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SUMMARY

Background: Paediatric patients
(PPs) often feel that they are not
involved in care and treatment
decisions. Although training
clinicians may help, there is a
lack of evaluated training
programmes specifically for work
with PPs. The aim of this article
is to evaluate ‘Me first’, a training
programme aimed at improving
clinicians’ attitudes and commu-
nication skills when working with
PPs.

Methods: A total of 69 clinicians
attended ‘Me first’ training and

completed questionnaires across
three time points: (1) prior to
attending the training; (2) at

the end of the training; and

(3) 4-6 weeks later. This included
14 medical staff, 29 nursing staff
and 26 allied health staff. Attitude
was measured using the Leeds
Attitudes to Concordance II
(LATCon II) scale, and communica-
tion skills were measured using the
Effective Listening and Interactive
Communication Scale (ELICS).
Results: Overall, clinicians
reported that their attitude and
communication skills improved

after attending ‘Me first. This was
maintained 4-6 weeks later.
Subgroup analysis showed that
allied health staff did not
maintain the improved attitude
at the follow-up conducted

4-6 weeks later.

Conclusions: Findings suggest
that ‘Me first’ may be helpful in
improving clinician attitudes and
communication skills with PPs.
Further research should examine
whether PPs report higher levels
of communication and decision
making with clinicians who have
attended training.

... results
demonstrate
that clinicians’
communication
skills and their
attitudes
towards
partnership
with PPs im-
prove after
attending
training
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INTRODUCTION

t is increasingly recognised

that paediatric patients

(PPs)-individuals up to the
age of 18 years, should be
involved in care and treatment
decisions. Despite this, PPs report
that clinicians routinely fail to
involve them.? A perceived lack
of capacity may be one barrier, as
parents may be consulted as
decision makers rather than the
PPs.? This leaves the PPs feeling
marginalised and forgotten.*
Training clinicians around shared
decision making (SDM) may
increase involvement and reduce
conflict between these
stakeholders.®

A recent review of SDM
training identified that the
provision of training for
clinicians has become more
frequent over the last decade.®
Less than a quarter (24.4%) of
courses had been evaluated,
however, almost all of which
focused on adult populations.
The review concluded that it
was not possible to determine

What are we making a decision about?

Help us all (you, me and your parents) to get a
shared understanding of what the decision is about
and my goals

A Find out why I think | am here — ask me first and then my parents

A Askme about all of my concerns, about my life and not just my
condition or symptoms

A Explain to me why | am seeing you specifically and what your expertise is

A Talk with me about why you think I'm here
A Share information with me to help me to understand my health
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whether training helped with
patient inclusion.

Most evaluated clinician
training programmes for SDM with
PPs tend to focus on outcomes
such as compliance or satisfac-
tion from service users.”® A study
examining an educational
intervention on clinician commu-
nication skills found significant
increases after training that were
maintained 2 weeks later;’
however, no studies have exam-
ined whether clinicians’ attitude
and behaviour changed because
of the training. This is important
as attitudinal change is needed
prior to introducing other
methods to change behaviour.™

There is a need for training
and evaluations around communi-
cating and involving PPs in health
decisions, and particularly whether
such programmes change attitudes
and behaviour.»*¢ ‘Me first’ is a
programme designed to facilitate
effective communication between
clinicians and PPs. The aim of this
study is to evaluate whether ‘Me
first’ improves clinicians’ attitudes

Show me that you want to listen to me
Introduce yourself to me first #Hellomynameis
Give me an overview of the key steps of the conversation
1f my parents are with me

u want to hear from me first and
heard
want to speak to you alone

then my parents so we all

What are my choices?

Ensure | understand the choices available
to me and their pros and cons
B share information with me about my options
B Ask me about what | think could help
B Remember there are always choices
- Options about what can happen
+ Options about how things can happen
W Talk with me about the pros and cons of my different options

® Check when we will next review our decision together

Figure 1. Outline of the ‘Me first’ training programme.

and communication skills when
working with PPs.

