
Kalet, AL Janicik R, Schwartz M, Roses, D, Hopkins MA, Riles T. Teaching                                   Med Educ Online [serial online] 2005;10:16. 
Communication skills on the surgery clerkship.                                                                      Available from http://www.med-ed-online.org 
 

1 

Teaching Communication Skills on the Surgery Clerkship 
 

Adina L. Kalet, MD, MPH*, Regina Janicik, MD*, Mark Schwartz, MD*, Daniel Roses, MD�†, 
Mary Ann Hopkins, MD, MPH�†, Thomas Riles, MD�† 

 
*Section of Primary Care, Division of General Internal Medicine,  
Department of Medicine 
�† Department of Surgery  

 New York University School of Medicine 
 

Abstract - Background: Physician communication skills, linked to important patient outcomes, 
are rarely formally addressed after the pre-clinical years of medical school. We implemented a 
new communication skills curriculum during the third year Surgery Clerkship which was part of a 
larger curriculum revision found in a controlled trial to significantly improve students�’ overall 
communication competence.   
Description: In three 2 hour workshops students, learned to address common communication 
challenges in surgery: patient education, shared decision-making, and delivering bad news. Each 2 
hour, surgeon facilitated session was comprised of a 30 minute introductory lecture, a 15 minute 
checklist driven video critique, a 15 minute group discussion, a 45 minute standardized patient 
(SP) exercise with feedback from the SP, peers, and faculty member, and a 15 minute closing 
summary.  To date, over 25 surgery faculty have been trained to conduct these sessions. In an end-
of-clerkship survey, students reported on skill changes and assessed the curriculum�’s educational 
effectiveness.  
Evaluation: A survey was completed by 120 of the 160 (76%) third year students who 
participated in the curriculum.  Fifty-five percent of students reported improvement in their 
communication skills and ability to address specific communication challenges. Students were 
satisfied with the amount and quality of teaching.    
Conclusions: Communication skills teaching can be implemented in the surgery clerkship, and 
surgeons are particularly well suited to teach about patient education, discussing informed consent 
and shared decision making, and delivering bad news. Structured case-based sessions are 
acceptable to, and improve the self-assessed skills of, surgery clerkship students. Faculty 
development geared toward such sessions has added benefits to educational activities in a clinical 
department overall.  

 
 
 Physicians�’ communication skills are linked with 
important patient and physician outcomes.1 These 
outcomes include physician and patient satisfaction,2 
patient participation in care and adjustment to 
illness,3 important clinical markers of health,4,5,6,7 and 
malpractice liability.8 Given the nature of their 
practice, surgeons should have particular expertise in 
conducting informed consent/shared decision making 
conversations with patients about complex 
procedures. One study comparing primary care 
physicians with surgeons showed that surgeons spend 
more time emphasizing patient education and 
counseling.9 Giving bad news and requesting 
permission for autopsy or organ donation are 
common and challenging experiences for surgeons.10  
Medical schools have a responsibility to prepare 
trainees for these situations, and there is a growing 
appreciation for the central importance of 
communication skills to effective care. In response, 
major leadership organizations in academic medicine 

have challenged medical schools to enhance 
curriculum and evaluation of this set of core clinical 
skills.11,12 

 
 The majority of medical schools have curricula in 
place to answer the call for more effective teaching of 
communication skills.13,14,15  At most institutions in 
the United States, this subject is presented in the pre-
clinical years of the medical school curriculum and is 
taught by non-physician behavioral scientists, 
psychiatrists or primary care physicians.13  Typically 
there is a significant interval between the teaching of 
patient-doctor communication and the clerkships 
where students are challenged to conduct more 
complex communication tasks with critically ill 
patients.  At our institution, as in many others, there 
was little formal teaching and limited direct 
observation and feedback on these skills during the 
clerkship year.  When students did learn about 
communication skills, it was too often from the least 
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experienced, most stressed clinicians: housestaff and 
junior faculty. Students rarely had the opportunity to 
observe experienced faculty communicating with 
patients and families.  Therefore a curriculum was 
needed to teach surgical clerks communication skills, 
incorporate experienced faculty role models, and 
emphasize the clinical relevance of communication to 
the practice of surgery.  
 
