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Summary 

Effective clinical communication is essential for safe patient care and is a priority for many 
medical organisations. In this report, we describe a small project aimed to identify the 
medical communication areas prioritised by government and professional organisations in 
Australia. We did this through systematic searching of publicly available websites for these 
organisations to identify policies, resources, and training information across 19 priority 
communication areas. We found that clinical handovers, tele-health, and informed consent 
were the most commonly prioritized communication areas, and this was mostly done 
through resource provision. Government and professional medical organisations prioritise 
high risk communication scenarios and focus on providing document-based resources 
rather than training across all areas. Core communication skills are potentially overlooked 
due to the focus on high risk scenarios and it is unclear whether adequate support for 
development in communication skills is provided. 
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Introduction 

Supporting the development and maintenance of effective communication skills of doctors 
at all levels is recognized as central to medical practice (1-3). In Australia, this is 
particularly supported by the Australian Medical Council (AMC), which specifically 
includes effective communication with patients in its Code of Conduct for Doctors in 
Australia (4), as well as including other communication activities central to the provision 
of care, such as referrals and clinical handover. This support recognizes that effective 
communication in health care allows for relationship-building, the development of mutual 
understanding, and information exchange and can influence patient satisfaction, 
compliance and overall health outcomes (1, 5). The progression toward this more patient-
centred approach has influenced and been influenced by educational institutions, 
professional organizations, and government. 

The approaches to supporting practicing doctors in the development and maintenance of 
communication skills vary, particularly once working professionally. All primary medical 
education programs1 in Australia include learning on clinical communication (4). The 
inclusion of explicit training on clinical communication in educational curricula, 
particularly in prevocational medical education, has been a major component in improving 
communication competencies and addressing gaps between patient and clinician (6, 7). 
These curricula include skills of clinical communication (open disclosure and electronic 
records), specific issues (sensitive issue, end-of-life conversations and communicating with 
elderly) and communicating beyond the patient (interpreters, multidisciplinary teams and 
communicating with families) (4, 8). 

Beyond medical school, there are varying expectations around continuing professional 
development (CPD) activities from government and professional colleges. There are 
multiple avenues and opportunities for support, with variation between institutions and 
organisations. This can enable a tailored approach to the specific subset of doctors covered 
by that organisation but can also leave gaps either in topic areas or in methods of support. 

In this project, we examined a range of Australian government health organizations and 
medical colleges to better understand what areas of communication in medicine are 
prioritized for this support at the postgraduate level (i.e. after medical school) and how this 
information is communicated with doctors via public websites.  

Methods 

Priority areas in clinical communication were determined through an inductive approach, 
focusing on the materials and pages available through the public websites of the 
organizations listed in Table 1, which was conducted across 2017 and 2018. The list of 
communication areas increased according to priorities of differing organisations. Once a 
comprehensive list of communication areas was identified, each communication area was 
searched for at each website, with the first 50 entries being screened for pertinent 
information. Discernment was primarily based on whether search results had appropriate 
keywords, with relevant links being explored as required. 

                                                
1“Primary medical education programs” includes undergraduate and postgraduate entry MBBS and MD programs required to receive provisional 
registration to practice medicine. 
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Table 1: List of Australian organization types and organisations included 

Organisation 
Type 

Organisation 

State and territory 
health departments 
and organisations 
and government 
safety and quality 
organisations 

Health Victoria 

Service Tasmania 

South Australia Health 

Western Australia Health 

Northern Territory Health 

Australian Capital Territory Health 

New South Wales Health 

Queensland Health 

Australian Commission on Safety and Quality in Health Care 

Agency for Clinical Innovation (NSW) 

Clinical Excellence Commission (NSW) 

State clinical 
training 
organisations 

Health Education and Training Institute (NSW) 

Postgraduate Medical Council of Victoria  

Northern Territory Medical Education and Training Centre 

Queensland Postgraduate Medical Education 

South Australian Institute of Medical Education and Training 

Postgraduate Medical Education Council of Tasmania  

Canberra Region Medical Education Council 

Postgraduate Medical Council of Western Australia 

Professional 
organisations and 
colleges 

Australian Medical Association 

Royal Australasian College of Physicians 

Royal Australian College of General Practitioners 

Royal Australasian College of Surgeons 

Royal Australasian College of Medical Administrators 

Royal Australian and New Zealand College of Radiologists 
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Royal College of Pathologists of Australasia 

