Developing Physician Communication Skills For Patient-Centered Care

Levinson, Wendy;L esser, Cara S;Epstein, Ronald M
Health Affairs; Jul 2010; 29, 7; ProQuest Central
pg. 1310

POI. 10.1377/hlithaff.2009.0450

HEALTH AFFAIRS 29,

NO. 7 (2010): 1310-1318
©2010 Project HOPE—

The People-to-People Health
Foundation, Inc.

Wendy Levinson (wendy
levinson@utoronto.ca) is the
Sir John and Lady Eaton
Professor and Chair of the
Department of Medicine at
the University of Toronto, in
Ontario.

Cara S. Lesser is the director
of foundation programs at
ABIM Foundation, in
Philadelphia, Pennsytvania.

Ronald M. Epstein is a
professor of family medicine,
psychiatry, and oncology, and
is director of the Rochester
Center to Improve

Communication in Health Care,

University of Rochester
Medical Center, in New York.

1310

HEALTH AFFAIRS

DOCTORS & HOSPITALS

By Wendy Levinson, Cara S. Lesser, and Ronald M. Epstein

Developing Physician
Communication Skills
For Patient-Centered Care

ABSTRACT Growing enthusiasm about patient-centered medical homes,
fueled by the Patient Protection and Affordable Care Act’s emphasis on
improved primary care, has intensified interest in how to deliver patient-
centered care. Essential to the delivery of such care are patient-centered
communication skills. These skills have a positive impact on patient
satisfaction, treatment adherence, and self-management. They can be
effectively taught at all levels of medical education and to practicing
physicians. Yet most physicians receive limited training in
communication skills. Policy makers and stakeholders can leverage
training grants, payment incentives, certification requirements, and
other mechanisms to develop and reward effective patient-centered

communication.

hysicians, medical organizations,
and policy makers have become in-
creasingly interested in the patient-
centered medical home."” The Pa-
tient Protection and Affordable
Care Act of 2010 encourages pilot projects to test
the model. Primary care practices that become
medical homes will need to have a number of
features and capabilities, ranging from elec-
tronic health records to care systems that sup-
port the coordinated management of chronic
diseases. In addition, a well-designed medical
home needs physicians who possess excellent
patient-centered communication skills.?

There is growing recognition that the educa-
tion and training of physicians should increase
the focus on helping them acquire these
capacities. In its June 2009 report to Congress,
for example, the Medicare Payment Advisory
Commission (MedPAC) recommended that
Medicare payments for graduate medical educa-
tion be linked to the development of such skills.*

As U.S. policy makers grapple with the imple-
mentation of health reform, it is appropriate to
reflect on what we know about patient-centered
communication skills and how they can be nour-

JULY 2010 29:7

ished. In this article we describe those skills and
review their impact on patient outcomes. We
demonstrate that patient-centered communica-
tion is more than simply being courteous and
honest with one’s patients; it is, in fact, a sophis-
ticated process. We present evidence that com-
munication skills can be taught and enhanced
during the training of new physicians and
through continuing medical education for prac-
ticing physicians, and we describe how profi-
ciency in the skills can be assessed.

Finally, we observe that the development of
patient-centered communication skills, like
other requirements of patient-centered care,
can and should be fostered through a variety
of interventions by a broad range of stakehold-
ers: medical educators, medical organizations,
health care institutions, regulators, government
agencies, and insurers.

A Complex Set Of Skills

Patient-centered care was identified in Crossing
the Quality Chasm, a 2001 report by the Institute
of Medicine (IOM), as one of the six main ele-
ments of high-quality care.® The report defined
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patient-centered care as “respecting and respond-
ing to patients’ wants, needs and preferences, so
that they can make choices in their care that
best fit their individual circumstances,”>®4-59
Although infrastructure can help facilitate the
delivery of patient-centered care, ultimately such
care is characterized by continuous healing rela-
tionships, shared understanding, emotional
support, trust, patient enablement and activa-
tion, and informed choices.?¢hr 2

Communication skills are a fundamental com-
ponent of this approach to care. A substantial
amount of evidence demonstrates that patient-
centered communication has a positive impact
on important outcomes, including patient satis-
faction, adherence to recommended treatment,
and self-management of chronic disease.™ In
addition, recent research provides compelling
evidence that such communication improves
clinical outcomes in the management of diabe-
tes, hypertension, and cancer.%!4*

Conversely, breakdowns in communication
are strongly associated with the increased like-
lihood that patients will initiate malpractice ac-
tions.”® Patients’ most frequent complaints are
that physicians do not listen to their concerns,
care about their problems, or provide enough
information about their treatment.”

