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Foreword

The invitation which I received from the Trustees of the Nuffield
Provincial Hospitals Trust in 1971 to write a monograph on
Communication in Medicine led me to study in far greater detail
than I would ever have done otherwise the art and science of a
technique at which I, and I am sure most of my professional col-
leagues, were confident that they were proficient. My study led me
to realize not only how ill-founded this confidence was, but also how
necessary it is for the efficient and kindly practice of medicine that
doctors should learn how to communicate with their patients, their
colleagues, and the public better than most of them manage to do
today.

One of the suggestions I made to promote recognition of this need
was that steps should be taken to provide a forum to encourage
improved methods of communication which might possibly take the
form of an association for the study of communication in medicine.
This suggestion received a cautious welcome from the Secretary of
the Trust and he rightly considered that before any formal attempt
was made to launch such an association it would be desirable that
the idea should be discussed in greater detail by a group of interested
people, both medically qualified and lay.

A meeting with this purpose was held in October 1973 and the
group concluded that it would be useful to discover what sort of
worthwhile recent developments there had been in this area and what
studies were being undertaken. For if there was little work in progress
there would be little to report to and discuss at meetings of any larger
association of interested people. Dr A. E. Bennett was asked to
undertake these explorations and in December 1974 a slightly en-
larged group assembled to hear a presentation of some of the work
which he had discovered and considered most relevant to the basic
problems of interpersonal communication in medicine. The group
found the investigations which were then reported so interesting and
stimulating that they proposed that more detailed reports of the work
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that had been informally presented to them should be prepared for
publication by the Trust. It was also suggested that when the book
was ready for publication its contents should be presented for
discussion to a wider invited audience which should also be asked
to consider the idea that some permanent group or association should
be formed to stimulate the prosecution and regular presentation and
debate of further studies of this and related kinds.

And here, in this volume, are the papers which excited the
enthusiastic interest of the informal group to whom they were first
presented. They give a glimpse into great and largely untapped
opportunities for research and study, not only into the fundamental
skills which are needed to facilitate communication between individ-
uals but also into the important benefits which improved communica-
tion could contribute to both teaching and practice of good clinical
and administrative medicines.

" I do not think it is fanciful to forecast that if this initiative of the
Nuffield Provincial Hospitals Trust were vigorously pursued, doctors
and their colleagues in future generations might look back at our
present primitive understanding of how to communicate with each
other and with our patients and the public about medical matters
with as much pity and incredulity as we now look back at the thera-
peutic poverty of our predecessors. This forecast, of course, could
only be fulfilled if the need for improved communications became
more widely recognized and if the manifold opportunities for basic
and applied research were to attract the vigorous interest of original
thinkers in every branch of our National Health Service.
C.M.FLETCHER
CBE, MD, FRCP, FFCM

Royal Postgraduate Medical School
London W12

December 1975 -
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Preamble

The papers which follow are based on those presented to an invited
audience at a one-day seminar arranged by the Nuffield Provincial
Hospitals Trust as part of a follow-up to Professor Charles Fletcher’s
Rock Carling Monograph, Communication in Medicine.! Those
present were drawn from many disciplines and represented a diversity
of interests. Since I helped in the planning of the programme, I must
try to describe the purpose of the seminar and now of this book. But
first I feel I should describe how I came to be involved.

My entry into the subject of communications in medicine came
about from a narrow interest in the design and use of questionnaires
in research and clinical settings. In preparing a monograph on this
subject,? I helped write the following introductory paragraphs:

The aim of the questionnaire designer is to communicate with
potential respondents using the medium of the questionnaire. It
is his responsibility to ensure that questions can be fully under-
stood and that the respondent is encouraged to reciprocate in
this communication process. For this it is important that the
researcher understand something of the nature of this com-
munication process, and thus appreciate the task that he is
setting the respondent.

Responding is not a simple stimulus-response process but a
complex procedure by which the respondent selects a small
amount of his total information to become the questionnaire
data. Each question will alert the respondent in a particular
direction, causing him to focus on some aspect of his total
experience. The relevant experience may be well thought out and
organized in his mind, though more likely it will be vague and

1. Fletcher, C. M., Communication in Medicine, Rock Carling Monograph
(London: Nuffield Provincial Hospitals Trust, 1973).

2. Bennett, A, E., and Ritchie, K., Questionnaires in Medicine: A Guide to their
Design and Use (Oxford University Press for the Nuffield Provincial Hospitals
Trust, 1975).
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confused due to the limitation of memory. The effect of memory
may well vary according to the nature of the information.
Unfortunately however, the process of forgetting cannot be
predicted for memory is selective and the process by which
information is stored or discarded is influenced by incidental
emotional factors as well as the contiimual process of extinction.
Furthermore, memory is seldom an all-or-none event. Experience
may be remembered in a distorted or incomplete form, confusing
events and magnifying them out of theirroriginal proportions.
Additionally the relevant experience may have become associated
in time with other experiences so that the question brings to
mind a much broader range of ideas than is relevant.

This complex of ideas must then be brought into full aware-
ness—a process complicated by such psychological phenomena
as self-analysis, conceptualization of ideas, and generalization
from specific points. The respondent is thus forming a percept
of his own ideas and the process of producing this percept may
be affected by wishful thinking, a desire to please the research
worker and the desire to be fair to oneself and to others, and
will probably be accompanied by a good deal of confusion.
The respondent then has to decide what aspects of all this
information he is prepared to communicate. He may be reluctant
to communicate information which is embarrassing or socially
unacceptable. He may have misgivings as to the purpose for
which his information will be used and the conclusions that
might be drawn from it. Working against this censoring pro-
cedure will be forces motivating the respondent to answer fully
and thoughtfully. This positive motivation derives from two
sources. First, a desire to influence his present state, where the
questioner is seen as someone able to bring about changes for the
respondent’s benefit. Secondly, there is the gratification which
the respondent receives from the communication process itself.

Perhaps only then did I fully appreciate the enormity of the subject

and my own ignorance. It led me to the notion that in general those
who know anything about communication in a theoretical sense are
not closely involved in trying to improve it in everyday medical
situations: conversely those of us interested in improving this aspect
of our work most often do not have the necessary theoretical know-
ledge. The reasons for this are not difficult to find.
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Recent years have seen the volume of scientific research into human
communication escalating rapidly. This activity is due to ever-
increasing interest in and use of the term communication and to
numerous scientific disciplines staking their claims. The physical
sciences contribute by way of cybernetics, information theory, and
general systems theory. The social sciences identify, for example, the
interests of anthropologists, sociologists, experimental and social
psychologists, and may be extended to include the interests of
linguists who describe their work on language structure as part of
communication science. Qut of all this activity has come more than
twenty different concepts of the word communication but there is
yet to be established an acceptable definition. The field has been
described as a teeming wilderness of facts and notions, instances and
generalizations, proofs and surmises, and a jungle of unrelated
concepts and a mass of undigested, often sterile, empirical data.

However, some sort of definition is necessary. For our purposes
1 think the term communication is best defined as a ‘process by which
senders and receivers of messages interact in given social contexts’.
Thus no single aspect of communication can be meaningfully under-
stood when parted from the other constituents of behaviour. Further,
as the responses of the communicators are included, the notion of
interaction cannot be considered as a one-way transmission process.

With this background I should now like to comment on our plan
and purpose. The papers are designed in an attempt to produce a
framework for the consideration of interpersonal communication in
the most common situation of medicine, face-to-face contact between
doctor, therapist, or nurse, and patient. To aid discussion of this
framework, there are examples from past and current work, starting
narrowly and broadening. Then, to avoid any false sense of security,
the dimensions of attitude and behaviour change are added.

This is the plan which by its very nature must draw extensively on
disciplines other than medicine. The purpose is more difficult to
describe. Charles Fletcher in his Rock Carling Monograph on
Communication in Medicine! described a somewhat unhappy state
of affairs. This raised the questions of whether things are as bad as
described, and more importantly, what should be done. For simply
describing a bad situation does not necessarily identify what we
should do. To this end in his monograph he laid down certain

1. Fletcher, C. M., Communication in Medicine. Rock Carling Monograph
(London: Nuffield Provincial Hospitals Trust, 1973).
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principles of communication and I should like to repeat these here.
They are:

1. The purpose of communication is not just to deliver a message
but to effect a change in the recipient in respect of his knowledge,
his attitude, or eventually, in his behaviour.

2. The value of a communication is to be judged not on its purpose
or content but on its effect on the recipient. An elegant or witty
communication may satisfy the communicator but leave the recipient
uninformed and unmoved.

3. Good communication is difficult. Few can master it without
special tuition and constant attention to its effectiveness.

4. Communication must be matched to the knowledge, social
background, interest, purposes, and needs of the recipient. It requires
empathy, which is ‘the power of projecting one’s personality into,
and so fully understanding, the object of contemplation’.

5. Communication is effected not only by words, which must have
the same meaning for giver and receiver, but also by attitudes,
expressions, and gestures. This is especially relevant to a consultatlon
where patient and doctor are both givers and receivers.

6. If communication is to change behaviour, the required change in
the recipient must be seen by him to have more advantages than
drawbacks; otherwise it will not be made, or if it is made, will not
persist. New information resulting in a change of attitude is usually
a necessary prelude to a change in behaviour.

7. To make sure that a communication has succeeded, information
about its effects (‘feedback’) both immediate or subsequent is needed.

8. Communication demands effort, thought, time, and often money.
Effective communication between colleagues also demands willing-
ness on the part of the giver to discover that more may be learnt than
taught.

Unfortunately he did not, and in all fairness could not, within the
scope and length of his book, develop these further. As a result much
remained unsaid. What follows is really an exploration of these
principles; an attempt to see how much more we need to know in
order to be able to tackle the problems before us in an informed and

concerted manner.
A.E.BENNETT
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An analysis of
face-to-face communication

I should like to present an analysis of face-to-face communication in
terms of four systems which are used for three distinguishable types
of communication, and then discuss briefly the question of com-
munication effectiveness. But first an introductory comment.

As a social psychologist, T am aware of two quite different traditions
or frameworks for the study of interpersonal communication. The
older tradition, reviewed in detail by William McGuire (1968),
developed in connection with work on attitude and behaviour change.
Typically, an investigator would measure an attitude or behaviour,
then produce a persuasive communication in an attempt to induce
change, and then assess the attitude and behaviour once more. Work
in this tradition has told us about many of the precursors and
consequences of communications, but let me suggest that one of its
major weaknesses has been that it has never told us a great deal about
the nature of the communications themselves. The second, much more
recent, one might be called the socio-linguistic approach, and this
has started to analyse the communication per se in great detail, but
as yet has relatively little to say about other, broader issues. My paper
is clearly within, and limited to, this second framework.

Let me introduce my analysis with a developmental example. If a
friend told you, ‘You’re an idiot’, but said this with a smile, you might
well feel the assertion was not intended to be as unfriendly as it seems
in print. In fact, you might treat it as a joke, in which the positive and
negative elements just about cancel each other out. But such a
combination coming from a woman would be interpreted by a child
as distinctly negative and unfriendly, according to Bugental and
her colleagues (1970), who carried out an intricate study in which
they used a number of messages each composed of three separable
components: (a) a verbal component, for example, ‘You really did a
fine job’; (b) a vocal or ‘intonational’ component; (c) a visual or
facial component. They were then able to produce messages consisting
of all possible combinations of positive and negative (friendly and
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unfriendly) verbal, vocal, and visual components. Their study raises
a number of points of interest for us.

It immediately reminds us that language, the most familiar and
most studied of the human systems of communication is not the only
form of communication operating in face-to-face interaction. In fact,
when we use language we normally use it accompanied by, or
embedded in, a rich multi-system context, and it would be surprising
if the different systems did not interact in the encoding and decoding
of communications. Bugental’s study raises a number of questions
about the detailed description of face-to-face communication. How
many systems of communication are there ? How are they organized ?
How do different systems interact? Such questions will be discussed
in the section on four systems of communication, where the emphasis
will be on ‘communication as behaviour’. There we shall be particularly
concerned with describing the observable behaviour or the overt
forms of the messages that occur during communication. But
Bugental’s study also implies other questions. Do different systems
serve the same or different functions? What information is trans-
mitted by the systems? What is the meaning of the communicative
behaviours? These questions focus on ‘communication as meaning’,
which will be the emphasis of the section on three types of com-
munication.

Study of the overt form, or surface structure, of communication is
necessary but not sufficient in itself for explaining the meanings or
understandings that are communicated, as can be illustrated from
Bugental’s work. She found that the exact meaning of a combination
of components varied with the nature of the participants involved in
the message encoding or decoding. Thus, the same set of components
could mean different things depending on whether an adult or a child
decoded the message, and in addition the meaning of the set of
components differed for the child depending on whether a man or a
woman produced the message. (For the children, a smile from a man
‘cancelled out’ accompanying negative verbal and vocal components,
but a female smile failed to do so0.)

Thus, communication involves relating the overt forms of messages
to the participants in the encounter. But it entails much more than
this. Hymes (1972) has claimed that we must take into account at
least sixteen different ‘components of speech’ if we are to understand
how spoken language is used in communication. These components,
which include features of message forms, aspects of social settings,
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and mixtures of the two, can be collapsed into eight major categories
which, Hymes ingeniously proposes, can be remembered by the
mnemonic SPEAKING. Thus, ‘S’ stands for ‘setting’, or ‘scene’,
which includes times, place, and physical characteristics of the
situation, as well as the ‘psychological setting’ or cultural definition
of the occasion. ‘P’ stands for ‘participants’, who may be speakers,
intended addressees, hearers, members of an audience, and the like.
‘E’ refers to ‘ends’, or purposes of interactions, such as whether the
aim is to issue an invitation, engage in an argument, or accomplish
a co-operative task. In combination, these three major categories
largely account for what is often termed the social setting, or context,
of messages, and the interrelations of behaviour and the settings in
which it occurs gets us much nearer an understanding of meanings.
But as will become clear by the end of this paper, perhaps there is
even more to communication than that. First, however, let us turn
to the task of describing the observables of communication.

Four communication systems

In this section I shall introduce a number of basic concepts in the
study of linguistic and non-linguistic communication and, it is hoped,
reveal the richness of the behaviour involved in conversation, the
prime exemplar of human communication.

I shall focus on behaviours which are parts of socially shared signal
systems or codes, the use of which entails intentional encoding and
decoding. This ignores many isolated actions, idiosyncratic acts, and
signals which might be given an interpretation by an observer but
could hardly be said to have been encoded; if every tic, pimple, and
egg-stained tie becomes a ‘communication’, then ‘communication’
itself becomes an all-encompassing, uninformative term. The descrip-
tions of the different systems that contribute to a conversation will
necessarily be brief. Fuller accounts of the structure of language are
available in an introductory text in linguistics (for example, Langacre,
1968; Crystal, 1971); more detailed descriptions of the non-linguistic
systems can be found in Argyle (1969) and Laver and Hutcheson
(1972). Note that I suggest it is convenient to analyse language into
two major components, the verbal and the intonational, and for
simplicity of exposition I shall describe each as a system in its own
right.
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The verbal system

Obviously speech depends on sounds and it is probably the case that
no two sounds produced by a speaker are ever completely identical.
Normally, however, we ignore many variations in duration, aspira-
tion, and the like and treat all b sounds, for example, as if they were
the same. All languages appear to operate with a limited number,
usually several dozen, of such basic classes of sounds, or phonemes,
which are not meaningful in themselves, but are lawfully combined
into longer segments and then meaningenters the picture. The smallest
meaningful unit in a language is a ‘morpheme’ which can be a short
word, or part of a word; all words contain at least one morpheme,
but all morphemes are not complete words. For example, ‘chair’ is
one morpheme because it cannot be broken into smaller meaningful
units, but ‘chairman’ consists of two morphemes, and ‘chairmanship’
consists of three.

With the units of ‘morpheme’ and ‘word’ we enter the domain of
grammar and semantics. Grammar describes the structuring of mor-
phemes into words and words into longer sequences, whereas sem-
antics organizes the content of morphemes and words and relates
them to the non-linguistic world about which the verbal system is
being used to communicate. A semantic analysis of language tells us
much, but not everything, about the meaning of what is said, because
as we have seen, meaning is also derived from the social setting, and,
as we shall see, from implicit, difficult to pin down, shared under-
standings and common backgrounds. Lawfully, morphemeés are com-
bined into words, words into larger phrases and clauses, and these, in
turn, into units we shall call ‘utterances’. Anutterance can be thought
of as a sentence-like chunk, which is used to express something ap-
proximating one whole idea. Notice, however, that many common
types of utterances in conversation do not correspond to conventional
notions of a sentence standing in isolation. Depending on what has
been said before or on what is self-evident in the situation, sentence
fragments can be acceptable utterances. For example, in response to
the appropriate question, virtually any word, phrase, or clause could
constitute an entire utterance.

In the past, it has often been implied that the largest structural unit
of language is the single sentence, or utterance, and it is only recently
that linguists have felt themselves in a position to start doing justice
to the regularities that extend beyond the boundaries of single utter-
ances (for example, Sinclair and Coulthard, 1975). The analysis of
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such regularities is called ‘discourse analysis’ and the structural
dependencies from utterance to utterance are often termed ‘cohesion’.
One common form of cohesion, for example, is the use of pronouns,
and another is sequence signals, such as ‘thus’, ‘therefore’, ‘neverthe-
less’. One further, and particularly important, cohesive device is
ellipsis. If someone asks me, ‘Do you have change for a parking
meter ?’, I am more likely to follow rules of ellipsis and reply, ‘Yes, I
have’, or ‘Yes, I think so’, than to respond with the full-blown sen-
tence, ‘Yes, I do have change for a parking meter’. Making use of such
structural features of everyday speech, Sinclair and Coulthard (1975)
have proposed that the utterances of the classroom, and probably
of many other settings, too, can be organized in terms of a hierarchy
of successive higher-order units. The development of such discourse
analyses will prove very helpful for the understanding of conversa-
tion and communication, particularly if they can indicate cohesion,
or lack of cohesion, across the contributions of different speakers.

Intonation

What has been described so far is not, even schematically, a complete
description of spoken language. Rather, it corresponds approximately
to those features of speech which are conventionally preserved in
written form, primarily the words. But, in speaking, this verbal
system is completely combined with, or overlaid by, the systematic
use of different pitches, stresses, and junctures. It is not the words
themselves which tell us whether, ‘You think they’ll be all right’, is to
be taken as a declarative oran interrogative, but a drop or rise in pitch
at the end of the utterance. Similarly, it is not the words which distin-
guish a ‘black board’ from a ‘blackboard’ or ‘lighthousekeeping’
from ‘light housekeeping’. The distinctions are dependent primarily
on differences in stress patterns.

The intonational system is composed of patterns of pitch and
stress, with junctures marking the boundaries of the units over which
pitch and stress are interacting. Systematic changes in intonation
mark systematic changes in meaning within utterances. Intonation
also affects larger units of discourse. For example, quite a subtle form
of cohesion across utterances is the use of emphasis. If you joined a
conversation just in time to hear someone say, ‘John’s car is blue’,
with a marked stress on ‘blue’, you could assume that previously
someone had claimed it was some other colour.
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The study of intonation has not been as well developed as that of
the verbal system, but it is clear that the two interact very closely, and
together they comprise spoken language. To complicate matters,
however, there is a further vocal system, which is not generally
regarded as linguistic, that is as forming part of language per se.

Paralinguistics

When we vocalize we do more than use the verbal and intonational
systems of language (see Birdwhistell, 1961: Abercrombie, 1968). We

" also produce a variety of additional vocalizations, some of which, at
least, are culturally determined, shared by members of a given social
group and used communicatively. These include ‘ums’ and ‘ahs’,
coughs,splutters, giggles, and the like. Other paralinguistic phenomena
are usually held to be responsible for the ill-defined notion of ‘tone
of voice’. They include extremes of intensity, pitch and drawl, in-
cluding yelling and whispering. Laughing and crying, moaning and
groaning, whining, yawning, and even belching are also para-
linguistic elements.

"In addition, paralinguistics can be thought to cover phenomena
relating to the timing of speech, and to the use of silence in speech,
particularly in the form of pauses or hesitation phenomena. A
distinction usually drawn here is between unfilled (or silent) pauses
and filled pauses, involving sounds like ‘um’, ‘ah’, and ‘er’. Various
functions have been proposed for hesitation phenomena. They may
be used by the speaker to discourage interruptions and to keep the
floor. They may permit and indicate planning of speech. Or they may
be indices of anxiety. Precisely which phenomena fulfil which
functions is still open to dispute (Cook, 1971). Some features of
hesitation, timing, and speech rate may well be primarily idio-
syncratic elements of personal style. Like stable features of voice
quality, these can provide what Laver (1968) has called indexical
information, that is information about supposed characteristics of
the speaker, without being part of a shared system for communication.

Kinesics

This term will be used to describe body and facial movements, many
of which have now been shown to occur in culturally standardized
forms with clear communicative significance. One investigator
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(Sheflen, 1964) has argued, for example, that there are only about
thirty traditional American gestures and an even smaller number of
postural configurations of communicative importance for Americans.
The same investigator has claimed that, at least in psychiatric inter-
views, posture and body movement is used to mark different phases
or units of the interaction. Between the relatively small unit of a
single verbal utterance and the complete interaction, which he termed
a ‘presentation’, Sheflen identified two intermediate-sized units.
Several utterances formed a ‘point’ whose beginning and end were
marked by shifts in head posture. Several successive points constituted
a ‘position’, or phase lasting up to five or six minutes. Beginnings and
ends of ‘positions’ were indicated by gross shifts in posture, such as
changing from sitting forward to leaning back in a chair. It would be
interesting to know if such kinesic changes are emphasizing features
in the interaction which discourse analysis could show are also being
conveyed linguistically.

Such seems to be a primary function of hand movements (Argyle,
1969). Although hand movements, in large part, are socially shared
and vary from society to society (Efron, 1941), it has proved difficult
as yet to provide a useful set of categories to describe the variety and
richness of them. Like hand movements, head movements are highly
visible, but unlike the former, their variations are limited. Neverthe-
less, head nods and shakes can convey important information about
the listener’s attentiveness, agreement, and encouragement for the
speaker to continue. The fact that in certain societies nods and shakes
mean the reverse of what they mean in English-speaking countries
(Leach, 1972) indicates that head movements constitute a learned,
socially shared, though simple, system of communication.

Facial movements can be analysed in great detail. According to
Vine (1969) one form of traditional Indian theatre makes use of six
standard eyebrow positions and twenty-eight eye positions. A more
recent analysis of naturalistic behaviour (Birdwhistell, 1968) des-
cribed four eyebrow positions, four eyelid positions, and seven
positions of the mouth. Presumably, it is to configurations of such
minute facial movements that people react when they infer emotions
from facial expressions.

One particularly interesting set of head and facial movements are
those involved in gazing at another person and in mutal eye-contact
(Argyle and Cook, 1975). They can help communicate one type of
relationship rather than another, such as an asexual friendship or a
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much more sexually oriented one. In addition, gaze and eye-contact
play an important part in regulating conversation and will be dis-
cussed in more detail as part of ‘interaction regulation’. Indeed, it can
be argued (Argyle, 1969) that the face is second only to the voice in
what is called, after all, face-to-face communication.

During a conversation, the kinesic, paralinguistic, and linguistic
elements are constantly changing and hence can be described as
‘dynamic features’ of the interaction. They are changing, however,
against a more constant background to the conversation, made up of
what Argyle and Kendon (1967) have termed ‘standing features’.
These relatively unchanging aspects of an interaction, such as
proximity and appearance of the participants, can themselves be used
to communicate. The distance or seating arrangements between two
people can be a clear, and shared, index of the relationship between
them or of the type of communication, public or private, for example,
that they are currently engaged in. Much the same can be said of the
dress and grooming of the participants. For completeness sake, it is
useful to bear in mind these standing features.

Relations between systems

An analysis of face-to-face communication in terms of the four
different systems is a first step in revealing the richness and intricacy
of human communication processes. It is also a useful basis for
understanding several simpler analyses, which though sometimes
used interchangeably, are in fact confusingly different. By now, it
should be clear that when communication is divided into the verbal
and non-verbal, as social psychologists tend to do, this is not the
same as splitting it into linguistic and non-linguistic components.
Furthermore, neither of those distinctions corresponds to an analysis
in terms of the two major channels of communication, defined by the
sensory-motor apparatus involved. Table 1 illustrates these differing
distinctions, and reveals that whereas all three of them agree in
separating the verbal from the kinesic, they apportion the intona-
tional and the paralinguistic quite differently.

