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Introduction
The patient interview is one of the 
most common professional activities 
of clinicians. Each clinician performs 
100–200 thousand interviews during his/
her professional life.[1] The main goal of 
the patient interview is health promotion. 
Therefore, an effective interview is not 
limited to asking several simple questions[2]; 
rather, it includes extensive knowledge 
and skills about communication, physical 
examination, and problem‑solving[3] and 
requires careful attention to patients’ 
feelings and non‑verbal behaviors.

An effective interview can improve 
treatment outcomes,[4] while ineffective 
interviews may prevent clinicians from 
collecting necessary data about patient 
conditions. Therefore, an ineffective 
interview may lead to dissatisfaction with 
treatments, increased patient anxiety, and 
suffering, coping problems related to 

Address for correspondence: 
Miss. Shohreh Ghasemi, 
Golestan University of Medical 
Sciences, Falsafi Educational 
Campus, The beginning of 
Shast-Kola, Km 5 Gorgan Sari 
Road, Golestan province, Iran. 
E‑mail: shohreh.ghasemi@
goums.ac.ir

Access this article online

Website: www.ijnmrjournal.net

DOI: 10.4103/ijnmr.IJNMR_42_20
Quick Response Code:

Abstract
Background: An effective interview can strengthen the clinician‑patient relationship and 
improve treatment outcomes. We aimed to assess the effect of communication skills training 
using the Calgary‑Cambridge model on interviewing skills among midwifery students. 
Materials and Methods : In this randomized controlled trial, 30 midwifery students of Golestan 
University of Medical Sciences were selected using the convenience sampling method and 
randomly assigned through minimization into the intervention  (n = 15) and control  (n = 15) groups 
in 2018. The routine interventions were administered for the control group, and four sessions of 
communication skills training based on the Calgary‑Cambridge model was performed in small 
groups for the intervention group. Evan and colleague’s History‑taking Rating Scale was used before 
and four weeks after the intervention. Data were analyzed using paired and independent‑sample t and 
Mann‑Whitney U tests at the significance level of less than 0.05. Results: The mean (SD) scores of 
interviewing skill before and after the intervention was 33.71 (7.34) and 54.50 (8.16), respectively, in 
the intervention group (t13 = 9.26, p < 0.001) and 33.64 (6.02) and 33.93 (5.39) in the control group, 
respectively (p = 0.85). The difference between the two groups was significant (t26 = 7.86, p < 0.001). 
Conclusions: Communication skills training based on the Calgary‑Cambridge model can be used as 
an effective method to improve interviewing skills among midwifery students.
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health conditions in patients, and treatment 
failure.[5] Yet, some studies showed 
that medical staff has poor to moderate 
interviewing skills. A  study reported that 
midwives in healthcare centers in Mashhad, 
Iran, had moderate history‑taking and 
interpersonal communication skills and 
poor clinical examination, counseling, and 
patient education skills.[6] Another study 
reported that medical students had problems 
in starting, continuing, and terminating 
patient interviews.[7] Two other studies 
also found that physicians had moderate 
communication and interviewing skills.[4,8]

Communication skills are significant 
factors behind performing effective patient 
interviews.[3] Effective communication helps 
clinicians develop the patients’ confidence 
and respect, gather reliable data about their 
medical history, and create a supportive 
and comfortable environment for them.[9] 
Developing patients’ confidence helps them 
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openly express their feelings, concerns, and thoughts 
and avoid withholding information about their medical 
history.[10] Therefore, the clinicians’ interviewing skills can 
be improved by improving their communication skills.

A well‑known strategy to improve clinicians’ communication 
and interviewing skills is communication skills training 
programs. These programs can improve communication 
skills such as initial rapport, explanation of the interview 
aims, body language, proper position during interview, eye 
contact, active listening, verbal and non‑verbal feedback, 
silence, psychological assessment, empathy and warmth, 
selecting appropriate interview questions, and avoiding the 
use of jargons and making conclusions.[11] Previous studies 
reported that communication skills training programs for 
clinicians were effective in significantly improving their 
clinical skills such as interpersonal communication,[12,13] 
data gathering, and patient education skills,[8] enabling 
them to promote patient recovery,[4] enhancing patient 
satisfaction, treatment adherence, and effectiveness,[14] and 
promoting public health.[15]

The Calgary‑Cambridge model is one of the common 
approaches to communication skills training, developed 
as a framework for planning communication skills 
training.[16] It combines traditional clinical teaching 
methods and effective communication skills.[17] A study 
reported that communication skills training based on 
this model significantly improved clinical skills among 
medical students.[18] However, another study reported 
that communication skills training based on this model 
was not effective in improving interviewing skills among 
the instructors of a dentistry faculty in Iran.[19] These 
contradictory results highlight the need for further studies 
on the effectiveness of this model. Therefore, we evaluated 
the effect of communication skills training through the 
Calgary‑Cambridge model on interviewing skills among 
midwifery students.

