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ABSTRACT

INTRODUCTION: This study aims to assess the impact of various teaching methods including role play,

didactic lectures, and case studies on the history taking and communication skills of second year Bachelor
of Medicine and Surgery (MBBS) students. The goal is to help students become better doctors by arriving
at diagnoses quicker through asking relevant questions in their history taking. A secondary goal is to

improve the doctor-patient relationship through better communication skills.

METHODS: The students were assessed on their history taking and communication skills before and after
the application of specific teaching methods. The teaching methods were chosen according to efficacy
and impact as shown by other research articles, in addition to the convenience of applying them to our
study and the curriculum of similar schools. The improvement was scored by the faculty at KEM Hospital
in Dubai, India, where the study was conducted, using a checklist whichdncludes the main aspects of
communication and general history taking. We tested the students on their communication skills,
completeness of their history taking with regards to history of the presenting illness, history of past
illnesses, personal history, family history, and mental status report. The results of the pre- and post-

intervention scores were analyzed using paired t-tests.

RESULTS: Fifteen students were assessed in this study. The results showed improvement in their mean
scores after the teaching methods were applied. Using the student t-test, we statistically analyzed the
students pre- and post-intervention. The p-value was found to be statistically significant (<0.05) in
communication skills, completeness of their history taking with regards to history of the presenting
illness, history of past illnesses; family history, and mental status report. It was found to be non-

significant with regards to personal history taking.

CONCLUSIONS: The students benefited from the teaching sessions conducted during their surgical
rotations. Applying these teaching tools helped students come to diagnoses better through history taking
alone. Their communication skills were also found to be significantly improved, which has shown to
positively impact physician-patient rapport and treatment compliance. We have concluded that it would
be meaningful to incorporate these teaching tools in the curriculum of second year undergraduate students

with the goal of making them better physicians in the future.
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INTRODUCTION

History taking involves listening to patients’ concerns and asking patients relevant questions with the
purpose of coming to a diagnosis. Many diseases can be diagnosed solely through history taking and
clinical examination alone.'? Hence, it is vital to hone students’ history taking skills before they become
practicing doctors. This can avoid unnecessary tests, which are often costly and sometimes risky.>*
Taking a good history is an import skill for all medical students to learn; however, teaching methods are
sometimes lacking due to sparsity of time or resources. In this research study, we aim to quantify student
improvement in history taking skills after implementation of specific teaching methods-chosen through a

literature review.

Communication skills are also very important and are often overlooked.” Connecting with the patient and
establishing a rapport is vital in eliciting key history elements.® Studies show that good communication
can positively impact the patient’s outcome, adherence to treatment, and overall satisfaction.” The
learning curve of these soft skills can be steep, and some doctors remain poor communicators throughout
their career. This can lead to poor patient outcomes which may otherwise be preventable.® We
hypothesize that this can be avoided by incorporating certain teaching tools in the medical curriculum of

undergraduate students.

In KEM Hospital, Mumbai, where we have conducted our study, second year students are posted in
various departments including Surgery, Medicine, Pediatrics and Obstetrics and Gynecology. During this
time, the role of the student is to observe patients while attending rounds with the senior doctor and
residents, which is the practicein most hospitals in Mumbai. Students are encouraged to take patient
histories, perform clinical examinations, and ask the residents any questions they might have. However,
they are not required to gather information by rote or to demonstrate hypothesis generation and testing. In
this study, we plan to implement specific teaching tools during the surgical postings of second year

students.to aim to improve student history taking and communication skills.

METHODS
Study Design

The study was a prospective cohort study in a group of fifteen students who were attending their second
MBBS surgical clinical postings at KEM Hospital, Mumbai, from September 2019 to November 2019.

The students were assessed on their history taking and communication skills by the faculty members after
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two weeks and eight weeks of their surgical posting. The two-week observation served as the “before”
measure. During the two weeks before the intervention, the students attended normal ward rounds, a
practice that is followed during postings in all schools in Mumbai. At the two-week mark, students were
tested according to a checklist to evaluate their communication and history taking skills. After this, the
teaching methods selected based on research and convenience of incorporating them into the curriculum
were used, and the students were assessed at the eight-week mark of their postings. The checklist used to
assess students, shown in Table 1, was derived using sources including the “Simplified Checklist of
Calgary Cambridge Guide” for assessment of communication, and guidebooks like the “PCM Guidebook
for History taking and Physical Exams” for history taking.

