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Effective communication is fundamental to effective clinical medicine. Flexibly employing a range of communication 
skills is key to eliciting accurate diagnostic information and understanding the child/family context, which is 
necessary for shared decision making. Yet clinical communication skills are not innate, nor do they necessarily 
improve with clinical experience alone. They require learning and conscious practice. Good communication skills 
improve patient experience, increase adherence, decrease errors, decrease health care costs and litigation and 
also improve clinician well‐being or ‘joy in work’.

The triadic consultation of paediatrics (doctor–parent–child) poses extra challenges. The child and all carers 
present need to be encouraged to engage and share their agendas. This requires flexibility in approach, 
allowing for differing educational, cultural, and religious backgrounds, and levels of social connectedness and 
advantage. The possibility of trauma or adverse childhood experiences may need to be considered as they will 
influence the best approach to communication and building trust (See Chapter 14, Behaviour and mental 
health). Connection with the child and family will be enhanced if the clinician embodies empathy, patience, 
a non‐judgmental approach and conveys curiosity and enthusiasm.

It is professionally satisfying to complete the consultation knowing that clinician and family have both met their 
agendas in the available time and also enjoyed a human connection. However, all clinicians will have moments 
when they feel there is a disconnect with the child and the family one is trying to help. Sometimes it can be 
difficult to pinpoint why the disconnect has occurred. Breaking down the elements of the consultation structure 
can help (Figure 1.1).

Clinicians employ a range of communication skills to build the relationship, allow a consultation to flow or to 
recognise the need for repair. These ‘Microskills’ are the elements of effective communication. They include 
techniques such as asking open questions, use of silence, responding to verbal and non‐verbal cues, responding 
to emotion, chunking and checking, microsummaries, and signposting (Table 1.1). This chapter introduces the 
reader to some of these core communication skills.

Communication in the paediatric 
consultation
Mike Forrester
Daryl Efron

CHAPTER 1

Key Points
• Elicit the family’s main concerns, ideas about the problem, and how they think you can help.
• Involve children in the consultation according to their developmental level and interest.
• Learn to use a range of structural models and communication ‘microskills’ to enhance consultation 

efficiency and achieve shared decision making.
• Be alert to verbal and non‐verbal cues and use a range of techniques to respond to emotion.
• Conscious communication skill practice will improve the child and family’s experience, increase adherence, 

decrease errors, health care costs and litigation and also improve clinician well‐being or ‘joy in work.’
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Initiating the session

Providing
structure

Building the
relationship

• Make
   organisation
   overt
• Attending
   to �ow

• Using
   appropriate
   non-verbal
   behaviour
• Developing
   rapport
• Involving
   the patient

Gathering information

Physical examination

Explanation and planning

Closing the session

• Preparation
• Establishing initial rapport
• Identifying the reasons for the consultation

• Providing the correct type and amount of information
• Aiding accurate recall and understanding
• Achieving a shared understanding: incorporating the
   patient's illness framework
• Planning: shared decision-making

• Ensuring appropriate point of closure
• Forward planning

• Exploration of the patient's problems to discover the:

Biomedical perspective

Background information – context

Patient's perspective

Figure 1.1 The Calgary Cambridge process. Sources: Skills for Communicating with Patients. 3rd Ed. Jonathan Silverman, Suzanne 
Kurtz, Juliet Draper. CRC Press, Published September 2013 and Kurtz S, Silverman J, Benson J, Draper J. Marrying content and process 
in clinical method teaching: enhancing the Calgary–Cambridge guides. Acad Med. 2003; 78:802–9. Reprinted with permission.

Table 1.1 Micro‐skills to enhance communication effectiveness.

Micro‐skills to enhance communication effectiveness.

Explore shared agenda ‘What do we want to achieve today?’

Open to closed cone questions (start open, then move to more directive questions) and screening questions, ‘is there 
anything else that’s troubling you’

Listen actively, avoid interrupting

Encourage more information ‘Tell me more’, use of silence

Facilitate by encouragement, paraphrasing, interpretation

Identify and explore cues to underlying concerns, verbal and non‐verbal e.g. eye contact, facial expressions, posture, vocal 
rate/volume/intonation

Use explicit empathy e.g. ‘I’m sorry to hear that’, ‘That sounds really tough’, ’I can’t imagine how this might feel for you, but 
I wonder…’

Demonstrate confidence with your assessment/differentials/plan (e.g. with regards to what you find reassuring and why)

Explain rationale for suggested investigations and management plan

Avoid jargon: Use concise and easily understood language

Progress using Signposting: explicitly sharing the structure/plan e.g. ‘would it be ok if we first talked about… and then…’ or 
‘There are three important things I’d like to discuss, first…’

Use visual methods for conveying information where useful

Chunk and check: Provide information in assimilable chunks, check for understanding, use child’s response as guide to how 
to proceed with providing information. ’Just to make sure we’re on the same page’

Teach Back: Invite the child/family to restate the agreed plan

Final check: ‘Have we covered everything we needed to sort out today?’
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The consultation
Preparation
• Ensure you have the information and time that you need; invite relevant family and staff (and interpreter if 

needed).
• Find an appropriate space (privacy/toys/books/seating).
• Consider handing your phone or pager to a colleague for particularly high‐stakes consultations.
• Offer to phone a non‐present carer into the consultation where appropriate.