Materials and Methods
This randomized controlled trial (IRCT20180516039692N1) 
was conducted on two groups of undergraduate midwifery 
students and in two stages  (pre‑t and post‑test) in Golestan 
University of Medical Sciences, Gorgan, Iran, between 
March and May 2018.

The sample size was calculated based on the results of 
a previous study reporting a communication mean  (SD) 
score of 21.56  (11.31).[8] Accordingly, with a confidence 
level of 95%, a power of 80%, a hypothetical increase of 
50%  (or 11 points) in the interviewing skill mean score, 
and a hypothetical decrease of 20%  (or 2.26 points) in 
its standard deviation, the sample size of this study was 
determined to be 28  (14 in the control and 14 in the 
intervention group). We included students in the 6th  or 
8th  semester who were willing to participate and gave their 
informed consent. The exclusion criteria were unwillingness 

to continue participating in the study or being absent 
in two communication skills training sessions. Initially, 
Sampling was done using the convenience sampling 
method, and then the students were allocated to control or 
intervention groups through minimization based on their 
semester, academic achievement, and the Persian version 
of Evan and colleague’s History‑taking Rating Scale scores 
before intervention. One student in each pair was labeled 
1  (control group), and the next was labeled 2  (intervention 
group).

Data collection tools were a demographic form used at 
the beginning and Evan and colleagues’ History‑taking 
Rating Scale used at the beginning and four weeks 
after intervention. This scale includes 22 items in three 
main areas, namely initiating the interview  (six items), 
interview implementation  (eleven items), and interview 
termination  (five items). The items of the scale are 
scored either 1  (“Poor”), 2  (“Moderate”), or 3  (“Good”). 
Higher scores stand for a higher interviewing skill.[20] The 
reliability  (Cronbach’s alpha of 0.928) and content validity 
of the Persian version of this scale were confirmed by 
Bani Davoodi and colleagues.[8] To prevent between‑group 
information leakage, first, the participants in the control 
group were assessed. Accordingly, an observer used the 
History‑taking Rating Scale to assess the interviewing 
skills of the participants while they were taking a medical 
history from a simulated patient at baseline and 4  weeks 
after the intervention. After that, an intervention was started 
for the intervention group. Initially, the same observer 
evaluated the interviewing skill of the participants in the 
intervention group in the same manner as explained for 
participants in the control group. The observer was blind to 
the intervention and control groups.

Then, four sessions of communication skills training based 
on the Calgary‑Cambridge model  [Table 1] was performed 
for the intervention group in small groups (7–8 individuals) 
on Monday and Wednesday afternoon for four hours 
with two 15‑minute break times. The Calgary‑Cambridge 
communication skills model includes five steps  (initiating 
the session, gathering information, building relationships, 
explanation, and planning, and closing the session). The 

Table 1: The educational material of communication 
skills training based on the Calgary‑Cambridge model

Session Content
First Introduction of communication skills and their 

importance; Clinician‑patient communication; 
Different models to establish communication

Second Effective communication establishment; Starting 
an interview; Data gathering; and Developing 
interview structure

Third Empathy; Warmth; Adequate explanation; and 
Interview termination

Fourth Teamwork; Watching an educational video; Group 
discussion about all components of the model
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control group did not receive any specific intervention. 
The content of intervention sessions concluded introduction 
and importance of communication skills, clinician‑patient 
communication, different models to establish 
communication, effective communication establishment, 
interview structure  (starting an interview, data gathering; 
and developing an interview, and interview termination), 
and the elements of an interview  (empathy, warmth, 
and adequate explanation). Educational materials were 
provided through lecture, role‑playing, group discussion, 
brainstorming, video presentation, and Question and Answer 
teaching methods.[21] Four weeks after the intervention, the 
same observer re‑evaluated the interviewing skills of the 
participants in the intervention group. Both observer and 
experimenter were master’s students of consultation on 
midwifery who had passed communication skills units (128 
hours) and then validated by midwifery and psychological 
counseling instructors. The simulated patient was a single 
25‑year‑old master’s student in polymer engineering who 
had no scientific knowledge about midwifery and was 
hypothetically in the fourteen weeks of her first pregnancy, 
had no history of abortion, and complained of dysuria and 
urinary frequency. Therefore, 30 students were primarily 
recruited and allocated to two equal groups. One participant 
was excluded from the control group because she did 
not refer for post‑test. One participant was also excluded 
from the intervention group because she did not attend the 
training sessions. Therefore, the study was completed with 
14 students in each group [Figure 1].