Patient-centered communication seeks to in-
crease health care providers’ understanding of
patients’ individual needs, perspectives, and val-
ues; to give patients the information they need to
participate in their care; and to build trust and
understanding between physicians and patients.
This communication occurs through both verbal
and nonverbal behavior.

Communication skills have been categorized
in a variety of ways. There are a number of key
functions of communication between physicians
and patients, and for each function there are
specific skills that enable a productive conversa-
tion.® These functions include fostering healing
relationships; exchanging information, such as
what patients want and need; responding to pa-
tients’ emotions; engaging in informed and col-
laborative decision making; and enabling pa-
tient self-management. Each requires a set of
specific communication skills.

To assess patients’ wants and needs, the physi-
cian must ask questions about patients’ con-
cerns, priorities, and values. The physician
must listen attentively to patients’ answers and
ask follow-up questions if the answers need
clarification.

For example, a patient might say that he wants
to have “everything possible” done to treat a life-
threatening condition. The astute clinician
would realize that “everything possible” could
have a number of very different meanings, and
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that correctly understanding what this patient
wants will require an exploration of his fears
about illness and opinions of possible treat-
ments. Further questioning may also be needed
to explore what the patient hopes to achieve, to
correct unrealistic expectations, and to explore
the possibility that treatment might result in in-
creased suffering.

Only after the patient’s values and preferences
have been clarified will the physician and the
patient be able to make truly collaborative deci-
sions that are in the patient’s best interest. Evi-
dence suggests that after such discussions,
patients with terminal illnesses receive fewer in-
tensive interventions in the last week of life,
generate lower health care spending, and—with
their families—report better quality of life in
their final days.'*-?°

The National Cancer Institute lists six funda-
mental functions of physician-patient communi-
cation: fostering healing relationships, exchang-
ing information, responding to patients’ emo-
tions, managing uncertainty, making informed
decisions, and enabling patient self-manage-
ment.® Appendix Exhibit 1* provides an over-
view of the role of the physician in each of
these functions, as well as examples of the com-
munication skills that each requires. Although
only a few sample skills are presented in the
exhibit, multiple skills are actually required,
each of which may accomplish several functions
simultaneously.

Physicians need to perform multiple commu-
nication tasks during interactions with patients.
These tasks cannot be accomplished by mechan-
ically applying skills. Rather, they require genu-
ine personal engagement and emotional in-
volvement. An expression of sympathy for a pa-
tient’s emotional distress requires sincerely feel-
ing concern in addition to using the right words.
This emotional labor is part of the physician’s
role and responsibility.??

Teaching Communication Skills
Learning any skill requires practice and feed-
back. Lectures alone cannot teach a physician
how to perform a surgical procedure. Rather,
honing surgical skills requires deliberative prac-
tice, or a combination of close observation, use
of simulation, timely and frequent feedback, in-
creasing responsibility, and mentoring by expe-
rienced teachers.?

Similarly, communication skills should be
taught in a systematic way, including practice
and constructive feedback. Yet remarkably, once
they have left medical school, most physicians
never get feedback about their interactions with
patients. Practicing physicians have typically
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been left to learn communication skills on their
own. Not only do many physicians have only a
limited repertoire of such skills, but they also
might not even realize that additional skills exist
that could improve the quality of their commu-
nications.

Physicians’ personal reactions to issues raised
by patients influence the interaction, either
positively or negatively. Hence, teaching com-
munication skills, unlike teaching surgical pro-
cedures, requires attention to the physicians’
emotional reactions, in addition to the cognitive
tasks involved.”**® Most communication pro-
grams include an opportunity for physicians to
examine their own emotional responses and
learn how to regulate their impact on relation-
ships with patients.?*-%

All medical schools are required to teach stu-
dents basic communication skills.”** These
courses typically include lectures, but they also
employ so-called standardized patients—actors
trained to portray patients and sometimes
trained to give structured feedback to the stu-
dents. Additionally, the students are observed
by residents, who sometimes provide feedback
on their interviewing skills. Most of this commu-
nication training occurs during the first and sec-
ond years of medical school.

However, it is in the third and fourth years of
medical school, during clinical rotations, when
students have the most patient contact and face
their greatest cognitive and emotional chal-
lenges. Unfortunately, the teaching of commu-
nication skills often receives little attention
then, compared to the teaching of diagnostic
skills and patient management. Despite the chal-
lenges,* innovative medical school programs
are demonstrating improvements in students’
communication skills.*** Typical programs in-
corporate demonstration of interviewing skills
with faculty, experimental learning techniques,
individualized feedback, and student self-perfor-
mance assessment.