Royal Australian and New Zealand College of Psychiatrists 

Royal Australian and New Zealand College of Obstetricians and Gynaecologists 

Australasian College for Emergency Medicine 

Australian College of Rural and Remote Medicine 

Australasian College of Dermatologists 

Australian and New Zealand College of Anaesthetists 

Royal Australian and New Zealand College of Ophthalmologists 

 

Through the inductive searching process, the broad categories of “policies”, “training”, and 
“resources” were identified as the three primary types of information available. We defined 
these as:  

• policies - organisation guidelines, standards, and position statements 

• training - organisation courses, modules, training resources, and programs 

• resources -  reviews, guidance, tips, and direct links to national organisation policies 

The searching process also revealed communication areas divided into two primary 
categories: communication between clinicians and communication between patients and 
clinicians.  These two sets of categories were then used to sort the information found. 

In our analysis, we determined that the total amount of information (across the three 
information types) indicated the level of priority a particular communication area was 
given. That is, the greater the range across policies, resources, and training, there was 
available, the more of a priority it was for that organization.  

Results 

Overall priorities 

There are 19 identified priority areas in communication in Australia, of these eight are 
focused on communication between clinicians, and 11 relating to patient-clinician 
communication. These are shown in Table 2. From the 19 identified communication areas, 
the three most prioritised areas are: clinical handovers, tele-health, and informed consent. 
This is largely through policies and resources. For communication between clinicians, the 
most prioritised areas were clinical handover, tele-health, and electronic medical records. 
For communication between patients and clinicians, the most prioritised areas were 
informed consent, end of life conversations, and open disclosure. 

 

 



 

7 

Table 2. Breakdown of Priority Areas by Method of Sharing 

Priority Areas Policy Training Resources TOTAL 

Interprofessional 

Clinical Handover 13 6 12 31 

Electronic Discharge 2 1 2 5 

Workplace Conversations 2 3 8 13 

Medical Supervision Conversations 4 1 4 9 

Electronic Medical Records 2 1 11 14 

Telehealth 6 3 14 23 

Referral/Discharge Letters 5 0 6 11 

Multidisciplinary Teams 2 4 4 10 

Total 36 19 61 116 

Patient-Doctor 

Open Disclosure 6 3 6 15 

Shared Decision Making 2 2 6 10 

Health Literacy 3 2 8 13 

End of Life Conversations 5 3 12 20 

Breaking Bad News 0 5 3 8 

CALD 4 3 8 15 

Informed Consent 13 0 9 22 

Communicating with Elderly 0 0 5 5 

Sensitive Issues 1 0 1 2 

Interpreters 6 1 8 15 

Communicating with Families 1 1 3 5 

Total 41 20 69 130 

 

Most organizations utilised resources as the primary method to implement priority 
communication areas. These resources included providing general information about links 
to other programs, reviews, and reports. As Table 3 shows, professional colleges and state, 
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territory and federal departments used resources to provide information on priority 
communication areas, whereas clinical training organisations mostly provided training 
courses and resources for students and staff. Professional colleges also implemented 
priority areas through policies, largely through position statements and guidelines. 

Table 3. Methods of Sharing by Organisation Type 

Organisations Policy Training Resources 

Clinical Training Org. (n=7) 2 (12%) 7 (44%) 7 (44%) 

Professional Colleges (n=15) 40 (31%) 25 (20%) 62 (49%) 

State and Federal Org. (n=11) 35 (34%) 7 (7%) 61 (59%) 

Total 77 39 130 

 

Priorities by organisation type 

State, Territory and Federal health organisations are responsible for community-based and 
primary health services and responsible for managing public hospitals and licensing 
private hospitals. Results show that over half (63%) of state and federal organisations use 
resources as a method to administer information on priority communication areas. Only 3 
of 9 organisations have online training resources available. Clinical handover, open 
disclosure, and informed consent are the most prioritised communication areas for these 
organisations.  