METHODS

‘Me first’

‘Me first” is a 1-day masterclass
focused on understanding and
promoting effective communica-
tion through a six-step model as
well as tackling barriers to effec-
tive communication. The model
and the training were developed
by Great Ormond Street Hospital,
a specialist hospital for PPs, and
Common Room Consulting, an
organisation that connects young
people with lived experience
with researchers, clinicians and
policymakers. The model provides
six steps to guide clinicians in
PP-centred care (Figure 1). The
topics covered in the masterclass
are outlined in Box 1.

Evaluation

Ethical approval was obtained by
the University College London
Research Ethics Committee
(6328/002). To examine whether
‘Me first’ was effective in improving
the attitudes and communication

Me first

Childr
cent

How do you know what is important to me?

Explore my views and preferences
® Ask me
= what | think would work best for me and my life
 about my beliefs or expectations about my health
« if there is anything I'm worried or unsure about
# Find out my hopes, aims and goals as these will influence my choices
# Discuss whether my choices will help me to achieve these goals
@ Acknowledge and respond to my ideas, feelings, and values

What decision have we made and what will happen next?

Help us all to reach a shared agreement on what is going to happen
next and what to expect. Summarise the conversations, check our
understanding and help me to remember

@ Check that we all agree on what is going to happen

@ Check that we all agree on how it will happen

@ Check how able | feel to follow the plan
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skills of clinicians, two self-report
questionnaires were administered:
the Leeds Attitude to Concordance
(LATCon II) questionnaire and the
Effective Listening and Interactive
Communication Skills (ELICS).*2
The following demographic infor-
mation was also collected: age,
gender, ethnicity, days per week
worked, hours per week with PPs
and role.

LATCon II

A measure for clinicians and
student clinicians, LATCon II*
consists of 20 items scoring
between zero (strongly disagree)
and three (strongly agree). It

is scored out of 60, with higher
scores indicating a more positive
attitude towards working with PPs.
Responses were measured before
(time point 1), immediately after

Box 1. An outline of the topics covered in masterclass

e An exploration of the barriers and challenges to paediatric patient-centred communication

(time point 2) and 4-6 weeks af-
ter (time point 3) the masterclass.
This measure has not been vali-
dated with paediatric clinicians.

ELICS

A measure for paediatric clini-
cians, the ELICS®? consists of 24
items with four listening sub-
scales. Definitions are provided
in Table 1. Each item is scored

e Listening to the impact of person-centred communication on paediatric patients (PPs)

e Exploring scenarios to apply principles of PP-centred communication

e Simulated scenarios to develop confidence and skills

e Sharing new ideas, tools and resources for communicating with PPs

Table 1. Effective Listening and Interactive Communication Scale (ELICS)

subscales and definitions!?

Action-oriented listening
Listening focused around the implementation or
outcome-oriented aspects of practice. This can include
engaging paediatric patients (PPs) in what they want
the next steps to be and letting them steer the direc-
tion and pace of treatment

Consensus-oriented listening
Listening focused around developing a joint under-
standing of the difficulty and treatment plan. This can
include goal setting, shared decision making and mind

mapping

Exploratory listening
Listening focused around the exchange of information
between the clinician and PPs. This can include the
clinician addressing issues important to the PPs and
supporting them to ask questions

Receptive listening
Listening focused around paying attention to the PPs’
unique identity and circumstances. This includes un-
derstanding their values, beliefs, personal circumstanc-
es and expectations. This also involves the clinician
ascertaining information from what is not said

Table 2. Characteristics of all participants (total sample) compared with final
questionnaire respondents (included sample)

Variable Total sample Included sample (%)
290 69 (23.79%)

Gender (male)? 35 10 (29.00%)

Age*® 25-34 years 34-44 years

Days worked per week*® 5 days per week 5 days per week

Hours worked with PPs per week*® 1-5 hours 6-10 hours

Medical staff* 33 14 (42.42%)

Nursing staff 117 29 (24.78%)

Allied health staff 80 20 (25.00%)

Three individuals did not disclose gender status.
®Modal frequency category.

*p < 0.05.

... clinicians
scored
moderately
high on their
attitudinal
views towards
PPs, suggesting
that they are
not opposed to
partnership
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results on the Friedman test re-
sulted in post-hoc testing.

1 (not at all) to 7 (to a very
great extent). Scoring higher on
each subscale indicates that the
participant is engaging with each
behaviour to the greatest extent.
This was measured before the
masterclass (time point 1) and at
4-6 weeks after the masterclass
(time point 3). It has been vali-
dated with paediatric clinicians.'?