 The curriculum reported below is part of a 3 
medical school collaborative educational intervention 
with the goal of improving the communication skills 
of physicians through enhancement of curricula for 
medical students during the clinical years.16 The 
effectiveness of the project was demonstrated in a 
controlled study using a 10-station, performance-
based, standardized patient rated objective structured 
clinical examination (OSCE).  Pre-post clerkship year 
OSCE score differences were compared between a 
cohort of students (n=138, randomly selected; 38% of 
the class of 2001) receiving the usual curriculum and 
that of the intervention cohort (n=155; 42% of the 
class of 2002) receiving an enhanced clerkship 
communication skills curriculum. Adjusting for 
baseline differences, students exposed to the 
intervention significantly outperformed those in the 
comparison group on scores for the overall OSCE 
(5.1% difference, p<.001), relationship development 
and maintenance (5.3% difference, p<.001), 
organization and time management (1.8% difference, 
p<.001), and subsets of cases addressing patient 
assessment (6.7%, p<.001) and negotiation and 
shared decision-making (5.7% difference, p<.001). 
These differences were found at each school although 
they varied in magnitude.17 Given that it is not yet 
clear what constitutes an empirically meaningful 
effect size in communications assessment, we 
evaluated this using Cohen�’s approach,18,19 
demonstrating a large effect size for overall OSCE 
score (Cohen�’s d=0.90, suggesting that membership 
in the intervention group accounts for 20% of the 
variance in performance score). To enhance the 
validity and generalizability of the evaluation, the 
curriculum teams that developed the intervention 
were blinded to the specific content of the 10-station 
OSCE. 
 
 At New York University School of Medicine our 
communication skills curriculum development team 
(AK, RJ, MS) negotiated and worked individually 
with the directors of the seven required clerkships to 
craft communication skills educational activities that 
would fit the unique resources and reinforce clerkship 
relevant clinical content. The goal was to implement 
a curriculum that was seamlessly integrated into each 
clerkship. As a result of these efforts, after 

completion of the 7 required clerkships, an NYU 
student had 32 new hours of substantive and varied 
communication skills activities.  Table 1 summarizes 
the content covered and educational strategies used, 
teacher to student ratio, and time allocated to new 
clerkship communication skills curriculum within 
each clerkship. 
 

 
  
To our knowledge there are no published reports of 
explicit communication training for students 
conducted within the core surgery clerkship, although 
others have taught relevant topics in the pre-clinical 
years.  For example, pre-clinical students are taught 
the process of obtaining informed consent with 
lectures, small group discussions, model videotape 
interviews, or interactions with an actor trained to 
portray a patient. 20,21  
 
In this paper we describe how the Surgery Clerkship 
communication skills curriculum was developed, 
implemented, and evaluated.   
 
METHODS 
 
 Curriculum Development and Implementation 
Process - We used a systematic curriculum 
development process22 in which we conducted both a 
general and targeted needs assessment specific to 
clinical clerks on surgery, specified goals and  
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learning objectives, planned educational strategies, 
and implemented the curriculum. 
 

We began by performing a needs assessment and 
formulating goals and objectives. First, we generated 
a comprehensive list of communication competencies 
that practicing physicians should possess. 16  The list 
of competencies was derived from a literature 
review,17 surveys, and focus groups with medical 
faculty and students at the 3 collaborating schools. In 
addition, we reviewed the relevant literature on 
surgeon-patient communication, and conducted 
structured focus groups with students (20 students/2 
groups) completing the Surgery Clerkship to 

determine which communication skills they felt were 
best taught during the surgery rotation.  
 
 The Surgery Clerkship chose to cover 3 
communication topics: Patient Education, Obtaining 
Informed Consent/Shared Decision Making, and 
Delivering Bad News. These topics were decided 
upon by the clerkship director (DR) in collaboration 
with the physician curriculum development team of 
the Macy Initiative (AK, RJ) and were based on the 
needs assessment.  Goals, objectives, and content of 
the clinical cases used in each session are presented 
in Table 2. Case content was designed to review 
clinical management of some of the most common 

Table 2. The Surgery Clerkship Communication Skills Curriculum: Goals, objectives and description of 
demonstration and practice cases for each of 3 workshop sessions. Videotaped Demonstration cases featured 
senior surgeons conducting the interview. Cases for Practice role play were written cases with detailed instructions 
for students taking the surgeon role. 
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surgical problems (i.e. cholilithiasis, colon cancer, 
carotid stenosis) seen by students and to allow 
surgeons from different specialties (general, vascular, 
and orthopedics) to teach communication skills in the 
context of familiar clinical material.  
 