Ten faculty members assessed the fifteen students. To assure the faculty members assessed the students in
a similar way, there were different assessors for each student. No student was assessed by the same
assessor twice. The assessment was carried out by asking the student to take the history of a patient with
faculty present. This patient would have already been examined and the history would’ve already been
taken by the doctor assessing the student, so the examiner knew what history to expect out of the student.
The patient complaints and presentations were not similar pre- and post-intervention and were not similar
between the students. Since students were not assessed on their physical exam, problem solving, or
clinical decision-making skills, we assumed that communication and history taking would not differ

significantly based on the presenting complaints of the patient.

Table 1: Checklist against which the students were graded

Communication Skills Total marks
Introducing yourself and the purpose of Stating your name, title, and purpose 1
examination fluently and not missing details.

Building a rapport with patient Putting the patient at ease, smiling, 1

respectful conduct.

Eye Contact Ensuring eye contact with the patient 1
and not only the history taking sheet,
or the body part being examined.

Listening to the Patient’s Complaints Not interrupting the patient, letting him 1
speak without directing him in a
certain way




ACCEPTED MANUSCRIPT

Asking correct open-ended questions
(Question Style)

Not asking specific questions that will
lead to a definite diagnosis and letting
the patient speak for himself.

Empathy

Not acting too proud or dealing
roughly with the patients.

Communicating in patient’s language

Establishing a fluent conversation in
the language that the patient is most
comfortable in, that is, the regional
language

Confidence, fluency, comfort to the patient

Being confident in the procedures and
executing them with ease and
providing comfort to the patient in
letting him know that the examiner is
aware of exactly what needs to be
done.

Patient’s Particulars (Name, Age,
Occupation, Religion, Residence)

Asking about all these necessary
personal details and taking note of
them.

Chief complaints

a) Interpretation of patient’s
complaints

Knowing what is.important to
highlight in the chief complaints and
asking the correct open ended
questions regarding them

b) Chronology in reporting

Following a specific order of
questioning (Particulars, chief
complaints, history of presenting
illness, associated diseases, Past
history, Drug history, history of
allergy, Personal history, family
history, history of immunisation)

History of Present Illness

a) Onset Ask when the symptoms started to
occur and the mode of onset- sudden
or gradual- and if there was any
causative factor involved.

b) Duration Ask for how long did they occur for

and if they subsided and why did they
subside
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c) Progress Ask about the evolution of symptoms 2
and the exact order in which they
occurred.

d) Negative History Ask about possible other symptoms 2
and receive a proper negative history
regarding them.

History of Past Illness

a) Previous occurrence of the disease | Ask whether the disease occurred 1
earlier or if this is the first time

b) Previous operations/accidents Ask about previous 1
operations/accidents irrespective of
whether they are related to the current
disease or not.

¢) Tuberculosis, Diabetes, Ask about previoushistory of 2

Hypertension tuberculosis, diabetes and
hypertension.
Personal history

a) Addictions Askif he is addicted to any drugs or 2
other things

b) Bowel Habits Ask about regularity, pain and 2
comnsistency and if blood or any other
abnormalities are present.

c) Bladder Habits Askabout regularity, pain and 2
consistency and if blood or any other
abnormalities are present.

d) Menstrual History (if patient is 3

female)

i) Length of cycle

i) Length of menses

iii) Previous pregnancies

Family History

a) History of similar illness Ask if it has occurred and the relation 1
of the patient to this family member.

b) Diabetes, Hypertension Ask if these chronic diseases are 1
present in the family
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Mental State and Intelligence Ask about the level of consciousness 1
and grade him according to the 5
stages of consciousness if not fully

conscious.

Teaching Methods

We performed a literature review to investigate which teaching tools have been shown to be effective in
prior studies.™”""* Additionally, the teaching tools needed to be convenient to perform in the hospital
setting and be in accordance with the guidelines of our hospital and college. The six teaching tools used

by the faculty included:

1. Focus scripts and literature — Literature was provided by the investigators; which was to be read
by the students before they attended the teaching sessions. The literature contained papers on how
to improve one’s communication skills and its importance and implications on patient-physician
relationship. It also included literature on the basic steps of history taking and the important
questions to be asked to achieve a well-rounded history of the disease. We included the
“Simplified Checklist of Calgary Cambridge Guide” for assessment of communication, and
guidebooks like the “PCM Guidebook for History taking and Physical Exams” for history taking.
Reading before attending lectures has been found to be impactful in students’ learning.” We gave
the students their reading assignments every weekend before discussing that topic with them in

the other five teaching methods.

