators.

Methods
Study design

Data for this study were drawn from pre-intervention
surveys completed during the first three years of the Im-
proving Clinician Communication Skills (ICCS) study, a five-
year randomized trial of an experiential training program
designed to improve clinicians’ end-of-life communication
skills. All study procedures were approved by the institu-
tional review boards of all involved institutions.

Participants

Trainees. The study population included trainees in in-
ternal medicine residency and select medicine specialty fel-
lowships at the University of Washington or the Medical
University of South Carolina. All internal medicine residents
in postgraduate years (PGY) 1-5 as well as fellows from the
following medicine specialties were invited to participate:
geriatrics, nephrology, oncology, palliative medicine, and
pulmonary and critical care medicine. Trainees and all eval-
uators were approached for participation with three recruit-
ment attempts for nonrespondents.

Patients. All patients in the study had either inpatient or
outpatient clinical encounters with enrolled trainees and were
identified by screening the medical records of all patients
cared for by an enrolled trainee. Encounters occurred between
trainees and patients in the setting of their primary care clinic
or during their rotations through various primary inpatient
services (e.g., general medicine, medical intensive care unit
(MICU), hematology-oncology). Eligible patients were those
whom we expected to have a 50% or greater chance of mor-
tality in the upcoming 12 months and who would therefore be
appropriate candidates for communication about end-of-life
issues. Patients were potentially eligible for the study if they
met any of the following criteria: a diagnosis of a life-limiting
illness, e.g., metastatic or Stage IV cancer, oxygen-dependent
chronic obstructive pulmonary disease (COPD) or restrictive
lung disease with a total lung capacity less than 50%, Stage III
or IV heart failure and/or Childs” Class C liver disease;, co-
morbidities suggesting severe illness, i.e., a score of >5 on the
Charlson Comorbidity Index;'° documentation of end-of-life
care or communication, i.e., a hospice or palliative care con-
sult or the presence of a do-not-resuscitate (DNR) order;
MICU stay >72 hours; or age >80 years with hospital stay
>72 hours. We also defined as an eligibility criterion the pa-
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tient remembering the trainee well enough to evaluate his or
her communication skills.

Study materials included a picture of the trainee to ensure
that the patient recognized the trainee as someone who had
provided clinical care to him or her. Both in-person and mail-
based recruitment procedures were utilized with a total of
three contacts for nonrespondents."'

Families. Family members were identified through one
of three recruitment methods: (1) participating patients
identified family members involved with their medical care;
(2) family members of noncommunicative hospitalized pa-
tients were identified during a patient’s hospital stay; and (3)
family members of patients who died were identified from the
medical record. As with patients, family study materials in-
cluded a photo of the trainee to ensure that the family member
recognized the trainee as someone who had provided care to
the patient and remembered the trainee well enough to assess
his or her communication skills.

Clinician-evaluators. Clinician-evaluators included
nurses and physicians who observed patient care provided by
trainees and felt they knew the trainee well enough to assess
their communication skills Nurse-evaluators were identified
either through screening patient medical records, review of
unit schedules, or by nurse supervisors as nurses familiar with
the clinical care of the participating trainee. The identification
of nurse clinician-evaluators was focused on units where pa-
tients meeting inclusion criteria were likely to receive care
(e.g., oncology, intensive care). Physician-evaluators were
faculty members that were identified through either patient
medical records or institutional physician clinical schedules.
Attending physicians who supervised trainees and co-signed
trainee progress notes were eligible.

Data collection

Surveys were administered to participants between July
2007 and July 2010 prior to the trainee’s commencement of the
communication intervention. Some patients, family members,
and clinician-evaluators completed evaluations for multiple
trainees; to ensure independence of measurement, we selected
one evaluation per evaluator for use in analyses. When a
single evaluator provided more than one evaluation, we
guided our selection of the survey to produce evaluations for
the largest number of trainees; where selection between sur-
veys had no effect on the size of the trainee sample, we used
random selection.

