
 

 

 

 

 

 

 

 

 

"Medical Students and Health Communication" 

Rebecca DiClemente 

Comm 304 

3 May 2010 



 

Introduction and Outline 

Communication skills training should be a required component in all medical schools. The 

previous statement is the proposition that I chose to argue for this assignment.  It is a proposition 

of policy because it suggests a  change from the status quo, which is that most medical schools 

do not require communication training.  It is not a proposition of fact because the statement 

cannot be proven "true" or "false" and it is not a proposition of value because it is not a question 

of an ethical "right" or "wrong".  I chose to use a proposition of policy because I wanted to 

suggest a change from the status quo, not merely get an audience to agree with what I have to say 

- I want to persuade people to take action, whether it is petitioning for a new medical school 

requirement, voting to support communication training in medical schools, or at least become 

self-aware of the problems they may be encountering in the medical field.  Arguing a proposition 

of policy should have those desired effects, if done correctly. 

  

The Inventional System is a method of creating a whole argument.  Below, the four major 

components and their minor components are used to brainstorm what I need to include in my 

argument. 

 

1. Problem 

The problem is that patients are not satisfied with their healthcare experience, which leads to 

negative outcomes for all parties. 

a. What are the signs of the problem? 

When communication interactions between patients and healthcare providers are not 

ideal, many problems arise.  When healthcare providers are not satisfied with their 



communication, they experience more job-related stress - sometimes to the point of 

burnout - and less work-relationship satisfaction (Schneider & Tucker). When patients 

are not satisfied with the communication interactions they have with their healthcare 

providers, they are less satisfied with the healthcare experience, more likely to 

misinterpret the prescribed treatment, less likely to comply with the prescribed treatment 

(Seaburn, et al), and view their doctors as less competent (Robinson).  Further, 

unsatisfactory communication can lead to physician-switching (Seaburn, et al), increased 

malpractice litigation (Wright), or even less promotion and wage increases (Robinson, et 

al).    

b. What is the specific harm? 

Basically, unsatisfactory communication interactions lead to lower-quality treatment, 

which sometimes causes prolonged disease or premature death (Kraft & Neitzke).   

c. How widespread is the harm? 

The vast majority of United States citizens rely on at least one medical business to cure 

injury, reduce disease symptoms, or (in other ways) prolong their lives.  Generally, 

people want to continue living, and therefore the importance of positive outcomes from 

healthcare encounters is just about as widespread as you can get.   

2. Blame 

a. What causes the problem? 

Doctors and patients that contribute to the communication rift are to blame. 

b. Is the present system at fault? 

Yes, the present system is at fault because communication skills training is not a 

requirement. 



c. Should the present system be changed? 

Yes, the present system should be changed so that all members of the medical professions 

are exposed to the theoretical and practical importance of communication skills, as they 

are necessary tools for their chosen workplace. 

3. Solution 

a. What are the possible solutions? 

Every medical training facility could require communication skills training as a 

part of their program.  Hospitals and clinics could teach communication skills as a 

part of the job orientation process.  Communication training could be an extra 

program of study that would make some healthcare providers more marketable 

than others.  Patients could reassess their communication needs from healthcare 

interactions. 

b. Which solution best solves the problem? 

Every medical training facility could require communication skills training as a 

part of their program. 

4. Consequences 

a. What good outcomes will result from the solution? 

Higher patient satisfaction and compliance, less malpractice litigation; better quality of 

life. 

b. What bad outcomes will result from the solution? 

It would take more time and money to complete any medical degree. 

 



To be honest, I didn't really like the inventional system.  I think that it brings up a lot of good 

points and draws out information to make a complete argument, but I am not good at structuring 

my arguments around the inventional system.  I gave it a shot, and I hope that my argument 

turned out well. 

 

 

Audience Analysis 

To choose an audience, I must first list the stakeholders in this debate: medical students, 

healthcare professionals, patients.  At first I had envisioned this argument for the "everyman" 

patient, but now I think it would be better to choose medical students as my audience.  More 

specifically, I want to target students that are studying to become medical doctors, instead of 

nurses or dentists.   

 

This specific group of medical students will have different educational programs and different 

attitudes toward communication and its role in their day-to-day job than other medical students.  

For this audience, I can assume that it is okay to use research findings as proof for my side of the 

argument because the audience is very educated.  I will have to use less words to convey my 

meaning because the audience will be able to fill in missing points fairly accurately.  I can also 

use a higher-level vocabulary than what is recommended by the United States for universal 

understanding (fifth grade level).  Basically, I can use my time and space to make an argument 

instead of describing every detail associated with the argument, which could take away from the 

focus of what I am trying to say. 