Normally the different systems operate in a compatible and sup-
portive fashion. A person arguing that something is particularly
important, is likely to use both verbal and intonational means to do
so, and it is unlikely that paralinguistic or kinesic cues would indicate
boredom or flippancy. It is improbable that a conveyor of sad news
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Table 1. Varying classifications of the four communication systems

1. Verbal Verbald ;. . .
Linguistic | Auditory-vocal

2. Intonational channel

Visual-gestural

channel

3. Paralinguistic Non Non-
verbal 4 .. . . {
- linguistic

4. Kinesic

will sound or look happy. The non-linguistic systems, particularly
head and hand-movements, are often used to support, emphasize, or
‘punctuate’ the linguistic elements. One might in fact be tempted to
assume that compared to the linguistic systems, the non-linguistic
ones are relatively unimportant, and such a view would appear to
receive strong support from Moscovici (1967). After discussing a
study he had conducted in which he had detected no differences
between ordinary face-to-face conversations and face-to-face conver-
sations with an opaque screen between the participants, Moscovici
concluded that in the screen situation, ‘the suppression of non-
linguistic signals had no marked effect; participants conversed as
though gestures, body movement, and facial expressions did not
normally play a major role in communication or serve as cues for
transmitting information.’

But before concluding that language invariably dominates face-to-
face communication it is as well to consider what happens when the
systems do not appear to be in agreement. Bugental’s study is one
instance. Others have been conducted by Argyle and his colleagues.
Argyle et al. (1970) studied the relative effects of verbal and non-
verbal variations conveying superiority, neutrality, or inferiority of
the speaker. They concluded that the non-verbal cues, which involved
‘tones of voice’, facial expressions, and head-orientations, were much
more important than the verbal ones. At best, with compatible
components, the verbal components strengthened the perceived
nature of the message. When the components were in conflict, the
verbal cues were more or less ineffective. Over-all, they estimated that
the non-verbal cues had several times the effect of the verbal cues-on
subjects’ responses.

The resolution of this apparent contradiction concerning the
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importance of linguistic and non-linguistic systems is not hard to find,
and has been hinted at at various points above. When Moscovici
claimed that various non-linguistic components had little role to play
in communication or in transmitting information, in the context in
which he wrote the ‘information’ being transmitted was information
about the topic of discussion, namely films. This type of communica-
tion can be thought of as ‘representational’ or ‘ideational’ or ‘propo-
sitional’ communication.

But this was not being assessed in the Argyle and Bugental studies
which were concerned with the communication to others of the
attitudes of the speakers, with what can be called ‘interpersonal
communication’. Particularly when systems were in conflict, they
found the non-verbal (perhaps especially the non-linguistic) systems
conveyed most information about the superior/inferior, friendly/
hostile attitudes of the speaker. But they were not concerned with
what was being discussed while those attitudes prevailed; that the
linguistic systems made clear. It is possible that non-linguistic cues
alone could not distinguish between superiority (or friendliness)
manifested in the context of a discussion about the existence of God,
the conduct of a clinical interview, or the price of sausages.

So communication systems can be used to communicate about the
topic or about the attitudes and relations of the participants. A
related distinction has, in the past, been conveyed by contrasting
language as ‘message’ and as ‘expressive behaviour’. But a third focus
of communication can occur, the conversation itself. Irrespective of
what is being discussed or the attitudes of the participants, the
speakers are likely to communicate in order to maintain and control
the conversation. This third type of communication can be called
‘interaction regulation’.

Halliday (1973) has drawn related distinctions amongst three
‘language functions’; the ideational, the interpersonal, and the
textual. The fact that Halliday’s discussions were centred on language
alone conveniently reminds us that language can be used not just for
representational information but for all three types of communication.
Think of, “You’re a louse’ and ‘Let me finish, then you can have your
say’. Similarly, non-linguistic systems can convey representational
information, as well as play major roles in interpersonal communica-
tion and interaction regulation. A combination of gestures, head, and
eye movements could make quite clear, for example, who is to move
which piece of furniture into which room. So, to some extent, different
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communication systems can substitute for one another, and can be
used for each of the three types of communication.

Nevertheless there do seem to be clear differences in emphasis
regarding what type of communication is normally carried out by the
different systems. Representational communication is largely the
province of language, with its systematic grammatical structure and
intricate semantic mapping on to the non-linguistic world. On the
other hand, a great deal of interaction regulation is non-linguistic.
All systems can readily be demonstrated to convey interpersonal
information, although particularly when systems appear to be in
conflict about interpersonal meanings—about, for example, what
people’s attitudes towards each other are—then we seem to pay more
attention to paralinguistic and kinesic cues than to what is overtly
being said. It is as if information, often allowed to remain submerged
because it is not too important, is seen in these situations to leak out
and float to the surface (Ekman and Friesen, 1969).

Three types of communication

In this section, I shall use some important studies to provide brief
illustrations of each of the three types of communication.

Interaction regulation

The form a conversation takes is determined, in part, before the con-
versation itself begins. The potential participants are almost certain
to share some assumptions, norms, or rules about conversing, particu-
larly if their cultural and social backgrounds are similar. Very basic-
ally, they are likely to take for granted that a two-person conversation
will consist of alternative contributions from each person, that only
one person will speak at a time and, if through inadequate interaction,
regulation, or through interruption, both speakers talk simultaneous-
ly, then one or the other should stop very quickly. They may operate
with more specific rules of conversation, related, for example, to the
social relations between the participants and/or the situation they are
interacting in. They may both accept, for instance, that as strangers
meeting for the first time, they will participate roughly equally in
short alternative contributions, or as interviewer and interviewee, the
latter will do most of the talking, or as customer and salesgirl the
former will take the initiative in determining the topic of conversa-
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tion. Such taken-for-granted bases of interaction, usually left implicit
rather than made explicit, are amongst the prerequisites for conversa-
tion being explored and explicated by micro-sociologists usually
dubbed ‘ethnomethodologists’ (see Douglas, 1970).

But such rules for conversation hardly dictate the very fine-grained
‘meshing’ that goes on in interaction, and as interaction regulators
they are supplemented by communication occurring during the inter-
action itself. Argyle and Kendon (1967) and Argyle (1969) give
accounts of the form that such communication takes, at least in
Western societies. »

The conversation may be initiated by mutual eye-contact, indicat-
ing that the participants are ready and willing to interact. Once the
conversation has started, each person looks at the other intermittently.
These looks or glances are directed around the other’s eyes, last
between one and ten seconds each or between 25 and 75 per cent of
each person’s total time. The amount of time that each spends gazing
at the other is considerably more than that spent in mutual eye-
contact. The listener is likely to spend more time looking at the
speaker than the speaker at the listener. When the speaker, while in
full flow, does look at the listener, the latter is likely to nod or give an
encouraging vocalization. The speaker, when he starts, probably
looks away. When he comes to clear grammatical breaks in what he
has to say, the speaker is likely to glance briefly at the listener. When
he approaches the end of his contribution he will look longer at the
listener. If, however, the speaker hesitates or pauses because he is
stuck for a word, or an idea, he is not likely to look at the listener.

Such cues appear to aid conversation regulation in a number of
ways. The speaker checks that the listener is in fact still listening, and
that he is understanding. A puzzled expression or slight head shake
can be enough to tell the speaker to repeat or paraphrase what he has
just said. The averting of gaze by the speaker when he stumbles or
pauses decreases the likelihood of interruption and mutual talking.
The looking up by the speaker just prior to the end of his contribution,
signals to the listener that it is almost his turn.

Interpersonal communication

During an encounter a great deal of information is made available
regarding the participants and their relations to each other. This
information can be organized around three broad topics.
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Social and personal identities. If he wishes, a listener or observer can
make very many inferences concerning a speaker’s background and
the social groups to which he belongs, as well as inferences about
supposed personality characteristics. The speaker’s accent, dress, and
even hairstyle might lead to confident assumptions regarding his
social class membership and education. Apparently distinctive
aspects of the speaker’s voice quality, movements, and posture might
lead to inferences regarding personality dimensions.

Whether or not these inferences and assumptions are justified is of
course a different question and a difficult one to answer. Another
difficult problem is that of deciding how much of the available
evidence is really communication and how much is merely sign
behaviour which can be used for inference making. Suffice it to say
that, in addition to inadvertently providing sign behaviour, speakers
do communicate information about their social backgrounds and
stable personal characteristics via a number of systems of com-
munication. Fuller presentations of material on this topic are given
by Robinson (1972) and Argyle (1969).

Temporary states and current attitudes. In addition to inferring or
attributing stable characteristics, people also make inferences about
temporary states and attitudes. ‘Is the person on the other side of the
desk really angry with what I’ve just said 2 “Why should Joe, sitting
here drinking beer, seem so anxious ?” Such inferences could be based
on sign behaviour but, clearly, emotional states can be explicitly
communicated. A colleague might tell you that he’s angry, or
communicate the fact by quite deliberate hand movements or facial
expressions. The discussions above of studies by Bugental, Argyle,
and others have indicated how non-verbal systems appear to be
particularly powerful in this respect.

Social relationships. Interpersonal communication includes not only
information about one participant or another but also information
regarding the relationship between participants. This can be conveyed
non-linguistically. In Western societies, smiling or bodily contact
(Jourard, 1966) can very effectively indicate an intimate relationship.
A number of other very interesting studies have been carried out on
the language of social relationships.

In America, Brown and Ford (1961) explored the use of forms of
address in face-to-face interaction with data from various sources,
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including actual usage in a Boston business firm, usage recorded in
a midwestern town, usage in both current and older American plays,
and reported usage of business executives from a number of American
cities. As would be the case in Britain, they found the most common
address forms were first name alone (FN) and title plus last name
(TLN). In thinking of when you would call someone Bill rather than
Mr Jones, you probably feel it could have something to do with how
well you know each other, or again it might be connected with your
relative statuses. Brown and Ford showed that, in fact, usage of those
address forms, as well as less common ones like last name alone and
multiple names, can in large part be predicted from a knowledge of
the solidarity or intimacy and the status or power relations of inter-
actors. The difference between the mutual use of TLN and the mutual
use of FN is a function of intimacy; the non-reciprocal pattern of one
person using TLN and the other FN is a function of status differences,
with the higher status person receiving the form that is also the more
formal, less intimate one. Furthermore, in so far as a dyad progresses
from mutual TLN through non-reciprocal usage to mutual FN, it is
the higher status person who normally initiates the changes.

In English, a person who is not sure of his status or intimacy
relations with another can avoid having to code them by addressing
the other as ‘you’, provided he already has gained the attention of the
other person. But speakers of many other languages do not have this
option. Even if he does not use FNs or TLNs, a Frenchman has
always to choose between using ‘tu’ or ‘vous’. Brown (1965) presents
impressive evidence that very similar relations hold amongst status,
intimacy, and pronoun forms in a large number of the world’s
languages as were found with American FN and TLN. Furthermore,
the message forms that play a part in the language of social relation-
ships are not restricted to forms of address and pronoun use. Brown
(1965) and Geertz (1960) amongst others have pointed to the elaborate
system of linguistic honorifics that characterize many Far Eastern
societies and which also can be shown to vary systematically with
status and intimacy relations. And there are probably more aspects
of English which systematically correlate with social relations than
we sometimes acknowledge. Consider greetings, such as ‘hello’ as
opposed to ‘good morning’ (see Brown and Ford, 1961) or the use of
imperative forms. To whom do you use imperative forms (‘Shut the
door!’), rather than command with interrogatives (‘Could you shut
the door?"), or even declaratives (‘There’s a draught coming in’)?
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Certainly, I frequently use imperatives to my youngest child but rarely
to my wife. And I find that I require a few meetings with someone
else’s children before I will order them about or threaten them with
dire fates in the way I do my own children.

Thus, as far as message forms are concerned, the language of social
relations can be very rich. But are status and intimacy the only
relevant aspects of the social settings? Somehow, that seems too
simple and too tidy. In fact, an obvious question to ask is, what are
the bases of status and intimacy? Relative status can be based on a
variety of aspects of the relations between two people, as can intimacy.
Need status differences based on one’s job be coded in exactly the
same way as those related to age? Friedrich (1972) has presented a
rich and insightful analysis of pronoun usage in nineteenth-century
Russia, in which he demonstrates that at least ten components of the
social setting could be related to pronominal use. These were: the
topic of discourse; the context of the speech event ; the age, generation,
sex, and kinship status of the participants; dialect; group member-
ship; relative legal and political authority; emotional solidarity. This
analysis helps one appreciate that conclusions expressed solely in
terms of status and solidarity are broad generalizations, largely
justifiable, which ignore many fascinating nuances and fine details.

In conclusion, Friedrich also draws attention to the use of non-
linguistic message forms, such as eye-gaze, which may suggest more
intimate relations than the verbal forms proclaim. And Brown and
Ford (1961) demonstrated that an aspect of kinesics, namely, putting
one’s hand on someone’s shoulder, operated as an index of relation-
ships much as did address forms. Thus, what at first may have seemed
like a peculiarity of American FNs and TLNs turns out to be just one
manifestation of intricately patterned correspondences between the
linguistic (and non-linguistic) forms used by speakers and the social
relations that currently hold between them.

Representational communication

Armed with the concepts ‘interaction regulation’ and ‘interpersonal

communication’ one is still some way from being able to describe a

normal conversation, although, at first thought, those two types of

communication may seem sufficient to characterize those everyday,

banal but important exchanges which the social anthropologist

Malinowski (1923) described as ‘phatic communion’. With this
C¢.D.P.—3
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phrase, he was referring to exchanges of politeness, inquiries about
health, comments on the weather, and the like, which, he claimed,
fulfilled the primary function of cementing social relationships and
for which the exact meaning of the words was largely irrelevant. A
very clear instance of this would be the claim, once made to me, at a
wedding reception by the father of the groom, that in the receiving
line as he smiled and shook hands, he had said to each guest in turn,
‘Kippers and jam’ and no one appeared to have noticed. Normally
however, the meaning and appropriateness of what was said would
have a bearing even on such social exchanges. A cheerful extolling of
the merits of the weather on a miserable wet day, or a fervent thank
you and goodbye on arrival would most probably divert attention
from interpersonal matters to the topic of the conversation. Even
phatic communion usually involves communication about something
over and above social relations.

This third type of communication, representational communica-
tion, is what we normally think of when we talk simply of the ‘mean-
ing’ of what was said. It is the core of linguistic communication, yet
it must be admitted it is the most complex of the three types of
communication and, in certain respects, the least understood.

A major contribution to understanding it would be the develop-
ment of an adequate account of the semantics of language (and per-
haps of the other systems of communication). ‘Semantics’, like ‘mean-
ing’ has been used in a number of different ways, and Lyons (1968)
provides a useful introduction to the area. Here the term is being used
to refer to the relations between linguistic forms and the extra-
linguistic world that they are being applied to. Such an account would
entail an analysis of how speakers of a language organize the world
around them, an analysis of how they organize the linguistic forms
they use, and an account of how the two are related. Think, for ex-
ample, of whatis involved in the differences between breakfast/dinner/
tea, and breakfast/lunch/dinner as accounts of social class differences
ineating habits. Referentially or in terms of events, one is indicating
in both cases the three major meals of the day, and, to simplify, let us
claim that, despite some differences in content and timing, particular-
ly regarding the third meal, the three referents or events are relatively
similar for both classes. However, both classes use only two identical
terms, ‘breakfast’ and ‘dinner’, and in only one case, ‘breakfast’, is
the same meal labelled in the same way by both classes. Obviously,
understanding an invitation to dinner should be simpler for two
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people operating with the same semantic structures than for two
people with differences in semantic structures (particularly, in the
latter case, if one assumes mutual insensitivity to the differences in
each other’s backgrounds, that is to very relevant aspects of the
social setting).

It must be stressed that, contrary to what might be implied by the
simple example above, a semantic analysis involves a great deal more
than specifying concrete references for individual words. It involves,
forinstance, the specification of much more complex semanticrelations
between sets of persons, objects, and activities and longer linguistic
strings. But even if two individuals had, as far as one could tell,
identical semantic systems would effective representational com-
munication then be guaranteed ? It seems improbable. The mapping
of language on to the non-linguistic world is only part of an analysis
of representational communication. At least as important would be
an understanding of what parts of his semantic system a speaker
chooses to use for talking in a particular situation. What does he
bother to say ? What does he take for granted ?

When we talk, we say surprisingly little, at least compared to what
we might say to make the same point or compared to what potentially
might be relevant. Osgood (1971) has illustrated this very concretely.
If a father said to his son, ‘Please shut the door’ it is most likely (at
least in textbook families) that the door would be shut without
further ado. Yet if the referential information were to be made
completely explicit it could be argued that the father would have had
to say something like, “We both know that you are able to shut doors.
There is a door in the far corner of this room. That door is open. I, as
your father, desire that that door should be closed by you.” Fortun-
ately, the father like everyone else, would presuppose a great deal and
thus would manage with four words rather than thirty-nine.

If representational communication is to be explained as a mixture
of semantics and presuppositions, the above example could give the
impression that that in turn is a question of analysing the overt
message plus the immediate social setting or context. But a further,
and final, complication has to be pointed out. Presuppositions can
involve factors barely, if at all, represented in either the current social
setting or the discourse itself. For example, recently in a case
conference one member of a medical team, trying to succinctly
convey information about the husband of a patient whose discharge
was problematic, resorted to saying, ‘Well, he’s a typical Rotarian’.
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Judging from subsequent comments, this served as a very useful way
of transmitting information to half of the clinical team, yet the other
half were left mystified. These differences were not a function of
differences in understanding at least the dictionary definitions of the
words spoken, or of perceptions of prior events in the meeting.
Instead they reflected the fact that certain team members shared
similar perspectives and assumptions, in this case one might say
prejudices, not possessed by the others.

As Rommetweit (1974) has stressed, to understand representational
communication one must understand the extent to which two people
can build up a shared view of reality, or intersubjectivity. New infor-
mation is only comprehensible if it can be tied or related to a shared
understanding of other information. The presupposed shared reality
may be represented in the overt form of an utterance, but often only
in a cryptic, minimal way. Thus, to understand what has or has not
been communicated, it may be more informative to know what was
left unsaid than to know what was actually made explicit. Lengthy
and detailed directions can result in thoroughly lost travellers, yet,
in the oft-quoted case of Kitty and Levin, in Tolstoy’s novel Anna
Karenina, an exchange of the initial letters of words was sufficient for
complete understanding.

Clearly, the appropriateness of the presuppositions made by
speaker and listener will prove crucial for representational communi-
cation, and this suggests that an analysis of representational
communication in terms of presuppositions should not be carried out
separately from an analysis of interpersonal communication. What
one knows about another person and about one’s relation to him is
crucial indeciding what to discuss and in determining what is presup-
posed in discussing it. If social psychology could throw light on the
interweaving of social relations and presuppositions it would be much
nearer to the heart of communication than it has ever been before.

Communication effectiveness

Since I promised our convenor and editor that I would at least
initiate discussion on the vast topic of communication effectiveness,
let me close with a few observations on that theme. As is pointed out
by Marie Johnston in the next paper, there are at least two views one
can take of effectiveness. The more ambitious one is to define it in
terms of outcomes, effects, or changes induced by communication, in
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which case one must immediately raise questions of effectiveness for
whom (the doctor, the patient, the health service, the taxpayer) and by
what criteria ? Is effectiveness to be looked at in terms of task-related
outcomes, as is the emphasis in Peter McGuire’s paper, or in terms
of participants’ satisfaction, as in some of Philip Ley’s studies? Such
problems relating to the consequences of communication are, as yet,
beyond the scope of a socio-linguistic analysis, and if there are
answers they will have to be found in work within the persuasive
communication tradition, to which I briefly alluded at the beginning
of this paper and which is the main theme of the last paper by Martin
Fishbein.

1 shall confine myself to the more limited problem of effectiveness
in terms of success or failure in sharing meanings or understandings.
What, for example, are the factors which contribute to the receiver
ending up with the understanding that the communicator wishes him
to have ? If I attempted a systematic answer, I would have to go back
over my entire analysis because all the bits and pieces are potentially
relevant. Mehrabian and Reed (1968) have attempted a detailed
review of evidence concerning the components of communication
that influence ‘communication accuracy’, so let me simply point out
a few of the links between my analysis and effectiveness as shared
understanding.

A number of the concepts I have used appear to have obvious
relevance to communication difficulties, when the intended message
fails to get through. The difficulty for the sender, the receiver, or both,
might be with the overt message being transmitted within one specific
system. Alternately, the problem of the message form might be with
the interaction of systems, because, for example, the receiver is paying
less, or more, attention to certain systems than the sender realizes.
There appear to be other communication difficulties which arise from
the relationship between the overt message and the immediate social
setting. The nature of the participants may not be perceived in the
same way by the two parties, as was the case when, as a postgraduate
student in psychology who did research in a mental hospital and
occasionally wore a white coat, I was once entreated by a worried
charge nurse to perform some quite baffling-sounding set of medical
acts on a patient who had just collapsed. Or again, the participants
may not understand the purpose of the interaction in the same way,
one believing the purpose being to exchange information, the other
thinking it is to decide on an outcome. Yet again, many failures in
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communication relate neither to features of the overt message nor
to the immediate social setting, but to background presuppositions.
The exampleof the ‘typical Rotarian’ is one such instance, and it is
hard to believe that some of the shortcomings of communication in
medical settings are not due to unexamined differences in the back-
grounds of doctors and patients.

In addition, the concepts I have discussed can be used to make
suggestions about improving effectiveness. One obvious set of possi-
bilities is to increase redundancy within messages. This could be done
within one system, or, particularly if time is crucial, one might suggest
increasing redundancy across systems, that is using as many systems
as possible, provided the communicator is capable of ensuring that he
really is transmitting the same message in the different systems.
Another suggestion relates to notions of sequential organization,
where communicators could often make more use of features, such as
explicit sequence signals, which systematically give cohesion to
discourse. Yet again, one can at least suggest that attempts be made
to minimize the extent to which successful sharing of important
meanings is left dependent on participants happening to interpret in
the same way fine details of the social context, or fortuitously agree-
ing on crucial but unchecked presuppositions. To suggest that every-
thing can be made explicit is undoubtedly naive, but one technique
which can help reduce implicitness is the provision of opportunities
for feedback, preferably in both directions. It strikes me that, in many
situations, a doctor can, if he wishes, interrupt, question, seek further
information, and thus try to improve his effectiveness as a receiver by
improving the effectiveness of the other person as a sender of infor-
mation. But does the patient, or for that matter the medical auxiliary,
always have adequate opportunities to insist on feedback and thus
improve the effectiveness of the doctor as a communicator ?

Finally, I hope that my analysis of communication is effective in
increasing shared understanding, and that, suitably developed, it
might even have implications for outcomes and changes. Mean-
while, T await feedback.
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This paper considers the measurement of communication focusing
on the problem of assessing whether communication has occurred.
For any communication to occur, there must be a sender and a
receiver and a message passing between the two. The process may fail
at various points; the sender may not output the message or he may
output it in a way that is unintelligible to the receiver; the receiver
may fail to input the message or he may interpret the message
wrongly ; or the message may be interrupted or distorted in its passage
from sender to receiver. The similarity between the message as the
sender recognizes it and the message as the receiver perceives it
indicates the success of communication per se.

Examining the literature on communication between patients and
health service professionals, three gaps are discernible and these
concern the criterion, content, and direction of communication
respectively. First, the criteria of success usually go beyond assessing
whether communication has been achieved and examine whether the
communication has been successful in reaching some further target.
For example, the target is often to influence the behaviour of the
receiver, as when the doctor recommends a procedure to a patient,
and there are a number of studies (reviewed by Blackwell, 1973) in
‘which the success of communication is indicated by the patient’s
compliance with doctor’s instructions. In other studies the criterion
of effective communication is the receiver’s satisfaction with com-
munications. It is obviously important to examine such variables, as
communication would be a trivial consideration if it achieved nothing.
However, frequently the conclusion is that communication has been
a failure by the criteria used and it is not clear whether communica-
tion has occurred and has been unsuccessful, or has not occurred.
There are a few studies which have used mismatch between what was
sent and what the receiver reports as their measure of outcome. For
example, Ley and Spelman (1965) have done a number of studies in
which the criterion is the amount of information the patient can
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remember from a set which the doctor is known to have given.
Joyce et al. (1969) have also presented work of this kind.

These studies hint at a second gap which exists. The most readily
examined communications are those in which the message is (@) a
statement of fact and (b) intentionally delivered. As a result, there is
little information about the communication of thoughts, feelings,
opinions, etc., or messages which are delivered incidentally, in
parallel to the main content of the communication. One might argue
that such communications are of little importance in medicine and
that it is basically statements of fact which count. However, there is
evidence that the more ambiguous, emotional messages also play a
critical part in determining the effectiveness of communication.
Freemon et al. (1971) used a modified Bales’s interaction analysis to
categorize statements in various ways, including the nature of the
effect expressed. In general, they found that the expression of positive
effect, that is being nice, is associated with greater satisfaction and
compliance in the patients. While they also found that information
giving affects the outcome variables, this study does illustrate the
importance of the more ambiguous, affective, messages in medical
communications. Such messages are clearly important in communica-
tions from doctor to patient but are perhaps even more important in
communication from patient to doctor. For example, communication
of pain falls within this category and is clearly of importance. How-
ever, as Bond (1970) has demonstrated, perception of patients’ pain
is not directly related to the pain the patient experiences.