Measures

Outcomes. This study’s main outcomes were scale
scores from the validated Quality of Communication (QOC)
questionnaire completed by patients, family members, and
clinician-evaluators. The two QOC scales, the General Com-
munication (QOC-GEN) and End-of-Life Communication
(QOC-EOL) scales, were scored according to published
guidelines and ranged from 0-10, with 10 indicating “abso-
lutely perfect.”*?

Secondary outcomes were four topic-focused subscales
derived from items in the QOC and items in a second ques-
tionnaire, the Quality of End-of-Life Care (QEOLC) that was
also completed by patient, family, and clinician evaluators.
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The QEOLC is a validated questionnaire assessing physician
skill at end-of-life care incorporating five domains of physi-
cian skills: communication, symptom management, affective
skills, patient-centered values, and patient-centered sys-
tems.'>'* For the purposes of these analyses, we selected two
to eight items per subscale from the QOC and QEOLC with
content similar to questions included in trainees’ self-ratings.
The subscales were: Bad News Discussions, Treatment Pre-
ferences Discussions, Discussions about End-of-Life Care and
Dying, and Symptom Management Discussions. Scores were
computed as item means and ranged from 0-10 with 10 in-
dicating “absolutely perfect.” Instruments are available in
the accompanying appendix and online at http://depts
.washington.edu/eolcare/.

Predictors. The primary predictor was the Perceived
Competence questionnaire, a 17-item scale with which trainees
assessed their own perceived competence with end-of-life care
and communication.”” Ttems were scored on a five-point
Likert-type scale with labels supplied for three of the five points
(I1=not very competent; 3=somewhat competent; 5=very
competent). A total score was computed as an average (“Per-
ceived Competence”) across all valid items, and the score was
rescaled to a range of 0-10 to match the scale of the outcome
variables. Secondary predictors were created using items from
the Perceived Competence scale that were topic-focused and
matched items on the QOC and QEOLC. The four subscales
contained from one to three items. Scores were averages of all
valid responses and were rescaled to range from 0-10.

Confounders. We also examined a number of possible
confounders. For trainees, we examined postgraduate year,
sex, and racial/ethnic minority status. For evaluators, we
examined sex and racial/ethnic minority status.

Data analysis

We used linear regression models with robust estimators to
explore associations between the predictors, trainees’ Per-
ceived Competence total and subscale scores, and evaluators’
outcomes including the QOC-EOL, QOC-GEN, and topic-
focused subscales. Ratings from multiple external evaluators
of a given evaluator type (patient, family, or clinician) for a
single trainee were aggregated for the trainee, with the mean
values used as outcomes in regression models.

We tested 18 unique models, regressing each outcome
(n=6) for each respondent-type (1=3) on the relevant Per-
ceived Competence predictor, with covariate adjustment for
confounders. To identify confounders we first examined the
bivariate associations between each of the 18 predictor-
outcome combinations. Then for each predictor-outcome pair
we ran five two-predictor models, each model including ad-
justment for one of the following covariates: trainee sex,
trainee race, postgraduate year, proportion of evaluators who
were female, and proportion of evaluators who were racial/
ethnic minorities. Any covariate that changed the coefficient
for the predictor of interest by 15% or more from that obtained
for the bivariate association was included in the final model.
Because of the exploratory nature of these analyses, we chose
a liberal p<0.05. Analyses were performed using STATA
(version 11) (Stata Corporation, College Station, TX).

In order to explore whether associations existed between
parallel evaluations provided by different external evaluator
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types, we examined Spearman’s rho between paired ratings
(patient-family, patient-clinician, family-clinician), aggre-
gated by trainee, for the six external evaluations.

Results

There were 449 eligible trainees, of whom 254 (56.6%) en-
rolled as study participants. Of the enrolled participants, 196
completed the Perceived Competence scale (77.2% of those
enrolled; 43.7% of those eligible). Twenty-nine trainees with-
drew from the study due to difficulty scheduling the inter-
vention, 13 of whom had completed baseline surveys. Of the
183 remaining trainees with completed baseline surveys, 143
of these had sufficient information to be included in analyses
with at least one patient, family, or clinician-evaluator as-
sessment available for comparison; these trainees constitute
the sample for these analyses. Patient surveys were returned
for 123 (67%) of the trainees; family surveys for 83 (45%); and
clinician-evaluator surveys for 100 (55%).