Specific Initiation and Engagement Tips
• Babies <12m: Usually a calm voice and gentle approach is all that is required if the baby is in the 

mood!
• Toddlers aged 1–3 years: Stranger awareness generally develops late in the first year. Chat to parents to 

show that you can be trusted, trade toys, smile, allow the toddler to come to you. Avoid intense focus and eye 
contact initially.

• Children 3–6 years: Try to establish a playful relationship with a child to reduce apprehension. This facili-
tates assessment and treatment. Give the child space and let them warm to you. Sitting on the floor or low 
chair is less threatening to small children than towering over them. Remember that the child is likely listening 
to all that is being said.

• Children 7–11 years: Research shows that children of this age want to be involved in discussions about 
their diagnosis and treatment. Introduce yourself to the child first. Explain that you are a doctor for kids so 
you will be very interested in what they have to say. Ask the child to introduce their family or carers to you. 
Start a conversation about everyday topics, e.g. who lives at home, what they like doing for fun, school, 
friends.

• Teenagers: Teenagers respond to an authentic, non‐judgemental approach. Start by treating them like an 
adult and modify if this is resisted. Allow the young person to educate you, as experts on teen culture, about 
what is going on in their world. Bring the young person back into the conversation if they are sidelined by 
the parents/carers.

Gathering information
The three critical questions for child and carers are:
• What is the family/carer’s key concern? (Concerns) ‘What are you most worried about?’
• What does the family/carer think is wrong? (Ideas) ‘You’ve obviously given this some thought, what were you 

thinking it might be?’
• How do they hope the clinician can help? (Expectations) ‘How are you hoping I/we might be able to help 

with this?’
Note that wording and order of these questions should be modified to suit clinician and child/family.

Children
• Ask the child who will start the story, so the child has the option of initiating the history or deferring to their 

parents. Child involvement is improved if parents are also encouraged to voice their concerns early on in the 
consultation and the child is then invited to speak further.

• If the child is shy or hesitant, start by talking to the parents/carers, and tell the child that you would like them 
to add their thoughts and corrections along the way.

• Ask an open question about the problem or concern. Listen attentively, try to avoid interrupting, and tolerate 
silence. Most of the valuable information will be here. You will understand the concerns up front and avoid 
missing key cues.

• Use mini summaries to clarify what you have understood along the way.
• Closed questions with choices work better for younger children and open‐ended questions allowing for free, 

or narrative, responses with older children.
• Be alert to non‐verbal cues which often reveal important information.
• If the opening statement from the parent is negative about the child and their problem, e.g. in emotional/

behavioural issues, you may need to help them reframe this. Ask the parent to describe how the child is at 
their best, or when they are happy, and when things are difficult for the child. Then ask the child to contribute 
to the discussion to have a sense of control.
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• Recognise good parenting and convey a belief in family competence. Identify and work with strengths in the 
family system.

• Model respect for the child. Let the child know you are open to hearing any questions from them about their 
health.

• Check what the child has understood and if they have any questions.

Adolescents
• Support the transition to independence by including time alone with adolescents. This builds the adolescent’s 

health literacy skills relevant to self‐management, e.g. self‐efficacy and self‐advocacy.
• Explain to the family and young person that it is part of your routine practice to spend some portion of the 

consultation without the family. One good method is to set an agenda together, then spend time with the 
young person alone (where trust permits and/or age appropriate) and then conclude by coming back together 
to develop a negotiated plan.

• It is important to explain confidentiality and the relevant exceptions to both the young person and the family. 
(See Chapter 12, Adolescent medicine).

• Praise the young person for any efforts after they present their needs or complaints. This helps build auton-
omy and an evolving relationship as the young person transitions towards independence.

• Once the young person signals that they have exhausted their list, re‐direct the same questions to the 
family.

Explanation and Planning
Provide an appropriate amount and type of information for both the child and family to understand. This will 
be easier to organise if you understand their Concerns, Ideas, Expectations (see above) and health literacy. Key 
communication skills for giving information are microsummaries during longer explanations and ‘chunking 
and checking’ (Table  1.1) breaking information into manageable ‘chunks’ and checking what has been 
understood.

Shared decision‐making
This involves both the child and family in the decision‐making process. There is some confusion about what 
shared decision-making looks like, but it is essentially a middle way between the ‘Paternalistic’ model and the 
‘Informed’ model (Table 1.2).
• ‘Paternalistic’ model: Physician informs and decides. Few people seek this when asked about their desired 

level of involvement in decision making.
• ‘Informed’ model: Shifts the burden of the decision to child/family, ‘Here are the options. What would you like 

us to do?’
• ‘Shared decision‐making’ (the middle‐way): Doctor gathers the information i.e. concerns, fears, values, goals, 

to then offer specific advice informed by the above.