 The educational strategies were designed to 
present communication challenges in the context of 
clinical cases.  The content of these sessions were 
sufficiently important that three 2-hour sessions were 
incorporated into the daily lecture schedule.  The 
sessions reinforced basic communication skills as 
described in the Macy Model for Doctor Patient 
Communication16 and in relevant communication 
skills texts.23,24,25,26   Senior surgeons were recruited 
to participate in the development of the curriculum 
materials which included videotaped interviews 
demonstrating the communication skills, clinical 
scenarios for role play, and appropriate readings. 
Teaching methods included a mix of brief didactic, 
observation, and practice with feedback and were 
chosen to maximize the learning of communication 
skills in context of the relevant clinical material.27  

We then conducted extensive faculty development.   
 
 The communication curriculum was implemented 
on the following schedule.  Each session began with 
a 30 minute lecture to review the relevant knowledge 
and core communication skills. Then, the group of 
students, guided by a checklist of behaviorally 
specific communication skills items, spent 15 
minutes analyzing and critiquing a videotaped 
example of a senior surgeon conducting this 
communication competency (Table 3). After a 15 
minute small group discussion of the core skills, 
students were observed conducting the 
communication skill with a standardized patient (SP) 
and received feedback from peers, the faculty 
member and the SP (45 minutes).  In the final 15 
minutes, the teacher led the group in summarizing the 
lessons learned both about communication skills and 
the clinical content of the cases. Data about 
individual student performance were not provided to 
the clerkship directors and therefore did not influence 
final clerkship grades.  
 
 Overall, approximately 25 surgical faculty 
members were taught to conduct these sessions using 
a number of strategies (e.g. small group seminars, 
one-on-one preparation sessions, co-teaching) in 
order to accommodate faculty schedules.  In addition 
to familiarizing faculty with the conceptual model 
used to teach about communication skills and the 
relevant knowledge, we addressed specific teaching 
skills which included small group facilitation, 
running a review of videotaped interview, setting up  

and debriefing a role-play, and giving effective 
feedback.  

 
 
Evaluation of the Curriculum - In addition to the 
pre-post controlled performance based assessment of 
the entire curriculum mentioned above,17 the Surgery 
Clerkship curriculum was evaluated at NYU using an 
end-of-clerkship survey. The major questions 
assessed with the survey were:  
1. How much did students�’ self-perceived general 

communication skills change during the 
clerkship?  

2. How much did students�’ self-perceived, surgery-
specific communication skills change as a result 
of the new curriculum? 

3. To what extent did the curriculum meet students�’ 
educational needs with respect to communication 
skills training, time for feedback and direct 
observation, and quality of teaching? Did they 
think the time and effort were appropriate? 
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To answer these questions, an anonymous, cross-
sectional survey was administered at the end of each 
rotation following the final written exam. A 3 page 
questionnaire was developed that included items and 
scales designed to answer the above questions.  
  
 Students were asked to rate both how much the 
clerkship changed their core communication skills on 
a five-point scale (declined greatly (1) to improved 
greatly (5)) and the time and effort spent on 
communication skills during the clerkship on a five-
point scale (not enough (1) to too much (5)). 
Compared to traditional pre-post self-assessment 
ratings, asking students to assess pre-post change 
retrospectively is a more sensitive and valid measure 
of the impact of educational interventions aimed at 
improving skills because it accounts for a shift in 
internal standards for assessing a skill not known to 
be lacking until participating in a seminar on the 
subject. 28,29   
 
 Students rated the quality of the teaching for the 
communication activities on a four-point scale from 1 
= poor to 4 = excellent.  The subjects were all 
students in the NYU Class of 2002 during their 
clinical clerkship year. This class was the 
experimental cohort for the controlled trial of the 
Macy Initiative intervention, the first implementation 
year for the new curriculum. The clerkship evaluation 
was exempted from informed consent by the NYU 
Institutional Review Board.  
 
RESULTS 
 
 In the first year of the new curriculum, 160 
students completed the workshops which were 
scheduled into their educational time, representing 
95% of the third-year students. A total of 121 
students completed the end-of-clerkship surveys 
following four rotations of the Surgery clerkship. 
This is a 76% response rate of all eligible students. 
Overall, students perceived that their general 
communication skills improved more than their 
clerkship-specific skills (Table 4) compared to before 
the clerkship. More than half reported they still 
wanted more feedback from attendings on doctor-
patient communication skills and more direct 
observation by attendings while interacting with 
patients.  
 