With the exception of some primary care train-
ing programs, most training programs after
medical school do not include communication
skills in their curricula. Since 2002, the Accredi-
tation Council for Graduate Medical Education
has required the teaching and assessment of
“interpersonal and communication skills.”* Yet
fulfilling this requirement has received relatively
low priority in some residency programs. Hence,
residents’ learning of communication skills tends
to be haphazard, with relatively little feedback.

During the past decade, with the increased
attention on patient-centered care, programs
have been designed and implemented to teach
patient-centered communication skills to prac-
ticing physicians. These programs have been

Most training
programs after
medical school do not
include communication
skills in their
curricula.

provided either by medical societies with a par-
ticular interest in communication training, such
as the Society of General Internal Medicine, the
American Academy of Orthopaedic Surgeons,”
and the American Academy on Communication
in Healthcare, or by large medical groups that
have a dedicated cadre of physicians, such as
Kaiser Permanente in Northern California.

The programs are usually conducted over a
short period of time—typically half a day to three
days—and include opportunities for physicians
to practice communication skills while being ob-
served by colleagues. Role play is the most com-
monly used teaching method in communication
skills programs for practicing physicians be-
cause of its ease of use, low cost, and effective-
ness. When practicing physicians play the roles
of patients as well as physicians, they increase
theirunderstanding of patients’ experiences and
can try new approaches in the role of physician.

For example, a program might have a role-
playing session about informed decision mak-
ing. The “patient” might be told to present bar-
riers to communication, such as insisting that
the physician order magnetic resonance imaging
(MRI) to assess a headache when it is not med-
ically indicated. In this scenario, the challenge
for the physician would be to understand the
reason for the patient’s preference and negotiate
a mutually acceptable plan of treatment.

These programs also make use of standardized
patients in scenarios such as breaking bad news,
disclosing medical errors, and discussing end-of-
life issues. Experienced standardized patients
become “connoisseurs of care,” who can provide
credible feedback. Sometimes a physician goes
through the scenario again to practice a new
approach.® Encounters need not be live to serve
as teaching aids; reviewing videotapes of en-
counters with standardized or actual patients
can help reinforce clinicians’ effective commu-
nication strategies and change ineffective ones.

All of these training programs require expert
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teachers. Training is most effective when con-
ducted in small groups, in which individual
physicians get direct supervision. Furthermore,
learning is more likely to change physician com-
munication if there is reinforcement over time,
in repeated educational sessions.

The costs of time away from seeing patients
poses a major barrier to physicians’ availing
themselves of such training, as does the lack
of incentives to participate. In addition, physi-
cians may suffer the misconception that patient-
centered communication results in longer
patient visits—when, in fact, effective communi-
cation may result in shorter, more efficient
visits. >4

Effects Of Promoting
Communication Skills

Numerous studies have been designed to assess
the effects of interventions to improve physi-
cians’ patient-centered communication.??*
Most have focused on measuring the effects of
interventions on communication behavior,
rather than on patient outcomes.

A recent systematic review examined thirty-six
randomized trials in which the primary outcome
was verbal communication behavior. Interven-
tions were characterized by the type of instruc-
tion—information, modeling, feedback, and
practice—and the level of intensity. Higher-
intensity programs used multiple strategies,
were delivered more than once, and used live
instructors rather than didactic materials. Eight-
een of the studies directed the intervention at
residents and practicing physicians; fifteen pro-
vided education for patients; and three included
both physicians and patients.®

High-intensity interventions were more likely
to show improvements in physicians’ communi-
cation, including their asking more open-ended

EXHIBIT 1

questions and fewer questions focused on medi-
cine, than low-intensity interventions, such as
didactic lectures. Some studies showed that after
an intervention, physicians in the intervention
group were more likely than control physicians
to elicit patients’ concerns and exhibit an overall
patient-centered communication style, as indi-
cated by patient or observer ratings. Other stud-
ies found that intervention physicians improved
their ability to express empathy or provide
reassurance. Sixteen studies documented im-
provements in physicians’ provision of informa-
tion and explanations of patients’ illnesses or
treatments.*

However, those changes are only the immedi-
ate outcome of the training: improved commu-
nication behavior on the part of physicians. The
immediate outcome mustresultin the intermedi-
ate outcome: improved knowledge, adherence to
treatment, and self-care on the part of patients.
That, in turn, must lead to improved health out-
comes, as revealed by disease markers or quality-
of-life measures—the ultimate outcome.’

