Thriving in a Busy
Practice: Physician–Patient
Communication Training
Despite growing concern about the potential impact of managed care
on the physician–patient relationship, efforts to enhance the quality of communication between practicing clinicians and their patients have been limited.
BACKGROUND.

OBJECTIVE.

To determine the effectiveness of a 1-day educational workshop.

Clinician self-assessment of interviewing skills measured immediately before
and 3 months after the workshop.

DESIGN.

SETTING.
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The Kaiser Permanente Medical Care Program.

Practicing clinicians (n = 1384) in 22 workshops during a 5-year period. Nine hundred eleven participants (66% response rate) completed self-assessment
questionnaires 3 months after the workshop.

PARTICIPANTS.

Self-assessed interviewing skills improved in all items 3 months after the
workshop (P<0.05). Clinicians also reported a decline in the proportion of visits that
they characterized as frustrating.

RESULTS.

CONCLUSION. A 1-day educational intervention for large groups of practicing clinicians can improve confidence in medical interviewing skills and the ability to handle
difficult encounters.

he shift in health care delivery to managed care is affecting the
physician–patient relationship.1, 2 Clinicians are frustrated that the scrutiny and
regulation of their practice decisions interfere with patient care efforts.3–5
Consumers, bewildered by the array of insurance alternatives, question how they can
preserve a long-term relationship with a physician.6, 7 Insurers and medical plan
administrators, recognizing the link between the physician–patient relationship and
patient satisfaction, promote personalized care to attract new members.8
This shift is increasing interest in teaching physicians how to communicate
more effectively with patients, especially in difficult encounters.9–12 Research on the
effectiveness of communication training for practicing physicians usually does not
address the practical questions that face health care leaders, such as how skeptical
clinicians accept training programs about interpersonal skills, what elements of marketing and design enhance enrollment in programs, and how such training affects
the clinician’s frustration with patients.
In this article, we describe marketing, implementing, and assessing the
effect of a 1-day interactive workshop, “Thriving in a Busy Practice:
Physician–Patient Communication.” The workshop is designed to enhance the
communication skills of practicing physicians in a large health maintenance organization. We describe the workshop’s content and format, review clinician acceptance, and present results of evaluation tools: a questionnaire measuring participants’ responses and a self-assessment instrument measuring confidence in
medical interviewing skills completed by participants before and 3 months after
the workshop.
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The abstract of this paper is available at ecp.acponline.org.
© 1999 American College of Physicians–American Society of Internal Medicine

63
•

Methods

The program addressed development of skills for
enhancing effectiveness and efficiency of the medical
interview and for handling difficult patient visits.
Table 1 outlines the workshop’s design, which
focused on practical approaches and a learner-centered format. Presenters were expert teachers of medical interviewing skills (i.e., leaders in the American
Academy on Physician and Patient, faculty from the
Bayer Institute for Health Care Communication, or
physicians with specialized training in interpersonal
skills).
The types of patient behaviors that were often
found to be frustrating were described during the introduction and included being angry, bringing lists, being
demanding, having unrealistic expectations, drug seeking, and challenging the physician’s authority.

The session on effective interviewing featured a
videotape of a patient describing an array of symptoms
and concerns. The presenter facilitated the participants’
responses to several questions by focusing on the
patient’s emotional state and the participants’ reactions
to the patient and by asking the participants what they
would say next. Descriptions of key interviewing strategies (allowing patients to complete their opening statement without interruption, negotiating an agenda, setting limits for brief visits, responding to lists, eliciting
the patient’s beliefs, asking about psychosocial issues,
and negotiating a treatment plan) were integrated into
the large group discussions.
The session on difficult encounters offered a
framework and a demonstration for understanding the
dynamics of physician–patient conflict and reviewed
two strategies: using empathy to diffuse strong emotion, and establishing an alliance with the patient to

TA B L E 1

Workshop Content for “Thriving in a Busy Practice”
SECTION

CONTENT

FORMAT

Setting the stage

Explain the need for improved communication skills

Brief didactic and interactive session

Participant self-disclosure of frustrating patient
interactions
The efficient and effective
medical interview

General strategies

Brief didactic session

Use open-ended questions
Ask if there is “anything else?”
Ask about psychosocial issues
Explore barriers to adherence
Use own feelings as diagnostic information

Interactive patient videotape

Strategies for brief visits
Negotiate and set agendas
Negotiate and set limitations
Guide patient to ensure effective information
flow
Handling difficult
interactions

General guidance

Brief didactic session

Determine which behaviors are most
difficult and why

Self-assessment and sharing responses in pairs, then in full group

Strategies for specific visits
State impasse or dilemma explicitly
Before problem solving, express common
goal(s) with patient to strengthen alliance
Use empathy to diffuse strong emotion
Conclusion