Because some evaluators were asked to evaluate more than
one trainee, response rates were calculated with survey as the
unit of analysis. The response rate was defined as the number
of useable surveys returned by eligible evaluators divided by
the number of surveys distributed to eligible evaluators (the
eligibility of nonresponding evaluators estimated from eligi-
bility rates among responders). Response rates were 63% for
patients (376/599); 84% for family members (182/217), and
69% for clinicians (506/738).

Completed surveys evaluating the 143 trainees were re-
ceived from 362 patients, 180 family members, and 324 clini-
cian-evaluators. Patients were evenly split by sex, whereas
family members and clinicians were more likely to be female
(Table 1).

Mean trainee questionnaire scores (Perceived Competence
and four subscales, scaled to a 0-10 range) as well as mean
patient, family, and clinician questionnaire scores (QOC-
GEN, QOC-EQOL, and four subscales) are shown in Table 2.

Association between self-assessed competence
and patient/family/clinician ratings: Standard
Quality of Communication subscales

Regression models, adjusted for trainee postgraduate year
and racial-ethnic group membership, did not show any sig-
nificant associations between the trainee Perceived Compe-
tence score and either of the primary outcome measures
(Table 3). Figure 1 demonstrates the absence of any associa-
tion between trainee Perceived Competence and patient
QOC-EOL scores.

Association between self-assessed competence
and patient/family/clinician ratings: Topic-focused
subscales

Of the 12 adjusted analyses of subscale assessments made
between (1) trainee and (2) patient, family, or clinician-
evaluator, only one demonstrated significant associations
(Table 3). On the Treatment Discussions subscales, trainee
self-assessments were significantly-but negatively—associated
with family assessments (p <0.01), suggesting that higher self-
assessments were associated with lower family assessments.
These trainee self-assessments of skill at conducting treatment
discussions accounted for 9% of the variance in family
assessments.
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TABLE 1. PARTICIPANT CHARACTERISTICS
Characteristics uwe MUsc® Total
Trainees: total n (% of row total) 90 (63) 53 (37) 143 (100)
Female, n (% of column total) 52 (58) 25 (47) 77 (54)
Minority race/ethnicity, n (% of column total) 15 (17) 14 (26) 29 (20)
Training year, n (% of column total)
PGY 1 63 (70) 16 (30) 79 (55)
PGY 2 10 (11) 17 (32) 27 (19)
PGY 3 11 (12) 10 (19) 21 (15)
PGY 4-8 6(7) 10 (19) 16 (11)
Patient evaluators: total n (% of row total) 204 (56) 158 (44) 362 (100)
Female, n (% of column total) 91 (45) 71 (45) 162 (45)
Minority race/ethnicity, n (% of column total) 54 (26) 73 (46) 127 (35)
Family evaluators: total n (% of row total) 70 (39) 110 (61) 180 (100)
Female (% of column total) 51 (73) 79 (73) 130 (73)
Minority race/ethnicity, n (% of column total) 14 (20) 46 (43) 60 (34)
Clinician evaluators: total n (% of row total) 211(65) 113(35) 324 (100)
Female (% of column total) 133 (63) 68 (60) 201 (62)
Minority race/ethnicity, n (% of column total) 54 (26) 15 (14) 69 (22)

“University of Washington.
PMedical University of South Carolina.

Association between patient, family,
and clinician-evaluator ratings

Seven of the 18 correlations between evaluators were
significant and positive (p <0.05) (Table 4) including: (1) five
of six associations between patient and family member
evaluations and (2) two of six associations between patient
and clinician-evaluator evaluations. None of the associations
between family members and clinician-evaluators were
significant.

