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Evidence suggests that the quality of a 
doctor’s communication, including non- 
verbal interaction, data- gathering skills, 
levels of empathy, ability to summarise 
and clarify, information sharing and inter-
active patient educational strategies, is 
associated with positive patient health 
outcomes.1–4 In this issue, Amelung et al5 
contribute to this evidence using obser-
vational data combined with in- depth 
qualitative analysis to explore how 
misalignment and misunderstanding in 
the doctor–patient interaction can lead 
to negative ‘interim’ outcomes critical 
to patient safety. This accumulation of 
evidence provides even clearer targets for 
the education of physicians. Our medical 
education research group has called 
for the identification and definition of 
Educationally Sensitive Patient Outcomes 
(ESPOs)—those interim outcomes that 
can be maximised through education and 
training of physicians and that are critical 
to ultimate health outcomes.6 7

Having the skills to ensure that a 
patient is fully informed and activated to 
act in his or her own best interest is an 
ESPO—an outcome directly attributable 
to physician practices, at least in part, that 
we as educators can teach and measure. 
Amelung and colleagues found that a 
failure to achieve consensus at the end of 
the care visit often manifested as a ‘false’ 
sense of concordance between physician 
and patient, leading to lack of patient 
follow- through and/or dissatisfaction.5 
This finding illustrates the critical impor-
tance of patient education, an essential 
aspect of the Calgary/Cambridge model8 
that often gets short shrift in the broader 
communication literature. Teach- back is 
the simplest and most commonly used 
core skill in patient education. It is effec-
tive in creating dialogue that facilitates 

trust, shared understanding, accurate 
information gathering and most impor-
tantly patient activation—patients who 
are empowered to and engaged in actively 
managing their health.6 9

Our work, using standardised 
performance- based assessment of medical 
students and residents, has consistently 
shown that (1) patient education skills 
such as clear explanations and teach- back 
are much weaker than communication 
skills in other domains (eg, relationship 
development and information gathering), 
(2) that they improve with medical school 
training (more so than the other commu-
nication domains)10 and (3) they may 
decline in the pressured atmosphere of 
actual practice during the early years of 
postgraduate medical training residency 
(ie, postgraduate years 1 and 2 in North 
America, and foundation years 1 and 2 in 
the UK).11 And while the ability to educate 
patients is necessary to achieve positive 
health outcomes, we hypothesise that it 
is not sufficient—physicians should also 
strive to ensure that patients are activated 
in their own self- care. Our preliminary 
research, using patient activation as an 
interim outcome in standardised patient 
assessments, suggests that although a 
trainee’s ability to activate patients is 
moderately correlated with communica-
tion skills, it is also a distinct capacity.12 13 
And we believe patient activation is key—
knowing that at the end of the visit, the 
patient understands their situation, knows 
what to do about it, feels confident about 
what they can do (perceived self- efficacy) 
and has established a partnership with 
the physician. These end- of- visit practices 
are essential but are the most challenging 
aspect of core communication skills to 
master.14 Asking the patient to explain 
next steps or what they understood, also 
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known as ‘teach- back’ or ‘ask- tell- ask’ is frequently 
left out, even by learners trained in programmes who 
pride themselves on their communication curriculum.

Patient empowerment, or increasing the capacity for 
patients to make choices about their health and act 
on these choices in an effective way, is also a key to 
successful health outcomes.15 Amelung and colleagues 
vividly illustrate that physician–patient interaction is 
a two- way, complex interaction that demonstrates the 
fluidity and complexity of the interaction between two 
people. Educating patients to understand physician 
perspectives, the structure of the interview and why 
they need to be honest and provide all information, 
and that they have every right to ask all their questions 
and state preferences, has the potential to improve 
health outcomes in synergy with and beyond even 
what we can do with physicians’ education.16

So, how do we integrate this growing understanding 
of what must happen during physician–patient commu-
nication to ensure quality care? First and foremost, we 
need to understand the underlying mechanisms of the 
patient–physician interaction. Second, we must train 
physicians to recognise when they are not achieving 
alignment or trust and how to adapt to this knowledge 
and improve. Most importantly, we need to expand 
our assessment of communication skills to focus on 
educating, empowering and activating patients. Physi-
cians need more training in and feedback on how to 
explore and influence patient beliefs, expectations and 
understandings. What the Amelung article does not tell 
us is what the physicians’ reactions were to the results. 
Would they be surprised that their patients did not feel 
heard? Did they sense the lack of concordance? Do 
the findings help them understand why their patients 
might fail to adhere to their recommendations or how 
this would lead to negative outcomes? What are they 
going to do with this information?

This study makes an important contribution by 
suggesting a link between poor outcomes (ie, missed 
or delayed diagnosis, failure to adhere to treatment, 
or failure to provide accurate information about 
severity of symptoms) and the physician–patient inter-
action. We are now challenged to prevent continued 
misalignment. The authors suggest eliciting patients’ 
beliefs and expectations prior to the visit. However, 
the study showed that those beliefs and expectations 
are dynamic, suggesting that it is not sufficient to 
assess them once. Focusing on how to continuously, 
efficiently and dynamically elicit and influence patient 
beliefs throughout the interaction should be a funda-
mental component of patient safety and outcomes 
research. Physicians must be attentive to contextual 
cues and assess misunderstanding, disagreement and 
mistrust.17 Teach- back is one such strategy.