The impact of communication training on that
ultimate outcome is harder to assess (Exhibit 1).
The evidence that training does have an effect is
relatively small so far, but it is growing. For ex-
ample, recent studies in the care of cancer pa-
tients demonstrate that communication training
of medical oncologists has a positive impact on
the emotional well-being of patients and their
quality of life.®

Patient-centered communication is multi-
dimensional. Any given intervention might have
an impact on some but not all functions of pa-
tient-centered care. Forexample, an intervention
designed to teach physicians to respond to pa-
tients’ emotions may be effective in improving
patients’ experiences with physician care, but it
might not improve shared decision making. As a
result, tools used to measure impacts need to be

Link Between Teaching Patient-Centered Communication Skills And Various Outcomes

Immediate
outcomes
Teaching Improved patient-
patient-centered centered
communication communication
skills behavior during
the patient
encounter

source Authors’ analysis.

Intermediate Health
outcomes outcomes
* Increased * Improved biologic
patient knowledge outcomes
* Increased > Improved quality

patient self-
efficacy

* Better-informed
decision making

* Increased
adherence

* Improved patient
self-care

of life and well-
being

* Improved survival
* Reduced care
disparities

* Reduced care
costs
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tailored to match the specific aspects of the com-
munication intervention being taught.

Methods For Measuring Patient-
Centered Communication

Methods for measuring physicians’ communica-
tion skills include direct observation of commu-
nication behavior, interviews with patients or
surveys about their health care experiences,
and actual outcome measures. Keeping in mind
that each method provides insights into a differ-
ent aspect of patient-centered care, a set of mea-
sures can be derived for each improvement
initiative that accounts for the multiple perspec-
tives involved.”*~**

As indicated in Appendix Exhibit 2, the most
direct measures of communication are watching
actual encounters or videotapes of meetings be-
tween physicians and patients and observing the
presence or absence of particular communica-

EXHIBIT 2

tion behavior that was taught during the train-
ing. Other studies measure changes in patients’
knowledge, attitudes, or actual health behavior.

The most frequently used measures are sur-
veys of patients about the experience of care.
In particular, the Consumer Assessment of
Healthcare Providers and Systems (CAHPS) sur-
vey* captures many of the dimensions of patient-
centered care, is well validated, and is easy to
administer. Because many institutions routinely
administer this survey, it is possible to compare
scores between institutions, or in specific wards
or clinical units before and after implementing
an intervention designed to improve the skills of
physicians.

A few institutions give physicians feedback
about how their scores compare with those of
their peers on these measures. Individualized
feedback is a powerful tool that allows physicians
to track their progress, both absolutely and rel-
ative to that of their peers, over time.

Interventions, Assessment Tools, And Resources To Support Patient-Centered Communication

National Board of Medical Examiners

Accreditation Council for Graduate

interpersonal and communication

Specialties (ABMS) certification

communication and interpersonal

to assess patient-centered care)

Source Intervention Assessment
Medical Curriculum focusing on
school patient-centered care test of communication skills
{usually years 1 and 2) Direct observation in clinical
rotations
Residency Curriculum focusing on
program communication (very rare) Medical Education (ACGME)
Structured observation (requires competency in
skills and team-based skills)
American Board of Medical
(requires competency in
skills and team-based care)
Continuing Education depends on Maintenance of certification
education practice setting (currently including few tools
Continuing medical
education (CME) courses  Patient feedback
and workshops (usually in  Peer feedback
large medical groups)
Large Large-scale training Maintenance of certification
medical programs with ability to Patient feedback
groups reinforce lessons over Peer feedback
time Patient complaints
“Train the trainer” programs  Malpractice claims
Medical Pay-for-performance based ~ Patient satisfaction
payers on patient satisfaction

source Authors' analysis.
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Resources

Standardized patients
Trained faculty

Standardized patients

Trained faculty

Patient feedback surveys

Review of videotaped
interactions with coaching

Infrastructure for feedback
Resources for workshops,
including trained faculty and
standardized patients
Infrastructure to support
patient-centered aspects of
practice (such as electronic
health records)
Infrastructure for feedback
Resources for workshops,
including trained faculty
Infrastructure to support
patient-centered aspects of
practice (such as electronic
health records)
Infrastructure for collecting
large amount of patient
feedback, adjusted for
patient severity of illness

N
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Payers can increase
the demand for
patient-centered
communication
through
reimbursement
strategies.

Implications For Policy Makers And
The Medical Profession

Interventions to support patient-centered com-
munication skills can be implemented by medi-
cal educators, medical organizations, govern-
ment agencies, and insurers. Exhibit 2 presents
possible interventions and assessment tools that
can be used at various stages of a physician’s
career, and it indicates the types of resources
and supports needed for each.