Discussion

In this two-center observational study of internal medicine
trainees, we found no relationship between standard mea-
sures of trainees’ perceived competence and patient, family,
or clinician-evaluator assessments of the quality of their
communication about end-of-life care. In additional analyses
comparing trainee perceived competence on topic-focused
subscales, we also found no positive associations between
trainee self-perception and patient, family, or clinician-
evaluator assessments. By contrast, we found some significant
associations between patient and family surveys and patient

and clinician-evaluators surveys suggesting that for some
raters, there are small but positive associations. Because
trainees and evaluators used different scales to assess com-
munication, we were unable to determine whether self-
evaluations are systematically more or less positive than ex-
ternal evaluations.

This is the first published study examining the association
between health care providers’ self-assessment of competency
in communication about end-of-life care and patient- and
family-centered outcomes. This finding is consistent with
prior studies showing weak or absent associations between
clinician self-assessments and external evaluations in fields of
pediatric hospice care,'® ICU care,'” prevention-oriented
Counseling,18 and end-of-life care prac’rices,19 though none of
these prior studies used patient or family assessments as ex-
ternal measurements. Our results are also consistent with a
2006 systematic review of physician self-assessment studies
that found physicians to have limited ability to accurately self-
assess their clinical skills.?°

Improving the quality of communication about end-of-life
care has been declared a priority by the Institute of Medicine'
and the Accreditation Council for Graduate Medical

TaABLE 2. COMPETENCE AND COMMUNICATION SCORES, ALL PARTICIPANT GROUPS

Trainees Patients Families Clinicians
Validn  Mean® (SD)  Validn  Mean (SD)  Validn  Mean (SD)  Validn  Mean (SD)

Perceived competence 143 52 (1.7)

QOC-EOLP 331 4.2 (3.3) 165 4.5 (3.6) 291 6.9 (2.1)
QOC-GEN*® 348 8.5 (1.9) 174 8.6 (1.7) 321 7.5 (1.8)
Bad News discussions 143 6.1 (1.7) 358 7.8 (2.0) 178 7.9 (1.9) 321 7.2 (1.9)
Treatment discussions 143 4.6 (2.3) 360 7.3 (2.1) 178 7.7 (2.0) 315 7.4 (1.9)
End-of-Life discussions 143 49 (2.1) 359 5.7 (2.6) 177 6.2 (2.5) 321 7.3 (1.9)
Symptoms discussions 142 5.7 (2.5) 321 8.1 (2.1) 161 8.4 (1.9) 296 7.7 (1.9)

“The trainee-perceived competence predictor was rescaled to 0-10 to make it comparable in range to the evaluators’ scores.
bQOC—EOL, Quality of Communication Questionnaire, End-of-life care.
‘QOC-GEN, Quality of Communication Questionnaire, General communication.
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TABLE 3. ASSOCIATIONS® BETWEEN TRAINEE’S PERCEIVED COMPETENCE IN DISCUSSING END-OF-LIFE CARE AND ASSESSMENTS
oF COMMUNICATION SKILLS BY PATIENTS, FAMILY MEMBERS, AND CLINICIAN-EVALUATORS

Patients Families Clinician-Evaluators
n®° B R? incr® P n®° B R? incr® P n® B R? incr® P

Primary outcomes

QOC-EOL® 121 -0.02 <0.01 087 83 -031 0.04 0.10 94 0.04 <0.01 072

QOC-GENf 122 0.01 <0.01 086 83 -0.21 0.06 0.07 96 0.03 <0.01 0.77
Secondary outcomes

Bad News discussions® 123 0.03 <0.01 073 83 -0.15 0.03 008 96 0.02 <0.01 0.83

Treatment discussions” 123 —0.11 002 006 83 -0.20 009 <001 96 0.05 0.01 040

End-of-Life discussions' 123 0.08 <0.01 021 83 -0.06 <0.01 0.62 100 0.04 <0.01 051