Tips for handling specific situations solicited
from group

Role playing

Interactive and didactic session

Description of resources for further learning
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overcome obstacles to communication. Next, case scenarios solicited through questionnaires from workshop
participants before the program began were used to
practice these skills. The clinician who submitted a
specific case was offered the chance to play the role of
the patient while a second volunteer from the group
played the clinician. Each pair was coached by a facilitator and by the large group. After three or four cases
were presented and discussed in the group setting, participants continued the exercise by using their own
cases in groups of three. At the end of the day, presenters and participants returned to the list of frustrating
interactions and shared tips and ideas on topics not
otherwise addressed.
Implementation

The initial pilot workshop took place in 1990 and
was attended by physicians who had expressed interest in the topic. Piloting the workshop to an enthusiastic audience gave the program designers useful
feedback and generated an informal marketing system for the program. For the first 2 years that the
programs were offered, self-motivated participants
were either invited or referred by the chief of education at each facility. By the third year, marketing
among colleagues was well established and a mailing
that offered the program to the entire clinician group
resulted in full enrollment and a waiting list of 400.
One aspect that was essential to the popularity of the
program was its focus on meaningful, practical skills
that relieved stress for participants; such skills
included how to address unrealistic expectations,
manage late patients, and avoid the “fix-it” mentality. Using the group’s own cases enhanced the credibility of the material.
The workshop was offered several times a year
from 1990 to 1995 for groups of 50 to 75 clinicians from
different specialties. The 22 programs offered were
cumulatively attended by 1384 clinicians, 1055 of whom
were physicians. Table 2 shows the demographic and
practice characteristics of the physicians participating in
workshop.
Evaluation

Self-Assessment of Interview Skills

Clinicians completed a preworkshop assessment, which
included a self-assessment questionnaire that asked
them to evaluate themselves on 18 aspects of interactions
with patients and to estimate the percentage of patient
visits that they found frustrating. A postworkshop
assessment, which included the same material, was done
3 months later. The items addressed on the self-assessment questionnaire were based on the objectives of the
training workshop. These included the degree to which
participants believed that they were able to elicit the real
reasons for the office visit early in the interview, to guide
patient–physician dialogue, and to respond effectively to
various types of difficult patient interactions.
The 18 items on various aspects of clinician–
patient interaction were rated on a 7-point scale. Of
these, 6 items were rated in terms of frequency (7 =

TA B L E 2

Demographic and Practice Characteristics of
Physicians Participating in the Workshop
(n = 1055)
CHARACTERISTIC

NUMBER (%)

Age (yr )
28–38

342 (32)

39–48

526 (50)

49–58

174 (16)

59–67

13 (1)

Gender
Female

323 (31)

Male

732 (69)

Specialty
Internal medicine

392 (37)

Pediatrics

152 (14)

Obstetrics/Gynecology

110 (10)

Emergency medicine

66 (6)

Workshop Rating

Surgery

Workshop participants were asked to evaluate the
workshop at its conclusion (i.e., to rate their level of
agreement with the statements, “Overall, this workshop
was excellent” and “I will recommend this workshop to
my colleagues”). The two items were rated on a 7-point
agreement scale in which 1 = “strongly disagree,” 4 =
“neutral,” and 7 = “strongly agree.”

Dermatology

37 (4)

Psychiatry

30 (3)
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Other

139 (13)

129 (12)

*329 of the 1384 participants were not physicians; demographics
not available.
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“extremely often,” and 1 = “never”; 4 was the midpoint
of the scale and indicated “sometimes”) and 12 were
rated in terms of agreement (7 = “agree strongly,” and
1 = “disagree strongly”; 4 was the midpoint of the scale
and indicated “neutral”). Items on the self-assessment
questionnaire were grouped into two scales that represented the general topics addressed in the workshop: 1)
interview content and structure and 2) difficult interactions. Each scale contained nine items. Scores in both
scales were created for each participant by adding ratings for each item for all items in a scale and dividing
the number result of items in the scale answered by the
participant.
The final item on the self-assessment questionnaire
asked participants to indicate the percentage of patient
visits that they found frustrating by using a 6-point scale
in which 1 indicated less than 11% and 6 indicated more
than 90%.
Analyses

Clinician Behaviors Related to Content and Structure of Interview

For the pre- and postworkshop self-assessment measures, mean ratings were calculated for each frequen-

cy–agreement scale item and for both scales. Matched
t-tests were done to determine whether differences
between pre- and postworkshop ratings were statistically significant. All analyses of the self-assessment
data were done by using the Statistical Package for
Social Sciences (SPSS, Chicago, Illinois).
Results

Data were available for 21 of the 22 workshops; the survey was not administered in the remaining workshop.
(Instead, participants were asked to give qualitative
responses.) Evaluations were completed by 1063 of 1384
participants (response rate, 77%) who strongly agreed
with the statements that the workshop was excellent
(mean, 6.2) and that they would recommend it to a colleague (mean, 6.3).
Nine hundred eleven participants (response rate,
66%) responded to the self-assessment questions 3
months after the workshop. Mean ratings on all items
showed improvement after the workshop, and the
largest improvement was found for the items on the difficult interactions scale.