2. Video demonstrations — We showed the students videos of experienced doctors taking history of
patients presenting with various illnesses. We introduced communication skills for eliciting
history and then showed the students videos that showed the various components of a patient
history and contrasted them with poor examples so they can learn which path to take. The better,
more effective history was shown as more holistic and effective in arriving at the diagnosis. The
various scenarios that were used in videos helped students identify the proper communication

skills which they are required to use when eliciting history.

3. Online course — An online course to teach the history taking skills was emailed to the students as
streaming videos on the skills they were supposed to demonstrate. This was prepared by the
authors themselves. Streaming the online course provided the opportunity for the students to
access this information repeatedly. An online discussion platform to discuss questions was also

provided. This collaborative e-learning using streaming videos and discussion boards was found
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beneficial in previously done research. The authors addressed questions on the techniques,
recognition of cues, how to recognise crucial features of a symptom, and stages and techniques of

asking history of presenting illness, among other queries that the students had.

4. Small group roleplay and feedback — Students acted as patients with various illnesses that were
not known to the other students. Each student had to ask pertinent questions and correctly

examine the acting patient to arrive at a correct diagnosis.

5. Didactic lectures — Faculty members conducted lectures on how to take histories and arrive.at
correct diagnoses. This focused on the importance of non-verbal skills like eye contact and
confidence. We used mental rehearsal methods as they were found to be useful to improve

retention of information according to research.

6. Mock round with patients from the ward — We conducted a round of history taking with patients
from the ward. During this mock round students were asked to take history of the patient and
were evaluated using an Objective Structured Clinical Examination (OSCE) examination pattern.
We used OSCE, as it is a commonly used method of clinical skill evaluation and is an effective

22-23

method of judging clinical skills and knowledge.

Time devoted by students to learning methods is given in Table 2, where the hours per day required for
each teaching method has been provided,and the frequency per week of practicing these tools during the
interval between the pre- and post-intervention period has also been mentioned. The interval period
between pre- and post-intervention was five weeks, and the total time devoted by each student (hours/day

x times/week x 5 weeks) for each activity in total has also been calculated in Table 2.

Table 2: Time and frequency. of teaching methods used on the students

Lit. Videos Course Role play Lectures Mocks
hours/day 2 1 2 2 2 2
times/week 1 2 1 3 3 2
total time (hours) |2x1x5=10 1x2x5=10 2x1x5=10 2x3x5=30 2x3x5=30 2x2x5=20
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Sample size and Eligibility Criteria

The inclusion criteria were all second year MBBS students who are attending surgery postings under the
PI’s unit at KEM Hospital. Out of twenty students posted, fifteen had agreed to participate in our research
and completed all the teaching methods required in this study.

Data Collection and Statistical Analysis

We compared the performance in each category of the checklist (e.g., Introduction of self, Eye Contact)
of the student with his earlier performance (e.g., before the teaching tools were applied). We used the

student t-test to analyze the students pre- and post-intervention scores.

RESULTS

The scores of students before and after the intervention are shown in Table 3. The pre- and post-
intervention comparison is shown in Table 4. This data is depicted in Graph 1 to serve as a visual
comparison of the means of the test values pre- and post-intervention. Overall, the results showed
improvement in the mean scores after the teaching methods were applied. Using the student t- test, we
statistically analyzed the students pre- and post-intervention. The p-value was found to be statistically
significant (<0.05) in communication skills, completeness of their history taking with regards to history of
the presenting illness, history of past illnesses, family history, and mental status report. It was found to be
non-significant with regards to personal history taking. The completeness of asking the patient’s personal
history (patients’ addictions, bowel and bladder habits and menstrual history) needs to be emphasized

separately for an improvement in this aspect, which was not done in the teaching tools we had used.

Table 3: Scores of the students before and after the intervention

Before

Intervention | CS CC HOPI HOal PH FH MS
1 5 3 5 3 5 2 0

2 4 4 4 3 7 3 0

3 4 4 4 4 4 2 0
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4 0 3 5 2 6 2 0
5 1 4 4 2 6 1 1
6 2 0 3 2 6 1 0
7 9 1 2 2 6 0 1
8 3 4 4 3 7 3 0
9 9 4 0 1 1 0 0
10 8 0 4 4 4 2 0
11 5 0 2 4 4 2 0
12 5 0 3 2 6 2 0
13 5 3 5 2 6 2 1
14 0 4 4 2 6 3 0
15 9 2 1 1 1 1 1
After