This leads to the final gap to be considered which concerns the
direction of the communication. In most studies, the sender is the
doctor, the receiver the patient. Apart from some work on the failure
of patients to consult their doctor, that is the failure of the patient to
become the sender of a message, there has been little research on the
transmission of messages in the direction patient to health-care
professional. It seems self-evident that these are also important and
the dearth of such studies is probably due to the difficulty of control-
ling or assessing what message the patient is sending.

Broadly, the aim of this research was to examine the success with
which non-factual messages passed from patients to health-care
professionals. Within this context, the aim was to look at differences
in the pattern of communication of physical and psychological
feelings. Baer er al. (1970) have demonstrated that nurses are more
likely to infer pain from verbal, spoken messages, while they are more
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likely to infer psychological distress from non-verbal messages. It is
possible that patients use the separate communication channels in a
similar manner, communicating the pain verbally and distress non-
verbally. A mismatch between the patients’ use of the channels and
the nurses’ methods of inference would certainly lead to failures of
communication. It is clearly possible that there might be a different
pattern of communication of pain and psychological distress. This
study extends the comparison to include other forms of physical
problems, in addition to pain.

The basic technique used was to present patients with question-
naires to describe their feelings and simultaneously to ask one nurse
to complete similar forms for each patient. In this way, the state of
the messages was measured at the sender, patient, end of the com-
munication and at the receiver, nurse, end and the correspondence
between these two taken as the outcome.

Method

The research worker went to the wards involved in the study inter-
mittently to avoid any systematic bias which might result from
regular visits. Every patient who fitted the description below was asked
to fill in questionnaires. The patient was instructed to complete the
forms to show how she felt at that moment. As nearly simultaneously
as possible, a nurse was asked to complete a similar form for that
patient, to describe how the patient felt.

The nurses were told that it was a study of the extent to which
patients revealed their feelings to nurses and that the patient was
completing the form to describe how she felt. There was no possibility
of contact between the nurse and patient after instructions, before
completing the form. In allocating patients to nurses, each nurse on
any ward was given a similar number of patients on each occasion.
Within these limits, allocation was random, but the nurses were
permitted to exchange patients if they did not know the ones they
had been allocated. This procedure was adopted so that no single
nurse was overburdened by the study and that deviations from
randomness should maximize the degree of communication.

Subjects

The study was conducted in three gynaecology wards. The patients
were all post-operative, on average four days after operation, range
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1 to 17. The nurses were all day nurses, on duty when the research
worker called. Forty-eight patients and nineteen nurses took part.

Questionnaires

The Hospital Adjustment Inventory (HAI) (De Wolfe et al., 1966)
was used as a measure of psychological distress. Each of the twenty-
two items asks about a different worry and the patient is required to
give a YES/NO answer. Table 1 presents a sample of the items, the
first three items being frequently endorsed, the final three items being
infrequently endorsed in the current study.

Physical feelings were examined using the Recovery Inventory (RI)
(Wolfer and Davis, 1970) which contains eight items related to
physical welfare (sleep, appetite, strength and energy, stomach
condition, bowel condition, ability to urinate, ability to do things for
self, ability to move around and get out of bed by self) and one
psychological item, ‘interest in surroundings’, in addition to two
items on pain, one relating to duration, one to intensity. The first
nine items were rated on six-point scales from ‘very poor’ to ‘excellent’
while the pain items also had six-point scales, from ‘none’ to ‘very
much’ and ‘very mild to ‘extremely intense’.

The Hospital Adjustment Inventory preceded the Recovery Inven-
tory and nurses and patients were presented with forms which were
identical except for a space for the nurse’s identification.

Table 1. Sample of Hospital Adjustment Inventory items.

10. Do you worry about being transferred to another ward or hospital?

11. Do you wonder whether you are making as much progress in
recovering from your illness as you should be making?

21. Do you worry about illness or possible illness in your family ?

4. Does it bother you to have to associate so closely with people
on the ward ?
16. Are you afraid that your husband may walk out on you while you
are in the hospital?
18. Do you wonder whether you will be accepted by people after you
leave the hospital ? N
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Both questionnaires were scored so that the patients’ scores increased
with worsening state; thus on the HAI a high score indicates many
worries, on the RI an item scoring high was very poor or indicated
more pain.

Perception of psychological and physical distress

The mean scores of nurses and patients are shown in Table 2. On the
HALI, nurses have significantly higher scores than patients, indicating
that they perceive the patients to have more worries than the patients
report. On the RI however, the nurses tend to have lower scores,
significantly lower on appetite, strength and energy, pain duration,
and pain intensity. Table 2 also shows the number of patients for
whom the nurses over- or under-estimate the patients’ assessments

Table 2. Discrepancy between nurses’ and patients’ responses

Mean scores Nurse errors
Over- Under-
Patients Nurses estimates  estimates
HOSPITAL ADJUSTMENT
INVENTORY 341 9-08t 42 3*
RECOVERY INVENTORY
Sleep 2-47 243 17 18
Appetite 307 2-56% 8 23*
Strength 2:92 2-53* 7 - 21*
Stomach condition 2:05 2:18 16 15
Bowel condition 2-98 2:72 10 18
Ability to urinate 203 1-91 14 16
Independence 2:16 2-00 13 20
Mobility 2-09 2-14 13 14
Interest - 157 1-94 24 11*
Pain—Duration 3-04 2:57* 11 24*
Pain—Intensity 323 247t 7 27*

® Statistically significant differences between nurses’ and patients’ mean scores
or number of over- and under-estimates.
1p < 0:05, p < 001,
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for each score. Nurses significantly over-estimate psychological
distress as shown by the HAI and the RI item ‘interest in surround-
ings’. On all the physical state items except ‘stomach condition’, the
nurses under-estimate the problem compared with the patients; this
is significant for ‘appetite’ and ‘strength’ and for both the pain ratings.

From these data, it is clear that nurses overestimate psychological
problems and underestimate physical problems compared with
patients. This gives considerable support to the hypothesis that there
are differences in the patterns of communication of pain and psycho-
logical distress.

Nurse-patient communication

As a first step in the analysis of nurse-patient communication, one
can say that certain systematic biases are apparent. However, this
only covers the general level of communication, that is what nurses
generally believe about patients generally and it is important to
investigate the success of the communications at a one-to-one level.
If one assumes for this analysis that the patients report their feelings
accurately, then nurses can give a correct response, that is one
identical to the patient’s, in three ways. The first is by pure chance.
Secondly, by a general knowledge of what patients think and feel
they can predict to the individual patient; the more information that
is available about the patient, the more accurate this prediction is
likely to be. Thirdly, the nurse can predict the patient’s response
accurately by specific knowledge of what the individual patient thinks
and feels.

In examining the specific communication success, it is essential to
make some allowance for the over-all responding rate of both patients
and nurses. Otherwise, for example on the HAI, there would be a
high failure rate due to the over-all bias in responding noted in the
initial analysis.

Hospital Adjustment Inventory

The first question is whether the proportion of correct responses by
nurses exceeds chance expectations. Basically one is asking ‘Does one-
to-one communication exist? The average percentage of correct
judgements per nurse—patient pair is 64 per cent. In order to examine
whether this significantly exceeds the chance level of 50 per cent, the
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phi coefficient of correlation (Garrett, 1962) was used to estimate the
degree of association between the nurses’ and patients’ judgements.

First, phi was calculated for each nurse-patient pair and the values
ranged from +0:69 to —0-67. On the whole, the correlations are
positive, the distribution over all 48 being 35 positive, 7 negative, and
6 zero. Thus there are significantly more positive than negative
correlations, indicating a clear association between nurses’ and
patients’ judgements. However, evidence of a significant positive
association between the nurse and patient’s ratings is found in only
thirteen pairs and in twopairs there isasignificant negative association.
It would appear that, although there is evidence of communication
over-all, a significant level of communication is achieved in a limited
number of cases. These cases will be discussed again later.

Secondly, the phi coefficient was calculated for each of the 22 items
and here the values ranged from +0-42 to —0-15. There were 11
positive, 7 negative, and 4 zero coefficients and thus no evidence of a
positive association between nurses’ and patients’ judgements. Only
three items exceed the 0-05 level of significance:

‘Do you worry whether visitors will come to see you?

‘Do you worry about whether you will get a pension or compen-
sation?’

‘Do you worry about whether your children are being cared for
properly while you are in hospital ?’

To summarize, considered over-all, nurses perform at better than
chance level, in predicting worries for individual patients, but when
one considers individual nurse—patient pairs significant prediction is
seldom achieved. They are not successful at predicting which patients
worry about each item.

However, it is still possible that relative accuracy was achieved,
nurses achieving the same pattern of results as patients. This was
examined by correlating the patient’s number of worries with the
number estimated by the nurse, over patients; the correlation was
0-23 which, with 46 degrees of freedom, is not significant at the 0-05
level. Fig. 1 shows the frequency of YES responses for each nurse and
patient and clearly there is no relationship between the two patterns.
The nurses’ tendency to get higher scores than patients is apparent.
These results suggest that the nurses cannot predict which patients
have most worries.

C.D.P.—4
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Fig. 1. HAI: frequency of YES responses by nurses and patients plotted
by nurse—patient pairs.

They may, however, be able to predict which worries patients have.
This is a question about the nurses’ general knowledge of patients,
not the knowledge about individual patients. Fig. 2 shows the fre-
quency of nurses’ and patients’ YESs for each item. Again the higher
scores of the nurses is clear, but the nurses’ scores follow a similar
pattern to the patients’. The correlation between nurses’ and patients’
scores over items is 0-82, indicating that nurses can estimate what
patients are most likely to be worried about.

The ability to predict which items patients worry about most might
contribute to the success of the one-to-one communication where it
exists, that is in the 13 nurse—patient pairs for whom the phi coefficient
was significant. It is possible that these 13 patients produce patterns
of judgements which are close to the average and would therefore be
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Fig. 2. HAI: frequency of YES responses by nurses and patients plotted by items.

predictable from a general knowledge of patients. In all, 23 patients
make judgements which correlate (point-biserial) with the average
over-all patients positively and significantly; of these, 10 belong to
the group of 13 showing significant association with the nurse’s judge-
ments. Thus there is a significant tendency (3% = 4-52, p<<0-05) for
these patients who show significant communication to be producing
typical response patterns which might be predictible from general
knowledge of patients.

It appears that although nurses know what patients worry about,
they cannot tell which patients do most worrying, nor even kow many
worries patients have. For some patients they can predict what the
patient worries about, but at least some part of this is due to their
success in predicting the performance of average patients.
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Recovery Inventory

It is probably inappropriate to consider over-all scores on the
Recovery Inventory as was done for the Hospital Adjustment Inven-
tory because of the diversity of items; therefore the items are con-
sidered separately. Table 3 shows the percentage of correct responses
for each item on the RI, ranging from 17 per cent on ‘intensity of
pain’ to 40 per cent on ‘mobility’. Examining the data using x2 allows
for the frequency of use of the response categories. There are only
two significant deviations from chance. In one ‘mobility’, nurses have
more correct answers than one would expect by chance. In the other,
‘intensity of pain’, they have fewer correct answers than would be
expected by chance. While this latter result is difficult to interpret,
the combined results demonstrate rather poor communication.

Table 3. Recovery Inventory results

Percentage Correlation between

Item correct nurses and patients
Sleep 26 013
Appetite 34 0-29*
Strength 35 0-09
Stomach condition 31 0-22
Bowel condition 33 0-19
Ability to urinate 27 0-43%
Independence 28 0-07
Mobility 407 0-26*
Interest 24 0-24*
Pain—duration 26 0-14
Pain—intensity 17% 0-08

*» < 0-05. tp < 0-01.

As with the HAI, one can use correlations to see if nurses and
patients have similar patterns despite the lack of absolute accuracy.
The correlations between nurses’ and patients’ responses for each
item are shown in the final column of Table 3. They are generally low,
with only four significant, ‘appetite’, ‘ability to urinate’, ‘mobility’,
and ‘interest in surroundings’. One must conclude that nurses and
patients do not communicate this kind of information efficiently.
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Discussion

In summary, these results suggest that the communication about
feelings between nurses and patients is very limited at the one-to-one
level. While there is some evidence of significant communication of
psychological problems, only one of the physical items showed
significant evidence of communication and indeed one item gave
poorer than chance prediction. Further evidence of a difference
between communication ‘of physical and psychological problems is
given in the tendency of the nurses to overestimate psychological
problems and underestimate physical problems.

These data lead one to examine why communication was so un-
successful rather than to dissect the components of success. It may be
unsuccessful because it was quite an extreme test of communication.
The patient may or may not wish or attempt to communicate the
messages being examined, although she may output the messages
unintentionally. Even if the patient wishes to output them, she may
do so inefficiently. She may even attempt an indirect communication,
for example, via another patient, which may be distorted or lost en
route. The nurse may not present the opportunity for the communica-
tion, or she may fail to recognize that the patient is sending a message
or she may misunderstand the message.

Perhaps this type of communication is bad because it is irrelevant
to the requirements of the situation. One might argue that it is not
necessary for the nurse to know which aspects of their home lives
worry patients in order for them to perform their nursing duties
adequately. On the other hand, surely the nurses must be making
some estimate of how much pain each patient suffers, if only to
administer analgesics; the data would suggest that nurses do so
badly on assessment of pain that analgesics might more reliably be
given to patients in greatest pain by distributing them randomly,
nurses performing worse than chance. This may explain Bond’s (1970)
finding that administration of analgesics bears no clear relationship
to patients’ reports of pain. One might also have expected that nurses
would know who were most worried if only to seek to secure relief
for these patients; in so far as number of worries is indicative of
patients’ over-all anxiety level, nurses fail on this criterion too.

A possible explanation of the poor communication may lie in the
responder’s interpretation of what was required on the questionnaires.
For example, patients might operate a stricter criterion before they
admitted to worries believing that they were only meant to check
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items on which they worried more than the average patient. Such a
performance might explain the excess of worries reported by the
nurses. However, one would have to postulate an opposite bias on
the RI to explain the excess of problems in the patients’ data and it
seems improbable that the strict criterion would not be maintained
throughout.

More generally, one might suggest that the limited level of apparent
communication arises because patients do not admit how they feel on
these tests. However, for the Recovery Inventory, one can point to
the validity of the test which shows that patients’ scores change in
parallel with other indicators of recovery; it is unlikely that such
validity would be obtained if the patients were adopting untruthful
response strategies. One cannot make the same claims for the validity
of the Hospital Adjustment Inventory, but it is perhaps less necessary
here as some evidence of communication was found.

Finally, one might wish to ask how important are such communi-
cations. The results of this study suggest that nurses are not very
aware of patients’ worries and, therefore, probably inaccurate in their
assessments of the type of information patients require. As a result,
one might expect that any attempts to improve communications
would be doomed to failure unless there was some improvement in
the selection of the appropriate areas for such increased efforts. This is
borne out indirectly by Houghton’s (1968) study in which attempts
were made to improve as many aspects of communications as possible,
but the results showed no increase in patient satisfaction. Such
failures are important when one considers that communications is the
aspect of hospital care which patients are most likely to criticize and
over-all patient satisfaction is largely determined by their satisfaction
with communications. It is possible that the ability to identify which
problems cause worry and require information is essential to improv-
ing patients’ satisfaction with communication and, perhaps, over-all
satisfaction with their hospital care.
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Training medical students
to communicate

Much of the communication which occurs between doctors and
patients concernsthe gatheringofinformationabout thepatient and his
problems. Hence, it is essential that medical students become skilled
at eliciting such data and at fostering the trust which is necessary if
patients are to comply with advice and treatment. Unfortunately,
there is now considerable evidence that medical training is failing to
equip students with these basic interviewing skills. The purpose of
this paper is to review this evidence, describe an interviewing model
and training procedure which have been designed to help medical
students improve their interviewing skills, and discuss the results of
their use.

Deficiencies in interviewing techniques

The evidence derives from two groups of studies: those in which
medical student interviews have been observed directly, and those
which have monitored clinical practice.

Direct observation of medical student interviews

When bedside interviews by twenty-one medical students were
observed during an introductory medical clerkship(Hinz, 1966), it was
noted that the students were particularly poor at obtaining a history
of the present illness and frequently omitted to explore relevant social
and psychological aspects of their patients’ illnesses. Despite the two
months devoted ta the course, two-thirds of the students found the
history-taking procedure difficult to master. Hinz attributed these
interviewing difficulties to the students’ inexperience and lack of
clinical knowledge. However, analyses of audiotape (Tapia, 1972) and
videotape recordings (Anderson et al., 1970) of interviews conducted
by similarly inexperienced students with general medical and surgical
patients suggested that these difficulties were as much due to a lack of
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important interview skills as to mere ignorance of clinical facts.
Although it would have been comforting to claim that medical
students developed the necessary interviewing skills as a result of their
later clinical training, our own preliminary observations suggested
that these improvements usually failed to take place. We sought to
confirm this by a detailed analysis of interviews conducted by more
senior medical students during a psychiatric clerkship.

Fifty students were each asked to interview a psychiatric patient
previously unknown to them in order to obtain a history of the present
illness or problems. The students were told that the purpose of the
interview was to provide a baseline for assessing their interviewing
skills. They were informed that they had fifteen minutes for their
interview, were to concentrate on finding out about current prob-
lems, were to be responsible for ending the interview on time, and
would be required to write up a careful history afterwards. The
fifteen-minute limit was chosen because it approximated much more
closely to the time they would have for their interviews when
qualified, than the hour or more they were usually allowed.

Patients were selected according to several criteria : all were recover-
ing from one of two very common types of psychiatric disorder (either
depressive illness or anxiety neurosis), were thought likely to co-
operate well with the students, had initially presented with complaints
suggestive of organic pathology or had concurrent physical illnesses.
It was intended that the test situation should draw upon basic
interviewing skills rather than the more sophisticated behaviours
required to cope with, for example, garrulous, demanding, reticent,
or hostile patients. The interviews were recorded on videotape and
the students’ interviewing behaviours analysed.

The major finding was that these more senior medical students
displayed exactly the same lack of interviewing skills as those much
less experienced students. The study confirmed that students who
were close to their final examinations performed no better than
students with less clinical experience.

Their deficiences in interviewing skills were shown in the following
ways.

A paucity of information obtained. A major function of the history-
taking interview is to obtain as much relevant and accurate informa-
tion as possible within the time available. It was, therefore, alarming
to discover how little information was obtained. The students
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reported a median of only fourteen items of ‘acceptable’ information
in their written histories. This represented only a quarter of those
facts which were judged independently to be easily obtainable in the
time available. As in the histories taken by introductory course
students, relevant psychological and social aspects of the patient’s
problems were most commonly neglected. A third of the students
even failed to elicit the patient’s main illness or problems. When told
of this low efficiency in data gathering, most of the students were very
surprised, for they had seriously over-estimated the amount of useful
information they had obtained.

Failure to control the interview. Much of the students’ inefficiency in
data-gathering seemed to derive from their inability to keep patients
to the point. All too often, they allowed the patients to talk at length
of matters quite unrelated to their present problems. The students
did not appear to know how or when to interrupt and redirect them
to more relevant topics. Moreover, their difficulties in controlling the
interview sometimes had other negative effects. For example, when
some students realized that the information they were being given
was irrelevant, but did not know how to interrupt, they became
frustrated. They communicated their feelings to the patient by look-
ing bored and becoming restless. In consequence, their patients
ceased to co-operate, and the students were left feeling even more
uncertain about what to do next.

The students were acutely aware of this problem of control but
were afraid that any attempts to interrupt and redirect the conversa-
tion would make the patients unco-operative and resentful. Yet the
patients had been chosen because they were co-operative and it was
evident that when students did try to redirect them, the patients were
only too willing to try and give the interviewers the data they wanted.
The students also reported that they found the time limit particularly
difficult to cope with. Only 10 per cent ended their interviews on time.
They attributed this to two factors; they were normally allowed at
least forty-five minutes to one hour to take a history and so had never
had to resolve the problems posed by a more limited time period;
they also thought that looking at their watches or a clock would be
interpreted by the patients as a lack of concern. The students readily
admitted that they had given little thought to the amount of time
they would have for interviewing once they qualified.
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Lack of a systematic interview procedure. Very few students appeared
to follow any predictable sequence of questions, apart from those
directed at a review of the major physical systems of the body. Nor
was it possible to discern any consistency in the way they began,
conducted, or terminated their interviews. There was often no
obvious logical connection between consecutive topics. As a result
there were often crucial gaps in the histories they obtained and
recorded. Unfortunately, it frequently seemed a matter of chance
which areas they covered. This applied particularly to whether they
tried to find out how the illness or key problems had affected the
_patient and his family, the treatments already given to the patient for
the present illness, and the presence of practical, psychological, and
. social problems.

The students attributed this lack of any definite procedure to the
fact that, during their clinical training, they had not received any
detailed guidance about how to conduct interviews. They claimed
they had been given little more than a list of questions which should
be asked routinely of physically ill patients.

Premature and restricted focus. Another interviewing difficulty con-
cerned the mental set which the students appeared to have about the
types of problems most patients would complain of. They generally
assumed that patients would have only one main problem and that
this was much more likely to be organic than psychological or social
in nature. Hence, the students tended to probe no further than the
first problem volunteered by the patient, particularly when it was
organic in type.

This usually resulted in their failing to elicit other important
problems. Students’ preferences for a single pathology and for organic
illness were strengthened by their reluctance to ask any questions
about their patients’ personal lives, especially their marriages, other
key personal relationships, social life, sexual adjustment, and mood.
When these topics were raised spontaneously by the patients, the
students tried to gloss over them and so avoid any further inquiry.
When students broached these topics themselves they often did so in
a very hesitant and embarrassed manner. They explained that their
diffidence about touching on more personal areas of inquiry was due
to their anxiety that patients found such questions unacceptable and
intrusive. Yet when students did cover these areas, all the patients
gave helpful responses.
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Lack of clarification. Even when relevant information was successfully
obtained, it was often confused and contradictory. This was partly
due to students’ reluctance to ask patients for clarification. For
example, when one particular patient complained that his main
problem had been ‘confusion’, the student took this to mean an
organic brain syndrome. He subsequently asked only questions which
related to that possibility. Yet the patient had wanted to explain that
by ‘confusion’ he meant that he had felt slowed down, become very
low in spirits, and unable to concentrate. The uncertainty of much of
the information was also due to students’ failure to detect or confront
patients with obvious inconsistencies in their accounts. None of the
students had any routine way of cross-checking the accuracy of the
story they had obtained with the patient, or of ensuring that they had
elicited all the main problems before the interview ended.

Lack of precision. The students’ willingness to accept data that were
extremely vague was a further obstacle to eliciting firm and consistent
information. Although accurate dating of important events and of
the times of onset of key problems is crucial to a consideration of
possible aetiological relationships, few students made any effort to
encourage patients to date their experiences accurately. They were
equally imprecise when they covered current treatments, and it was
rare for the exact drugs, their doses, clinical and unwanted effects to
be firmly established, even though the patients frequently possessed
the necessary information, or had the appropriate bottles of tablets
in a coat pocket or handbag.

Unresponsiveness to verbal and non-verbal cues. Most patients provided
helpful verbal cues about their main problems. However, these were
not often noticed or responded to by the students. For example, one
particular patient complained initially that his main worry was his
dizzy spells. He went on to say that he had been admitted to hospital
because these had failed to abate and had made him feel ‘very low’.
Although he made reference to this mood change five more times
within the first eight minutes of the interview, the student concerned
did not notice this. As a result he failed to realize that the patient’s
main problem was not the dizzy spells but a depressive illness whose
onset had preceded these spells by three months. Interestingly the
student’s behaviour paralleled what had happened in real life. This
patient had been subjected repeatedly to physical investigation before
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it was eventually realized that his main problem was depression. He
later responded very well to anti-depressant treatment. Similar in-
attention extended to non-verbal cues, even when these were gross.
For example, when one patient was finding it difficult to recall an
important sequence of events, she reached down to her handbag and
began to take out a diary in which she had recorded details of her
illness. The student missed this. Yet, had he responded appropriately
the diary would have given him an accurate, vivid, and rapid summary
of her problems. This unresponsiveness was most noticeable when
patients gave cues suggestive of emotional upset. When patients
became tearful, irritable, or anxious, the students usually tried to
encourage the patient to move on to a neutral topic. They subsequently
indicated that they did this because they feared that if they responded
to such cues they would precipitate even more distress, a possibility
they felt ill-trained to handle, and because it made them feel very
uneasy.

Deficiencies in question style. Most of the inquiries that students made
were in the form of leading questions. This question style biased and
restricted the data they obtained and led to a loss of important
information. The students also commonly asked several questions at
once. This made it difficult for the patients to remember and respond
to each element in the questions. For example, one student, inquiring
about the possibility of depressive symptoms asked ‘you were losing
weight? and what about sleeping? . . . you weren’t getting off?,
waking early? . . . I mean how did this all affect you?’ The patient
responded by saying ‘I was sleeping badly’. The student did not
repeat any of the other elements of his question.