SPSS software, version  18  (SPSS Inc., Chicago, IL, 
USA, SPSS), was used to analyze the data. Within and 
between‑group comparisons were made using the paired 
and independent‑sample t, Chi‑square, and Mann‑Whitney 
U tests at the significance level of less than 0.05.

Ethical Considerations

This study was approved by the Ethics Committee 
of Golestan University of Medical Sciences, Gorgan, 
Iran  (code: IR.GOUMS.REC.1396.315). The objectives of 
the study were explained to the participants, and they were 
ensured that their data would be handled confidentially 
and they would have the freedom to stay in or withdraw 
from the study. Before the intervention, all participants 
signed the written informed consent. After performing 
the post‑test, the study intervention was also offered to 
participants in the control group. However, none of them 
were willing to receive the intervention. Therefore, written 
educational materials were provided for all of them, and 
they were asked to refer to the authors in case of any 
question.

Results
The mean (SD) score age of the students in the control and 
intervention groups were 22.07  (1.07) and 21.64  (1.08), 
respectively  (p  =  0.301). All the students were women 
and most of them were single in both groups  (control 
group: 78.57%, intervention group: 57.14%). Moreover, 
most participants in the control group had a history of 

Enrollment
Assessed for eligibility (n = 32)

Excluded  (n= 2)
• Not meeting the inclusion criteria 
  (n = 0)
• Declined to participate (n = 2)
• Other reasons (n = 0)

Randomized (n= 30)

Allocation

Allocated to control (n = 15)
Allocated to intervention (n = 15)
• Received allocated intervention (n = 14)
• Did not receive allocated intervention due
  to absence from training sessions (n = 1)

Lost to follow-up due to absence from the 
posttest session (n = 1) Lost to follow-up (n = 0) 

Follow-Up

Analysis

Analyzed  (n = 14) Analyzed  (n = 14)

Figure 1: The flowchart of the study’s inclusion, allocation and follow-up phases
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participating in communication skills workshops  (57.14%), 
while most participants in the intervention group did 
not have such a history  (64.28%). The groups did not 
differ significantly from each other with respect to their 
demographic characteristics [Table 2].

The pre‑test mean  (SD) interviewing skill scores in the 
control and intervention groups were 33.64  (6.02) and 
33.71  (7.34), respectively  (p  =  0.978), but this difference 
was not significant according to the independent t‑test with 
respect to the three interviewing skill domains  (p  >  0.05, 
Table 3). Four weeks after the intervention, the mean (SD) 
interviewing total skill scores in the control and 
intervention groups were 33.93  (5.39) and 54.50  (8.16), 
respectively (p < 0.001, Table 3).

Paired t‑test results showed that within‑group comparisons 
of the mean interviewing skills scores and all its three 
main domains did not significantly change in the control 
group  (p  >  0.05), while all these mean scores significantly 
increased in the intervention group (p < 0.001, Table 4).

Discussion
We aimed to evaluate the effects of communication skills 
training using the Calgary‑Cambridge model on interviewing 

skills among midwifery students. The results of the present 
study showed that communication skills training through the 
Calgary‑Cambridge model significantly improved interviewing 
skills and all its three main domains among midwifery 
students. Despite the importance of patient interviews, 
studies showed that patients’ highest dissatisfaction was with 
clinicians’ poor communication skills such as listening.[22–24]

At the beginning of the study, participants in both groups 
had poor interviewing skills. The lowest interviewing 
skill domain score at baseline was related to the interview 
termination domain, while the highest domain score was 
related to the interview beginning domain. An earlier 
study also reported the same findings.[7] Compared with 
clinical examination and laboratory studies, a precise 
and comprehensive clinical interview can provide more 
detailed data about patients’ conditions for accurate 
diagnosis and treatment.[25] In contrast, an incomprehensive 
interview in which a clinician does not address illness 
experience and psychological aspects of illness may result 
in adverse treatment outcomes.[11] A study showed that 
communication skills such as using open‑ended questions, 
giving feedback, legitimization of the underlying 
condition, and respect had positive correlations with 
patients’ verbalization of their anxiety while using focused 