 When asked about the time and effort spent 
specifically on communication skills in the 
workshops, most students felt they received just the 
right amount of communication skills training during 
the clerkship (Figure 1). Specifically, the following 
items were rated as good or excellent by the majority 

(range on items 56%-96%) of students: teacher 
enthusiasm, teacher preparation, teacher organization, 
clarity of the goals, usefulness of seeing senior 
surgeons with a patient, the integration of the 
workshops into the clerkship, and the value of the 
workshops in meeting their educational needs.  
 

 
 

 
 
DISCUSSION 
 
 Surgeons have an important role in formally 
teaching communication skills to medical students. 
We have shown that this can be done in an 
educationally meaningful manner.  We developed 
and implemented a clinically integrated 
communication skills curriculum in the Surgery 
Clerkship that was satisfying to most students, 
improved their self-perceived knowledge and skills 
(retrospective pre-post self-assessment ratings), and 
provided opportunities for faculty to directly observe 
and give feedback to students although students still 
wanted more. Critical to this success was engaging 
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surgery faculty role models in all aspects of the 
process of curriculum development and 
implementation, extensive faculty development, and 
using an evidenced based model of effective doctor-
patient communication to teach these skills in a 
clinical context. 
 
 The Surgery Clerkship communication skills 
curriculum reported here accounted for 18% (6 out of 
33 hours) of a comprehensive clerkship-wide effort 
which was shown to improve students�’ 
communication skills performance. We are unable to 
directly assess the impact on student performance of 
the specific surgery clerkship communication 
curriculum as a consequence of a �“firewall�” between 
the curriculum development team and the evaluation 
team, meant to maintain the integrity of the 
performance based evaluation. However, there was 
improvement in the particular skills sets we 
addressed only in the surgery curriculum (i.e. Shared 
Decision Making).  
 
 While most learning within the clerkship 
continues to take place in daily bedside work and in 
the operating room, this study endorses the role of 
well designed sessions to ensure students learn core 
material. Students appreciated the clear learning 
objectives, organized sessions, a chance to view 
video of an experienced surgeon conducting an 
interview with a patient, the chance to practice with 
standardized patients, and the discussion of common 
general surgical cases.  
 
 Implementing this curriculum had a number of 
additional important outcomes. The faculty 
development process we used for this process had a 
�“spillover�” effect in that it served to prepare faculty 
to do similar activities with housestaff and in 
continuing medical education activities. It has 
provided teachers of surgery with an effective model 
to teach communication skills and other aspects of 
professionalism to students in other venues.  In part, 
the ability to conduct these activities encouraged the 
department leadership to engage in a complete 
overhaul of the educational activities in the clerkship, 
including establishing explicit and detailed goals and 
objectives, implementing a more rigorous and 
performance based student assessment, standardizing 
lectures, and developing novel computer based 
learning modules.30,31 

 
Challenges 
 
 We encountered a number of challenges in 
implementing this curriculum. While we put a great 
deal of effort into faculty recruitment and 

development to ensure a well-trained pool of faculty 
to teach this curriculum (an effort reflected in 
students�’ appreciation for the quality of the teachers), 
maintaining faculty involvement was a constant 
struggle. Unambiguous support from departmental 
leadership was invaluable to deal with this problem. 
Also, some housestaff presented a negative role 
model to students. Since students spend most of their 
time observing housestaff with patients, this 
potentially threatens the effectiveness of our formal 
teaching, making it seem unrealistic in day-to-day 
clinical work. To address this hidden curriculum,32 
we have already conducted activities for surgery 
housestaff that teach students using almost identical 
strategies described in this paper to cover the 
attitudes, knowledge and communication skills. 
 
 We have had to continually reassess the value of 
spending this amount of time and energy teaching 
communication skills during the clerkship. Since we 
first began this project in 2002 the Surgery Clerkship 
at NYU has gone from a 10 week to an 8 week 
rotation and 1 of the 3 communication skills seminars 
(Informed Consent/Shared Decision Making) 
described has been moved from the Surgery 
Clerkship into a pre-clerkship orientation week.  
Further evaluation of this curriculum is needed to see 
if these skills transfer to other experiences (other 
clerkships or to residency) and if students can apply 
the skills they have learned in real world situations.  
We believe that involving so many role models in our 
program and integrating the communication skills 
learning with core clinical material explicitly 
emphasizes the value of such skills to practice.  This 
may have interesting and important benefits; such as 
a positive impact on student and resident attitudes 
toward the importance of communication skills and 
ultimately improved doctor patient relationships and 
better patient outcomes.  
 