Failure to prepare the patient. Only a fifth of the students explained
exactly who they were, their status, or whom they were currently
working with. It was almost as uncommon for them to explain their
intentions, or to ensure that the patient was at ease, before they asked
questions. The majority immediately rushed into asking questions
about the main complaints. However, the patients said after their
interviews that they wished doctors would make more effort to
explain the kinds of information they required, the procedure they
intended to follow and the time they had available. They suggested
that knowledge of this information would encourage them to com-
municate the more essential problems, or allow them to discuss with
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the doctor a time period that would be more appropriate to their
needs.

Lack of self-awareness. Some students displayed mannerisms which
seriously hampered their attempts to relate to their patients. One
student repeatedly answered ‘yes’ to a patient in so bored a manner
that the patient was reduced to silence. Another adopted an extremely
casual and sprawling posture. The patient interpreted this as in-
difference and gave little further information in the interview. While
both students stated that their behaviours were part of their usual
interview styles, neither had been aware that their mannerisms had
such negative consequences.

Note-taking and accuracy of the students’ case-histories. Most students
found it difficult both to take notes and look at the patient. They were
often seen to be still busy writing, with their heads bent over their
notes, when the patient looked up for some sign of attention. Despite
the time ostensibly spent writing detailed notes, some of the histories
written up after the interviews contained only a small proportion of
the information elicited during the interview. However, when students
elected not to take notes, their omissions were even greater.

This study of fifty medical students therefore revealed serious
deficiencies in their interviewing skills, and it is important to stress at
this point that most of the students accepted that the test situation
reflected accurately their everyday interviewing difficulties. Only a
few students argued that their deficiences had been due entirely to the
stress of the test interview. Moreover, audiotape interviews conducted
by twelve of the same students with new patients in a psychiatric
out-patient clinic revealed no higher level of skill than the test
interviews. We considered it reasonable to conclude that the problems
revealed were genuine, and that their medical training was failing to
equip these students with basic interviewing sXkills.

Strong support for our view came from the work of Helfer (1970).
In a videotape study at the University of Colorado, he asked sixty
senior medical students to interview simulated parents of sick
children. He found that they used interviewing techniques which
hampered the collection of relevant information. He also noted that
they commonly asked leading questions, used unfamiliar medical
terminology, cut off the patients’ communications, failed to ask
questions about important interpersonal aspects of the cases, and

C.D.P.—5
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rarely gave any feedback or reassurance. He suggested that medical
training had eroded these students’ innate interpersonal skills. He
sought to test this hypothesis by a comparison of senior medical
students with freshmen. He found that senior medical students
interviewed significantly less well. They obtained less information
about important personal problems, failed more often to elicit other
key difficulties and asked leading questions more frequently than the
freshmen students.

- In view of the nature and extent of these deficiences, it is perhaps
of some consolation that medical students are well aware of their
lack of certain basic interviewing skills (MacNamara, 1974). They
report that they have most difficulty talking to patients about their
marriages, taking a sexuval history, dealing with silences, and com-
plain that they do not know how to ask questions, facilitate helpful
responses, or provide reassurance.

Studies of clinical practice

Monitoring of clinical practice has shown that qualified doctors
display similar interviewing difficulties. In a valuable study carried
out in the Los Angeles Children’s Hospital, the visits to a paediatric
out-patient clinic of 800 mothers and their children were monitored
by means of audiotape recordings (Korsch et al., 1968). It was found
that in over two-thirds of cases, the paediatricians failed to elicit the
mothers’ main concerns about their children and their expectations
about diagnosis and treatment. They seldom realized the extent to
which mothers blamed themselves for their children’s illnesses, and
most of the mothers’ questions went unheeded. This unresponsiveness
of the paediatricians led, in some instances, to the women ceasing to try
to give any further information. It was also evident that when doctors
were insensitive in this way, their subsequent advice was much less
likely to be registered by the women.

It was further found that the doctors used difficult and unfamiliar
technical language in over half their interviews, and commonly failed
to introduce themselves by name. They usually paid scant attention
to the possible adverse influence of external factors on the mothers.
For example, they were often unaware that the mothers had been
upset by a long wait in the clinic, by the lack of privacy, the risk of
interruptions, or preoccupation with practical matters such as the
welfare of other children left at home. Another crucial finding
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concerned the issue of time. For, although many of these paediatricians
might have been tempted to argue that their problems were solely due
to their having insufficient time in busy clinics to interview more
effectively, Korsch and her co-authors could find no relationship
between the time the paediatricians spent and the quality of their
interviews. Indeed, they commented that much valuable time was
lost through ‘ineffective verbalization’ on the part of the doctors who
were, for example, often trapped into unhelpful arguments with the
mothers. The authors concluded that it was not the amount of time
that was crucial, but the way the available time was used. They
suggested that a short period spent at the beginning of an interview
in establishing the patient’s main concerns and expectations would
save a great deal of time later and make for a more satisfactory
doctor—patient relationship.

The difficulties these doctors appeared to have in eliciting certain
of their patients’ main problems, particularly when these were psych-
ological or social in nature, were also noted in a study of 230
consecutive admissions to two general medical wards (Maguire et al.,
1974). Of the 23 per cent of patients shown by independent psychiatric
interview to be suffering from definite psychiatric illness, the psychi-
atric problems had been detected in just under a half. This failure to
detect important psychological problems, particularly depressive
illness, appeared related to the interviewing techniques of the house
physicians, and their almost exclusive preoccupation with the physical
well-being of their patients. They failed to ask routinely about mood
or psychological responses to illness, and said this was due to their
reluctance to inquire closely about these matters, particularly if the
patients were suffering from malignant disease. While their physical
orientation was understandable since they were serving an acutely ill
population, it nevertheless resulted in the neglect of other major
problems.

Other evidence has indicated that even when a doctor possesses an
appropriate repertoire of interviewing strategies and techniques, the
setting in which he works can adversely influence his approach. Thus
in a study of general practice (Goldberg and Blackwell, 1970), a
general practitioner with considerable psychiatric experience failed
to detect a third of the psychiatric morbidity present in his patients.
Consideration of the possible reasons for this ‘hidden morbidity’
suggested that doctors were particularly likely to miss psychological
and social problems when the patient presented with somatic
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symptoms, or when such problems represented an adverse reaction
to established physical illness.

This failure to detect important morbidity occurred even when the
physical illnesses concerned were known to cause psychological and
social problems. Thus, although a considerable proportion of the
women who underwent mastectomy for breast cancer developed
anxiety, depression, marital and sexual difficulties, it appeared un-
common for surgeons or general practitioners routinely to ask
questions designed to elicit the presence or absence of such problems
(Maguire, 1975). In consequence the surgeons often remained ignorant
of the true impact of the illness on the women and their families.
Similarly, direct observation of interviews with women attending a
breast clinic for the first time with a breast lump, found that the
surgeons inquired directly about the possibility of the women being
worried in only 5 per cent of those 69 per cent of cases who were very
distressed (Maguire et al., 1975). It also showed that the probability
of surgeons attémpting to reassure the patient bore no relation to the
level of emotional distress reported by the women, and that they
often failed to detect or respond to verbal and non-verbal cues. As a
result, some of the women were too distressed to provide the relevant
information, or register what was said to them about their illnesses
and treatments.

While much of the discussion about interviewing difficulties has so
far only concerned the detection of psychological and social problems,
it should be stressed that problems relating to physical illness were
also likely to be missed. Such omission appeared most probable when
the patients clearly had psychiatric difficulties. In a study of 200
consecutive admissions to a psychiatric unit, the physical illness
evident in 33 per cent (Maguire and Granville-Grossman, 1968) had
only previously been diagnosed in half of these cases. It seemed
likely that most doctors tended to assume that clinical problems
would fall into either a physical or psychological domain and would
only rarely utilize an interviewing strategy that allowed for the
possibility of both types of problem being present.

This apparent tendency of doctors to direct their questions to one
kind of problem or the other, appeared to be paralleled by patients’
attitudes. Even when the surgeons in the breast clinic study did ask
patients how they were feeling in an attempt to assess their mental
state, the patients invariably replied in terms of their physical health.
When asked about this they gave three reasons. They considered that
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the surgeons’ main concerns were with their physical health, that they
had no right to burden the surgeons with their worries, and there was
probably little that could be done to alleviate their distress. This
pessimism about the possibility of effective treatments was also given
as a principal reason why patients in the twelve months before their
deaths failed to report distressing physical and psychiatric symptoms
to their general practitioners (Cartwright et al., 1973).

These findings strongly suggested that doctors ought to be trained
to adopt a more holistic interviewing approach and to educate their
patients to realize that they were genuinely concerned with practical,
social, and psychological problems as well as physical illness.

Inadequacies of traditional methods of

interview training

This review coupled with further discussions with medical students
suggested that there were three main reasons for this lack of basic
interviewing skills in medical students and doctors.

The lack of time and priority given to interview training

Despite the obvious relevance of interviewing skills to clinical
practice, few medical schools devoted much curriculum time to
interview training. Where courses in interviewing were held they were
usually very short, given at the outset of the students’ clinical course,
and took the form of a few formal lectures and demonstrations. They
placed the emphasis on teaching students the repertoires of questions
that should be asked about a patient’s physical health and on how to
carry out a clinical examination. Little attention was generally paid to
teaching students how they should actually conduct their interviews.
Few students received any further interview training, after these
introductory courses. Their teachers appeared to assume that the
students would develop their interviewing skills automatically as a
consequence of their other clinical training.

The lack of an appropriate interviewing model

A further problem concerned the conflicting advice medical students
were given about what questions to ask and how to interview. While
the questions to be asked of physically ill patients were usually made
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explicit and covered repeatedly, they received much less guidance
about obtaining social and personal histories. Indeed, the handouts
they received often contained scant reference to these more personal
matters. Thus, the interviewing model they initially learned was
heavily ‘organic’ in its orientation. In consequence the students felt
that they should not routinely pay more than lip-service to the psych-
ological and social aspects of a case, particularly as they were also
sometimes actively discouraged by their tutors from asking questions
about these areas. When they began their psychiatric clerkship they
found exactly the opposite emphasis, their tutors arguing the im-
portance of routine inquiry about a patient’s mental state, psych-
ological and social adjustment. Hence when they returned to the
general medical and surgical wards they found themselves in con-
siderable conflict over what questions to ask, particularly as they had
difficulty integrating the two approaches. Where students did succeed
in evolving a method that allowed them to cover organic, social, and
psychological matters, they usually discovered that the psychological
and social data that they reported back went unheeded by their
teachers. Inevitably this caused them to question the relevance and
appropriateness of a psychological and social approach in the general
hospital setting. It also reactivated worries that such an approach
may after all be ‘traumatic’ to the patient, despite their contrary
experience during the psychiatric clerkship. As a result the students
tended to adopt either an ‘organic’ approach or a ‘psychiatric’ one,
according to the setting in which they worked and the type of patient
they thought they were dealing with. Unfortunately, this dichotomous
approach was often inappropriate to their patients’ real needs. They
urgently needed a more appropriate interviewing model.

Lack of direct observation and feedback

The students’ uncertainty about how to interview was heightened by
the absence of any feedback from their teachers about their interview
performances. Such feedback was rare because few teachers ever
observed their students carrying out aninterview. Instead they assessed
their students’ skills on the basis of what they reported back to them
about the histories they obtained. Yet it had been reported that judge-
ments made on this basis correlated poorly with students’ actual
interview behaviour (Muslin ez al., 1968). Thus it was quite possible
for a student who was poor at relating to his patients to give a good
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performance on a ward round and seriously mislead his teachers as to
his interviewing abilities (Hinz, 1966). Hence students gained little
idea of how they actually appeared to their patients. Any bad habits
they had developed, such as neglecting to introduce themselves or not
giving their patients sufficient time to answer their questions remained
undetected.

Development of an interviewing model

In view of these deficiencies it was considered that the first priority
was to develop an interviewing model which would provide medical
students with explicit guidelines about the way they should obtain a
history of the present illness. It was agreed that the model should take
account of the particular interviewing skills that seemed to be lacking
in medical students and doctors, be geared to the time they would
have for their interviews after qualification, be flexible enough to
allow for the range and complexity of the clinical problems they
would encounter and heed previous accounts of interviewing pro-
cedures (Morgan and Engel, 1969; Goldberg and Blackwell, 1970).
Early experience of using this model suggested that students were
helped by the inclusion of examples of particular pitfalls, and
assimilated it more easily when it was presented in two distinct parts,
the data that should be obtained and the interviewing techniques that
should be used.

The data that should be obtained

Details of the main problems

NATURE OF THE CURRENT PROBLEMS. The first task of the interviewer is
to help the patient communicate the nature of his current problems
and to ensure that these are properly clarified before he pursues any
other material. He should be particularly aware of the possibility that
the patient may have several problems, that these may be physical,
social, or psychological in nature, and that patients sometimes
initially volunteer a problem that masks the difficulties they really wish
to communicate to the doctor. After the patient has mentioned his
problems the interviewer should ask whether there are any other
problems the patient has been experiencing and would like to mention.
This minimizes the risk that important problems will remain un-
disclosed.



60 Training medical students to communicate

Once he feels he has a grasp of the nature and range of the patient’s
problems, the interviewer should summarize them in a way which
includes a further check on the existence of other problems. For
example, ‘you mentioned that you have been troubled by chest pain
and breathlessness for the last month. Has there been anything else
that has been bothering you that you have not yet mentioned ?’

By this stage the interviewer should be in a position to decide which
of the problems he can deal with within the time he has available. It
should be noted that patients may on some occasions present with
a perfectly straightforward complaint, for example, an attack of ‘flu’
or earache due to otitis media. In these circumstances the interviewer
may not feel it appropriate to probe for the existence of other
problems. However, if he is in any doubt he should err on the side
of assuming there may be other problems.

The interviewer should then try to establish, for each problem
elicited, the following information:

THE TIME OF ONSET. The interviewer should take care to obtain the
exact dates when each of the main problems started. Patients can
often date what has happened recently very accurately providing the
interviewer encourages them to do so and does not too easily accept
that they cannot remember.

THE SUBSEQUENT DEVELOPMENT OF THE PROBLEMS. When clear onsets
have been established the interviewer should find out how the prob-
lems have developed over the period between onset and the time of
interview. He should be on the look-out for evidence of any change
points, that is any occasion when there was any major change in the
intensity and frequency of the problem. For these may provide
important aetiological clues.

PRECIPITATING OR RELIEVING FACTORS. The interviewer should next
inquire whether the patient feels that the onset or major changes in
his particular problems were related to any particular factors. Where
factors are volunteered, for example ‘overwork’ the interviewer
should clarify just what changes occurred at work prior to the onset
of the problem. He must be concerned to guard against the tendency
of people to account for problems by blaming recent events, even
though these events bear no real relationship to the problems. He can
best do this by dating the timing of onsets and alleged ‘causal’ factors
carefully.
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For example, in one interview a patient volunteered that his
attacks of chest pain were definitely caused by his having started a
new and more physically demanding job. Since this claim seemed
very plausible, the interviewer accepted it at face value. However, had
he checked the dates of starting the job and the onset of chest pains he
would have found the chest pains preceded the new job by some six
months. Had he also inquired whether there was anything else
associated with the attacks of pain he would have discovered that they
were related to times when the patient was reminded of his wife’s
death. She had died a year previously of a coronary. This patient
turned out not to have any organic disease, and his complaints were
found to stem from an unresolved grief reaction and subsequent
depressive illness.

THE HELP GIVEN TO DATE. Once the roles of any possible contributory
factors have been identified correctly, the interviewer should ask
whether the patient has already been given any help with his problems.
Where help has been given the interviewer must try to establish the
exact nature, dose, duration, clinical, and unwanted effects of each
episode of treatment given. This will help him avoid prescribing a
course of treatment which has not worked before. It may also suggest
better methods of approach. The interviewer should realize that even
if patients cannot recall the exact name of the pills they are on, they
can often describe the pills and the frequency with which they take
them. They may even have the appropriate medication with them at
the interview.

AVAILABILITY OF SUPPORT. The degree of practical and emotional
support available to a patient may determine how he copes with his
problems and whether he requires hospital admission or not. The
interviewer should, therefore, ask the patient whether he has anyone
he feels he can discuss his problems with and who he usually turns
to for advice. He should be particularly concerned to establish
whether close relatives, especially spouses, have been supportive to
the patient in his attempts to cope with his current problems.

The impact of the problems on the patient and the family. Many types
of problem, particularly established physical and psychiatric illnesses
may have an adverse effect on the day-to-day functioning of the
patient and other family members. Since these effects may be quite
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serious, cause considerable family problems, and yet remain undis-
closed by the patient, the possibility of their existence must be
inquired about. The interviewer should inquire whether the problems
have had any adverse effects on the following areas: the patient’s
ability to do his job, and his level of job satisfaction; his ability to
cope with his day-to-day chores; his ability to pursue and enjoy his
usual hobbies, leisure and social activities; the quality of his relation-
ships with his wife, immediate family, and other close relatives, as
judged by his usual feelings for these people, the frequency of his
contacts with them, experience of any rows or friction; his interest in,
enjoyment of, and frequency of sexual relations; and his mood, that
is, the way he has been feeling in his spirits.

Where any mood change has occurred to an extent greater than can
be accounted for by the normal variation in the patient’s mood, its
nature and extent must be properly clarified by the interviewer.

When the predominant mood change is one of depression the
interviewer should screen for the possibility of other depressive
symptoms, particularly loss of appetite, weight, sleep disturbance,
diurnal variation, change in bowel habits, loss of energy, and suicidal
ideas. When suicidal ideas are admitted, the interviewer must ask
questions that allow him to assess the risk of suicide. These should
include inquiry about previous suicide attempts, the presence of ideas
of hopelessness, worthlessness, guilt, being a burden, and fears of
bodily illness. The assessment of suicidal risk in anyone who reports
depression is stressed because of its importance and because it is
thought that many suicides could be prevented if doctors made such
routine inquiry of depressed patients.

At the completion of this phase of the interview the interviewer
should have obtained as vivid and reliable a picture of what life has
been like for the patient and his family since the onset of the main
problems. This will allow the interviewer to determine what needs to
be done to resolve any difficulties caused by these problems.

The patient’s view of his problems. The interviewer should next try to
find out what ideas and attitudes the patient has about the nature and
likely outcome of his problems. For only by obtaining a clear under-
standing of these can the interviewer hope to provide effective
reassurance and remove any misconceptions that could be a bar to
recovery or to compliance with advice and treatment.

For example, a patient who presented with complaints of severe
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headaches was privately terrified that he might have a brain tumour,
since his father had died from cancer. He was not reassured by a flat
statement from the doctor that there was nothing to worry about.
However, had the doctor concerned taken care to find out first how
anxious the patient was and why, he would have recognized the need
to explain carefully why he knew it was not due to a tumour.

Another example concerned a patient who had been admitted to
hospital with a myocardial infarction. He had been led to believe by
a nurse that it was of a minor nature. He was, therefore, unwilling to
comply with the advice that he should restrict his physical activities
considerably. The doctor who next interviewed him failed to realize
this patient’s attitude to his illness and reasons for it. He wrongly
interpreted the patient’s lack of compliance as just bloody-minded-
ness.

Predisposition to develop similar problems. In order to put the prob-
lems, their effects, and the patient’s attitudes into perspective, the
interviewer should next try to learn whether such problems and
reactions could have been predicted from a knowledge of the kind of
person the patient was before the onset of the current difficulties. In
particular he should determine whether the patient and his close
relatives have had similar problems before, whether these were
triggered by similar events and had the same consequences. The
interviewer should also obtain some idea of the patient’s personality
before the onset of the problems. The extent to which he does this
will be governed by whether he has any prior knowledge of the
patient and the nature of the problems the patient is complaining of.
Where the interviewer elicits a psychological problem or wants to
predict how the patient may cope with his problem he should elicit
the following data: details of his family of origin, their occupation,
attitudes to the patient, physical and psychological health; the
patient’s early development and childhood ; schooling, further educa-
tion, sexual development, job history, interpersonal relationships
including marriage, leisure interests, social activities ; previous health
and characteristic reactions to particular types of stress.

Screening questions. The full range of the patient’s problem should
now be clear. It is, however, possible that some patients may still not
have felt able to communicate one or more key problems. The inter-
viewer needs some way of routinely screening for this possibility.
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If the focus in an interview has been on physical problems and the
patient has denied that the physical problems have affected his mood,
the interviewer should, if still in any doubt, ask whether the patient
has noticed any change in the way he has been feeling in his spirits.

Similarly if psychological or social problems have been emphasized
questions should be asked about the patient’s physical well-being, and
if necessary a systematic review of the main physical systems carried
out. Where appropriate the interviewer may wish to carry out a more
thorough review of his patient’s mental state. Details of this can be
found in the relevant psychiatric textbooks.

The interviewing techniques that should be used

The interviewer will find it helpful to divide his interview into four
parts, the beginning, explaining the purpose of the interview and the
procedure to be followed, obtaining the relevant information, and
terminating the interview.

Beginning the interview. In view of the evidence that this part of the
interview is often neglected by both medical students and clinicians,
it is suggested that the interviewer should take particular care to:

GREET THE PATIENT. The interviewer should stand up as the patient
enters the consulting room, move toward the patient, greet him
verbally; with a clear ‘Hello’ or ‘Good morning’, using his correct
name and title, and shake hands.

SEATING THE PATIENT. Once the greeting is completed the interviewer
should indicate clearly by words and gesture where the patient is to
sit. He should then sit down himself, adopting a body posture that
conveys an attitude of interest and friendliness to the patient, for
example by leaning slightly forward in his chair, looking directly at
the patient and smiling. He should try to avoid extreme postures such
as lounging back in the chair in a very casual manner, or leaning so
far forward that the patient feels uneasy or intimidated.

SELF-INTRODUCTION. Once the patient and interviewer are comfort-
ably seated the latter should introduce himself by name and explain
exactly what his status is. For example he might say, ‘T am Dr Smith,
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Mr Morris’s registrar’ or ‘I am Tom Brown, a medical student
working with Dr Jones’. He should avoid the temptation of trying to
introduce himself while he and the patient are still in the process of
sitting down. Otherwise it is unlikely that the patient will register what
he says.

Discussing the purpose of the interview and the procedure to be followed.
(Note. We consider it useful to spend some time explaining to the
patient the kinds of information we need to know if we are going to
be able to help them. For we believe that patients will be more
co-operative and more likely to produce the necessary data if we do
s0. We also consider that patients benefit from knowing the time that
is available for their interviews. For they can then pace their contri-
butions more effectively, indicate that the time offered is insufficient
for their needs, or suggest it is far more than necessary.) Thus the
interviewer should next:

(i) Explain the exact purpose of his interview. For example, ‘I would
like to find out as much as possible about your present problems, in
the time we have available’.

(ii) Mention the time that is available if needed. Thus the interviewer
might say ‘we have about fifteen minutes to do this if we need it’.

(iii) Add that he needs to make a few notes to help him remember
details of what is discussed and that these will be confidential.

(iv) Inquire whether what he proposes to do is acceptable to the
patient and meets his requirements. He should do this in a manner
that encourages the patient to realize that the interviewer is genuinely
interested in his viewpoint. Having made this inquiry he must also
give the patient time to reply. For only in this way can he adapt his
approach to the patient’s real needs. It may well be that the patient
will indicate that certain aspects of the procedure are unacceptable.
For example, a patient may object to the note-taking. The interviewer
can then make allowance for this, or go into the patient’s objection
more deeply in an effort to change his mind. He should thus prevent
the patient being very inhibited by the note-taking.

(v) Finally, the interviewer should ensure that the patient is as much
at ease as possible before he continues the interview. He should be
on the look-out for any sign that the patient is uneasy about the
situation in which the interview is being carried out. For example, he
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may note that the patient keeps glancing at the telephone which has
already rung once, but been left unanswered. When he asks if the
patient feels able to carry on with the interview he is not surprised
that the patient says he is afraid of repeated interruptions. He can
then ask that no calls be put through for the next ten minutes.

(Note. So far the advice given has been based on the assumption
that the interview will be carried out in a consulting room. However,
many interviews have to be conducted at the patient’s bedside and
some minor changes in the procedure are necessary. The interviewer
should obviously take the initiative in approaching and greeting the
patient, and adopting an appropriate sitting position so that the
patient can see him without difficulty. He should pay particular
attention to the patient’s attitude to being interviewed in such a public
situation. For it is common for patients to be reluctant to talk about
personal matters if they know they can be overheard by patients in
the beds on either side of them. Thus, given the chance to say how
they feel about the interview situation they may ask the interviewer to
draw the curtains round or to find somewhere more private.)