Symptoms discussions’ 120 0.03 <0.01 065 79 -0.08 0.02 024 99 0.01 <0.01 091

“Parameter estimates and P-values based on robust linear regression models with a single predictor of interest, adjusted for confounders;
all models were adjusted for trainee postgraduate year.
"Number of tramees with valid data on both the aggregated outcome and the predictor/covariates.
CIncrement in R? obtained when adding the predictor of interest to a model that included only the covariates.
YPredictor for primary analyses: trainee’s score on the 17-item perceived competence scale rescaled to 0-10 range.
°QOC-EOL: End-of-life care subscale from Quality of Communication questionnaire.
Patient, clinician models adjusted for external evaluators” minority racial-ethnic status.
fQOC GEN: General communication subscale from Quality of Communication questionnaire.
Patient, clinician models adjusted for external evaluators” minority racial-ethnic status.
8Predictor for bad-news-discussion evaluation: trainee’s score on the bad-news subscale of the competence rating.
Chmc1an models adjusted for clinician-evaluators” minority racial-ethnic status.
"Predictor for treatment-discussion evaluation: trainee’s score on the treatment subscale of the competence rating.
Patient, clinician models adjusted for external evaluators’ racial-ethnic minority group membership; patient model adjusted for patient sex.
"Predictor for end-of-life discussion evaluation: trainee’s score on the end-of-life subscale of the competence rating.
Patient model adjusted for patients” minority racial-ethnic status; family model adjusted for trainee sex, trainee minority racial-ethnic status,
family-evaluators’ sex.
JPredictor for symptom-discussion evaluation: trainee’s score on the symptom subscale of the competence rating.
Patient model adjusted for minority racial-ethnic status; family model adjusted for family-evaluators sex; clinician model adjusted for trainee
sex, clinician-evaluators’ sex.

Education.” Communication about end-of-life care en- those derived from qualitative studies of patients and

compasses diverse aspects of care, including giving bad news,
advance care planning, discussing treatment options, and
assessing and managing symptoms. Communication is cen-
tral in all conceptualizations of quality of end-of-life care, in-
cluding those provided by the Institute of Medicine' as well as

10 -

families.>?* However, studies assessing physician commu-
nication about end-of-life care have found substantial short-
comings, including communication about prognosis,*>?
advance care planning,27—29] and shared decision making.30
Efforts to improve physician communication about end-of-life
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TABLE 4. CORRELATIONS BETWEEN AGGREGATED EVALUATIONS FROM THREE GROUPS OF EXTERNAL EVALUATORS
Patient-Family Patient-Clinician Family-Clinician
Evaluation n p? P n p? P n pt P
QOC-EOL 78 0.31 <0.01 80 0.11 0.35 56 -0.25 0.06
QOC-GEN 77 0.37 <0.01 83 0.16 0.15 57 -0.10 0.48
Bad News discussions 78 0.34 <0.01 83 0.19 0.08 57 0.01 0.95
Treatment discussions 78 0.31 <0.01 83 0.14 0.22 57 -0.20 0.14
End-of-Life discussions 78 0.29 0.01 83 0.30 <0.01 57 -0.02 0.89
Symptoms discussions 74 0.19 0.11 83 0.22 <0.05 54 0.03 0.82

“Spearman’s rho.

care require reliable, valid, and responsive measures of the
quality of that communication.

An important question raised by our study is whether the
lack of correlation between self-assessment of communication
skills and ratings by patients, families, and clinician-evaluators
may be due to inadequacies of the communication measure-
ment instruments. The Perceived Competence scale!® has
shown evidence of content and construct validity and in-
creases with year of training and experience with end-of-life
care. The QOC scale was developed through qualitative
studies of patients, family members, and clinicians,'®?'%? and
has been shown to have good measurement characteristics
and construct validity, correlating with ratings of overall
quality of care, number of discussions with physicians about
end-of-life care, physician’s awareness of patient’s end-of-life
preferences, and type and amount of life support discus-
sions.* In addition, the QOC has been shown to be responsive
to a communication intervention in a recent randomized
trial.*>® It remains possible that more precise measures of self-
assessment or ratings by others would identify a significant
correlation. In the absence of better survey-based instruments
for measuring the quality of end-of-life communication than
those used in this study, our findings identify an important
shortcoming in the use of self-assessments of competence in
communication.