Analysis

Data were analysed using non-
parametric testing to account for
assumptions of normality being
violated. The Wilcoxon signed-
rank test was used to compare
changes in communication skills.
The Friedman test was used to ex-
amine changes in attitude across
the three time points. Significant

RESULTS

A total of 28 training sessions
of ‘Me first’ took place between
March 2015 and May 2017.
Data were collected from all
290 participants for time points

Table 3. Comparison between time points of attitude, as well as listening and
communication skills, overall and by professional grouping

Time Point 1 Test statistic
(prior to the mas-
terclass)

Median and CI°

Time point 2
(immediately af-
ter masterclass)?
Median and CI

Time point 3

(4-6 weeks after mas-
terclass)

Median and (I

Overall attitudinal score (out of 60) ¥
43.00 (38.00- 49.00 (45.00- 47.00 (38.00-52.00) 48.88***
48.00) 53.00)
Medical staff (n = 14) 41.00 (37.00- 51.50 (45.75-  51.50 (41.25-54.00) A IS
44.50) 54.25)
Nursing staff (n = 29) 41.00 (37.50- 47.00 (41.50-  46.00 (37.50-50.00) 15.29***
44.50) 52.00)
Allied health staff (n = 26) 47.50 (38.00- 50.00 (45.00-  46.00 (37.00-52.25) AITESS
50.00) 53.00)
Overall communication score (out of 7) Z score
Action-oriented listening (n = 69) 5.25 (4.50-6.00) - 6.25 (5.75-6.75) -6.03***
Medical staff (n = 14) 4.62 (3.69-5.25) - 6.00 (5.19-6.81) -3.15 **
Nursing staff (n = 29) 5.50 (4.75-6.00) - 6.25 (5.75-6.50) —3.79%*=
Allied health staff (n = 26) 5.38 (4.88-6.25) - 6.38 (5.63-7.00) -3.59%*
Exploratory listening (n = 69) 5.14 (4.57-5.86) - 6.14 (5.86-6.71) -6.48***
Medical staff (n = 14) 4.50 (3.89-5.14) - 5.79 (5.29-6.75) -3.18**
Nursing staff (n = 29) 5.43 (4.79-5.86) - 6.14 (5.86-6.71) —4.09%**
Allied health staff (n = 6) 5.43 (4.82-6.14) - 6.36 (5.86-7.00) ~3.96***
Consensus-oriented listening 5.43 (4.71-6.00) - 6.29 (5.71-6.86) —6.46***
(n=69)
Medical staff (n = 14) 4.71 (3.96-5.57) - 6.07 (5.29-6.75) -3.05**
Nursing staff (n = 29) 5.43 (4.79-6.00) - 6.00 (5.79-6.71) —4.04***
Allied health staff (n = 26) 5.64 (5.07-6.04) - 6.50 (5.82-6.86) S OEEE
Receptive listening (n = 69) 5.50 (4.75-6.33) - 6.33 (5.92-7.00) —6.04***
Medical staff (n = 14) 4.83 (4.17-5.42) - 6.25 (5.79-7.00) —EABEE
Nursing staff (n = 29) 5.67 (5.00-6.33) - 6.33 (6.00-6.83) ~3.51% %
Allied health staff (n = 26) 5.75 (4.83-6.50) - 6.67 (5.79-7.00) -3.75%**

“There are no scores for listening and communication at Time Point 2, as these are taken at the end of the
masterclass and this is a behavioural measure asking on previous practice.

**p < 0.01, ***p < 0.001.

bConfidence interval.
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1 and 2. At time point 3, 69
participants returned surveys.
This represents a response rate
of 23.79% from which baseline
data were collected. Table 2
outlines demographic information
in the total and included sample.
Compared with the overall data
set, the included sample were
older [?(6) = 256.73, p < 0.05],
spent more time with PPs

[x?(8) = 92.19, p < 0.05] and dif-
fered in terms of professional role
[x2(3) = 28.89, p < 0.05].