Obtaining the relevant information. In this, the main part of the inter-
view, the interviewer should begin by using a question which will
encourage the patient to outline his key problems. Thus the inter-
viewer may ask ‘can you begin by telling me what problems brought
you to the hospital’, or “. .. to see me’. He should then ask ‘has any-
thing else been worrying or bothering you? By this stage of the
interview he should have some feel of the personality of the patient he
is dealing with and be in a position to decide what interviewing
approach might be effective. For example, if the patient is being very
pedantic and keeps going into excessive detail, the interviewer may
decide to explain that he does not need the patient to be so detailed
in his answers. Alternatively, if the patient takes a long time to
answer, the fact that he has already agreed to some time limit can
be used to try to encourage him to speed up his replies.

Whatever the difficulties posed by individual patients the inter-
viewer should try to encourage the patient to give his story in his own
words, as vividly but accurately as possible. He should do so by:

FACILITATION. Facilitation takes two forms: verbal and non-verbal.
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Verbal. This concerns encouraging the patient to continue talking
about relevant matters by saying ‘go on’, ‘can you tell me more about
that?’, ‘what happened then’, or “You mentioned that you felt a pain
in your chest’. It requires the interviewer to keep silent after making
such a prompt, so that the patient will continue his story. There is a
strong tendency for many interviewers to jump in too soon after
making such a facilitating comment.

Non-verbal. The interviewer may also facilitate by nodding his head
and looking attentive. This applies particularly when the patient
comes to the end of a statement. For at that point he is likely to look
up for signs of approval or disapproval of what he has said.

LISTENING. The interviewer should allow the patient to talk without
unnecessary and inappropriate interruptions, providing of course that
what is being said is relevant. He should avoid the tendency of many
interviewers to ask a further question before the patient has had a
chance to reply. He should not be afraid of pauses or silences and
indeed may find them useful to give himself time to assimilate what
has been said, or think about where he has got to in the interview.

ENCOURAGING THE PATIENT TO BE RELEVANT BY: Being alert to
occasions when the patient gets off the point. Taking action to bring
the patient back to the point by interruption and redirection, for
example, ‘What you say is interesting, but it would be helpful at this
point if we could return to what you were saying about your chest
pain—we can deal with your . . . later.” Reclarifying the nature of
information you want from the patient. ‘I wonder if I could just
explain again what it would help me to know about your. ..’

HELPING THE PATIENT TO DESCRIBE THE REAL NATURE, DEVELOPMENT,
AND QUALITY OF HIS PROBLEMs BY: Asking the patient to provide
actual examples of the problems and their effect, for example, ‘when
you say you were sleeping badly over the last week, can you describe
a typical night from the time you went to bed until 8 am in the morn-
ing? or ‘When you say attacks of pain, can you describe just what
they are like 7’

AVOIDING JARGON. It is all too easy for the interviewer and patient to
believe they share assumptions about the meanings of words and to
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fail to realize there may be wide differences between them in their
interpretation of particular terms. The interviewer should, therefore,
avoid the use of jargon and should not accept any words used by the
patient he does not fully understand. For example, one patient
volunteered ‘I have had the most terrible diarrhoea’. The interviewer
assumed shemeantloosenessand frequency of bowelhabits. In facthad
he clarified what she meant he would have discovered that she meant
she’d been very irregular, and passing pus and blood in her stools.

PAYING ATTENTION TO IMPORTANT LEADS, In the course of an interview
patients will give several hints by the words they use or changes in
voice, facial expression, posture, about other problems or their feel-
ings about current difficulties. The interviewer should be alert to
these and try to pursue them. In general he will be inclined to avoid
doing so and in consequence will miss important information. For
example, when a woman complained of abdominal pain and was
asked if anyone in her family had had similar trouble, she mentioned
that her father had died of cancer of the stomach ten months ago.
As she did so she became very distressed and tearful. She thenmade a
very obvious effort to pull herself together. The interviewer decided
not to comment on her distress because he wanted to avoid her
becoming more upset. He went on to interview her in a way that
concentrated solely on the possible physical diagnoses. Yet had he
said ‘you seemed upset when you talked of your father’, she would
have responded by saying she had not been able to get over his death,
that previous tests have found nothing wrong physically, and that
her pains were identical to those suffered by her father. This would
have led him to consider the correct diagnosis of atypical grief.

AVOID USING AN UNSATISFACTORY QUESTION STYLE. The interviewer
should avoid putting questions in a form that presupposes an answer
or restricts the information given. Thus he should ask ‘how have your
water-works been’ rather than ‘You have been passing water
frequently?” He should also avoid asking questions which force the
patient to choose between unsuitable alternatives, for example, ‘was
it because you walked too quickly or ate too much’ when both of
these had precipitated the pain involved.

It is also important to put questions one at a time so that each
point is answered rather than to bombard the patient with several
questions at once, for example, ‘were you losing weight, or appetite
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and did you have any cough’. For if multiple questions are used there
is a risk that only one element in the question will be responded to
and the interviewer will fail to realize that the others have not been
answered satisfactorily. '

AVOID CONFUSION IN THE STORY OBTAINED. The interviewer should
explain to the patient right at the start that he should try to be precise
about the information he gives, especially the dating of key symptoms,
problems, stressful events, and the nature of any previous treatments.
He will find that in attempting to establish the relation between
problems and stressful events, the use of certain anchor dates (for
example holidays and birthdays) will be helpful. He should also be
particularly alert to any uncertainties that arise in the interview. For
example, ‘I’'m not clear what you meant by that, could you explain
it again’ or ‘I’'m still a bit confused about when your problems started.
Could we try and get that clear before we go any further.’

Terminating the interview. The interviewer should leave sufficient
time for him to end his interview properly within the agreed time-
limits. Two to three minutes will usually be enough. He should
explain to the patient that he would like to go over the story so far
obtained in order to check its accuracy and correct any gross distor-
tions. He should then ask whether anything important has been missed
out and whether the patient would like to ask anything of him. He
should then end the interview on time, with a clear concluding state-
ment, and avoid being drawn into any further conversations by the
patient. '

Development and evaluation of an interview

training procedure

In view of this lack of any systematic opportunity for students to
practise their interviewing techniques and the neglect of direct obser-
vation and feedback, it was considered that the training procedure
should include the following components: a practice interview with a
real patient under a strict time-limit where the goal was to obtain a
precise and relevant history of the patient’s current problems;
presentation of the interviewing model in the form of a printed hand-
out; and videotape feedback and discussion of the interview per-
formance with the student. Videotape replay was chosen as the mode

C.D.P.—6
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of feedback because its use allowed attention to be paid both to
verbal and non-verbal behaviours and appeared acceptable to medical
students (Suess, 1970).

Preliminary experiences in using this procedure with medical
students during their psychiatric clerkship suggested that it was very
much appreciated by them and led to an improvement in their inter-
viewing skills. However, since students were taught on an individual
basis the training procedure was time-consuming. Hence it was felt
that its continued use could only be justified if it proved superior to
traditional methods. An experiment was therefore carried out to
compare the effects of the procedure on students’ interviewing skills
with those due to traditional training alone.

Twenty-four clinical students were allocated randomly to an
experimental or control group. Both groups had already received
interview training based on what they reported back from their
contacts with patients and participated in a few seminars on medical
and psychiatric history-taking. They could thus be said to have
experienced the usual training given in interviewing.

Each student in the experimental group was first asked to interview
a different psychiatric patient for fifteen minutes in order to obtain
a history of the present illness. They were informed that their inter-
views would be recorded on videotape for later playback and that
they should write up a careful history afterwards. Immediately after
this interview, each student was given a handout describing the inter-
viewing model, and then shown his interview on television. He was
asked to consider the problems it revealed and to compare what he
did with the suggested model.

Students in the traditional group were given an identical interview
task but told that their feedback and presentation of the model would
be delayed until they had completed a second interview. The patients
given to them were matched with those given to the experimental
group for degree of difficulty.

A week later each of the students in the two groups carried out a
similar test interview, but with a different patient from the one they
had previously seen. Their performances were judged on the basis of
the amount of accurate and relevant information contained in the
case-histories, and on ratings made by the patients. The main finding
was that the experimental group obtained three times as much relevant
and accurate information as the control students, a difference which
was very significant (p < 0-001). It was also evident that this improve-
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ment had not been gained at the expense of the patients’ feelings. For
the experimental group tended to obtain more favourable patient
ratings than the control group.

While these findings confirmed the effectiveness of the training
procedure it was not clear how much each component contributed to
this. A second experiment was therefore carried out to compare the
effects of presentation of the model with those due to the model plus
feedback (Rutter and Maguire, 1975). While this showed that both the
presentation of an explicit model and feedback of performance played
an important part in the gain in interviewing skills, the model coupled
with the opportunity to practise under strictly controlled conditions
made the major contribution.

It thus seemed useful to consider how the modelling component
might be made more effective, especially since it relied only on the
presentation and discussion of a printed handout. It was thought that
students would benefit from watching teachers using the interviewing
model with real patients (Enelow et al., 1970). Appropriate demon-
stration videotapes were therefore made.

Another issue concerned the timing of the interview training. The
students on the psychiatric clerkship repeatedly commented that it
should be given at the outset of their clinical training when they most
needed guidance and before they had developed any bad interviewing
habits. It was, therefore, decided to use these tapes during an intro-
ductory course on psychological aspects of medicine and to evaluate
their use (Maguire et al., 1975).

Thirty medical students were randomly allocated either to a control
group or to one of two experimental groups. After a pre-course
assessment of their interviewing skills using the same methods as in
the previous experiments, the control group attended three seminars
on psychological aspects of medicine and interviewing techniques.
These seminars followed a similar pattern to previous courses. Train-
ing was based on observation and discussion of interviews conducted
by the teacher or students with psychiatric patients in front of the
group. The control group were not presented with the interviewing
model, although the teacher was given identical interviewing objec-
tives to those followed by the teacher of the experimental groups.

The experimental groups had two teaching sessions. The first
session concerned the presentation and discussion of videotapes and
a handout describing the topics that should be covered in a history of
present illness. This was followed by a test-interview where each
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student was asked to interview one of two simulated patients who
were programmed to reproduce identical cases, in order to practise
covering the essential topics. The second teaching session focused on
the presentation and discussion of tapes depicting how the interview
should be conducted.

After these courses were completed, both control and experimental
groups conducted a second test-interview with one of a different pair
of simulated patients. Their performances in these interviews were
judged on the following criteria: the amount of accurate and relevant
information obtained, ratings made by the simulated patients, and
independent ratings of the videotapes.

1t was found that the experimental groups performed significantly
better than the control group on all the three outcome measures. By
contrast to the control group, the experimental groups showed a
significant improvement both in the amount of information they
obtained and the behaviours which they used between their first and
second test-interviews.

It thus appeared that the use of videotape recordings to demonstrate
an interview model, coupled with an opportunity to practise under
strictly controlled conditions, was much superior to a traditional
seminar approach in helping medical students develop basic inter-
viewing skills. The experiment also demonstrated that the model
could be effectively presented on a group basis and that the use of
simulated patients was both feasible and acceptable.

Future developments

A major problem to be faced is how a training procedure such as the
one outlined here can be adapted for use with large numbers of medical
students. It was therefore encouraging to find that an interview rating
scale developed to measure interviewing skills could be used reliably
by non-medically trained people. For this suggests that students
could learn to rate their own performances. This finding coupled with
the successful use of simulated patients raises the possibility that an
independent learning programme could be established which would
consist of videotaped presentation of an interviewing model on a
group basis, individual practice with simulated patients, followed by
feedback and self-rating.

Before such a programme can be mounted, three main issues
require clarification. First, it needs to be determined what the mode of
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feedback of performance should be. For it could be that videotape
feedback is not very much better than audio feedback, or direct
comment by an instructor at this basic level of interviewing skills.
Second, while the use of simulators result in a gain in skills it is not
yet clear how much such skills generalize to work with real patients.
Third, it remains to be seen how well students can rate themselves or
each other’s interviews.

Whatever the answers to these questions turn out to be, it does
seem that the provision of a clear interviewing model, opportunity to
practise interviewing skills under strictly controlled conditions, feed-
back and discussion of performance do lead to a striking improve-
ment in the level of medical students’ interviewing skills.
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The problems

From Fletcher’s (1973) review of communication in medicine it is
clear that the field of doctor—patient communication is a very wide
one which is amenable to study by many different methods. The
investigations to be described are limited to two main problems. The
first of these is the problem of patients’ dissatisfaction with the
communication aspect of their hospital stay, and the second the
problem of patients not following advice given to them.

A summary of evidence on patients’ dissatisfaction with com-
munications has been provided by Ley (1972a). Some of this evidence
is summarized in Table I below.

It can be seen that substantial numbers of patients are dissatisfied
with the communications aspect of their hospital stay. Investigations
by Carstairs (1970) and Raphael (1967) using different methodologies,
which do not permit one to assess the percentage of patients dissatis-
fied, also provide evidence of patients’ frequent dissatisfaction with
communications. Finally the survey commissioned by the Committee

Table 1. Surveys of satisfaction with communications

Possible
Length of time respondents
between discharge replying Dissatisfied
0 o

Investigator and follow-up % %
McGhee (1961) 10-14 days 100 65
Hugh Jones et al. (1964) 4 weeks 99 39
Cartwright (1964) Up to 6 months 70 29
Spelman et al. (1965) Up to 4 weeks 100 54
Houghton (1968) 3-8 weeks 92 35*
Raphael (1969) Immediately before

or after discharge 62 18

United Manchester
Hospitals (1970) 2-5 days 50 11*

* These studies reported several satisfaction rates so their median figures are
given here.
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Fig. 1. Dissatisfaction with communications and depression in relation to time
since discharge from hospital

on Hospital Complaints Procedure and reported by the Department
of Health and Social Security (1973) found that 22 per cent of in-
patients felt that they had been inadequately informed about their
illness, and 18 per cent about their treatment. Inspection of the data
in Table 1 reveals three possible trends. There appears to be a drop
in dissatisfaction over the period 1961-70. Secondly, there appears to
be an inverse relationship between proportion of patients replying
and dissatisfaction rates. Thirdly, there appears to be a curvilinear
relationship between time since discharge from hospital and reported
dissatisfaction. These are all confounded with one another in the
summarized data. Ley et al. (1976) provide evidence to show that
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only the third of these apparent trends is real. Fig. 1 shows the pro-
portions of medical in-patients reporting satisfaction with communi-
cations after various lengths of time since discharge from hospital.

These temporal changes in satisfaction appear to be associated
with mood changes following discharge. Patients come out of hospital
feeling in reasonably good spirits and then become more depressed for
aperiod before returning to normal mood. Mood changes as measured
by the Hildreth Feeling Scale (Hildreth, 1946), are also shownin Fig. 1.

The existence of patients’ dissatisfaction with communication
could, of course, be a problem with a simple solution. The usual
reasons advanced to explain dissatisfaction have been listed by Ley
and Spelman (1967) as shortage of time; the belief that patients do not
want to know; patients’ diffidence; errors; reactionary attitudes; and
organizational factors. If these reasons were adequate explanations
the solution to the problem would be simply for medical and other
staff to provide patients with information. However, it is clear that
this will not do. The available evidence shows that even when doctors
feel that they have made special efforts to inform patients, patients
remain dissatisfied (Hugh Jones et al., 1964; Spelman et al., 1966)
and even when explicit action is taken to improve communications
patients remain dissatisfied (Houghton, 1968). To reinforce this point
Table 2 provides a rearrangement of the studies mentioned earlier, to
show the lack of effect of simple efforts to inform the patient.

Table 2. The effects of special efforts to inform
patients on dissatisfaction with communications

Dissatisfied
%
Studies reporting no special efforts
McGhee (1961) 65
Cartwright (1964) 29
Raphael (1969) 18

United Manchester Hospitals (1970)  5-17
Department of Health and Social

Security (1973) 18-22
Studies reporting special efforts
Hugh Jones et al. (1964) 39
Spelman et al. (1966) 54

Houghton (1968) 35




80 Towards better doctor—patient communications

Table 3. The frequency with which patients fail to follow
medical advice

Patients who did not
Jollow the advice %,
) No. of
Type of advice studies Range Mean Median
Medicine-taking
1. PAS and other TB drugs 20 8-76 375 350
2. Antibiotics 8 11-92 487 500
3. Psychiatric drugs . 9 11-51 386 440
4. Other medicines, eg
antacids, iron 12 9-87 477 575
Diet 11 20-84 494 450
Other advice, eg child care,
antenatal exercises 8 30-79 546 510
All advice 68 8-92 440 44-3

The second problem is that of patients’ non-compliance with
advice given to them. A tabular summary of published studies
up to the end of 1970 is given by Ley (1972b). This is reproduced in
Table 3. .

This evidence shows that a very large proportion of patients will
not follow advice given to them.

The causes

Reasons for patients’ dissatisfaction with communications
and failure to follow advice

Four main theories have been put forward to explain the failures of
communication implied by patients’ dissatisfaction and patients’ non-
compliance.

The first of these can be labelled the ‘personality hypothesis’. This
states that patients who are dissatisfied with communications or who
fail to follow advice will differ in personality and/or attitude and/or
demographic characteristics from those who are satisfied and those
who do follow advice. For example, Davis (1968a) states: ‘It is
hypothesized that selected patient characteristics will explain varia-
tions in behavioural and attitudinal compliance.’
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Table 4. Comparisons of scores of satisfied and dissatisfied patients
on Cattell’s Sixteen Personality Factor Questionnaire

Satisfied patients Dissatisfied patients

Factor Mean SD Mean SD
A. Warm, outgoing 5-67 2:43 6-18 2:28
B. Intelligent 5-36 2-11 5-56 1-91
C. Emotionally mature 3-64 1-80 4-41 2-41
E. Self-assured 622 1-81 6-22 2:01
F. Not depressed 4-00 2-04 4-67 248
G. Conscientious 622 1-81 670 212
H. Adventurous 4-47 1-69 4-78 213
I. Dependent 6-44 1-71 6-96 2-01
L. Irritable 6-39 1-62 6-63 1-85
M. Unconventional 5-19 1-91 5-26 201
N. Exact, ambitious 6-11 1-91 611 1-81
O. Worrying, anxious 6-75 2-15 741 191
Ql. Experimenting 5-50 1-99 5-33 2:42
Q2. Self-sufficient 503 2-52 4-74 2:95
Q3. Controlled 4-39 1-90 4-96 2:08
Q4. Tense 692 213 8-07 1-68

Anxiety 7-42 1-71 7-59 191

Extraversion 4-56 1-95 5-11 2-17

This possibility has been investigated in our studies of patients’
satisfaction with communications. Table 4 shows the mean scores of
satisfied and dissatisfied patients on the personality variables
measured by Cattell’s Sixteen Personality Factor Questionnaire,
which is probably the most comprehensive objective measure of
personality traits available (Cattell, 1973). It can be seen that the
personality scores of satisfied and dissatisfied patients are almost
identical. However it was found that satisfied patients were signifi-
cantly older than dissatisfied ones (Ley et al., 1974a).

Several investigations have found patient characteristics to be
related to compliance (for example, Davis, 1968a; Francis et al.,
1969), and in our investigations it has been found that Rotter’s
Internal-External control variable has been significantly related to
compliance in obese patients (Ley et al., 1976; Tulips et al., 1974).

But even if such relationships are incontrovertibly established
knowledge of them is of little practical use. As it is not possible to
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change such patient characteristics, any relationships found would
be limited of value in the control of patients’ non-compliance or
dissatisfaction.

The remaining three theories are potentially more useful. The first
of these is the psychodynamic hypothesis which suggests that the
patients presenting complaints is often only a cover for a more deep-
seated problem. Communications will fail to the extent that they deal
only with the surface problem presented. Whatever the merits of this
hypothesis in the general practice situation it seems unlikely that it
will apply to many consultations in the hospital situation. It will there-
fore be considered no further.

The second suggests that patients’ dissatisfaction and non-compli-
ance are related to process and interpersonal factors in the communi-
cation situation. Very sophisticated research along these lines has been
reported by Davis (1968b), Korsch e? al. (1968), Francis et al. (1969),
and Freemon et al. (1971). These investigators have used Bales’s
Interaction Process Analysis and factor analytic techniques to specify
the dimensions and processes of doctor—patient interaction, and have
provided correlational data on the relationship between these
variables, satisfaction, and compliance. The hope is that these studies
will lead to sufficient understanding for remedial action to be taken
where necessary.

The final hypothesis is that of Ley and Spelman (1967) and can be
described as the ‘cognitive hypothesis’. This states that for ‘com-
munication to be effective the message it contains must be understood
and remembered, and that many failures in communication are caused
by simple failures of comprehension and memory’. These authors did
not of course believe that adequate comprehension and memory were
sufficient causes for compliance, but argued that they were necessary
ones. There are many other variables likely to influence compliance
and some of these will be discussed later. The cognitive hypothesis,
therefore, directs attention to studies of patients’ comprehension and
memory. '

Patients' understanding of material presented to them

At least three factors are involved in patients’ failures to understand.

These are that (1) the material presented to patients is often too

difficult; (2) patients often lack knowledge; (3) patients are diffident.
The first of these factors has been investigated by examination of
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Table 5. Comprehensibility of some X-ray leaflets as
measured by the Flesch Formula

Population who would
be expected to understand it

Leaflet %
Barium meal 75
Barium swallow 75
Bronchogram 40
Cholecystogram 40
Intravenous pyelogram 75

written material prepared for patients. Several techniques are avail-
able for assessing the difficulty level of written or spoken material
(Ley, 1973). Ley et al. (1972) have applied one of these, the Flesch
Formula (Flesch, 1948), to some X-ray leaflets issued to patients by
a hospital serving a predominantly lower working class area. The
Flesch Formula enables one to estimate the percentage of the
population who would understand a given piece of writing. Table 5
shows the results of applying this formula to the X-ray leaflets.

These investigators also report the application of the formula to a
model barium meal X-ray leaflet proposed by Wild and Evans (1968),
which showed that only 24 per cent of the population would be
expected to understand it. Similar findings have been reported in
studies of leaflets issued by a dental hospital by Lovius et al. (1973).

An impressive study of patients’ lack of knowledge is that of Boyle
(1970). Boyle used a multiple choice technique to assess patients’
knowledge of the location of some of their major organs. This
technique revealed that many patients thought their organs to be in
places other than the correct one.

The percentage of patients wrongly locating the various organs
were as follows:

heart 58 per cent lungs 49 per cent
bladder 40 per cent intestines 23 per cent
kidneys 54 per cent liver 51 per cent

stomach 80 per cent thyroid gland 30 per cent

Unfortunately for the clinician the patients’ areas of ignorance lie
behind areas of accurate knowledge. Thus, Spelman and Ley (1966)
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foundthatamongsta sample of the general population asked questions
about lung cancer, 91 per cent knew of the connection with cigarette
smoking, 56 per cent knew the symptoms, 73 per cent knew the
treatment, but that nearly a third of their sample thought that lung
cancer was not very serious and easily curable.

Serious misconceptions on the part of patients were also discovered
by Roth et al. (1962). In an investigation of patients’ beliefs about
peptic ulcer it was found that while many patients believed that acid
was involved in ulcer formation and maintenance only 10 per cent of
the group had a reasonably clear idea that acid was secreted by the
stomach. Some patients even thought that acid came from the teeth
when they chewed, or their brain when they swallowed. Other
examples of patients’ lack of knowledge can be found in Ley and
Spelman (1967).

The importance of these misunderstandings for the communication
process is that they are likely to cause confusion which might well
militate against satisfaction and advice. Consider the case of a patient
who thinks that (a) acid causes ulcers and (b) acid is produced by the
brain when he swallows. If he is told to eat small, frequent meals, this
is in his eyes, tantamount to telling him to put into his stomach
frequent doses of what is causing the ulcer. He could, of course, ask
questions to dispel his confusion, but it has been widely found that
patients are very diffident about asking for information from doctors
(Central Health Services Council, 1963; Cartwright, 1964; Ley and
Spelman, 1967; Fletcher, 1973). Because patients are diffident the
clinician receives no feedback when he produces material which is too
difficult, so his performance cannot improve, nor does he have the
opportunity to learn what misconceptions his patients have. Indeed,
a case could be made out for maintaining that the reduction of
patients’ diffidence would go a long way to solving the communication
problem,

Patients’ failure to remember what they are told

A number of studies of patients’ failures to remember have been
conducted. These are summarized in Table 6.

The number of statements forgotten goes up with the number
presented and Ley (1974), provides the following linear regression
equation for predicting patients forgetting:
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Y =056X—0-94
Where Y = number of statements likely to be forgotten
X = number of statements made to the patient.

Application of this formula to forgetting found in studies reported
by Ley and his co-workers shows it to correctly predict the number
of statements forgotten plus or minus one with 77 per cent accuracy.
In practice this means that the clinician should expect the patient to
forget no statements out of two presented ; one out of four presented;
two out of six presented, and if eight or more are presented the
patient should forget half of what he is told.