Prior interventions to improve end-of-life communication
have used clinician self-assessment as an outcome measure.”
Our findings call into question the significance of interven-
tions that measure efficacy by clinician self-assessment, as
these do not seem to correlate with patient- and family-
centered outcomes. Although self-assessments may have
value for other purposes, they should not be seen as a re-
placement for patient and family assessments. Future efforts
to improve the quality of communication about end-of-life
care should consider outcomes other than physician self-
assessment to determine intervention success.

Our study has several important limitations in addition to
the question of accuracy of the communication measures.
First, it is possible that our inability to identify associations
between trainees’ self-assessments and ratings of external
evaluators is a function of differences in both the precise
questions and the response options used to construct the
scores for the two groups. Unfortunately, a validated mea-
sure of communication about end-of-life care for both self-
assessment and external assessment is not available. Further,
these differences between the self- and external-ratings made
it impossible to reliably assess whether trainee evaluations
were systematically higher or lower than external evaluators.

Second, lack of correlation in an association study may reflect
a true lack of association between the measured qualities, or it
may reflect inadequate sample size. Although sample size
may have limited our power to detect small associations, our
sample is larger than those used in prior interventions with
self-assessment as an outcome measure.”” Moreover, if the
“true” association between self-assessment and external as-
sessments is so subtle that it requires a larger sample size than
ours to detect, its clinical significance is likely modest. Third,
in order to ensure the feasibility of securing evaluations of
trainee communication skills, we collected assessments dur-
ing routine clinical practice and teaching rather than follow-
ing a specific communication event. It is possible that if
trainees and evaluators assessed a single common commu-
nication event, we may have found an association. Fourth, the
trainee status of physicians may limit the generalizability of
our findings by lowering the accuracy of self-assessment,
though this limitation is a speculative one. The relationship
between stage of training/practice and accuracy of self-
assessment is not known. A 2002 literature review actually
suggests that older physician age is associated with less ac-
curacy of self-assessment compared to external physician-
review of performance.34 Fifth, the extent of each trainee’s
involvement in each patient’s end-of-life care was likely var-
iable, and our ability to detect associations may have been
limited by the inclusion of trainees without substantial direct
involvement (e.g., conducting a family conference). Finally,
the communication skills of participating trainees may not be
representative of nonparticipating trainees, which could
conceivably introduce selection bias.

Internal medicine trainees” self-assessments were not as-
sociated with the assessments of their patients, patients’
families, or their clinician-evaluators regarding the quality of
communication about end-of-life care. Future efforts to im-
prove communication about end-of-life care should consider
outcomes in addition to physician self-assessment to deter-
mine intervention success. Further research is needed to de-
velop and validate feasible and responsive measures of the
quality of physician communication about end-of-life care.
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SELF-ASSESSMENT OF EOL COMMUNICATION SKILLS

Instruments

APPENDIX

¢ Primary variables
o Perceived Competence scale
= “The following questions ask you to evaluate
how competent you feel talking with patients
about their end-of-life care. Please rate each of the
following questions using a scale from 1 (Not
very competent) to 5 (Very competent).”

1.

2.
3.

i~

11.

12.
13.

14.
15.
16.
17.

Give bad news to a patient about his or her
illness

Conduct a family conference

Elicit a patient’s emotional reaction to his or
her illness

. Express empathy
. Respond to a patient who asks "Why did

this happen to me?"

. Discuss treatment options, e.g., palliative

chemotherapy versus best supportive care

. Respond to patients who deny the serious-

ness of their illness

. Respond to patients or family members

who want treatments that you believe are
not indicated

. Discuss how a patient can maintain hope
. Discuss code status (Do Not Resuscitate),

with a patient

Discuss code status (Do Not Resuscitate),
with a family member

Discuss a hospice referral

Discuss religious or spiritual issues with
patients and families

Elicit a patient’s goals for the end of life
Elicit a patient’s fears for the end of life
Manage pain in patients at the end of life
Deal with conflict between you and other
health care professionals

o QOC-GEN
= On a scale from 0 (Poor) to 10 (Absolutely Per-
fect), how good is this resident at (circle or check
one number for each item)

1.
2.
3.