Professional colleges and organisations specialise in medical education, training, and 
professional development to support trainees and fellows maintain the expected standards 
in their specialty. Resources (48%) were the most common method to distribute 
information on communication areas, followed by policies (31%) and training methods 
(20%). These organisations have a relatively even amount of support for both 
interprofessional and doctor-patient communication, with informed consent, telehealth, 
and clinical handover having the most supporting material. 

Clinical training organisations specialise in clinical training for junior doctors, sometimes 
along with other health professions. Both training and resources accounted for 44% each 
as methods of support, with an even spread between interprofessional and doctor-patient 
communication. Clinical handover and end of life conversations are the most prioritised 
communication areas for these organisations. 

Discussion 

Through using a simple counting system to explore the amount of support provided 
through policies, resources, and training, we have identified both the priority areas for 
clinical communication and the ways in which government and professional organisations 
support doctors in developing and maintaining skills in this area in Australia. The findings 
elucidate two key concerns: 1. that the types of support are potentially less likely to be used 
and may not promote ongoing engagement in improvement; and 2. that the areas 
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prioritised focus on high-risk scenarios rather than the everyday, core communication 
skills that are foundational to effective consultations, communicating with colleagues, and 
are applicable across all levels of risk. 

With resources as the primary information type, this raises the question about the 
adequacy of such material for supporting doctors. Resources tend to come in the form of 
literature reviews and tips for success, which have a place, but lack the interventional 
quality that training can offer. Training is the arguably the more effective approach to 
developing and maintaining effective communication skills, particularly training that is 
suited to the outcome desired (e.g. experiential learning for skill development) (9). It is 
likely that some of these organisations provide training opportunities beyond what is listed 
on their public website, however over-reliance on these resources may inaccurately 
influence doctors’ expectations as to the importance of clinical communication more 
broadly and the necessary development required for ongoing maintenance and 
improvement of skills. With only 16% of organisations listing the provision of training as a 
method to support doctors in clinical communication, it is important to consider the 
adequacy of the information provided. Given the crucial role that communication plays in 
health care and medicine, it is important to incorporate effective communication training 
programs in medical and clinical education and institutions (3, 10). 

The method by which communication skills and topics are shared by medical institutions 
and health organisations may also influence how these communication areas are 
prioritised. While the AMC Code of Conduct provides a broader picture of what constitutes 
effective communication (4), including aspects that are more broadly found in clinical care, 
the focus of these organisations is skewed toward specific, seemingly more high risk, 
communication activities. These communication areas, such as informed consent and 
telehealth, can have significant impacts on the provision of care and often involve a higher 
degree of complexity, as well as legal responsibilities and implications for both the clinician 
and the patient. While these areas are important and worthy of attention, the emphasis on 
these areas without sufficient support for core clinical communication skills is concerning. 
Ensuring clinicians are able to communicate effectively in the more everyday activities of 
clinical practice provides a stronger foundation for the more complex communication 
activities (1, 11). Without these base level skills, it will be more difficult for clinicians to 
effectively communicate in these higher risk activities. 

In this project the primary limitation was the lack of access to online resources in multiple 
organisations, particularly clinical training organisations. Some organisations required 
private access and memberships to the institution to access resources and course 
information. This likely influenced the amount of information found during the screening 
process, although we attempted to mitigate that but include results where training was 
mentioned even if we were unable to access it. We also chose to limit the count to if a 
policy, resource, or training information existed, and not how many times each type was 
found on each organisation’s website. 

Through this analysis, we have found that the key professional and government 
organisations responsible for supporting practicing doctors to develop and maintain a 
range of skills for clinical practice, including the core skills needed for effective clinical 
communication, are doing so through means that are less ideal to improving skills (that is 



 

10 

resources and policies instead of training) and are putting more effort into higher-risk 
communication activities rather than supporting effectiveness in everyday practice.  

This has implications for research, training, and policy. Those applying for research 
funding can consider whether to work within the current priorities or to push the envelope 
to provide a broader evidence base for the lower prioritised areas. In those organisations 
creating policy and providing training, work could be done to ensure that there is a 
sufficient focus on core skills as well as a readjustment to providing training may assist in a 
more comprehensive support for practicing doctors. The development of a comprehensive, 
evidence-based Australian consensus statement on clinical communication with what 
should be prioritised, by which organizations, and how, may improve the approach at a 
national level in terms of policy development as well as research and training.  
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