
Tips for good 
communication



Active listening

Eye contact, nodding, saying ‘go on’ ‘mmm’, creating rapport, using 
pauses, being/looking interested, being genuine, having time, room 
set up, chairs, posture, clothes.

Nonverbal components of listening

Eye contact, posture, gestures, facial expressions, use of voice (tone, 
timing, emphasis on certain words, vocalisations other than words).

Open and closed questions

Open questions (e.g. how are you feeling?) – are broad and require 
more than a one or two word answer. They often begin with: what, 
why, when, how, where, who?
Closed questions (e.g. are you feeling ill?) – limit the possible 
answers to ‘yes’, ‘no’ or a one word answer.

Reflective skills

• reflection – saying back to someone all or part of what they 
 have just said - may help them to carry on and expand.

• paraphrasing – rephrasing in your own words what someone 
 has just said - may verify your understanding and help them 
 to carry on or expand further.

• silence – allow people time to think about what they have said 
 and allow you time to plan the next stage.

• summarising – never be afraid to summarise both during, 
 and at the end of, an interaction. Summarising allows checking 
 & reviewing, keeps people ‘on track’ if they are wandering off 
 subject, lets someone know you have been listening, helps to 
 close an interaction.

Building rapport

This involves seeing the person as a whole person -  ‘connecting’ 
with the person you are talking to.

• Try to make the person feel at ease by getting the setting 
 right – e.g. if you are in their home ask which chair they would 
 like you to sit in; appropriate positioning of chairs (at a 
 comfortable angle); quiet and private environment.

• Try to be at the same eye level as the person.

• Introduce yourself – full name and role.

• Consider role of non-verbal parts of introductions – 
 eye contact, smiling, shaking hands when appropriate. 

• Give time and attention to the person.

• Notice the person’s method of self-expression (minimal cues, 
 e.g. what’s said and what’s not said, pace and tone of voice, 
 posture, eye contact).

• It is sometimes helpful to try to match some of the minimal 
 cues, without being patronising.

• Avoid inappropriate use of jargon and aim to match your 
 vocabulary to that of the person. Avoid talking down to 
 the person.



Topic Guide
for exploring

influences



What do you think people need to know if they are going to do 
this behaviour – what did you need to know or what do you 
need to know?

What do you need to be able to do to do this behaviour? 
Can you do this?  Do you need some support?  
Have you been trained to do this?

Is it part of your role to do this? Whose job is it to do this?

Do you think you could do this if you wanted to?

What do you think would happen to you or colleagues or 
patients if you did this?

Has anyone ever offered you something if you do this?

Do you think you’d remember to do this when you’re working?

We are talking about [STATE BEHAVIOUR].  

Let’s think about what might get in the way of this behaviour or what might help you do this behaviour. 
Has anyone got any ideas to start us off?

Allow conversation to flow. 

Include some of these questions but try to make them as open as possible:

Do you intend to do this behaviour? Have you intended to 
do it before?

Have you ever thought about what this behaviour might achieve if 
you did it? Have you ever set yourself any goals to do this behaviour?

Is there anything that prompts you do this? Is it easy to do it? 
Would it be easy to do it? Have you got everything you need at 
work to do it?

What do people at work (patients and colleagues) think about this 
behaviour? What do you think people would feel or think if you 
started to do it?

What is your gut feeling about doing this?

Have you ever made any plans to do this?



Exploring
COM



The behaviour is:

Motivation (reflective and automatic) Capability (physical and psychological)

Opportunity (physical and social) We should focus on developing:

These behaviour change communication activities are based on the MAP competencies developed by Profs Marie Johnston and Diane Dixon for 
NES in Scotland. www.healthscotland.com/uploads/documents/4877-Health_behaviour_change_competency_framework.pdf



Example
interventions
matched to
behavioural
influences



What have people said?

I don’t know about…..

I don’t know how to…. Or I can’t……

I don’t have enough time to do that.

Patients (or colleagues) would hate it if I did that.

I don’t see why I have to do that.  It won’t make a 
difference to anyone, it’s just a tick box exercise.

I think it’s a good idea, I just never seem to get to 
it or I forget about it and then it’s too late.

CAPABILITY
Psychological

CAPABILITY
Physical

OPPORTUNITY
Physical

OPPORTUNITY
Social

MOTIVATION
Reflective

MOTIVATION
Automatic

How could we intervene?