[o BN I e RO |

Using words that you can understand
Looking you in the eye

Including your family members or friends in
decisions about your illness and treatment

. Answering all your questions about your

illness and treatment

. Listening to what you have to say

. Caring about you as a person

. Giving you his or her full attention

. Overall, how would you rate this doctor or

nurse practitioner’s communication with you

o QOC-EOL
= On a scale from 0 (Poor) to 10 (Absolutely Per-
fect), how good is this resident at (circle or check
one number for each item)

9.

10.
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. Talking with you about your feelings con-

cerning the possibility that you may get
sicker

. Talking with you about the details con-

cerning the possibility that you may get
sicker

. Talking to you about how long you may

have to live

. Talking with you about what dying may be

like

. Talking with your loved ones (family

members and friends) about what your
dying may be like

. Involving you in decisions about the treat-

ments that you want if you get too sick to
speak for yourself

. Asking about the things in life that are im-

portant to you

. Respecting the things in life that are im-

portant to your loved ones (family mem-
bers and friends)

Asking about your spiritual or religious
beliefs

Respecting your spiritual or religious beliefs

® Secondary variables
o Bad News Discussions scale
= Trainee (The following questions ask you to
evaluate how competent you feel talking with
patients about their end-of-life care.)

Give bad news to a patient about his or her
illness?

Elicit a patient’s emotional reaction to his or
her illness?

Express empathy?

= Evaluator: How good is this resident at the fol-
lowing;:

Giving bad news in a sensitive way
Responsive to your emotional needs
Telling you how your illness may affect your
life

Using words that you can understand
Talking with you about your feelings con-
cerning the possibility that you may get sicker

o Treatment Discussions scale
= Trainee (The following questions ask you to
evaluate how competent you feel talking with
patients about their end-of-life care.)

Discuss treatment options, e.g., palliative
chemotherapy vs. best supportive care?
Respond to patients or family members who
want treatments that you believe are not
indicated?

= Evaluator (How good is this resident at)

Giving enough detailed information so you
understand your illness and treatment
Providing treatment options and advice
about medical care

Knowing when to stop treatments that are
no longer helpful
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¢ Including your family members or friends in
decisions about your illness and treatment

* Answering all your questions about your
illness and treatment

¢ Talking with you about the details concern-
ing the possibility that you may get sicker

¢ Involving you in decisions about the treat-
ments that you want if you get too sick to
speak for yourself

o End-of-Life Discussions scale

» Trainee (The following questions ask you to
evaluate how competent you feel talking with
patients about their end-of-life care.)

* Discuss religious or spiritual issues with
patients and families?

¢ Elicit a patient’s goals for the end of life?

e Elicit a patient’s fears for the end of life?

= Evaluator (How good is this resident at:)

* Treats the whole person, not just the disease

* Honors your wishes about end-of-life care

* Acknowledges and respects your personal
beliefs

¢ Caring about you as a person

DICKSON ET AL.

Talking to you about how long you may
have to live

Talking with you about what dying may be
like

Talking with your loved ones (family
members and friends) about what your dy-
ing may be like

Asking about the things in life that are im-
portant to you

Respecting the things in life that are impor-
tant to your loved ones (family members
and friends)

Asking about your spiritual or religious be-
liefs

Respecting your spiritual or religious beliefs

o Symptoms Discussions scale
» Trainee (The following questions ask you to
evaluate how competent you feel talking with
patients about their end-of-life care.)

Manage pain in patients at the end of life?

» Evaluator (How good is this resident at:)

Taking into account your wishes when
treating pain and symptoms

Helping you and your family understand
how to provide symptom and pain control