 



The counterarguments I will use in my paper will relate more to my audience than other 

audiences.  For example, the main opposition to plans similar to mine is that medical students are 

already required to learn a massive amount of information, and adding a whole new discipline to 

their curriculum just isn't feasible.  It will be my job to explain that learning this information will 

be beneficial for all parties involved in the healthcare industry, and to motivate these medical 

students to take one more class so that they are better prepared for their future careers. 

 

 

Research and References 

I began my research by surfing the Internet for any sources related to medical student 

curriculum, patient reliance on the outcomes associated with the patient-provider relationship, 

and how communication affects both patients and healthcare providers. I used both EBSCOhost 

and Google databases. This search returned many articles that I read through, but many of these 

articles said the same thing over and over again.  From those many sources, I narrowed my 

knowledge database to approximately ten unique articles. 

 

Whether from EBSCOhost or Google, I seemed to choose many scholarly articles to include in 

my database.  I chose these articles over some blog and opinion pieces because they have more 

ethos, or author credibility, than blogs.  Also, there is more quality and quantity of information in 

scholarly articles than in most of the blogs and editorials that I found.  Although the issue that I 

chose is very widespread, I think most people assume that they cannot change the status quo, and 

therefore should not waste their time complaining about the issue.  Also, many people attend 

their yearly check-up as an obligation, and don't search for the quality of communication that 

frequent healthcare consumers or people with chronic diseases do.  Usually, these people do not 



have the time to blog, which results in very few quality opinion pieces on this subject.  However, 

I did choose a few opinion pieces to include in my database because they expressed unique 

opinions and personal stories that one cannot obtain from scholarly articles. 

 

When creating my database, I tried to include articles from all perspectives.  I could not choose 

an equal number of articles from each stakeholder, but I have at least one article from each 

perspective I could think of.  I hope that all of these articles provide information that will mesh 

to create a strong persuasive argument. 
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Persuasive Argument 

 Medical school is a daunting task: four years of undergraduate study, four years of 

medical school, and three to five years of residency is a huge commitment.  Medical students 

must memorize volumes of knowledge for split-second recall and practical application.  They 

must spend hours in the cadaver lab and clinical trials to perfect necessary skills.  And, one day 

they must graduate and seek employment.  Over a decade in higher education does not mean that 

the medical school graduate is capable of interacting with patients successfully.  The only way to 

ensure this preparation is for the medical student to undergo communication skills training, 

which is not usually a required component at medical schools.  When communication 

interactions between patients and their healthcare providers go wrong, patients report that they 

are less satisfied with their doctor, less likely to follow the prescribed treatment plan, and more 

likely to sue for malpractice: healthcare professionals should strive to make their patient 

interactions positive, for universal benefit. 



 Patient satisfaction is the positivity level assigned to a healthcare interaction.  It is often 

assessed by post-interaction written or telephone surveys paid for by hospitals or researchers 

(Schneider & Tucker).  Although patient satisfaction is a measure of the opinions associated with 

the interaction as a whole, it is found that the communication is usually the most important 

component of the patient's assessment (Robinson et al).  In fact, patients are more likely to 

complain about a poor communication interaction than inadequate treatment (Kraft & Neitzke).  

Patients are generally satisfied when they have a low power distance relationship with their 

doctor (Eysenbach), meaning that they perceive their doctor as someone who they can have open 

and honest communication with.  A comfortable power distance leads to the desired balance of 

disclosure with the doctor (Three Ring Circus).  Patients rate interactions with doctors who are 

democratic leaders (Schneider & Tucker) and empathetic and active listeners (Lussier & 

Richard) higher than those who are not.  More important than just positive or negative emotions 

after the medical appointment, patient satisfaction is positively correlated with patient 

compliance (Lussier & Richard), meaning that the more a patient is satisfied, the more likely 

they are to do what the doctor says.   

 Patient compliance is the degree to which patients follow the prescribed treatment plan.  

Patients who do not feel comfortable disclosing information to their doctor are often at a 

disadvantage when it comes to treatment.  For example, someone who does not feel comfortable 

expressing that they don't understand the treatment plan will not comply, based on 

misinformation (Seaburn et al).  A patient who does not disclose every detail of an illness or 

injury to their doctor may be misdiagnosed and use the medicine how they choose (Seaburn et 

al), which is also a problem of noncompliance.  Although it seems that noncompliance to the 

treatment plan is not the fault of the doctor, research shows that physicians are increasingly held 



personally accountable for the success of their patient (Robinson et al).  The main focus of this 

personal accountability is, of course, financial (Robinson et al), so it becomes progressively more 

important for doctors to avoid malpractice suits. 