Table 2: Demographic characteristics of midwifery students in the two study groups
Variable Control n (%) Intervention n (%) Total n (%) p

Marital status Single 11 (78.57) 8 (57.14) 19 (67.85) 0.225*
Married 3 (21.42) 6 (42.85) 9 (32.14)

Place of residence Urban areas 10 (71.42) 10 (71.42) 20 (71.42)  0.99*
Rural areas 4 (28.57) 4 (28.57) 8 (28.57)

Grade point average <15 0 (0) 2 (14.28) 2 (7.14) 0.316*
15-16 6 (42.85) 3 (21.42) 9 (32.14)
16-17 5 (35.71) 7 (50) 12 (42.85)
17-18 3 (21.42) 2 (14.28) 5 (17.85)

History of participating in 
communication skills workshops

Yes 8 (57.14) 5 (35.71) 13 (46.43) 0.256*
No 6 (42.85) 9 (64.28) 15 (53.57)

Academic semester 8 8 (57.14) 7 (50) 15 (53.57) 0.705*
6 6 (42.85) 7 (50) 13 (46.43)

*Chi‑square test

Table 3: Comparing the mean scores of interviewing skills and its three domains in the two groups before and after the 
intervention

Interviewing skill Mean (SD) Z or t p
Control Intervention

Interview beginning Before 10.07 (1.73) 9.64 (1.86) ‑0.87 0.401**
After 10.36 (1.49) 14.29 (2.70) ‑4.75 <0.001*

Interview implementation Before 17.36 (4.16) 17.86 (5.48) ‑0.27 0.788*
After 17.36 (3.45) 27.71 (3.97) ‑4.24 <0.001**

Interview termination Before 6.21 (1.36) 6.21 (1.57) ‑0.19 0.874**
After 6.21 (1.42) 12.50 (2.95) ‑4.20 <0.001**

Total Before 33.64 (6.02) 33.71 (7.34) ‑0.02 0.978*
After 33.93 (5.39) 54.50 (8.16) ‑7.86 <0.001*

*Independent‑sample t-test. **Mann‑Whitney U
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and surveying questions was negatively correlated with 
verbalization of their anxiety.[26] Significant improvement 
in our participants’ interviewing skills in the interview 
beginning domain may be related to the positive effects of 
the study intervention on their awareness and knowledge 
about the importance of asking patient’s name, explaining 
interview aims, and enhancing patient’s confidence at 
the beginning of the interview. Moreover, participants’ 
improved interviewing skills in the domain of interview 
implementation can be attributed to improvements in 
their knowledge and skills about the appropriate use 
of open‑ended and focused questions, empathy, use 
of simple and understandable words, active listening, 
respecting patient’s beliefs, and encouraging patients to 
share more information. Finally, significant improvement 
in participants’ interview termination skills in the 
intervention group could be related to the effectiveness 
of the intervention in significantly improving their ability 
to make conclusions and evaluate the patient’s perception 
of the interview. In line with our findings, several earlier 
studies reported the positive effects of communication 
skills training through the Calgary‑Cambridge model 
on interviewing skills among medical students,[27] 
physicians,[28] and infectious disease and internal medicine 
residents.[29] However, a study reported the ineffectiveness 
of communication skills training through this model on 
interviewing skills among dentistry faculty members in a 
leading university in Tehran, Iran.[19] This inconsistency 
may be attributed to the fact that communication skills 
training in that study consisted of a single four‑hour 
session, in which some aspects of communication skills 
were directly trained through lectures, and the remaining 
aspects were indirectly addressed through pamphlets.

However, in the present study, all materials related to 
communication skills were directly provided to participants 
in four four‑hour sessions. Moreover, our participants were 
students, while participants in that study were faculty 
members who might have a limited amount of time 
for reading pamphlets and practicing the learned skills. 
Communication skills training courses can be integrated 
into the academic curricula of all healthcare‑related 

disciplines.[30] Thus, midwifery authorities can use this 
model to improve midwifery students’ interviewing skills.

Among the study limitations were the limited number 
of eligible students and the limited amount of time for 
conducting the study. It is suggested that more studies be 
done over a longer period of time to examine the long‑term 
effects of this training.

Conclusion
This study shows that communication skills training through 
Calgary‑Cambridge model are effective in significantly 
improving interviewing skills among midwifery students. 
Thus, midwifery authorities can use this model to improve 
midwifery students’ interviewing skills.
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