Attitude towards partnership
with PPs

The Friedman test showed a
statistically significant improve-
ment in participants’ attitudes
towards partnership working
with PPs across the three time
points [y?(2) = 48.88, p < 0.001].
The scoring across the three
time points, both overall and by
professional role, is outlined in
Table 3.

Post-hoc analysis with
Wilcoxon signed-rank tests was
conducted with a Bonferroni
correction applied, resulting in a
significance level at p < 0.017.
When applied, there was a
significant increase between the
scores before the masterclass
(Median = 43.00) and the scores at
4-6 weeks later (Median = 47.00)
(z=-4.00, p < 0.001).

For medical staff (n = 14),
there was a statistically signifi-
cant difference between attend-
ees’ attitudes towards partnership
working across the three time
points [y?(2) = 21.71, p < 0.001].
Post-hoc analysis showed a
significant improvement in
attitude from before the master-
class (Median = 41.00) to 4-6
weeks later (Median = 51.50)

(z =-3.30, p < 0.001).

Nursing staff (n = 29)
followed a similar pattern to
medical staff. There was a
statistically significant difference
between attendees’ attitudes
towards partnership working
across the three time points

[x%(2) = 15.29, p < 0.001], and
post-hoc analysis showed a
significant improvement in
attitude from before the work-
shop (Median = 41.00) to 4-6
weeks later (Median = 46.00)
(z=-2.42, p < 0.015).

For allied health staff (n = 26),
there was also a statistically
significant difference between
attendees’ attitudes towards
partnership working across the
three time points [¥%(2) = 21.00,
p < 0.001]. Post-hoc analysis
showed a significant improvement
in attitude before the masterclass
(Median = 47.50) and immediately
afterwards (Median = 50.00)
(z=-3.60, p <0.001); however,
there was no significant difference
between attitude scores from
before the masterclass
(Median = 47.50) and at 4-6
weeks later (Median = 46.00)
(z=-0.37, p=0.72).

Communication skills

Overall, there were statistically
significant increases in all four
communication domains when
comparing scores at time point

1 (prior to the masterclass) with
scores at time point 3 (4-6 weeks
later), detailed in Table 3. The
significant differences across all
four communication domains were
also found when results were bro-
ken down by professional role.

DISCUSSION

The aim of this study was to
evaluate the impact of PP-centred
care training with clinicians.
Overall, the results demonstrate
that clinicians’ communication
skills and their attitudes towards
partnership with PPs improve
after attending training.

This increase in communica-
tion skills is congruent with
previous research that employed
an educational intervention in
paediatric rehabilitation set-
tings.® Baseline and follow-up
scores across this study and the
previous study were similar,
which suggests that clinicians

already believed that they
involved PPs but also benefited
from the intervention. As
interventions differed in content
and structure, this suggests that
there may be multiple ways to
change behaviour to facilitate
PP-centred care.

Overall, there
were statisti-
cally significant
increases in all
four communi-
cation domains

An overall improvement in
clinician attitude was demon-
strated in this study. Prior to the
intervention, clinicians scored
moderately high on their attitudi-
nal views towards PPs, suggesting
that they are not opposed to
partnership. This contradicts
reports outlining that PPs often
feel excluded,*? and suggests that
clinicians do not see capacity as
a barrier to involvement.? This
initial improvement shows that
attitudes can be changed with
training. Scores had decreased at
follow-up, however, suggesting
that the impact was time limited,
possibly as these changes were
not internalised before clinicians
returned to practicing in the ‘real
world".

Limitations should be consid-
ered. Attrition at follow-up
indicates that findings should be
treated cautiously. It may be that
clinicians who were already
committed to collaboration with
PPs were those who completed
the last survey. It should be
noted that this study relies on
self-reports from clinicians and
could be subject to social
desirability bias or do not
translate into what PPs experi-
ence during care. Lastly, statisti-
cal testing assumes a completely
random sample. Given that this
sample was not chosen complete-
ly at random, findings and
inferences should be treated
cautiously.

CONCLUSIONS

Future research should focus on
whether ‘Me first’ training results
in changes to shared decision
making and satisfaction with
care. Longer term follow-up
should also be considered to
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examine whether improvements
in attitude and behaviour are
maintained for certain groups.
Finally, intervention develop-

ers may wish to examine which
behaviour-change techniques may
be contributing to change.
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