Before workshop

Set real expectations
for patients

3 months after
workshop

Guide dialogue
in office
Guide dialogue
on phone
Elicit real reasons
for visit
Prevent calls by
patients for clarification
Pace interview to
allow discussion
Have effective
opening interview
Have effective
closing interview
Communicate
effectively with patients
1
"Never" or
"Strongly Disagree"

2

3

4

5

6

7
"Extremely Often" or
"Strongly Agree"

FIGURE 1. Pre- and postworkshop mean self-assessment scores of 911 clinicians on accomplishing specific behaviors related to
content and structure of the medical interview.

66
•

Effective Clinical Practice

■

March/April 1999 Volume 2 Number 2

Clinician Behaviors Related to Ooping with Difficult Patients

Not upset by
difficult patients

Before workshop
3 months after
workshop

Confident in ability to
handle difficult patients
Aware of which personal
traits are difficult
Understand why
traits are difficult
Able to cope with
patients who bring lists
Able to cope with
hypochondriacal patients
Able to cope with
manipulative patients
Able to cope with
angry patients
Able to cope with patients who
complain about managed care
1

2

3

4

5

6

7

"Never" or
"Strongly Disagree"

"Extremely Often"
or "Strongly Agree"

FIGURE 2. Pre- and postworkshop mean self-assessment scores of 911 clinicians on accomplishing specific behaviors related to
coping with difficult interactions.

Patient Visits Estimated as Frustrating by Clinicians, %

Before workshop
3 months after
workshop
<11

11–25

26–50

51–75

76–90

>90

0
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40

50

60

70

Clinicians, %

FIGURE 3. Pre- and postworkshop responses on the percentage of patient visits that 911 clinicians characterized as frustrating.
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Figure 1 shows the self-assessment on the medical
interview content and structure scale. Before the workshop, the mean rating for this scale was 5.16. Three
months after the workshop, it was 5.51. Figure 2 shows
the self-assessment on the difficult interactions scale.
Before the workshop, the mean rating for this scale was
4.05. Three months after the workshop, it was 4.97.
Figure 3 indicates the percentage of visits that the
clinicians characterized as frustrating. Before the
workshop, half of the respondents indicated that more
than 11% of patient visits were frustrating. After the
workshop, only one third characterized more than
11% of their visits as frustrating.
All differences between the pre- and postworkshop
self-assessment ratings on the frequency–agreement
items were statistically significant (P<0.05). Statistically
significant improvements were also noted for the two
composite scales. In addition, a statistically significant
decrease was found between the pre- and postworkshop
self-assessment ratings in the percentage of visits the
respondents found frustrating.
Discussion

Our evaluation suggests that participants in the 1-day
continuing medical education workshop, “Thriving in
a Busy Practice: Physician–Patient Communication,”
liked the program and indicated that they would recommend it to colleagues. Three months after the workshop, participants had more confidence in their communication skills, especially those skills used in
responding to difficult interactions. The number of visits the participants found frustrating was significantly
reduced.
We believe that several elements in the design
and delivery of the program contributed to its high
ratings and popularity. By inviting motivated participants to the initial programs, we were able to gain
confidence about the content and format while
“preaching to the choir.” These early participants
spoke highly of the workshop to colleagues and
offered important feedback to workshop faculty. In
later programs, we included an “alumni list” with
each workshop binder so that new attendees could see
the names of colleagues who had completed the program. Because the ultimate success of broad, voluntary training to improve the physician–patient relationship depends in part on word-of-mouth
recommendations from colleagues, its developers
must gauge the initial response to the program, refine
the content and format accordingly, and use the positive experiences and comments of early participants to
promote further interest.
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In particular, comments contained in the workshop evaluations indicated that participants appreciated
the chance to share problems and strategies with colleagues from various specialties and to learn new ways
to handle difficult encounters. Because the workshop
was interactive, participants often heard responses to
their questions from colleagues instead of solely from
faculty. The wisdom and experience of the group
enhanced the practical value and credibility of the material. On the basis of scores from workshop evaluations,
anecdotes from participants months and years later, and
the current high enrollment in the companion workshop, “Thriving 2,” we believe that busy clinicians can
recognize and address the need to develop communication skills through continued training.
Workshop Criticisms