Intervention

1 8 4 6 3 S 2 0
2 9 5 7 7 9 4 1
3 4 4 5 4 5 2 0
4 5 3 6 3 4 3 1
5 5 4 5 3 6 1 1
6 5 4 5 3 6 1 1
7 10 5 5 3 6 1 1
8 5 3 6 3 4 4 0
9 10 5 1 6 6 1 0
10 5 3 6 3 4 4 0
11 7 3 6 3 4 4 1
12 6 3 6 3 4 4 0
13 7 4 6 3 7 1 1
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14

15

10

Table 4: Comparison between pre- and post-intervention values using student t- test

Pre Intervention Post Intervention p value

Mean SD Mean SD Change
CS 4.6 3.1 7.0 22 24 0.004
CcC 24 1.7 3.9 0.8 1.5 0.003
HOPI 3.3 1.5 5.4 1.4 2.1 <0.001
HOal 2.5 1.0 3.6 1.2 1.1 0.021
PH 5.0 1.9 5.3 1.4 0.3 0.587
FH 1.7 1.0 2.6 1.4 0.9 0.003
MS 0.3 0.5 0.6 0.5 0.3 0.019
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Comparison between Pre- and Post-Intervention
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Figure 1: Box diagram of the comparison students’ mean scores pre- and post-intervention. CS =

Communication Skills, CC = Chief Complaint, HOPI = History of Presenting Illness, HOal = History of
Past Illness, PH = Personal History, FH = Family History, MS = Mental Status Report

DISCUSSION:

The usual method of conducting postings for undergraduate students is to assign them to a patient and
observe them throughout the course of their postings, and have discussions with their teachers or the
resident of the ward. The methodology of history taking and being able to arrive at a differential diagnosis
is very often overlooked, and professors concentrate more on explaining the pathophysiology and
treatment of diseases, rather than the method of coming at the particular diagnosis. Since learning to
diagnose is as important as knowing how to treat a disease, it should be included as a cornerstone of

medical education.

According to our study, if the teaching tools that we have applied are used regularly on undergraduate
students, it could help students improve in eliciting the chief complaints and the history of the disease.
The students showed a significant improvement in skills required for eliciting history from the patient.
The students’ communication skills improved by a third, the manner of eliciting the history of presenting

illness, past illness and the patient’s personal and family history improved more than half. The most
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improvement was shown in the manner of eliciting chief complaints and asking further relevant questions
to arrive at a provisional diagnosis. Students in the preclinical stage will benefit from creative methods of
teaching in the form of the above mentioned tools, which would make them focus on history taking skills

and its importance.

Future aims of our study include incorporating these teaching methods into regular curriculum for second
year students. Learning a systematic and logical order to elicit proper history from patients is imperative
in coming to a correct diagnosis. Strong communication skills, which is normally not emphasized enough
while teaching medical students, will also help them connect to the patient in a holistic. way and put them
at ease so they do not hold back information that could be crucial to the diagnosis.”* The completeness of
asking the patient’s personal history (patients’ addictions, bowel and bladder habits, and menstrual
history) needs to be emphasized separately for an improvement in this aspect; which was not done in the

teaching tools we had used.

As the sample size of this pilot study was quite small, we have intentions of doing a follow up study with
a larger sample size in the future, over a longer time period, to look at retention. Since the teaching tools
we used in our study are convenient to implement and have been found impactful, and there are no
barriers to include the teaching tools we have used-in our study in the medical school curriculum in

Mumbai, we believe doing so will shorten the learning curve of students across similar schools.

LIMITATIONS:

The first limitation is that this study was done only at one university. Secondly, as this study was limited
to one batch of students posted under the PI, the sample size is small at fifteen students. We hope our
study can serve as‘a model for further studies to be conducted on a larger scale, which would further
prove the benefits of adding the specified teaching tools to the curriculum at an earlier stage, so that
students can acquire good history taking and clinical examination skills earlier than what is the current

norm.

CONCLUSION:

In this study we have concluded that the introduction of teaching sessions focused on communication
skills and history taking were beneficial to student learning. Students showed significant improvement in

communication skills, completeness of their history taking with regards to history of the presenting
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illness, history of past illnesses, family history, and mental status report. The student’s completeness of
asking the patient’s personal history (patients’ addictions, bowel and bladder habits, and menstrual
history) didn’t improve drastically, and hence needs to be emphasized using other teaching methods that
we had not chosen for our study. We believe that it would be meaningful to include these teaching tools

into the curriculum for undergraduate students.
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