 The level of satisfaction directly relates to the degree of compliance, and both 

communication satisfaction and noncompliance due to misinformation are commonly cited as 

reasons for malpractice suits.  Patients who do not feel satisfied with their doctors' 

communication also believe that their doctor is less capable of task proficiency (Robinson et al), 

which makes blaming the doctor for failures of medicine easier.  Miscommunication (and 

therefore malpractice lawsuits) often arises because patients and doctors do not act upon the 

other's goals (Page).  Doctors want to diagnose and treat the patient, and patients want physical 

as well as emotional support for their illness (Page).  Patients expect their healthcare providers to 

reduce their uncertainty, forecast changes in their health status, define the severity of their 

illness, and outline anticipated short-term and long-term health effects (Robinson et al); this is 

not a requirement of doctors, which is where miscommunication enters the malpractice 

minefield. 

 After examining the relationship among patient satisfaction, patient compliance, and 

malpractice litigation, the problem with the patient-provider relationship can be clearly defined.  

Dissatisfaction with the communication within the patient-provider relationship leads to negative 

outcomes for both patients and doctors, including less overall health for both parties and less 

financial stability for doctors.  When patients aren't satisfied with a component of the 

communication, they may accidentally or intentionally not comply with their treatment, which of 

course will likely prolong illness or cause premature death (Kraft & Neitzke).  Doctors who are 

not satisfied with the communication interactions they have with patients are usually more 



stressed, and are more likely to experience burnout than those who are comfortable with their 

daily communication (Schneider & Tucker). Patient satisfaction surveys are now sometimes used 

as performance appraisals for healthcare providers (Robinson et al), meaning that lower patient 

evaluations can lessen or eliminate salary increases.   

 So, with the problem and its implications defined, who is to blame?  Patients and doctors 

are both to blame for allowing miscommunication to interfere with their quality of life.  

However, the real blame lies in ignorance of the importance of communication in  healthcare 

interactions.  Of course it would be peachy to educate all patients and doctors how to avoid 

miscommunication, but that solution is entirely unrealistic.  Hospitals and clinics could be held 

accountable for training their professional staff in communication skills, but there would be 

nobody to regulate the quality of these lessons.  After thinking through solution after solution, I 

have found one that seems to work - make communication skills training a requirement for all 

medical school programs.   

 As cited above, it is well-known how rigorous and full the training to become a medical 

doctor has become.  Requiring additional coursework is the largest barrier to acceptance of this 

solution, but is also the best way to ensure that patient satisfaction will increase, which will also 

increase patient compliance and decrease the amount of malpractice suits.  Implementing a 

communication skills training component to all medical programs would lead to many universal 

benefits. 

  

 

Rebuttal 

 To further illuminate the benefits associated with the implementation of a communication 

skills training requirement at all medical schools, I will outline the subtle outcry from the 



medical community for such action, explore and refute the opposition, emphasize the 

acknowledgement of this idea by a credible organization, and reiterate the benefits associated 

with such a program. 

  Research has shown that many medical students feel uncomfortable and unprepared 

when they first interact with patients (Wright, et al).  The most effective way to combat these 

nerves is to train medical students how to interact with patients using communication knowledge 

and theory, just as they learn how to remove an appendix before they hop in there and try it.  

Medical students are taught to read, internalize, and regurgitate facts and procedures. 

  Some students have shown resistance to learning communication skills because it is a 

"soft science" and the knowledge is "common sense" (Wright, et al).  However, upon further 

examination, it was found that the students who resisted communication skills training have 

higher communication confidence than their peers (Wright, et al).  Just because a percentage of 

the class feels comfortable with a concept or subject does not mean that it should not be covered 

- I would hate to see the effects of the elimination of basic anatomy from medical curriculum.   

 Although there have been mixed results from required communication skills training 

programs (Wright, et al), the longevity of usefulness of such implementations cannot be ignored.  

Organizations such as the Association of American Medical Colleges have recently stated that 

communication should be a required component in medical training programs (Wright, et al). 

 And, of course, the benefits of communication skills training should not be forgotten.  

Those medical students who graduate with fundamental communication knowledge have learned 

skills that can help them throughout their professional career.  Giving the patient the 

communication they desire will increase their satisfaction, increase their compliance, and 

decrease the likelihood that the patient will sue for malpractice.  And those are the facts. 