References 
 
1. Makoul G.  Essential elements of 

communication in medical encounters: the 
Kalamazoo consensus statement. Acad Med. 
2001 Apr; 76(4):390-393.   
 

2. Levinson W, Stiles WB, Inui TS, Engle R. 
Physician frustration in communicating with 
patients. Med Care. 1993 Apr; 31(4): 285-95. 
 

3. Eisenthal S, Koopman C, Stoeckle JD. The 
nature of patients�’ requests for physicians�’ help.  
Acad Med 1990 Jun; 65(6): 401-5. 
 



Kalet, AL Janicik R, Schwartz M, Roses, D, Hopkins MA, Riles T. Teaching                                   Med Educ Online [serial online] 2005;10:16. 
Communication skills on the surgery clerkship.                                                                      Available from http://www.med-ed-online.org 
 

7 

4. Kaplan SH, Greenfield  S, Ware JE. (1989). 
Assessing the effects of physician-patient 
interactions on the outcomes of chronic disease.  
Med Care. 1989 Mar; 27(3 Suppl): S110-27.  
 

5. Rost KM, Flavin KS, Cole K, McGill JB. 
Change in metabolic control and functional 
status after hospitalization. Diabetes Care. 1991 
Oct; 14(10): 881-9. 
 

6. Mumford E, Schlesinger  HJ, Glass GV. The 
effect of psychological intervention on recovery 
from surgery and heart attacks: an analysis of the 
literature.  Am J Pub Health. 1982 Feb; 
72(2):141-51. 
 

7. Fallowfield LJ, Hall A, Maguire GP, Baum M. 
Psychological outcomes of different treatment 
policies in women with early breast cancer 
outside a clinical trial.  BMJ. 1990 Sep 22; 
301(6752):575-80. 
 

8. Levinson W, Roter DL, Mullooly JP, Dull VT, 
Frankel RM. Physician patient communication: 
the relationship with malpractice claims among 
primary care physicians and surgeons. JAMA. 
1997 Feb 19; 277(7):553-9. 
 

9. Levinson W, Chaumeton N. Communication 
between surgeons and patients in routine office 
visits. Surgery. 1999 Feb; 125(2):127-34. 
 

10. Girgis A, Sanson-Fisher RW, McCarthy WH. 
Communicating with patients: surgeons�’ 
perceptions of their skills and need for training. 
Aus N Z J Surg. 1997 Nov; 67(11): 775-80. 
 

11. Contemporary issues in medicine: 
communication in medicine. Association of 
American Medical Colleges. Medical School 
Objectives Project, report 3. Washington, DC: 
The Association, 1999. 
 

12. Liaison Committee on Medical Education. 
Functions and structure of medical schools: 
accreditation and the Liaison Committee on 
Medical Education: standards for accreditation of 
medical education programs leading to the M.D. 
degree. Washington, DC: Association of 
American Medical Colleges, 1998. 
 

13. Novack DH, Volk G, Drossman DA, Lipkin M 
Jr. Medical interviewing and interpersonal skills 
teaching in US medical schools: progress, 
problems, and promise. JAMA. 1993 Apr 28; 
269(16): 2101-05. 

 
14. van Dalen J, Kerkhofs E, van Knippenberg-Van 

Den Berg BW, van Den Hout HA, Scherpbier 
AJ,  van der Vleuten CP. Longitudinal and 
concentrated communication skills programmes: 
two dutch medical schools compared. Adv 
Health Sci Educ Theory Pract. 2002; 7(1): 29-40. 
 

15. Deveugele M, Derese A, Maesschalck SD, 
Willems S, Driel MV, Maeseneer JD., Teaching 
communication skills to medical students, a 
challenge in the curriculum?, Patient Educ 
Couns. In press. 2005 Jul 13. 

 
 
16. Kalet AL., Pugnaire M., Cole-Kelly K., Janicik 

R., Ferrara E., Schwartz MD, et al. Teaching 
communication in clinical clerkships: models 
from the Macy Initiative in Health 
Communications. Acad Med. 2004 Jun; 79(6): 
511-520. 