Find out exactly what people don’t know. Give a short 
didactic talk to inform people; send weblinks or materials 
by email; add something to a standard session.

Find out exactly what people don’t know how to do.  
Hold a skills-based training session (with practice).

Time is often short-hand for feeling overwhelmed or 
something not being a high priority. Try to discuss ‘time’ 
further and look for people sounding worn out, burnt out. 
Show empathy when working with these people. Then see 
if there is evidence of a) people who felt the same way 
but who can now fit the behaviour in; b) whether the new 
behaviour actually does take more time – perhaps it will 
reduce work in the future?

Are they sure people don’t approve? Have they asked 
people? Would they like to see what people think?  
Could they ask people what they think to see if they 
are right? If people don’t approve, what could they 
do about that? What could we do to support them
to do that?

If they think it won’t make a difference – ask them why they 
think that. Show the evidence of doing those behaviours 
making a difference, show them evidence of the ‘harms’ 
of not doing it. Include statistics and an authentic story 
of a specific person (the combination has been found 
to be persuasive).

Find out what is happening in the day at the time when 
they could do the new behaviour. Make an ‘if-then’ plan 
to support a mental prompt. Ask if they could put 
something in their environment that would remind 
them to do the behaviour.



If-then
planning



Action planning

Identify something you usually do that will prompt you to do the behaviour
e.g., if I see a patient on antibiotics on a ward round then I will review their prescription

If:      Then:

Coping planning

Identify barriers that might get in the way of the behaviour and what you will do to make sure 
you do the behaviour
e.g., if I can’t see a copy of the guidelines, I will get the guidelines before I start my clinic

If:      Then:

These behaviour change communication activities are based on the MAP competencies developed by Profs Marie Johnston and Diane Dixon for 
NES in Scotland. www.healthscotland.com/uploads/documents/4877-Health_behaviour_change_competency_framework.pdf



Reflective
motivation



Current behaviour:

New behaviour:

What would life look like in 5 years if you…

Do change:

Don’t change:

Pros / benefits of changing: Pros / benefits of not changing:

These behaviour change communication activities are based on the MAP competencies developed by Profs Marie Johnston and Diane Dixon for 
NES in Scotland. www.healthscotland.com/uploads/documents/4877-Health_behaviour_change_competency_framework.pdf



Monitoring
and adapting



Self-monitoring

How are you going to keep a record of your behaviour?

Adapting the environment

How can you make changes to where you work that will support the behaviour?

These behaviour change communication activities are based on the MAP competencies developed by Profs Marie Johnston and Diane Dixon for 
NES in Scotland. www.healthscotland.com/uploads/documents/4877-Health_behaviour_change_competency_framework.pdf



Intervention
planning



This handout can be completed for multiple behaviours and can be used to plan an intervention with a group or on a group.

WHO

WHAT

HOW

To WHOM

WHEN

WHERE

What are the main influences? Match them with interventions.

What have people said?

CAPABILITY
Psychological

CAPABILITY
Physical

OPPORTUNITY
Physical

OPPORTUNITY
Social

MOTIVATION
Reflective

MOTIVATION
Automatic

How could we intervene?



Vignettes 
to practise 

behaviour change
conversations



Staff nurse

You are a staff nurse in a busy surgical 
ward. The pharmacist has been to 
talk to you all about a new initiative 
to remind prescribers to document 
their plan for antibiotic treatment. The 
pharmacist said that if the doctor thinks 
that the patient’s antibiotics should be 
reviewed after 2 days but the doctor 
didn’t tell anyone that the patients were 
at risk by having antibiotics for too long, 
then this can increase the risks of 
adverse drug reactions and antimicrobial 
resistance for the patients. You can see 
the sense in this but you are really busy 
during ward rounds and you find the 
doctor really intimidating and you think 
they wouldn’t like you asking them to 
document their plans for the antibiotics.