Another finding of the investigation of Ley and Spelman (1965),
was that advice was more likely to be forgotten than other sorts of
statement. Attempts to explain this involved a series of analogue
studies in which normal, healthy volunteer subjects were given
fictitious medical information to recall. The use of healthy volunteers
and fictitious information has great advantages from the point of
view of experimental control. It also saves bothering patients with
what might turn out to be pointless tasks. The chief danger is that
memory for fictitious medical information in volunteers might be
quite different from memory for the information amongst patients.
This danger has not in fact proved to be a real one. All of the findings
of the analogue experiments have been replicable on the real-life
situation. Nor are there great differences in amount of forgetting
between patients and volunteers. Table 7 provides comparative data
on forgetting by volunteers and patients.

The initial analogue studies were designed to test two main

Table 6. Summary of studies of patients forgetting medical
information

Time between
consultation  Forgotten
Investigators _ Type of patient and recall %
Ley and Spelman (1965) 47 out-patients 10-80 minutes 372
Ley and Spelman (1967)  (a) 22 out-patients 10~-80 minutes 387
(b) 22 out-patients 10-80 minutes 40-6

Joyce et al. (1969) (a) 30 out-patients Immediately
after
consultation 52:0
(b) 24 out-patients 1-4 weeks 54-0
Ley et al. (1973) 20 general practice Less than
patients 5 minutes 50-0

C.D.P.—7
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Table 7. Forgetting of medical information
by volunteers and patients

Number of statements

Number of statements forgotten by
presented Volunteers Patients
6 2-16 2:42
9 4-23 4-10
12 7-08 578

hypotheses: (1) that people recall best what they hear first; (2) that
people recall best what they consider most important.

The first of these arose from the observation that the consultant
involved in the first investigation of patients’ forgetting presented his
advice to the patient after he had told the patient the diagnosis and
given other information. If there is a primacy effect in recall of
medical information the differential forgetting of instructions would
be partly explained.

The second hypothesis was a common-sense one. If patients are
presented with more material than they can remember, they wiil start
selecting parts of it to remember and discard other parts. The most
likely criterion for this selection is the patient’s subjective view of the
importance of the different statements made to him. He will tend to
forget those he thinks unimportant.

To explain the differential forgetting of instructions it was therefore
necessary to demonstrate: (1) that laymen consider statements giving
advice to be less important than other sorts of medical statement and
(2) that there is a correlation between a statement’s rated importance
and the probability of its recall.

The analogue experiments revealed a strong primacy effect, and
the hypothesized relationship between importance and recall (Ley,
1972¢). The existence of primacy effects in free recall situations has
been known for many years (Jersild, 1929). Recent reviews by Cofer
(1972) and Postman (1972) provide summaries of more recent
investigations and theoretical explanations.

Some solutions
The control of patients’ forgetting

The first attempt to control patients’ forgetting arose out-of the
analogue studies mentioned above. If patients recall best what they
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are told first and if they remember best what they consider most
important, it should be possible to increase recall of instructions and
advice either by presenting them first or by stressing their importance.
Accordingly three groups of out-patients were compared. The first
received the usual procedure, the second had any advice given before
other information and the third had advice in its usual place, but
with the importance of that advice stressed. The mean percentages
of instructions recalled in the three conditions are shown in Table 8.

Table 8. Recall of advice as a function of

method of presentation

Recalled
Method of presentation %
Normal 44
Adpvice first 75

Importance of advice stressed 64

However, increased recall of advice was accompanied by decreased
recall of other material. It was therefore necessary to find ways of
increasing the total amount recalled by patients. Four methods have
been tried to date. Three of them stem directly or indirectly from the
literature on the experimental psychology of memory and one was
discovered serendipitously.

It is well established that meaningful material is more easily
remembered than less meaningful material (Jung, 1968). It is also
possible to use the Flesch Formula to find easier versions of a piece
of writing. The formula as given by Flesch (1948) is:

Reading Ease = 206-84—0-85W—1-02S
Where W = average number of syllables per 100 words
S = average length of sentence in words.

The higher the Reading Ease the more easily understood and there-
fore presumably the more meaningful a piece of writing is. Inspection
of the formula shows that to make material easier it is necessary to
use shorter words and shorter sentences. A number of experiments
have been carried out to assess the effects on total amount remembered
of increasing the comprehensibility of material (Ley et al., 1972;
Bradshaw et al., 1975). The findings of these experiments which are
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Table 9. Summary of studies of recall of medical information varying
in comprehensibility as measured by the Flesch Formula

Recalled
Investigators Material Difficulty %
Leyetal (1972) (a) X-ray leaflet Easy 73 (ns)
Hard 78
(b) X-ray leaflet Easy 79(p < 0-01)
Hard 59
Bradshaw et al. Diet instructions
(1975) - (a) Experiment 1 Easy 31(p < 0-25)
Hard 24
(b) Experiment 2 Easy 43 (p < 0:05)
Hard 25
(¢) Experiment 3 Easy 40(p < 001)
Hard 27

summarized in Table 9 show that in most cases recall can be increased
by simplifying material.

The second method investigated was the use of a technique called
‘explicit categorization’. This was based on the finding that clustering
of items is associated with greater recall, for reviews see Jung (1968)
and Cofer (1972). It was hypothesized that if medical information
could be clustered for patients they should recall more of it. The
method consists of the clinician providing clusters or categories of
information and category names to go with them. Thus he says to the
patient:

I am going to tell you: what is wrong.

what the treatment will be.

what tests will be necessary.

what you must do to help yourself.

what the outcome will be.
Now, first, whatis wrong withyou ......................
Secondly, what the treatment willbe .................... etc.

An analogue study showed that this technique increased recall in
volunteers from six to nine out of fifteen fictitious medical statements
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Table 10. Mean proportions of information recalled by
patients in the normal and explicit categorization conditions

Mean proportions recalled
Diagnosis Advice Other information

Normal presentation 0-605 0-283 0-461
Explicit categorization  0-667  0-654 0-703

and the experiment was then repeated in a general practice situation.
Once more it led to significant increases in recall (Ley et al., 1973).
The results for these patients are shown in Table 10.

The third technique is repetition. It is clear that the clinician could
say everything twice to the patient in the time taken by explicit
categorization. Unpublished analogue experiments have shown that
repetition leads to increases in recall of the same magnitude as
explicit categorization. Which of the two should be used is up to the
clinician, although arguably the explicit categorization technique
flows more smoothly.

The last technique was discovered by accident. It was noticed
during studies of laymen’s views of the importance of different types
of medical statement that where a specific and a general version of a
similar instruction were rated, the specific version was considered the
more important. Thus, the statement ‘You must lose weight’ was
considered less important than the statement ‘You must lose half a
stone in weight’ and so on.

It had already been demonstrated that perceived importance is
a determinant of memory, so it seemed reasonable to explore the
possibility that specific advice would be better recalled than general
advice. Bradshaw et al. (1975) conducted appropriate experiments
and found that this was so. Their results are shown in Table 11.

Increasing patients' satisfaction with communications

At this stage in the research programme it had been demonstrated
that failures of comprehension and memory were likely to be in part
responsible for patients’ dissatisfaction with communications and
non-compliance.

It was therefore necessary to apply the findings to the 1mprovement
of communications. As a first step an attempt was made to increase
patients’ satisfaction with communications in the hospital situation.
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Table 11. Differences in recall of specifically and generally
phrased instructions about dieting

Mean percentage recalled

Subjects General Specific
1. Volunteer subjects given both specific

and general statements to recall 10-2 45
2. Volunteer subjects given either specific

or general statements 19-0 49
3. Obese women given either specific

or general statements 16-0 51

Three groups of medical in-patients were studied. The control group
received the hospital’s normal procedure. In the experimental group
patients received an extra visit from the doctor once every ten days
or so, in which he tried to ensure that they had understood what they
had already been told. No new topics were introduced, and the inter-
view was restricted to simply increasing understanding of information
already given. Visits lasted less than five minutes. As the extra medical
attention might in itself have affected satisfaction a placebo group
was also studied. Patients in this group also received extra visits from
the doctor every ten days or so, but the interviews were concerned
with how the patient was settling in, privacy, noise, food, and other
such topics.

A detailed description of the experiment which involved a fairly
complex design to counterbalance differences between wards and
times of year is given by Ley et al. (1976). The results of the experi-
ment showed that increases in understanding led to significantly
greater satisfaction with communications. Eighty per cent of the
experimental group were satisfied with the communications aspect of
their hospital stay as opposed to 41 per cent of the placebo group and
48 per cent of the controls.

It should, perhaps, be pointed out, that satisfaction with com-
munications is likely to be justified on practical as well as humanitarian
grounds. Satisfied patients are reported to be more compliant by
Freemon et al. (1971) and Kincey et al. (1975).
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Increasing patients’ compliance with advice

Effects of increasing comprehension and/or memory. Two experiments
have been carried out to see the effects of increasing comprehension
and memory on compliance.

Ley, Jain, and Skilbeck (1974) attempted to increase the accuracy
with which psychiatric out-patients took their medication. Interviews
with patients suggested that patients often did not realize that their
medicine might take some time to produce effects, and that they did
not know what to do if they forgot to take a tablet.

Accordingly a brief leaflet was prepared which gave information
on these topics for patients receiving anti-depressants and for patients
receiving tranquillizers. Three versions of each leaflet were prepared
which differed in Reading Ease as measured by the Flesch Formula.
One was hard, one moderately hard, and one easy. Eighty consecutive
new out-patients who received either anti-depressant drugs alone or
tranquillizers alone were assigned randomly to receiving one of the
three versions of the leaflet, or no leaflet. Patients received a prescrip-
tion for their medicine and were asked to bring any remaining tablets
with them on their return visit approximately three weeks after their
initial visit. The tablets were then counted and an error score worked
out. This was the difference between the number of tablets which
should have been taken and the number which were taken, as a
percentage of the number which should have been taken. Mean error
scores for the various groups of patients are shown in Table 12.

The second investigation used obese women as subjects. The obese
were chosen as subjects for our compliance studies because it was
necessary to have a condition of some clinical interest where: (1) there

Table 12. The effects of providing information leaflets
varying in difficulty to depressed and anxious patients

Mean differences between tablets
taken and tablets prescribed as a
percentage of tablets prescribed

Depressed Anxious
Type of leaflet patients patients
Easy 27 58
Moderately difficult 81 7-8
Difficult 14-5 14-9

No leaflet 16-2 14-6
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Table 13. Weight loss in groups receiving ordinary or experimental
(super-memory) leaflet

Mean weight loss in pounds at
2 weeks 4 weeks 8 weeks 16 weeks

Ordinary leaflet 27 47 77 82
Experimental leaflet 4.4 86 123 15-4

were adequate numbers of subjects, and (2) there was an objective
criterion of compliance (ie weight loss).

In this experiment two versions of a leaflet designed to motivate
and persuade women to start and keep to a low carbohydrate diet
were prepared. Both versions contained the same content. The control
version was moderately easy according to the Flesch Formula. The
other version was very easy, and contained explicit categorization and
repetition. It should, therefore, have been easier to understand and
remember.

Obese subjects who had answered newspaper and television appeals
for volunteers were assigned at random to receiving one or other
versions of the leaflet. In addition all subjects received an identical
low carbohydrate diet guide. This written material was the only
persuasive and technical information given to subjects, except that
specific queries about the diet schedule were answered at follow-up
visits. Subjects were followed up for sixteen weeks with the results
shown in Table 13. '

The experimental leaflet produced significantly more weight loss
than the control leaflet. Thus attempts to increase patients’ compre-
hension and/or memory for advice can result in gains in compliance
in the areas of medicine taking and dieting.

Effects of social psychological variables. It was stated earlier that if
patients understood and remembered all of the advice given to them
it would be unlikely that there would then be complete compliance.
Comprehension and memory are necessary but not sufficient causes
of compliance. Other factors need to be investigated in attempts to
increase compliance.

Social psychologists have discovered a number of variables and
procedures which appear to facilitate attitude change (for reviews see
Berscheid and Walster, 1969, and Kiesler ez al., 1969). Leyand Spelman
(1967) suggested that many of these might be applied to the problem
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of patient compliance with medical advice. The ones they advocated
were: (1) use of group decision procedures; (2) use of two-sided
communications; (3) correct use of fear-arousing appeals.

Group decision procedures were invented and studied by Kurt
Lewin and his associates in the 1940s and 1950s (Lewin, 1954). In the
group decision procedure there is a discussion of the problems
involved in following the advice; the discussion is detached, ie, in
terms of subjects like themselves; the members of the group have to
make a decision; the members of the group then have to publicly
commit themselves to their decision. It is clear that thisis a complicated
package but while there is dispute about which of the variables
involved is important (Bennett, 1955; Pennington et al., 1958), the
package seems to produce more reported compliance than the use of
straight lecture procedures. This is true even in the two-person
situation where the expert ‘lectures’ to one client or patient (Lewin,
1954). 1t is thus of potential use in any condition where there are
sufficient numbers of patients available to form groups.

When advice is given to patients they are likely to be exposed to
counter-propaganda, that is comments on the advice and conflicting
advice which militate against the original advice being accepted. The
effectiveness of such counter-propaganda can be reduced by the use of
two-sided communications which not only present the case for follow-
ing the advice but also deal with the case against it (Hovland er al.,
1949). Although two-sided communications are less effective initially
the resistance to counter-propaganda that they induce should make
them better bets at producing compliance in the long term. Where
counter-propaganda is met one would therefore predict an interaction
between the sidedness of a communication and the passage of time in
producing compliance.

There is considerable dispute about the effectiveness of fear arousal
in producing compliant behaviour and attitude change (Janis, 1967;
Leventhal, 1970). Briefly and doing scant justice to these theorists,
Janis expects curvilinear relationship between degree of fear arousal
and compliance, while Leventhal expects linear ones. However, there
is agreement that different levels of fear arousal can be expected to
produce different effects.

To assess the usefulness of these variables in a quasi-medical
situation two sets of experiments have been conducted with obese
women. The first set of these is described by Ley et al. (1974b) and
the second set by Skilbeck e? al. (1976) and Tulips et al. (1974). These
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Table 14. Social psychological variables and compliance

Mean weight loss in
pounds at 8 weeks

Group Ist series  2nd series
Group decision 9-06 —
Lecture 7-69 —
Low fear arousal 6-75 13-7
Medium fear arousal 810 11-0
High fear arousal 7-69 12:0
One-sided communications 625 119 -
Two-sided communications 863 12-8

experiments have involved comparisons of group decision and lecture
procedures, one- and two-sided communications, and three levels of
fear arousal. None of these variables had had any effect on compliance
as assessed by weight loss.

The results of these two series of experiments are shown in Table 14.
As well as there being no over-all difference between one- and two-
sided communications the possible interaction between sidedness of
communication and time was not found either.

A number of explanations for these negative results can be pro-
posed. Amongst them are the possibilities that the attitude change
variables could not increase our subject’s motivation because it was
already at its peak, or that these variables affect attitudes but not
behaviour. These possibilities are currently being investigated. It has
also been found in our studies that the effects of fear will vary with
the position of the fear appeal, and the subject’s frequency of exposure
to it (Skilbeck et al., 1976). Indeed all of these variables will need to
be investigated in greater detail and with greater refinement, but as
the results stand they suggest that it is not possible at this stage to
give clinicians easy, uncomplicated rules for the use of these variables.

Finally, a start has been made on the investigation of situational
variables. Tulips et al. (1974) report on experimental attempts to
increase compliance with a dietary regime amongst obese women by
manipulating group cohesiveness. Two sets of subjects were assigned
randomly to membership of nominal or cohesive groups. The cohesive
group always attended together, were referred to as a group, were
given name badges and were given a group target. The nominal
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Table 15, Mean weight loss in cohesive and control groups

Mean weight loss in pounds at
2 weeks 4 weeks 8 weeks 16 weeks
Control groups 4-9 65 9-0 11-0
Cohesive groups  5-8 80 12-6 19-8

Control versus cohesive groups: p <0-001

groups attended together at the first session but no steps were taken to
keep them together as a group. They might or might not meet at
follow-up sessions and none of the special cohesiveness enhancing
measures were taken. Members of the cohesive groups lost signifi-
cantly more weight than the controls. The results are shown in
Table 15.

Conclusion

Using a very simple model it has proved possible to account for much
of the variance in patient compliance and satisfaction with com-
munication. It has also proved possible to obtain worthwhile
improvements in both of these areas. Patients’ lack of understanding
and forgetting complicated by diffidence resulting in lack of requests
for enlightenment, seem to be major factors in patients’ dissatisfaction
with communications. It has already been suggested that the reduction
of patients’ diffidence should produce not only more patient satisfac-
tion, but also, by providing feedback to the clinician improve his com-
municative skills. A series of investigations to find ways of reducing
patients’ diffidence, and to assess the effects of this on patient satis-
faction, and clinicians’ communicative behaviour would be well worth
pursuing.

Even with high levels of comprehension and memory amongst
patients some will remain dissatisfied with communication and many
will remain non-compliant. To deal with these problems satisfactorily
more complicated models will be necessary. However, even before
such models have been developed, it should be possible to effect some
improvements by applying social psychological findings to the clinical
field, as in the experiment on group cohesiveness and weight loss.

There is also a great deal of tidying up research to be done. For
example, does explicit categorization work with all possible sets of
categories ? Are some sets better than others ? Can patients be trained
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to categorize for themselves? Why does a decrease in difficulty of
material sometimes lead to increased recall and sometimes not?

Finally, the principles established so far lend themselves to
application in other areas, and it would be interesting to see if they
lead to significant gains in the health education field.
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Persuasive communication

When I was first asked to contribute to the original seminar, I had
little, if any, knowledge of the area of medical communication.
Perhaps even more embarrassing, it was not until I received copies
of the other papers to be presented that I realized that the main area
of concern was with problems of face-to-face communications among
doctors, nurses, and patients. Although I had conducted two studies
that could conceivably be considered as studies of communication in
medical settings, both studies were concerned with assessing the
effectiveness of mass, rather than face-to-face communications. In
the course of the day’s discussion however, it became clear that
many of the problems are similar to, or the same as, the problems
that have been faced by social psychologists in their attempts to
understand the processes of communication and persuasion.

Before considering these problems, however it may be useful to
briefly consider the role of communication and persuasion in medi-
cine. I am sure that doctors and nurses, like many other professionals,
do not think that ‘persuasion’ is a part of their jobs. Yet every day,
medical practitioners try to change patients’ beliefs about their state
of health, the meaning of various symptoms, or the consequences of
taking (or not taking) a given medicine, of smoking, of dieting, etc.
Similarly, they prescribe certain drugs or courses of action and
attempt to provide information that will increase the likelihood that
their patients will follow the prescription.

Unfortunately, the word persuasion has taken on a negative con-
notation and most people prefer to believe that the purpose of their
communications is to inform rather than to persuade. However, it
must be realized that informing another person always involves
communicating some information, and the communicator hopes that
the receiver will accept the information, that the receiver will believe
what he is told. To put this somewhat differently, the communicator
hopes that the information he provides will produce a change in
some of the receiver’s beliefs. More often, the communicator also

C.D.P.—8
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assumes that these changes in beliefs will have additional effects, such
as reducing the receiver’s anxieties or increasing the likelihood that
the receiver will select the right course of action.

If the purpose of a communication is to change beliefs, feelings, or
behaviours, then, whether we are prepared to admit it or not, we are
involved in the communication and persuasion process. Persuasion
need not be a dirty word; theoretically at least, it merely refers to the
effects of a communication. If we want patients to give us more (or
different kinds of) information about their health, or if we want them
to follow certain recommendations, it is usually necessary to provide
them with information that will increase the likelihood they will do
so. Similarly, if a doctor wants a nurse to behave in certain ways
(either in general, in certain situations, or with respect to a particular
patient) the doctor must communicate this to the nurse: he must
provide her with information that will influence her behaviour. The
questions of whether the information communicated is accepted and
whether it leads to the desired change in behaviour are questions of
communication and persuasion. That is, the study of communication
and persuasion is concerned with understanding the problem of
‘Who says what to whom with what effect ?” It is precisely this ques-
tion that social psychologists have been attempting to answer for
more than thirty-five years. More specifically, they have been con-
cerned with manipulating communicator variables (the who), message
variables (the what), and audience variables (the to whom) in an
attempt to understand their influence on various measures of recep-
tion and attitude change (the effect).

Unfortunately, this approach has not been terribly successful, and
as recently as five years ago a cursory look at the communi-
cation literature would have shown that social psychology had rela-
tively little to contribute to an understanding of the communication
and persuasion process; the thousands of studies conducted had not
yielded a single generalizable principle of effective communi-
cation that would be of use to the practising communicator. It now
appears, however, that all of this research has not gone for nought,
and in the past five years I think we have begun to learn from our
mistakes and finally begun to make some major breakthroughs in
our understanding of the communication and persuasion process.
What I should like to do in this paper is to discuss some of these new
insights in the hope that people interested in the study of medical
communication can not only benefit from our progress but, more
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importantly, can avoid making the same mistakes all over again.

Perhaps our major mistake was a failure to recognize that beliefs,
attitudes, intentions, and behaviours are four very different variables
with different determinants and with stable and systematic relations
among them. Until very recently, the term attitude was used in a
generic sense to refer not only to a person’s affective feelings towards
some object, but also to his cognitions (or beliefs) about the object
and his conations (or behavioural intentions) with respect to the
object. Thus although studies of communications and persuasion
seemed similar in that they tested the effectiveness of a given com-
munication or of a given manipulation (such as communicator
credibility) by measuring the amount of attitude change produced,
we can now see that some of these measures of attitude change were
measures of belief, others were measures of attitudes, and still others
were measures of intentions or behaviour.

A theoretical framework

A belief is a probability judgement that links some object or concept
to some attribute.! The content of the belief is defined by the object
and attribute in question, and the strength of the belief is defined by
the person’s subjective probability that the object-attribute relation-
ship exists (or is true).

An attitude is a bipolar evaluative judgement of the object. It is
essentially a subjective judgement that I like or dislike the object,
that it is good or bad, that I'm favourable or unfavourable towards
it.2

An intention is a probability judgement that links the individual
to some action, and behaviour is an observable action that is quanti-
fiable on either a dichotomous (ie he did/did-not perform action X)
or a continuous scale (he donated £0 to £X to a charity).

Fig. 1 presents a brief summary of the relations between beliefs,
attitudes, intentions, and behaviours with respect to a given object.
From this it can be seen that a person holds many beliefs about any
given object, that is, he associates that object with a variety of attri-
butes. What we have found is that knowledge of a person’s beliefs

1. The terms ‘object’ and ‘attribute’ are used in a generic sense and both terms
may refer to any discriminable aspect of an individual’s world. For example, I
may believe that Pill A (an object) is a depressant (an attribute).

2. Once again, the term object is used in a generic sense. Thus I may have
attitudes towards people, institutions, events, behaviours, outcomes, etc.

C.D.P.—8*
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Fig. 1. Schematic presentation of conceptual framework relating beliefs,
attitudes, intentions, and behaviours with respect to a given object.

about an object and his attitudes towards the associated attributes
allow us to accurately predict his attitude towards the object per se.
That is, it appears that a person’s attitude towards any object is a
function of his beliefs about that object. Notice however, that it is
the entire set of beliefs that determines the attitude and not any
single belief. As we shall see below, this is an important point because
it implies that changing any one belief about an object may not
change the person’s attitude towards the object. .

Once the person has formed an attitude he is predisposed (ie he
intends) to perform a variety of behaviours with respect to, or in the
presence of, the object. Once again, it must be noted that although
his attitude does predispose him to perform a set of behaviours, it
does not predispose him to perform any specific behaviour. This is
perhaps the most important finding to come out of social psychology
in the last ten years. By contrast to our previous assumption that
changing a person’s attitude towards some object would influence
some particular behaviour with respect to that object, it is now clear
that attitudes towards an object may have little or no influence on
specific behaviours with respect to that object. Just as attitude is
determined by the entire set of beliefs a person holds, the attitude
only serves to predispose the person to engage in a set of behaviours
that, when taken rogether, are consistent with the attitude.

This is really nothing more than a recognition of the fact that a
person’s attitude may be expressed in a variety of ways. For example,
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two people may like a third person equally well, but this does not
mean that they will behave identically with respect to that person.
There are various ways of expressing liking and one person may ex-
press it by inviting the person out for a drink, while this particular
behaviour might never occur to the other person, perhaps because
he is a teetotaller. However, the latter person might show his liking
by inviting the person home for dinner. It has taken over fifty years
to break down the fallacy of a one-to-one relation between attitudes
and behaviours and, as we shall see below, the assumption of a one-
to-one relationship has been one of the major factors impeding pro-
gress in understanding the communication process.