Table 1.2 Models of treatment decision making. 

Paternalistic Shared decision-making Informed

Information 
transfer

One way: from doctor 
to patient, minimum 
necessary for 
informed consent

Two way: doctor provides all 
medical information needed 
for decision- aking. patient 
provides information about 
her preferences

One way: from doctor to 
patient, all medical 
information needed for 
decision-making

Deliberation Physician alone, or with 
other physicians

Physician and Patient (plus 
potential others)

Patient (plus potential others)

Decision about 
implementing 
treatment

Physician Physician and Patient Patient

Source: Murray, E, Charles, C and Gafni, A. ‘Shared decision‐making in primary care: tailoring the Charles et al. model to fit the 
context of general practice.’ Patient education and counselling 62.2 (2006): 205–211. Reprinted with permission of Elsevier.

c01.indd   4 9/25/2020   4:49:57 PM



1. Communication in the Paediatric Consultation

5

Challenging communication scenarios
Responding to intense emotion
When you feel the heat rise in the consultation, try to pause, avoid being reactive, and ask yourself what is the 
child or family’s underlying emotion? Often it is worry, fear, or being overwhelmed. We need to respond to the 
underlying emotion first, before we can move onto further information gathering, explanation or shared deci-
sion making. The mnemonic ‘NURSE’ can be helpful in this situation:
• Name the underlying emotion ‘You look pretty worried.’. Naming the underlying emotion is much more 

likely to be effective than naming the surface emotion i.e. ‘You seem angry / frustrated…’
• Understand ‘If I understand properly, you are most concerned about…’
• Respect and praise e.g. ‘You are the expert on your child’
• Support and silence e.g. supports such as offering to involve social work, write to workplace etc
• Empathy and explore. We do not need to ‘fix’ the issues that come out of this exploration but to hear and 

guide if possible.
Not all of these skills need be used in a given exchange but choose those which are likely to be most helpful in 
the context. Once the emotion has settled, the child or family will signal that they are ready to proceed. You may 
need to revisit the child/family’s main concerns or ideas at this point.

Identifying and repairing mismatches
A mismatched expectation is where the clinician and child/family agenda are not aligned. Mismatches can be 
identified by observing body language (non‐verbal cues), circular conversations, anger, dismissal, and your own 
feelings of discomfort.
• Consider the need for repair ‘I’m sorry but could we pause for a moment? I’m wondering if I may have mis-

understood/missed something important?’.
• Respond to the emotion (‘NURSE’ mnemonic above), allow space for child/family to settle.
• Then return to exploring child/family’s agenda.
• The goal is to identify your shared agenda with the child/family (what you are both wanting to achieve) and 

work from there.

Breaking bad news
Consider whether to discuss with the child/family initially together or separately. The family will usually have a 
preference. There are sound ethical principles for telling pre‐adolescent children the truth, even before the 
‘mature minor’ stage.
Key Steps
1. Check how much the child/family already knows (or understands about what is going on).
2. Find out how much the child/family wants to know (this may or may not be relevant to the situation).
3. Prepare the child/family: give a warning shot e.g. Do you remember the test we discussed? I’m afraid the 

news is not what we had hoped.
4. Give the news in a stepwise manner to enable you to continuously monitor 1 and 2 and the reaction (5).
5. Allow time for reaction.
6. Allow the child’s emotions to be expressed.
7. Be prepared to repeat and clarify.
8. Give a clear plan for the next steps of care.
9. Arrange further contact.

Clinical Pearl: Consultation efficiency
• Once you have understood the child’s and family’s agenda, help them prioritise what is most important 

to cover today and signpost what might be needed to be covered in subsequent consultations.
• When seeing a child who has been seen by other clinicians prior, after introduction and establishing 

initial rapport, say ‘It would be helpful for me to know what you already understand about your/child’s 
condition and what you would like to know or talk about today’.

• If you can sit down on a ward round the perception will be that you have spent significantly more time.
• Many examination findings can be elicited by observing the child while taking the history e.g. colour, 

respiratory pattern, gait, speech, play skills.
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USEFUL RESOURCES
• Jonathan Silverman, Suzanne Kurtz, Juliet Draper. Skills for Communicating with Patients. 3rd Ed. CRC 

Press, Published September 2013
• University of Cambridge School of Medicine Pack: Clinical and Communicating Skills Theme, Stage 2: 

Interviewing Children and Parents
• Thinking Ahead Communication Guide www2.health.vic.gov.au/about/publications/policiesandguidelines/ 

thinking‐ahead‐resources
• Thinking Ahead Framework  www2.health.vic.gov.au/about/publications/policiesandguidelines/thinking‐ 

ahead‐resources
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