Vignette 1 - Surgical ward 
Person discussing change

As part of the regional group for AMR, 
you have been asked to implement a 
new initiative to remind prescribers to 
document their plan for antibiotic 
review. The pharmacist said that if the 
doctor thinks that the patient’s 
antibiotics should be reviewed after 
2 days but the doctor didn’t tell anyone 
that the patients were at risk by having 
antibiotics for too long, then this can 
increase the risks of adverse drug 
reactions and antimicrobial resistance 
for the patients. You have asked staff 
nurses to prompt the doctor to 
verbalise and document their plan for 
antibiotic treatment. This hasn’t 
happened so you are going to have a 
conversation with one of the staff 
nurses to explore this with them.

Doctor
You are a doctor and the 
pharmacist has asked to discuss a 
recent patient with you. This patient 
was a 72-year-old man, admitted to 
the Medical ward with shortness of 
breath, abdominal pain and confusion.

Observations on admission 
to AMU:
Resp rate:  22
Temp: 38.7oC
Pulse: 95 bpm
BP:  105/60
PMHx:  asthma

Medical notes
Impressions:  Sepsis, ? Source
Actions:  O2 + fluids given
                            Start IV antbiotics 
 Take blood cultures
 Chest X ray

Day 2
Patient remains unwell.
Medical notes - Continue IV 
antibiotics and chase blood cultures.

Day 3 
Medical notes – blood cultures 
negative, discuss plan for antibiotics 
with microbiology.

Person discussing change
You want to ensure that the source 
of the infection for the patient is 
investigated as this will determine 
the appropriateness of treatment 
and duration of therapy. If the source 
is known then narrower spectrum 
agents may be indicated reducing 
the impact on AMR. At the end of 
day one, you know that the diagnosis 
is source unknown. At end of day 
two, you are wondering about the 
results of the X-ray and note that the 
doctor is no nearer to finding the 
source of infection. You can see that 
there are potential improvements in 
the way that the doctor manages 
cases like this and you are going to 
have a conversation with him / her 
to find out what they could do 
differently (behaviour) and what 
might influence their behaviour 
one way or another.

Vignette 2 - Acute Medical Unit 



Doctor

You are a doctor and the pharmacist has 
asked to discuss a recent patient with you. 
You admitted a 76 year old woman to the 
medical ward with signs of stroke. 
Treated as per stroke pathway.  

Observations:
Resp rate:  13
BP:  165/90
Pulse: 92bpm
Temp: 36.9oC
PMHx: Type 2 diabetes, TIAs.
Impression:  CVA, ? aspiration
Plan: Start IV antibiotics and monitor

Person discussing change

You know that some prescribers are 
starting antibiotics when there is no 
evidence of infection. The statistics 
show that, nationally, aspiration 
pneumonia is over treated without 
clinical indication. You want to support 
prescribers to wait for evidence of 
infection before starting antibiotics 
and to send blood cultures, starting 
antibiotics when there is evidence of 
clinical infection. You are going to have 
a conversation with a prescriber based 
on a recent patient review.

Doctor

You are a community medical worker who 
always prescribes ciprofloxacin as your first 
line choice of antibiotic for a UTI. You know 
that other doctors use different antibiotics 
and guidelines recommend the use of other 
ones but this one has always worked well 
for your patients in the past. You are very 
busy, but a generally approachable person 
who has a good relationship with the 
multi-disciplinary team.

Person discussing change

You have noted that the community 
medical worker always prescribes 
ciprofloxacin as their first line antibiotic 
for UTI and not following the 
guidelines. Ciprofloxacin is not first line 
treatment for all patients, and can 
cause adverse effects in the patient 
and potentiate the risk of AMR. You’ve 
also noticed that the trainees are 
following her lead. You are going to 
have a conversation with the 
community medical worker about this.

Vignette 3 - Acute Medical Unit 

Vignette 4 - In the community 



Doctor

You are the senior community medical 
worker in your clinic. You have seen recent 
audit results showing that there are many 
patients on prophylactic antibiotics for 
UTIs and have been told there are no 
clear indications for the use of such 
prophylactic antibiotics. You are not 
convinced that the prophylaxis is not 
indicated. You also have concerns that 
people might object to having the 
prescriptions stopped, because they will 
be worried about recurring UTIs.

Person discussing change

You have done a medication review and 
audit and noticed a very high number 
of patients on prophylactic antibiotics 
for UTIs for long periods of time, for 
which there is no clear indication. 
You have looked back at the evidence 
based guidelines, circulated your report 
and the clinic manager has asked to 
have a conversation with you about 
your findings. 

Vignette 5 - In the community