It is important to recognize however, that Fig. 1 does not imply that
there is no relationship between attitude towards an object and in-
tentions to engage in various behaviours with respect to that object.
Indeed, it suggests that if one were interested in the totality of inten-
tions a person held with respect to some object, knowledge of a
person’s attitude would be a useful predictor. That is, the more
favourable the person’s attitude, the more positive and the fewer
negative behaviours he would intend to engage in. To put this some-
what differently, increasing a person’s attitude towards some object
should increase the number of positive behaviours he intends to en-
gage in with respect to, or in the presence of that object. There is no
guarantee however, that it will increase the person’s intention to en-
gage in any particular behaviour. Thus, for example, increasing a
woman’s attitude towards family planning might increase her inten-
tion to have a two-child family but not her intention to use contra-
ceptives.

Finally, Fig. 1 also points out that a person’s intention to engage
in a specific behaviour with respect to an object is the primary deter-
minant of that behaviour. That is, the single best predictor of whether
or not a person will engage in a particular behaviour is his intention.
with respect to that behaviour. Unlike the relations between beliefs
and attitudes, and attitude and intentions, we do assume a one-to-one
relation between intention and behaviour. Thus, everything that was
said about the attitude-intention relationship, also applies to the
attitude-behaviour relationship. We can no longer assume that a
person’s attitude towards an object will be related to any specific be-
haviour the person engages in with respect to the object but it should
be related to the pattern of behaviour he performs.

Unfortunately, most communications are not directed at changing
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patterns of behaviour, but are directed at some specific behaviour
the '‘communicator wants to change. As even the most cursory glance
at the communication and persuasion literature will show, most
communications appear to have been notoriously unsuccessful in
producing behaviour change. The above analysis provides several
explanations for this. First, most communications are based on the
assumption that changing a person’s attitude towards some object
will change some specific behaviour towards that object. The above
analysis points out that even if the communication were successful in
producing a change in attitude, this may have little or no effect on the
particular behaviour the communicator was interested in. Second,
most attempts to change attitudes are based on the assumption that
this can be done by changing one or more of the person’s beliefs
about the object. Here too, even if the communication were success-
ful in changing those beliefs it was directed at, this is no guarantee
that the person’s attitude would change, since the attitude is based
on the entire set of beliefs about the object that the person holds and
not just the one or two beliefs attacked in the message. As we shall
see below, changing one belief about an object may have unexpected
impact effects on other beliefs about the object that the individual
holds. Indeed, in many cases, although the communication may be
effective in changing those beliefs it was directed at, the impact effect
of the message on other beliefs about the object may actually serve
to lower, rather than to raise, a person’s attitude towards the object.
Before turning to a consideration of such message effects, however,
it is necessary to consider those variables that are related to specific
behaviours and intentions. In Fig. 2 it can again be seen that the
immediate determinant of any given behaviour is the person’s inten-
tion to engage in that behaviour. Two major variables have been
found to serve as the determinants of an intention: (1) the person’s
attitude towards performing the behaviour in question and (2) his sub-
jective norm with respect to performing the behaviour, that is, his
subjective judgement that most people who are important to him
think he should or should not engage in the behaviour. Please notice
that this statement is not very profound; it would be surprising in-
deed if people did not intend to perform those behaviours that (1)
they themselves evaluated positively or (2) important others thought
they should perform. What is interesting however, is that the relative
weights of these determinants vary as a function of the behaviour in
question and individual difference variables. For some behaviours
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Fig. 2. Schematic presentation of conceptual framework for the prediction of
specific intentions and behaviours.

the person’s intention is based almost entirely on his attitude towards
performing the behaviour and little or no attention is paid to the
prescriptions of important others. For other behaviours, the inten-
tion may be based primarily on the prescriptions of important others,
and the person’s attitude towards the behaviour has little or no in-
fluence. Similarly, some people (such as authoritarians) may place
more weight on normative influences, while others (such as intro-
verts) may place more weight on attitudinal considerations.

Even at this relatively global level, several important points can
be made. First, a relatively simple shift in focus from the object the
behaviour is directed towards to the behaviour per se, again places
importance upon attitude as a predictor of behaviour. So all the
research done with respect to attitudes towards objects has not been
in vain, for all of the findings can also be applied to understanding,
measuring, and changing attitudes towards behaviours. From a
theoretical perspective, an attitude is an attitude, and it makes little
or no difference if we are talking about attitudes towards people,
institutions, events, or behaviours. That is, as can be seen in Fig. 2
(and similar to Fig. 1), a person’s attitude towards performing a given
behaviour is viewed as a function of his beliefs about performing the
behaviour (just as his attitude towards an object was viewed as a
function of his beliefs about the object). Thus, just as we may change
a person’s attitude towards an object by changing the set of beliefs
the person holds about that object, so too can we change a person’s
attitude towards performing a given behaviour by changing the set
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of his beliefs about performing that behaviour. However, it can also
be seen that even if a communication were successful in changing a
person’s attitude towards the behaviour in question, this, again, does
not necessarily guarantee change in his intention to perform the
behaviour.

Recall that some behavioural intentions are primarily under nor-
mative control, and if this is the case, changing a person’s attitude
towards performing the behaviour will have little or no effect on his
intention. Indeed, in such a situation, behavioural intentions will
only change if one is successful in changing the subjective norm.
Fig. 2 also indicates that the subjective norm (like attitudes) is a
function of other beliefs. More specifically, a person’s judgement
that ‘most people who are important to me think I should/should not
perform this behaviour’ is viewed as a function of his normative
beliefs, that is, his beliefs that specific referents (be they individuals
or groups) think he should or should not engage in the behaviour,
weighted by his motivation to comply with these referents. Here too,
it should be noted that the subjective norm is a function of the set of
normative beliefs the person holds, and it is not necessarily related
to any single normative belief. Thus, changing a person’s belief that
a particular referent thinks he should (or should not) engage in the
behaviour may not influence his subjective norm: that is his judge-
ment that ‘most people who are important to me’ think I should (or
should not) perform the behaviour.

For those of you who are quantitatively oriented, I should perhaps
mention that all of the above statements can be put in mathematical
form. More specifically, the relations in Fig. 1 can be described a
follows: '

i be,~ 4, = iliei = iBiei.

Where b; = the strength of belief i about concept o, ie, the sub-

jective probability that concept o is related to some
attribute 7.

A, = the person’s attitude towards concept o.

I, = the strength of intention i with respect to concept o, ie,
the subjective probability that the person intends to
perform some behaviour i with respect to concept o.

B, = the actual performance or non-performance of be-
haviour i.
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e; = the subject’s evaluation of (or attitude towards) attribute
i or behaviour i.

n = the number of salient beliefs the subject holds about
concept o or the number of intentions or behaviours
that could be performed with respect to concept o.

The =~ sign indicates that we are dealing with functional or causal
relationships and rot identities. That is, attitudes are functionally re-
lated to (or determined by) a person’s beliefs and his evaluations of
associated attributes; the attitude however, is not the beliefs and
evaluations. Further, describing the relationships quantitatively
makes it clear that changing one or two beliefs about an object
may not change the person’s attitude towards the object. That is,
attitude is viewed as a function of ) b.e;, and it is only when this
value changes that one can expect a change in attitude. Thus, al-
though a message may change a particular belief that it is directed
at, it may also have impact effects on other beliefs and the total set
of changes may produce a Y, b;e; score that is identical to the original
Y bie; score. If this were the case, then even though there were con-
siderable changes in beliefs, no change in attitude would be expected.

Similarly, although it can be seen that an increase in attitude
should produce an increase in the value of ) Jie; and )’ Bee;, the
mathematical expression makes it clear that it is impossible to state
which particular intentions or behaviours will be affected.

The relations in Fig. 2 can be described as follows:

B I x kSNl = [ Sbied wit GNmy ws |

Where B = the performance or non-performance of behaviour x.
I = the intention to perform behaviour x.
A,.. = the attitude towards performing behaviour x.
SN = the subjective norm concerning the performance of be-
haviour x, ie, the person’s subjective judgement that
‘most people who are important’ to him think he
should (or should not) perform behaviour x.
b; = belief { about performing behaviour x, ie, the sub-
jective probability that performing behaviour x will
lead to (or block) outcome i.
e; = the evaluation of (or attitude towards) outcome /.
N; = a normative belief concerning the performance of be-
haviour x, ie, the person’s subjective judgement that
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referent j thinks he should (or should not) perform be-
haviour x.

m; = the person’s motivation to comply with referent j, ie,
the degree to which the person wants to do (or wants
to do the opposite of) what referent j thinks he should
do.

n = the number of salient beliefs the subject holds about
performing behaviour x or the .number of referents
relevant to the performance of behaviour x.

wy and w, = empirically derived weights referring to the relative
strength of the two components in determining the
person’s intention to perform behaviour x.

Once again, describing these relationships mathematically should
make it clear that changing a given belief about performing a specific
behaviour may not change the person’s attitude towards performing
the behaviour (that is attitude is a function of )’ b,e;) and similarly,
changing a specific normative belief (for example, my doctor thinks
I should take one of these pills every night) may not change the
person’s subjective norm (for example, most people who are impor-
tant to me think I should not take one of these pills every night).
That is, similar to attitudes, the subjective norm is viewed as a func-
tion of the set of normative beliefs (3, N;m;), and it is only when this
value changes that a change in the subjective norm can be expected.
Further, it can also be seen that even if one were successful in chang-
ing a given attitude or a subjective norm, this does not guarantee a
change in intention. Once again, the intention is seen as a function
of both the attitudinal and normative components and their relative
weights (ie, of [(4,.)w,+(SN)w,]) and it is only when the value of
this expression changes that a change in intention can be expected.
Clearly, if either the attitudinal or normative component carries little
or no weight in the determination of the intention (ie, if w; or w,
have values close to zero), changing that component will not change
the value of the expression.

Finally, it should be noted that Figs 1 and 2, as well as their
mathematical representations, imply a causal chain linking beliefs
to attitudes, attitudes (and beliefs) to intentions, and intentions to
behaviours. It should be clear that one does not change attitudes,
intentions, or behaviours directly, but only by changing beliefs that
are functionally related to these variables. Thus, for example, if I
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wish to change some specific behaviour, I would have to change the
person’s intention to perform that behaviour. In order to do this
however, I would either have to change his attitude towards perform-
ing the behaviour or his subjective norm concerning the behaviour.
Which of these two I would attack would depend upon their relative
weights in determining the intention. However, in order to change
either the attitude or the subjective norm, I must ultimately fall back
on changing beliefs; either beliefs that performing the behaviour
will lead to certain outcomes (to change the attitude), or normative
beliefs about the prescriptions of revelant others (to change the sub-
jective norm)*,

Indeed, change in any attitude, be it towards an object, person,
institution, event or a behaviour, ultimately rests on changing the
beliefs underlying the attitude. This is important, because it points
out that in large part, the effectiveness of any communication will
depend upon its ability to produce changes in beliefs. It also points
out that the success or failure of any communication will depend in
large part upon its content and the degree to which that content is
theoretically tied to the goal of the communication.

Message content

This brings us to the second major mistake that social psychologists
and others have made in attempting to understand the communi-
cation process. I think it’s fair to say that most people who have been
interested in communication have paid little or no attention to the
content of the message. Instead, they have been concerned with dis-
covering variables that would increase or decrease the ‘persuasive-
ness’ of a given message, irrespective of its contents. For example,
there have been literally hundreds of studies conducted to investigate
the effects of ‘communicator credibility’. Typically, the experimenter

1. It should be noted that attitudes can also be changed by changing the evalu-
ation of associated attributes and that subjective norms can also be changed by
changing the subject’s motivation to comply with a specific referent. However,
in both these cases, one must again ultimately change beliefs. That is, the evalu-
ation of an associated attribute is nothing more than the person’s attitude to-
wards that attribute, and thus a change in this attitude will require changing
beliefs about the attribute. Similarly, although the determinants of motivation
to comply are still not well understood, it does seem clear that a person’s moti-
vation to comply with a given referent is some function of his beliefs about that
referent and, in particular, beliefs about the referent’s power, prestige, expertise,
trustworthiness, etc.

o
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constructs a message that he assumes will produce a change in some
belief or attitude. In so doing he makes the assumption that if people
believe the contents of this message, then they will also believe that
X is ¥, or that they will become more favourable to X. I will return
to this point shortly; right now, however, let me merely point out
that to the best of my knowledge, these assumptions underlying
message construction have rarely been explicitly tested. Once the
message has been constructed, the actual experiment is relatively
straightforward: the same message is usually given to two groups of
subjects; one group is told that the communicator is a ‘high credi-
bility source’ (an expert) and the other is told the communicator is a
‘low credibility source’ (a charlatan). The two groups are then com-
pared in terms of the amount of change the message produced in
either the belief or the attitude. Although over all studies there is
probably a slight tendency for more change to occur when the message
is attributed to a ‘high’ rather than a ‘low’ credibility source, it is not
at all uncommon to find that there are no differences between the
groups, oreven that the ‘low’ credibility source actually produced more
change. Nowhere in this literature, however, is there even a sugges-
tion that the amount of change produced might be some function of
the content of the message, or that the differential effectiveness of
high and low credibility communicators might depend, even in part,
on the message content. Clearly, if the content of the message were
unrelated to the belief or attitude being considered, then even if the
message were accepted by more people who were told it came from
a high credibility source, no differential changes in the belief or
attitude would be expected. Similarly, if the investigator’s assump-
tion was wrong, ie, if there was a negative relation between accept-
ance of message content and the belief or attitude being considered,
then, even if the high credibility source produced more acceptance,
an analysis of belief or attitude change would suggest that the low
credibility source produced more change in the dependent variable.
The main point to be made is that it is only when one starts to pay
attention to message content, and in particular, to the relations be-
tween the message content and some specific dependent variable (be
it a belief, attitude, intention, or behaviour), that one can start to
understand the communication process. What we have already seen
is that most messages are probably based on inappropriate and
erroneous assumptions. We have tended to assume that changing one
or two beliefs about some object would change some specific be-
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haviour with respect to that object. What I want to point out is that
although an individual may completely accept (ie believe) the con-
tents of a given communication, the degree to which acceptance of
this information will produce a change in some other belief, attitude,
intention, or behaviour depends largely upon the theoretical links be-
tween the message content and the dependent variable in question.

False assumptions

Generally speaking, any communication can be viewed as a series of
belief statements, ie, statements that link some object or concept to
some attribute. Perhaps the first question to be asked is whether the
belief statements comprising the message are identical to, or at least
theoretically related to, the beliefs that one would have to change in
order to produce changes in other beliefs, attitudes, intentions, or
behaviours. What I have been tryingto point out is that very different
beliefs will have to be attacked depending upon the ultimate goal of
the communication. For example, a message directed at changing a
person’s attitude towards some object will have to attack very differ-
ent beliefs than a message directed at changing a person’s intention
to perform some specific behaviour with respect to that object. I
honestly believe that if people were forced to be explicit about the
particular assumptions they were making in constructing a communi-
cation, they would quickly realize that many of their assumptions
were wrong. During discussion it has become clear that many of the
failures in doctor—patient and patient—doctor or patient-nurse com-
munications really occur because of assumptions made by the com-
municator. For example, a doctor may want his patient to believe
that ‘my doctor is really concerned with my welfare’. However, the
doctor may not feel that he can simply tell the patient he is concerned
with his welfare for various reasons: the patient will not believe it or
it is too embarrassing. In such a case, the doctor may assume that he
can communicate his concern by other, indirect means. He may
assume that if he asks the patient about his family and his job, the
patient will infer that the doctor is concerned with his welfare, Un-
fortunately, this assumption may not be right, and instead the patient
might infer that ‘the doctor is wasting a lot of time asking silly
questions that have nothing to do with my problem’. In this case,
rather than improving rapport with the patient, the doctor’s com-
munication may actually be harmful to the doctor—patient relation-
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ship. These same kinds of problems also enter into patient-doctor or
patient-nurse interactions. For example, it appears that many patients
are unwilling to simply tell a nurse that they are in pain. Thus, rather
than directly saying, ‘I am in pain’, patients attempt to do this in-
directly, for example, by seeking the nurse’s attention by asking for
a bedpan. Once again, the patient is making an assumption that “if I
ask the nurse for a bedpan, she will infer that I'm in pain’. Unfor-
nately, in most cases, the nurse is not likely to make this inference,
and instead she will probably do nothing more than bring the bedpan.
Notice that in both cases the communicator’s assumption is a rela-
tively simple one: the communicator assumes that if he says 4, the
receiver will infer B. '

By contrast to this, most persuasive communications involve a
chain of assumptions linking changes in beliefs to changes in atti-
tudes, changes in attitudes to changes in intentions, and changes in
intentions to changes in behaviour. Even more important, most per-
suasive communications involve a different type of assumption,
namely, the assumption that the entire chain of effects depends upon
the receiver’s acceptance of the message content. Most persuasive
communications are based on the assumption that the persuasive
effects of a message depend primarily on the degree to which the
communicator accepts the contents of the message, ie, believes what
the communicator tells him. This is perhaps the third major mistake
that has been made by investigators of persuasive communication.
While this assumption is true in part, it grossly oversimplifies the
communication and persuasion process.

As was pointed out above, any communication can be viewed as a
series of belief statements or ‘source beliefs’. It now seems clear that
if one wishes to understand the communication process, there are
three different questions which must be asked with respect to a given
belief statement: (1) Does the receiver accept the source belief, ie,
does he believe (assign a high probability) to the statement contained
in the message ? (2) Is his post-exposure belief different than his pre-
exposure belief ? That is, did the receiver yield to the message content:
did the message change the receiver’s belief ? (3) Did the source belief
have an impact on other beliefs held by the receiver? To put this
somewhat differently, it is now becoming clear that in order to be
effective, a message must not only be accepted, but it must be yielded
to. In addition, its effectiveness will depend in large part upon the
degree to which it has unexpected or unanticipated impact effects.
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In order to clarify these distinctions, let us consider a hypothetical
example. Suppose that a doctor wants his patient to take a certain
medicine, and he believes he can increase the chances of this occurr-
ing if he can convince the patient that ‘taking these pills regularly
will reduce your anxiety’. To put this somewhat differently, the
doctor assumes that if he can get the patient to believe that ‘taking
these pills will reduce my anxiety’ it will increase the likelihood that
the patient will follow his prescription. Note first, that the doctor is
assuming that the patient doesn’t already hold this belief.

I think it is interesting that one of the major problems in many
persuasive attempts is the communicator’s failure to consider the
kind and amount of information the receiver already has. All too
often, a communicator fails to recognize that the receiver already
holds the beliefs that comprise his message. In these cases, the re-
ceiver will accept the doctor’s statement, but this acceptance does
not produce a change. The patient may accept the doctor’s statement,
without yielding to it. If no change in this belief occurs (ie, if no
yielding occurs) then clearly, even though the doctor’s communi-
cation was accepted, no change in behaviour could be expected.

However, let us assume that the doctor was successful, ie, that
following the communication, the patient was more certain that
‘taking these pills will reduce my anxiety’. Theoretically, changing
the belief about taking these pills could influence the receiver’s atti-
tude towards ‘taking these pills’. In fact, implicitly or explicitly, the
doctor had made the assumption that changing the belief about
‘taking these pills” would produce a change in the patient’s attitude
towards ‘taking these pills’ and that this change in attitude would
ultimately lead to the behavioural change. However, as we have al-
ready seen, the patient’s attitude towards ‘taking these pills’ is not
solely based upon his belief that ‘taking these pills will reduce my
anxiety’, but on the entire set of beliefs he has about ‘taking these
pills’. This is important for it implies that if the doctor’s statement
had an impact on other beliefs about ‘taking these pills’ that the
patient held, these impact effects would also influence the patient’s
attitude towards ‘taking these pills’. What we have tended to ignore
is the fact that changing one belief about a concept (such as ‘taking
these pills’) will usually effect other beliefs the person holds about
that concept. In the present case, if the patient came to believe that
‘taking these pills will reduce my anxiety’, he might also infer (ie,
believe) that taking these pills will affect me in other ways: taking
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these pills will reduce my capacity to work, etc. If this were the case,
then even though the doctor’s communication were completely
effective in terms of changing the belief it was directed at, the com-
munication would have exactly the opposite effects on the subject’s
attitude towards taking the pills than the effects the doctor was
trying to achieve. Rather than making the patient’s attitude more
favourable towards the pills, the communication may actually have
achieved the reverse.

To summarize briefly then, I think we have made three major mis-
takes in our attempts to understand the process of communication
and persuasion:

1. We have failed to distinguish between beliefs, attitudes, inten-
tions, and behaviours.

2. We have failed to pay attention to message content, and par-
ticularly to the links between message content and the specific beliefs,
attitudes, intentions, or behaviours we are trying to change.

3. We have failed to distinguish between acceptance of message
content, yielding to message content, and the impact effects of the
message.

A practical example

In order to illustrate these points, and also to demonstrate how these
mistakes can be avoided, I'd like to describe briefly a recent study
that was conducted by Dr Judy McArdle and myself. Dr McArdle
had been working in an Alcoholic Treatment Unit (ATU) of a
Veterans’ Administration Hospital. Since only 50 per cent of the
patients diagnosed as alcoholic were willing to be transferred to the
ATU, Dr McArdle wished to increase this number, and she felt she
could do it through the use of a persuasive communication. Her
original idea was to send what is generally referred to as a ‘fear
appeal’ message, ie, a message that points out the dangers of a given
course of action, suggests how this action can be avoided, and re-
commends an alternative course of action. More specifically, she
planned to send a message that (@) emphasized the negative conse-
quences of continued drinking, (b) told the patients that they could
gain control over their drinking by joining the ATU’s programme,
and (c) recommended that the receivers sign up for the Alcoholic
Treatment Unit now.
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Notice however, that from the point of view of the analysis given
previously, such a message can only be of questionable effectiveness.
According to the model presented above, if one wishes to increase
the likelihood that a given person will sign up for the ATU, one
must first change his intention to do so. In order to change this inten-
tion however, it is necessary to change either the person’s attitude
and/or his subjective norm about signing up for the ATU. Thus, the
first question that must be asked is whether this particular behaviour
is primarily under attitudinal or normative control. For the sake of
argument, let us suppose that this particular behaviour is primarily
under attitudinal control and, therefore, thatit is necessary to change
the person’s attitude towards signing up for the ATU. According to
our analysis, this can only be done by changing the person’s beliefs.
That is, in order to make him more favourable towards signing up,
we have to provide him with information that will either increase his
beliefs that signing up for the ATU will lead to positive consequences,
or decrease his beliefs that signing up for the ATU will lead to nega-
tive consequences.!

Alternatively, we could try to convince him that ‘Not signing up
for the' ATU” would lead to negative consequences and/or prevent
the occurrence of positive consequences. The main point to be made
however, is that if our analysis is correct, the message must change
the receiver’s beliefs about signing up or not signing up for the ATU
if it is to be effective. Notice that in contrast to this, the fear appeal
provides information about continued drinking, and although it does
state that one can gain control over drinking by joining the ATU, it
never directly attacks the receiver’s beliefs about signing up for the
ATU. At best, one can only hope that the receiver will infer that
signing up for the ATU will prevent or that not signing up for the
ATU will lead to the negative consequences of continued drinking
described in the message. To put this somewhat differently, it appears
that even if the fear appeal message were accepted and yielded to, it
could only be effective in changing the receiver’s behaviour if it had
an impact effect on beliefs about signing. In contrast, one could de-
sign a communication that directly attacked the receiver’s beliefs
about signing up or not signing up for the ATU.

In order to test these notions, we constructed three persuasive
messages. The first, which we called the traditional fear appeal, was

1. It would also be possible to increase his beliefs that signing up would prevent
negative consequences,
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exactly the message Dr McArdle originally had in mind. It was com-
prised of ten major belief statements each linking continued drinking
with a different negative conséquence (ie, a deterioration of physical
health, a deterioration of relationships with your family: less freedom
within the hospital, etc.). The message then argued that the ATU had
a programme that could help them gain control over their drinking,
and finally, it recommended that they ‘sign up for the ATU now’.
The second, which we called the negative appeal, was also comprised
of ten major belief statements. Here however, each statement linked
not signing up for the ATU with a different negative consequence.
In fact, not signing up for the ATU was linked with the same ten
negative consequences that appeared in the fear appeal message (ie,
not signing up for the ATU will lead to a deterioration of your
physical health; will lead to less freedom within the hospital, etc.).
The negative message also ended with the recommendation to ‘sign
up for the ATU now’. The third message, which we called the positive
message, was the mirror image of the negative message. It too was
comprised of ten major belief statements, but each statement linked
signing up for the ATU with a positive consequence. These conse-
quences were the direct opposites of the negative consequences (ie,
signing up for the ATU will improve your physical health; will give you
more freedom within the hospital, etc.). Once again, the message also
ended with a specific recommendation to ‘sign up for the ATU now’.