Training during medical school and residency
has two advantages: a captive audience of stu-
dents, and guidance by professional faculty who
have the responsibility to teach and assess those
students. Curricula focusing on patient-centered
communication have been implemented in
medical schools to some degree, but they could
be expanded—particularly for medical residents.
Health care institutions, including hospitals and
medical groups wanting to support patient-
centered care, have demonstrated an ability to
build systems and a culture to support such
efforts.

For example, Kaiser Permanente, in northern
California, and Park Nicollet, in Minneapolis,
have developed and tested extensive training
programs to teach and reinforce patient-
centered communication skills. These programs
have led to demonstrated improvements in
physicians’ self-confidence and self-assessed
communication skills, as well as improvements
in patient satisfaction.*"2

Key components of the efforts include foster-
ing physician leaders and trainers, workshops
for practicing physicians, remediation for physi-
cians having difficulties, regular patient satisfac-
tion surveys, and, in some cases, payment
incentives for high patient satisfaction scores.
Annual physician evaluations can and should

Reproduced with permi
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include peer and patient evaluation on commu-
nication skills.

Furthermore, leaders and administrators can
model desired communication skills in their in-
teractions with physicians and staff, setting high
expectations for effective communication in all
interactions. Making the importance of commu-
nication between physicians and patients and
among health professionals part of a medical
group’s culture can have a profound impact on
the degree to which patient-centered care is
the norm.

Medical groups are well positioned to design
an infrastructure to support patient-centered
care through the use of electronic communica-
tion, effective systems to ensure access to care,
patient education programs, and the use of an-
cillary health care professionals such as physi-
cian assistants. A recent American Medical
Association Ethical Force consensus report on
improving communication and care provides a
structured approach to this endeavor for organ-
izations.*

An additional driver to improve communica-
tion skills may come from the certifying boards
responsible for setting standards. The American
Board of Medical Specialties, through its main-
tenance of certification process, plans to require
patient surveys focusing on communication as
partof routine recertification for all physicians.**
Many of the specialty boards have already imple-
mented peer or patient feedback. Because assess-
ment often drives education, this requirement is
likely to lead to an increased number of educa-
tional programs on patient-centered communi-
cation.

Medicare and other payers have the ability
to further increase the demand for patient-
centered communication through reimburse-
ment strategies. At present, Medicare and many
private payers’ approaches to reimbursementare
procedure oriented, which means that time
spent talking with patients is not well reim-
bursed.

However, reimbursement strategies can be de-
vised to support patient-centered care through
the use of patient survey scores, payment codes
for patient education and counseling, or require-
ments for documented achievement of specific
communication tasks, such as conversations on
advance planning directives. Complicated con-
versations, such as breaking bad news or disclos-
ing medical errors, could be reimbursed as
“complex procedures.”

In addition, Medicare could consider other
incentive payments for training programs that
demonstrate excellence in the development of
patient-centered communication skills. Alterna-
tively, it could fund pilot programs to explore
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new approaches to refining training programs
and institutional initiatives related to communi-
cation skills. Measuring and rewarding patient
satisfaction as part of routine practice should be
a requirement for becoming a patient-centered
medical home for primary care delivery.

Conclusion
Policy makers and health system administrators
increasingly recognize the value of patient-
centered care, in terms of both quality of care
and patient outcomes. They are endorsing a vari-
ety of changes in the structure of the health care
delivery system to encourage such care. Butalong
with these investments, policy makers and health
system leaders must recognize that patient-cen-
tered care requires physicians to be formally
trained in a set of communication skills that en-
ables them to effectively deliver this type of care.
Many stakeholders have a role to play in devel-
oping programs and incentives to encourage
physicians’ acquisition and ongoing refinement
of these skills. Opportunities to enhance patient-

centered communication skills exist at all levels
of medical education, particularly through con-
tinuing medical education.

Policy makers can send an important message
to physicians about the value of these skills by
linking payment to evidence of effective patient-
centered communication. Professional organi-
zations, such as certifying boards and specialty
societies, can leverage board certification and
continuing medical education to encourage
physicians to focus on refining these skills
throughout their careers.

Although health reform has inspired new mo-
mentum for patient-centered care, making this
vision a reality will require sizable investments
in improving the skill set of our physician work-
force—including appropriate communication
skills. The necessary changes will not occur over-
night, but neither are they out of reach. We have a
moral imperative to meet this challenge, because
doing so will improve the quality of care. Perhaps
just as important, it is what patients want and
expect from the physicians and health care sys-
tem that serves them. m
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