 
17. Yedidia MJ, Gillespie CC, Kachur E, Schwartz 

MD, Ockene J., Chepaitis A, et al. Effect of 
communications training on medical student 
performance. JAMA. 2003 Sep 3; 290(9): 1157-
1165. 

 
18. Cohen J.  Statistical Power Analysis for the 

Behavioral Sciences. 2nd ed. Hillsdale, N.J.: L. 
Erlbaum Associates; 1988. 

 
19. Halpern SD, Karlawish JH, Berlin JA.  The 

continuing unethical conduct of underpowered 
clinical trials.  JAMA. 2002 Jul 17; 288(3):358-
362.  
 

20. Johnson SM, Kurtz ME, Tomlinson T. Fleck, L. 
Teaching the process of obtaining informed 
consent to medical students. Acad Med.1992 
Sep; 67(9): 598-600.   
 

21. Colletti L, Gruppen L, Barclay M, Stern D. 
Teaching students to break bad news. Am J Surg. 
2001 Jul; 182(1): 20-3. 
 

22. Kern DE, Thomas PA, Howard DM, Bass EB.  
Curriculum development for medical education: 
a six step approach. Baltimore: Johns Hopkins 
University Press; 1998. 
 

23. Lipkin M, Putnam SM, Lazare A. The medical 
interview: clinical care, education, and research.  
New York: Springer-Verlag; 1995. 
 



Kalet, AL Janicik R, Schwartz M, Roses, D, Hopkins MA, Riles T. Teaching                                   Med Educ Online [serial online] 2005;10:16. 
Communication skills on the surgery clerkship.                                                                      Available from http://www.med-ed-online.org 
 

8 

24. Cohen-Cole SA.  The medical interview: the 
three-function approach.  St Louis: Mosby Year 
Book, 1991.   
 

25. Silverman J, Kurtz SM, Draper J. Skills for 
communicating with patients. Abingdon, Oxon, 
UK: Radcliffe Medical Press; 1998. 
 

26. Smith RC. The patient�’s story; integrated 
patient-doctor interviewing. Boston: Little 
Brown; 1996. 
 

27. Aspegren K. BEME guide no.2: teaching and 
learning communication skills in medicine- a  
review with quality grading of articles. Med 
Teach. 1999 Nov; 21(6), 563-70.  
 

28. Skeff, KM, Stratos, GA, Bergen M.  Evaluation 
of a medical faculty development program: a 
comparison of traditional pre/post and 
retrospective pre/post self-assessment ratings. 
Eval Health Prof. 1992 Sep;15( 3):350-66. 

 
29. Hewson MG, Copeland HL,  Fishleder AJ. 

What's the use of faculty development? Program 
evaluation using retrospective self-assessments 
and independent performance ratings; Teach 
Learn Med. 2001 Summer; 13(3):153-60. 
 

30. Hopkins MA, Nachbar M, Kalet A.  Educational 
imperatives drive technological advancement in 
the surgery clerkship. Med Educ. 2004 
Nov;38(11):1186-7. 
 

31. Kalet A, Hopkins MA, Riles T. A rapid clerkship 
redesign to address new realities.  Med Educ. 
2004 Nov;38(11):1193-4. 
 

32. Hafferty FW,  Franks R. The hidden curriculum, 
ethics teaching, and the structure of medical 
education. Acad Med. 1994 Nov;  69(11): 861-
71.  

 
33. Braddock CH 3rd, Edwards KA, Hasenberg N, 

Laidley TL, Levinson W. Informed decision 
making in outpatient practice: time to get back to 
basics. JAMA. 1999 Dec; 282(24), 2313-20. 

 
 
 
 
 
 
 
 
 

Acknowledgements 
 
 This project was funded by a grant from the 

Josiah Macy Foundation. 
 This project was presented as a workshop at the 

Association for Surgical Education National 
Meeting, 2003 by Hopkins, M., Chase, J., 
Nalbandian, M., Integrating Communication 
Skills Teaching into the Surgery Clerkship. 

 
Correspondence 
 
Correspondence concerning this article should be 
directed to Adina Kalet, MD, MPH, Department of 
Medicine, NYU School of Medicine, 550 First 
Avenue, Old Bellevue, D401B, New York, NY 
10016 or via email to ak41@nyu.edu. 