Each message was presented to a different group of patients, half
of whom had previously indicated willingness to sign up for the
ATU and half of whom had previously refused to join. In addition,
a fourth group served as a no-message control. The messages, each
of which lasted about ten minutes, were tape-recorded by the director
of the Alcoholic Treatment Unit. Immediately after hearing the
message, the patients were given the opportunity of signing up for
the programme. They were then asked to fill in some questionnaires
which, among other things, allowed us to measure their beliefs about
continued drinking, about signing up and not signing up for the ATU,
and their attitudes towards continued drinking, signing up and not
signing up. The results were as follows:

Acceptance of message content
The first question we asked concerned the degree to which the three
messages were accepted by people receiving them. A direct measure
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of acceptance of message content was built into the present study.
More specifically, each message was comprised of ten basic source
beliefs, with each statement linking the attitude object (ie signing up,
not signing up, or continued drinking) to a positive or negative out-
come. On the post-test, all subjects (including those in the no-message
control) were asked to indicate the degree to which they personally
believed each of these thirty statements. In Table 1 it can be seen that
there were no significant differences between the groups in terms of
the degree to which they accepted (believed) the ten statements com-
prising the particular message they received. Not unexpectedly,
initially willing subjects were significantly more likely to believe the
contents of the messages they received than were unwilling subjects
(X = 12-77 vs 3-30, P < 0-001). There was, however, a significant
interaction, since even subjects initially unwilling to be transferred
to the ATU showed some acceptance of the fear message. Subjects
who were initially unwilling to be transferred were likely to accept
(believe) that continued drinking would lead to negative consequences.

Yielding to message content

Although the three messages were equally accepted, this cannot be
taken as evidence that they produced equal amounts of change in
corresponding beliefs, ie, that they were yielded to equally. Although
no direct measure of change is available, yielding can be estimated
by comparing the data presented in Table 1 with the corresponding
data from the no message control group. Table 2 presents the mean

Table 1. Acceptance of message content

Message condition

Subject type Positive  Negative  Fear Average
Willing 13-90 1195 1245 1277
Unwilling 0-00 2-50 7-10 330
Over-all acceptance 695 723 9-78

Source daf MS F

Type A 1 274563  65:17*

Condition B 2 97-06 2-30

AxB 2 182-86 4-34%

Error 114 42-13

*P < 0-01. tp < 0-05.
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estimates of the amount of change in beliefs comprising each message.
(ie the yielding) produced by the messages themselves.

Table 2. Yielding to message content

Message condition

Subject type Positive  Negative Fear  Average
Willing 3-55 570 115 347
Unwilling 0-80 695 1-60 312

Over-all yielding 2-17 6-35 1-38

Cell entries represent differences between the experimental groups and appro-
priate controls. Only the differences in the negative conditions are significant.

Source df MS F
Type A 1 3-68 0-09
Condition B 2 28243 6-70*
AXB 2 44-80 1-06
Error 114 42-13

*» < 0:01.

Over-all, the negative message was yielded to (X = 6-35) to a
significantly greater extent than either the positive message (X = 2:17)
or the fear appeal (X = 1-38). Further, when one considers the
amount of change produced by each message, only the negative
message produced a significant amount of yielding. Somewhat
surprisingly, there was no over-all tendency for initially willing
subjects to yield more to the contents of the message they received
than initially unwilling subjects (3-47 vs 3-12). Although there was a
tendency for willing subjects to yield more to the contents of the
positive message than unwilling subjects, the interaction was not
significant. While these results indicate that only the negative message
was effective in changing the beliefs it contained, the messages may
also have impact effects.

Impact of the messages on non-mentioned beliefs

1t should be recalled that underlying the use of a traditional fear
appeal message is the implicit assumption that respondents will make
inferences that signing up will lead to the ten positive consequences
and/or that not signing will lead to the ten negative consequences.
Along these same lines, the positive message could have an impact
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Table 3. Impact effects of the messages on primary beliefs

(a) Beliefs about signing (b) Beliefs about not signing
Message condition Message condition

Subject type  Negative Fear  Average Negative  Fear Average

Willing 365 —1-65 100 380 —0-80 1-50

Unwilling 645 —2:00 223 08 —130 —0-23
504 —1-83 233 —1-05

Source af MS F daf MS F

Type 4 1 41-09 1-73 1 37-46 1-41

Condition B 1 1266-11 53-31* 1 126553 47-63*

AXB 1 51-:30 216 1 2444 092

Error 76 23-75 76 26-57

*» < 0-01. *» < 0:01.

on subjects’ beliefs about not signing, and the negative message could
have an impact about beliefs about signing.

Table 3 shows the impact effects of the messages on subjects’ be-
liefs about signing up and not signing up for the ATU. In part (a) of
Table 3 it can be seen that the negative appeal increased subjects’
beliefs that signing up for the ATU would lead to positive conse-
quences (X = +5-04) while the fear appeal tended to decrease these
beliefs (X = —1-83). Similarly, in part (b) of Table 3, it can be seen
that the positive appeal increased subjects’ beliefs that not signing
would lead to bad consequences (X = +2-33) while the fear appeal
tended to lower these beliefs (X = —1:05). To put this somewhat
differently, the positive and negative appeals produced positive im-
pact effects. In marked contrast, even though there was little yielding
to the traditional fear appeal, it did tend to have a negative impact
on beliefs about signing up and not signing up for the ATU.

Over-all effect of the messages on beliefs

Table 4 presents the estimated change in all twenty beliefs (ten about

signing up and ten about not signing up) produced by the three

messages. Here it can be seen that over-all, both the positive and

negative appeals had a significant positive effect on the total set of
C.D.P.—9
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Table 4. Changes in all primary beliefs

Subject type © ' Message condition

_ Positive  Negative Fear  Average
Willing 7-35 935 —-245 475
Unwilling 1-65 1340 -3-30 392

Over-all change 4-50 11-37  —2-87

Cell entries are differences between the experimental and control groups. All
three over-all change scores are significant, ie, there is a significant difference
between the experimental and control groups in each case.

Source df MS F
Type A 2 20-83 011
Condition B 1 2031-46 10-91*
AxB 2 237-66 1-28
Error 114 186-13

*p < 0:01.

beliefs, while the fear appeal had a significant negative effect. Al-
though there is no obvious explanation for this negative impact (or
‘boomerang’) effect of the traditional fear appeal message, this find-
ing does make it clear that one cannot merely assume that inferences
will be made that link a recommended course of action with avoid-
ance of the dangers associated with a given state (for example, con-
tinued drinking). Indeed, rather than arriving at the appropriate
inferences, the present study clearly indicates that subjects exposed
to a message emphasizing the dangers associated with one course of
action (ie, continued drinking) may actually infer that these dangers
are not likely to be avoided by an alternative course of action (ie,
signing up for the ATU) that is reccommended in the message.

Effect of the message on the differential attitude towards
signing

The implication of these differential belief changes can perhaps be
seen most clearly in the next link in the chain of effects, ie, with re-
spect to the respondent’s differential attitudes towards the act of
signing (ie, attitude towards signing up; attitude towards not signing
up). Table 5 presents the mean change in differential attitudes of the
respondents.
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Table 5. Changes in differential attitudes

Message condition

Subject type Positive Negative  Fear Control  Average
Willing 1-30 120 —0-80 0-50 0-55
Unwilling 0-40 1.1 —0-80 0-05 0-20

Over-all change 0-85 1118 —0-80 0-28

‘Soarce df MS F

Type 4 1 245 102
Condition B 3 1504 6-24*
AXB 3 088 0-36
Error 152 241

*p < 0-01.

While subjects in the no-message control did not change their
attitudes over time, subjects receiving the positive and negative
appeals significantly increased their differential attitudes towards
signing while subjects receiving the traditional fear appeal signifi-
cantly decreased their differential attitudes. According to our analy-
sis, these changes in attitude should have influenced respondents’
intentions to sign up for the ATU and thus their actual signing be-
haviour.

Effects of the messages on behaviour

Table 6 shows the proportion of signers in each condition. As ex-
pected, initially willing subjects were significantly more likely to sign
(82-5 per cent) than those who were initially unwilling (13-7 per cent).
In addition a significantly greater proportion of subjects exposed to
the positive and negative appeals actually signed up for admission
to the ATU than subjects exposed to the traditional fear appeal.
More importantly, a significant interaction indicated the differential
effectiveness of the various persuasive appeals. Considering only
subjects who initially indicated that they were not willing to transfer
to the ATU, none of those in the no-message control changed their
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Table 6. Percentage of respondents signing up for the ATU
(N = 20/cell)

Subject type Message condition

Positive  Negative Fear  Control All
Willing 95 100 50 95 82-5
Unwilling 20 30 5 0 137

All subjects 57-5 65 275 475

Source daf MS F
Type A 1 2031 203-1*
Condition B 3 1-06 10-6*
AxXB 3 0:42 4.2%
Error 152 0-10

*p < 0-01.

mind. While the traditional fear appeal was unsuccessful in increasing
the signing rate (5 per cent signed), both the positive message (20
per cent) and the negative message (30 per cent) significantly in-
creased signing behaviour. Turning to those subjects who were initi-
ally willing to be transferred to the ATU, one subject in the no-
message control (5 per cent), one subject receiving the positive appeal
(5 per cent) and none of the subjects receiving the negative appeal
changed their minds. In marked contrast, 50 per cent of the initially
willing subjects who received the traditional fear appeal did not sign
up for the ATU. This ‘boomerang effect’ was highly significant. To
summarize briefly then, the post-test behaviour of subjects in the no-
message control group was consistent with their pre-test behaviour;
the negative and positive appeals significantly increased signing be-
haviour, while the traditional fear appeal significantly reduced sign-
ing behaviour. It is worth noting that in support of the approach
outlined earlier, these results correspond directly to the previously
obtained changes in beliefs and attitudes.
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Communicator failure

The above study demonstrates the importance of considering the
theoretical relationships between message content and a given de-
pendent variable. In addition, it shows how changes in theoretically
relevant beliefs can produce changes in attitudes and behaviours. It
demonstrates the importance of distinguishing between beliefs, atti-
tudes, intentions, and behaviours, and of understanding the relation-
ships between these variables. Finally, it points to the necessity of
distinguishing between acceptance of belief statements contained in
a message, yielding to these statements, and the impact effect of the
statements on other beliefs that are theoretically related to the de-
pendent variable in question.

What I have tried to argue throughout this paper is that these con-
siderations and distinctions are essential if one is to understand the
persuasive effects of a communication. Not only do these considera-
tions allow one to develop effective communications, but they enable
one to identify quickly various sources of communication failure. I
‘personally believe that one of the main reasons for communication
failure is not that people don’t accept the information they are given,
but that the information provided is inappropriate or incomplete.

For example, if a doctor wants a patient to behave in a certain
way such as taking a particular prescription twice a day, he cannot
assume that he can produce this behaviour by simply telling the
patient that, ‘I expect you to take these pills twice a day’. Assuming
that this statement is accepted, it must be recalled that it represents
just one of many normative beliefs about this behaviour that the
patient may hold. The patient may also believe that his wife, or
another doctor, or his religion thinks that he should not take the
pills twice a day. Even though he may believe that ‘Dr A thinks I
should take these pills twice a day’, his subjective norm might be that
‘Most people who are important to me think that I should not take
these pills twice a day’. Further, even if the doctor’s statement does
change the patient’s subjective norm (ie, even if the patient does
come to believe that ‘most people who are important to me think I
should take these pills twice a day’) his intention to perform this be-
haviour might be completely under attitudinal control. In this case,
irrespective of his subjective norm, he would only intend to engage
in this behaviour if he believes that taking the pills twice a day would
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lead to more positive consequences and/or fewer negative conse-
quences than not taking the pills twice a day.

To continue with this example, let us suppose that this particular
behaviour is indeed under attitudinal control. In this case, the doctor
could only influence the patient’s behaviour by providing him with
information about the advantages of taking the pills twice a day and/
or the disadvantages of not taking the pills twice a day. Notice that
the information necessary to produce the desired behaviour is very
specific to the behaviour being considered. Notice also that other
information may have little or no influence on whether the patient
takes the pills twice a day. That is, it would do relatively little good
for the doctor to provide information about the pill per se, the nature
of the patient’s illness, or even the advantages of taking the pills in
general. In the latter case, it should be realized that the patient may
believe that taking these pills will lead to good consequences, but at
the same time, he might believe that taking these pills twice a day
will lead to negative consequences. To put this somewhat differently,
when a behaviour is under attitudinal control, one must provide in-
formation that can potentially change the attitude towards the par-
ticular behaviour in question. Changing the patient’s attitude to-
wards ‘Pill X”, or even towards ‘Taking Pill X’ may have little or no
influence on his attitude towards ‘Taking Pill X twice a day’. Clearly,
a person could have a positive attitude towards taking ‘Pill X once
a day’ but a negative attitude towards ‘Taking Pill X twice a day’.
Once the specific behaviour and the appropriate attitude have been
identified, the type of information necessary to change that attitude
becomes clear. Providing any other type of information may not only
have no effect on the behaviour in question, but, as in the case of the
fear appeal described earlier, it may actually have an effect that is
directly opposite to that intended.

To conclude, it is only recently that we have come to understand
the relationships between beliefs, attitudes, intentions, and behaviours,
and, as I have tried to point out throughout this paper, it is only
with this knowledge that it becomes possible to understand com-
munication effectiveness. All too often, people have pointed to the
ineffectiveness of mass communication or have identified cases of
communication failure when, in a sense, the communications have
been entirely successful and no failure has occurred. In many of these
cases, the communication did everything that it was capable of
doing: people did accept the statements contained in the message.



Communicator failure 127

The problem was not really one of communication failure, but one
of communicator failure, ie, the failure of the communicator to link
the contents of his message to the particular belief, attitude, intention,
or behaviour he was trying to change. What I would like to suggest
is a distinction between communication and communicator failure.
If a receiver accepts the statements contained in a message, the com-
munication process has been successful. I do not believe that we
should call something a communication failure if the communicator
makes erroneous assumptions about the effects ‘of the information
he presents.



Postscript

The seminar and this book are just one outcome of Charles Fletcher’s
Rock Carling Monograph on Communication in Medicine which
may justly be described as a landmark in our appreciation of the
importance of the subject to the practice of medicine. Fletcher
divided his monograph into two parts: the first was concerned almost
entirely with communication between individuals and the problems
of communication which face doctors in their daily work. This looked
at communication with patients, communication in hospitals, and
communication between the three divisions of the NHS. The second
part looked at communication with the public about medicine.

By contrast we have focused almost entirely on communication
of doctors, nurses, and other health care professionals with patients.
This choice was a natural one given its central importance and we have
attempted to look at this aspect in greater depth. Perhaps it would be
reasonable to treat the other areas in a similar fashion in thefuture.
The choice of just one aspect is, however, indicative of the scope of
the subject, albeit as Fishbein points out, many of the problems
are common.

What then are the salient points that emerged on first reading of
Fletcher’s chapter on communication with patients? Others may
identify these differently and I suppose that one’s choice may in some
part be influenced by one’s outlook and mood. Be this as it may, the
things I identified were, first and foremost, a reluctance of doctors
and nurses to consider seriously that they might be failing in some
large part of the consultation: the key point of clinical medicine.
Secondly, little is being done to seek improvement. To quote,

It would seem self-evident that a matter which is the chief source
of dissatisfaction among our patients should have a permanent
place in the teaching of medical students. I have found no
reference to such teaching in the Report of the Royal Commission
on Medical Education nor, with one exception, in the more
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popular undergraduate textbooks on medicine. I gather from
colleagues engaged on undergraduate teaching that, whereas
the need for communication is usuvally emphasized in intro-
ductory lectures, there is little specific instruction on techniques
or any continuing emphasis throughout the clinical years.

And, lastly, that the prescription of time, trouble, and empathy left
me feeling dissatisfied.

This is not to imply criticism. The scope of the monograph, and
of the chapter alone, mitigated against more detailed exploration.
And any further exploration would have had to be multidimensional
in nature and multidisciplinary in origin. For the question exposed
by the points of reluctance to consider failure and the absence of
teaching or guidance is—why? There are many aspects to this
question which at this point I should prefer to ignore. For the purposes
of this postscript, I am going to offer one answer which is that in the
process of communicating with patients most of us do not know
what we are doing: we know what we want to do but most
of us do not know, other than intuitivély, how to do it. It follows
that we are unable to monitor our own performance with a view to
seeking improvement. It also follows that it is not something which
can be easily taught.

The five papers in this book are then a form of argument to support
this point of view, and here I should like to recap some of the salient
points that emerge. To the point of how bad is the situation I should
like to turn to the papers by Marie Johnston and Philip Ley. Johnston
in her study looked at the communication of physical and psycho-
logical feelings to nurses. As she, herself, states, she undertook a
fairly severe test of communication in what, it may be added, was an
extremely rigorous manner. She showed that although nurses know
what patients worry about (a not surprising finding), they do not
know which patients are worried or how many worries patients have.
Furthermore, as has been previously shown, pain is poorly com-
municated along with most other physical aspects of recovery from
surgery. One may question these findings but it can be argued that
they are not really unexpected in that they agree with other work of
a somewhat allied nature.

Ley looked first at the problem of patients’ dissatisfaction with
communications in hospital and using data from a number of studies
showed that something between 11 and 65 per cent of patients come
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out of hospital feeling dissatisfied with the communications aspect of
their hospital stay. The percentages vary considerably and part of
this is obviously due to different samples of patients and to the
different questions asked. More salutary, however, is his demonstra-
tion that the percentage of patients dissatisfied is not reduced when
doctors feel that they made special efforts and indeed, when they felt
that they were communicating adequately. Perhaps after all, time,
trouble, and empathy are not the keys to greater success.

Coming to Peter Maguire’s and Derek Rutter’s paper, there is
little comfort to be found in their experience with senior clinical
students. Let me use Maguire’s own words when he presented their
paper at the seminar.

The evidence I want to talk about is mostly derived from studies
which have actually looked at what students and doctors do,
rather than take their own accounts of what they do, because
there are quite alarming discrepancies. Early work suggested
that there were particular difficulties, not only in doctors not
seeming to know always what questions to ask, but also in the
behaviour they commonly used to interview. We thought that
we ought to check this by taking a group of quite senior students
—most of them just before finals—and giving them the task of
simply finding out the nature of the patient’s current problems.
We deliberately chose patients who were co-operative, articulate,
and likely to give an easy account of themselves. We were
not, therefore, testing complex interview behaviour. We were
concerned with their basic ability to get a notion of the patient’s
key problems.

The first and most alarming thing we found was how little
information the students were able to get that was either
accurate or relevant. Usually they averaged around 14 items in
15 minutes, less than one item per minute, where an item would
score one if it was just a symptom. So they were coming out
with very little information. Why was this so ? One of the major
issues was the whole problem of being able to help the patient
give the type of information wanted. We found that the students
would let the patients ramble on matters that were not very
relevant to the task. They did not seem to have been given any
coherent interview procedure.

The other problem that we found was that, it did not matter
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whether they were organically oriented, psychologically oriented,
or whatever, most of the students and doctors had an inappro-
priate focus. They would go for the first problem the patient
volunteered. They would assume that it was the real problem,
and they seemed to have no strategy which allowed them to
detect that there might be other, more important problems,
bothering the patient. The question style they used was usually
very leading, biased, and restricting, so that the options open to
the patient were very limited.

One of the very interesting things was how vague the informa-
tion was that the doctors were content to accept: simple things
like the exact dosage of a treatment, the dates of surgery, were
left very imprecise. They seemed to have no routine way of
telling the patient that they wanted precise information.

We have been talking about non-verbal behaviour. It was
quite -astounding the kind of gross behaviours that went,
apparently, unnoticed, and unresponded to. There again, some
students behaved in a manner which seriously interfered with
their efforts to relate to the patient, without being in any way
aware of the effect they were having.

To turn now to the subject of patient compliance with therapeutic
regimes. Ley in his paper discussed compliance in medicine taking.
Over-all, he showed, that in 68 studies covering patient compliance
in a wide variety of instances varying from the nice to the nasty,
innocuous to harmful, nearly half the patients did not follow the
advice given. To extend this it is useful to consider a more recently
published report by Sackett et al. (1975).! They tackled the problem
of poor compliance of patients under treatment for hypertension.
They undertook a randomized controlled trial to see whether
compliance could be improved by either making follow-up more
easy and convenient or educating patients about their disease.

Both strategies failed to yield improvement. At six months only
some half of the patients were compliant and there were no significant
differences between the groups. There is even a suggestion that the
educational programme might have been counter-productive in one
of the groups. Because of the total lack of success the study is now
being extended to test a set of more behaviourally oriented strategies.

1. Sackett, D. L., Haynes, R. B., Gibson, M. D., Hackett, B., Taylor, D. W.,
Roberts, R. S., and Johnson, A. L. (1975). ‘Randomised clinical trial of strategies
for improving medication compliance in primary hypertension’, Lancet, i, 1205-7.
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These consist of training in home blood pressure measurement and
medication charting, and the tailoring of regimes to habits and daily
ritual.

At this point I feel that I have satisfactorily supported my view
that most of us do not know what we are doing when we attempt to
communicate. But where does this get us? I should like to think to a
consideration of the other aspect of this book, which is principally
concerned with what to do about it. Again I should like to recap the
main themes.

Colin Fraser has provided us with a fairly detailed analysis of
channels of communication and different types of communication in
the face-to-face setting. In the first part of his paper he looks at overt
behavioural aspects and in the second part he considers communica-
tion as meaning. Anyone reading his paper should be made more
clearly aware that it is not only the words and tone that are important,
but the structure of sentences, the ums and ahs, the silences, the
gestures, the eye contact, play essential parts. Many might like to
dismiss this as common knowledge: in reply I would offer the
comment that it would be a very imperceptive or insensitive student
who, after reading Fraser’s analysis, continued to act in a manner
such as described by Maguire: ‘one student repeatedly answered “yes”
to a patient in so bored a2 manner that the patient was reduced to
silence. Another adopted an extremely casual and sprawling posture.
The patient interpreted this as indifference . . .

But Fraser goes further and raises questions about the relationship
of the overt message and the immediate social setting and the back-
ground presuppositions which might operate. His example, ‘Well,
he’s a typical Rotarian’, is a particularly interesting one. I interpret
this as something not uncommon in clinical medicine—a form of
personality diagnosis arrived at intuitively and serving to describe
in a word or phrase a set of characteristics, a likely manner in which
a person will respond or behave, and possibly an indication of treat-
ment or management. Fraser suggests that some of the shortcomings
of communication in medical settings are due to unexamined
differences in the backgrounds of doctors and patients. It is difficult
to disagree with this: all that needs to be added is that from the above
example we lack a suitable taxonomy!

Fraser’s paper I see as the cornerstone on which to build, drawing
on Maguire’s and Rutter’s experience and success. To me it provides
much of the theory which they have applied to the medical setting,
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to the doctor—patient consultation. In a nutshell they set out to give
the student an appropriate interviewing model, and instruct him in
interviewing techniques. In this they clarify the social setting, help
minimize any background presuppositions, identify different com-
munication systems and stress attention to the message content.
I think their work does much to alleviate the gloom of previous
remarks and is particularly encouraging in view of Fletcher’s findings
concerning medical education. It can be added that other centres are
developing similar educational programmes.

However, it remains to be judged whether the gloom concerning
patient compliance and persuasive communication has been similarly
lessened. Ley in his paper deals at length with message content. In
his own words, ‘If the patient does not understand what you tell him,
he is not likely to follow your advice. He may be less likely to
remember the advice or what was said. Part of the reason why
patients were not satisfied with communications, when clinicians had
tried hard to communicate with them, was because they did not
understand what they were told.” While some may regard such
statements as obvious, I think it is important that Ley and his
colleagues have regarded them as hypotheses and proceeded to test
them in a formal manner. The results are impressive but I remain
somewhat uneasy about the conflict of evidence revealed by the study
of Sackett and his colleagues. This conflict needs to be reconciled:
possibly on the one hand we should recognize that it is not easy to
generalize, on the other hand an important factor, as discussed by
Fishbein, might be the patient’s existing knowledge and understanding.

These remarks must not be taken in any way to diminish the
contribution of Ley’s paper, rather to reinforce its effect, for he shows
us that a very simple model accounts for a lot of the variance in
patients’ dissatisfaction and in patients’ non-compliances. Fishbein
provides the more complex models for our thoughts of the future.
In so doing he removes my unease concerning the ‘old’ attitude—
behaviour relationship, which is patently unable to explain fairly
commonplace observations. Again, he stresses the importance of
message content. But possibly the most telling thing of all for
everyday clinical practice is his distinction between acceptance of
message content, yielding to message content, and secondary or
impact effects of the message. It is appreciation of these secondary
effects that, hereafter, should stop any of us thinking about a simple
chain of events.
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So much for this personal view, trying in part to act as observer,
in part to tackle the question posed in the preamble which asked
what more do we need to know in order to improve our performance
as senders and receivers of messages. Five of the contributors come
from disciplines other than medicine and I should like to express my
thanks to them for allowing me to persuade them to contribute.
I believe they have provided us with answers which, as they would
admit, are not necessarily complete.

Of more importance they have provided us with a wealth of
hypotheses to test. These, together with the work on medical students,
should provide us with impetus and direction.

A.E.BENNETT