A few participants responded negatively to the workshop. Their comments centered on three themes: that
the material did not pertain to the participant’s specialty
(especially for pediatrics and emergency medicine), that
systems problems—and not communication problems—undermine the physician–patient relationship,
and that additional topics (time management, stress
management) would have been useful. As a result, specialty-based communication programs have been
designed, systems issues have been better differentiated
from course content, and programs on managing time
and stress have been offered separately.
Other Efforts To Improve Communication

Many medical schools13 and some residency programs
have begun training in communication skills during the
past decade, but the quality and scope vary. Primarily,
only the Bayer Institute for Health Care
Communication14 and the American Academy on
Physician and Patient15 have provided courses on interviewing to practicing physicians in multiple health care
settings.
Table 3 outlines some of the major studies that
have evaluated communication skills programs.
These evaluations provide some preliminary information about outcomes,16 but the specific material
taught and its research basis is not always well
defined. Levinson and Roter17 analyzed audiotapes
of medical visits before and after participants attended either a 4.5-hour workshop or a 2.5-day course on
medical interviewing. Only the longer course resulted in a statistically significant behavior change. Gask
and coworkers18–20 reported that experienced general practitioners attained statistically significant, sustained improvement in psychiatric interviewing
Effective Clinical Practice
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TA B L E 3

Major Studies on Communication Skills Training for Clinicians
YEAR

AUTHOR/REFERENCE

PARTICIPANTS

INTERVENTION

FINDINGS

1987

Gask et al18

10 general
practitioners/trainers

Audio- and videotape
feedback of psychiatric
interviewing skills

Statistically significant
improvement in skills

1992

Bowman et al19

9 general
practitioners/trainers

Problem-based interviewing course

Improvement in interview
skills measurable 18
months after training

1992

Kaaya et al20

18 general practice trainers in 8-wk psychiatry
course

10- to 15-min roleplaying interviews

Significant improvement
in interview skills

1993

Levinson and Roter17

53 general practitioners
and 473 patients (audiotaped office visits)

4.5-hr workshop or
2.5-day course

No significant improvement from workshop;
significant improvement in skills after
course

1995

Roter et al21

69 primary care physicians, 648 patients

1996

Joos et al22

42 physicians,
348 patients

skills and in managing somatization after attending
small group courses using videotape feedback. Roter
and coworkers21 evaluated two 8-hour communication skills courses that emphasized addressing
patients’ emotional distress. Audiotape analysis
showed a statistically significant improvement of the
targeted skills over untrained physicians. Joos and
colleagues22 showed that a 4.5-hour intervention
changed physician behavior but had no effect on
patient outcomes.
Limitations

Our evaluation has several limitations. The subjective
nature of the assessment tool without correlation with
behavior change allows only speculative conclusions
about the program’s effectiveness. Our study did not
provide information about patient outcomes (e.g., satisfaction with their clinicians’ communication). Further,
the self-assessment data represented a single point in
time 3 months after the workshop and did not include
the complete sample. This incomplete response rate and
the participants’ voluntary participation in the followEffective Clinical Practice
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8-hr problem-defining
course or an 8-hr emotion-handling course;
no-training control
group

Significant improvement
from both courses

Intervention group:
4.5-hr training in communication skills; control group: 4.5-hr training in decision making

Greater improvement in
communication skills in
intervention group than
control group

up evaluation could bias the results in favor of the workshop. No information on the characteristics of the one
third of workshop participants who did not complete
the postworkshop self-assessment is available.
Evaluating how our findings relate to actual and sustained use of enhanced communication skills requires
future assessment.
Although our evaluation did not measure communication behavior, the large sample size and the consistency of improvement in self-ratings found across the 22
presentations of the program suggest that this 1-day
intervention enhanced the participants’ confidence and
decreased their frustration. Because more than one third
of physicians in one large study10 reported frustration
with the interpersonal dynamics during as many as 25%
of patient visits, efforts to decrease this potential source
of dissatisfaction could reduce overall physician stress.
The combination of the workshop evaluation
and the self-assessment ratings indicates that a 1-day
educational intervention on communication skills for
large groups of practicing clinicians can be received
enthusiastically, can improve self-rated confidence in
the skills covered, and can reduce the percentage of
69
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visits perceived as frustrating. On the basis of these
results, we have implemented a multifaceted array of
programs and services to integrate skill-building in
clinician–patient communication into ongoing medical education.

Take-Home Points
• Interest in teaching clinicians how to communicate more
effectively with patients is increasing.
• We surveyed 911 clinicians before and 3 months after a
1-day interactive communication workshop.
• Participants reported improvement in their communication skills and in their ability to handle difficult encounters.
• After the workshop, participants categorized a smaller
proportion of patient visits as frustrating.
• Participants appreciated the chance to share problems
and strategies with colleagues.
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