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The Institute of Medicine identifies
patient-centred care as one of the
essential elements of high quality
care.1 They define patient-centred
care as ‘respecting and responding to
patients’ wants, needs and prefer-
ences, so that patients can make
choices in their care that best fit their
individual circumstances’. Studies
demonstrate that patient-centred
care is associated with improved
healthcare outcomes, particularly in
patients with chronic diseases.2e8 It
seems as if it would be both
important and easy to deliver this
kind of care. But, in fact, it is very
difficult to do well.
Patient-centred care requires

physicians and other healthcare
providers to have the communication
skills to elicit patients’ true wishes
and to recognise and respond to
both their needs and their emotional
concerns. As much as any technical
skill, communication is a sophisti-
cated proceduredone that needs to
be taught and honed throughout
one’s career.
Patients assess the quality of their

care largely through their experi-
ences of talking with their physicians.
When patients feel that the physi-
cians listen carefully, understand
their needs and provide information
in a clear fashion, they are most likely
to be satisfied with their care. As in
the article by Fossli Jensen et al,9 most
patients who experience this type of
care will rate the physician highly on

any type of patient satisfaction
questionnaire.That said, all patient
satisfaction measurement tools tend
to generate highly skewed results,
with patients assigning highly
positive ratings to most clinical
encounters. However, when patients
feel the physician rushed through
the encounter and did not give
them enough information, they
report dissatisfaction with their care
and more frequently lodge formal
complaints or even seek legal
recourse when poor outcomes also
occur. Stories abound in the lay
press about breakdowns in commu-
nication between well-intentioned
physicians and bitterly disappointed
patients. In short, patients place
great value on the quality of
physician communication.
With ample evidence of the

importance of communication to
patient outcomes, satisfaction with
care and even medicolegal risk, never
mind the intrinsic value for patients,
one would think communication
skills would receive considerable
attentiondduring medical training
and perhaps even ongoing assess-
ment and improvement as part of
continuous professional develop-
ment activities. In fact, the skills of
patient-centred communication are
rarely taught despite long-standing
calls for attention to this issue.10 11

Medical students learn to take
a history, but this teaching focuses
primarily on the basic skills of
collecting information necessary to
make a diagnosis. During post-
graduate training, residents further
develop their diagnostic and
management skills of caring for
patients by experience and supervi-
sion. But rarely do trainees receive

instruction in communication or
specific feedback on their perfor-
mance as communicators. Further-
more, almost no opportunities exist
for practicing physicians to learn new
communication skills. Even if such
opportunities did exist, physicians do
not receive systematic feedback on
their interactions with patients.
Consequently, most physicians do
not realise that they could improve
these skills.
This lack of attention to learning

new communication skills differs
markedly from the common prac-
tice of physicians who continue to
hone their knowledge base in
medical science and, in some speci-
alities, to learn new technical
proceduresdlike new non-invasive
endoscopy or percutaneous cardiac
techniques. Physicians recognise the
acquisition of new information and
technical skills as part of their
professional activities over their
career lifetime. By contrast, they
generally do not regard learning
how to communicate effectively in
challenging situationsdlike helping
patients make complex choices in
circumstances of medical uncer-
tainly, disclosing medical errors or
breaking bad and distressing
newsdas part of their continuing
professional development. Most
physicians assume they already do
these things well.
Fossli Jensen et al9 find that both

patients and expert assessors of
communication identified a handful
of physicians as weak in their
communication skills. Since patients
rarely rate their physicians poorly,
this group consists of fairly extreme
outliers lacking fundamental
communication skills. These physi-
cians clearly need feedback and
instruction. Most likely, they are
unaware of their deficienciesdhow
would they be expected to know
when their skills have most likely not
been assessed since finishing their
training (and possibly not even
during training)?
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The authors suggest that not only
‘outliers’ but all physicians could
benefit from communication
training including some feedback on
their skills. In the spirit of contin-
uous quality improvement, all physi-
cians could review their performance
on their routine communication and
develop a quality improvement plan
in some areas. All physicians can
assess their skills in routine aspects
of patient-centred communication:
fostering healing relationships,
exchanging information, responding
to emotions, managing uncertainty,
making decisions and enabling self-
management. Additionally, they can
hone higher level skills like
disclosing errorsdmost physicians
have never learned skills in this
area.10 12 13 This type of learning best
occurs using some method of
observation, feedback and self-
reflection. Like learning any other
type of procedure, communication
skills require practice, feedback and
repeated attempts to improve.
A recent review10 suggests methods
to provide training for different
levels of physician learners.
How can we best measure patient-

centred communication? Multiple
methods exist, including: direct
observation by teachers, videotape or
audiotape analysis by experts, stand-
ardised patients to test specific skills,
and monitoring of both patient satis-
faction and patient complaints.11 14

However, it is logistically difficult to
videotape visits and direct observation
is expensive. The most commonly
used method is measurement of the
patient experience based on ratings
and the most common of these is the
Consumer Assessment of Healthcare
Providers and Systems (CAHPS)
survey.15 The CAHPS patient survey
includes six discrete items, each
rating an aspect of communication
(eg, ‘During your most recent visit,
did this doctor give you easy to
understand instructions.?’), and the
overall satisfaction item used by Fossli
Jensen et al.9

CAHPS research demonstrates that
45 questionnaires per physician are
necessary to achieve a physician level
reliability coefficient of 0.70da level
of reliability needed for any high
stakes evaluation like public
reporting or physician payment.15

However, lower numbers of surveys
might be acceptable, despite lower
physician level reliability, for
formative feedback to physicians.
Additionally, ratings on the indi-
vidual CAHPS items may provide
feedback about specific communica-
tion skills for quality improvement
purposes. In fact, this assessment
method is used by the certifying
boards in the USA as part of the
Maintenance of Certification process
and physicians can elect to undertake
practice improvement based on
patient satisfaction ratings.
Physicians sometimes express the

concern that effective communica-
tion takes timedsomething that is in
short supply with the pressure to see
more patients in a day. Without
question, effective communication
requires time. How can one tell
a patient he or she has a new diag-
nosis of cancer and then hurry out of
the room? Listening to patients’
concerns, addressing patients’
worries and helping patients decide
whether or not to undergo risky
procedures all require time.
However, time alone does not ensure
effective communicationdskills are
essential.
If we seek to provide the highest

quality of care to our patients, we
need to learn these skills and practice
them routinely. We need to apply the
same quality improvement strategies
to honing these skills as we do to
other aspects of our practice. Patient
questionnaires are one source of
feedback that can help us to improve.
Video recordings,16 periodic
observed interactions with stand-
ardised patients17 and the use of
multisource feedback18 provide
other tools for assessment. Whatever
tools we use, we should collect data

on a regular basis, analyse the results
compared with peers and keep
improvingdforever.
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