Right now, most physicians do not get sufficient 
training in patient education or activation (except 
perhaps in targeted motivational counselling efforts), 
and in most cases, training ends at completion of 

medical school or residency. And since physicians are 
often unaware that there is a misalignment in goals 
or expectations with their patients without ongoing 
feedback, there is no way to improve communication, 
ensure congruent goals and therefore maximise care 
quality and safety.

This article demonstrates, and we agree, that the 
best way to assess physician skills is through direct 
observation in the clinical microsystems where they 
occur.11 Our team and others have developed sophis-
ticated methodologies of in situ direct observation, 
assessment and feedback using highly trained unan-
nounced standardised patients (USPs), or ‘secret shop-
pers’.11–14 18 USPs are skilled actors who consistently 
portray a standardised clinical scenario ‘incognito’ in 
healthcare settings and have been used, for example, to 
characterise prescribing practices.19 The USP method 
overcomes many of the limitations of commonly 
used assessment methods (eg, patient surveys, chart 
reviews, billing data) including the observational data 
used in the Amelung study by capturing the full expe-
rience of the doctor–patient encounter/partnership in 
the real- world context using highly trained and cali-
brated assessors with structured measurement tools 
and controlling for the patient and clinical charac-
teristics that can confound accurate assessment.20–22 
USPs are thus a compelling approach to systematically 
assessing physician skills in the context of challenging, 
real- world patient interactions and authentic contexts.

The data and insights provided by USPs allow us to 
provide in- depth, highly specific feedback on physician 
practices and aspects of the patient–physician interac-
tion that can lead to poor quality care and negative 
patient outcomes. We design USP cases to be represen-
tative of the patients cared for in that local system and 
tailored to provide appropriate clinical challenges—
and then give this feedback to the physician. While 
an actual patient might have left the encounter with 
an incomplete understanding of her condition and no 
intention of following up on the diagnostic referral, 
the USP identifies where the communication break-
down happened and what the clinician can do differ-
ently to avoid this outcome in the future—from the 
patient’s perspective. This approach reinforces the crit-
ical importance of an educated and activated patient to 
physicians and provides actionable feedback.

A learning healthcare system is defined as one in 
which there are cycles of assessment (problem defi-
nition), implementing solutions and determining the 
effectiveness of those solutions. USPs can play a crit-
ical role in fully realising the benefits of a learning 
healthcare system by ensuring that those aspects of 
the patient–physician interaction and team interac-
tions that are critical to patient safety are assessed in a 
meaningful way and routinely fed back to all the indi-
viduals responsible for clinical system improvement.23 
When done with respect and subtlety, data from USPs 
become core to conducting a root cause analysis when 
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a clinical process needs to be improved. Work such as 
Amelung and colleagues’ provides important targets 
for quality and safety in primary care and other ambu-
latory settings because it establishes the importance of 
foundational communication skills to achieve safe care 
and best possible outcomes. We advocate for building 
ongoing assessment and training cycles around these 
essential skills as a critical component of every institu-
tion’s patient safety agenda.

Remember—this study involved physicians and 
patients who knew they were being observed and 
assessed and therefore were presumably demon-
strating their best practice. Imagine how the rates of 
misalignment might be different for typical encounters 
in a busy practice.

Contributors All authors have contributed substantially to 
envisioning, editing and writing this material.

Funding The authors have not declared a specific grant for this 
research from any funding agency in the public, commercial or 
not- for- profit sectors.

Competing interests None declared.

Patient consent for publication Not required.

Provenance and peer review Commissioned; internally peer 
reviewed.

ORCID iD
Jeffrey A Wilhite http:// orcid. org/ 0000- 0003- 4096- 8473

RefeRences
 1 Beck RS, Daughtridge R, Sloane PD. Physician–patient 

communication in the primary care office: a systematic review. 
J Am Board Fam Pract 2002;15:25–38.

 2 Schillinger D, Piette J, Grumbach K, et al. Closing the loop: 
physician communication with diabetic patients who have low 
health literacy. Arch Intern Med 2003;163:83–90.

 3 Schoenthaler A, Chaplin WF, Allegrante JP, et al. Provider 
communication effects medication adherence in hypertensive 
African Americans. Patient Educ Couns 2009;75:185–91.

 4 Kelley JM, Kraft- Todd G, Schapira L, et al. The influence of 
the patient–clinician relationship on healthcare outcomes: a 
systematic review and meta- analysis of randomized controlled 
trials. PLoS One 2014;9:e94207.

 5 Amelung D, Whitaker KL, Lennard D, et al. Influence of 
doctor- patient conversations on behaviours of patients 
presenting to primary care with new or persistent symptoms: a 
video observation study. BMJ Qual Saf 2019.

 6 Kalet AL, Gillespie CC, Schwartz MD, et al. New measures 
to establish the evidence base for medical education: 
identifying educationally sensitive patient outcomes. Acad Med 
2010;85:844–51.

 7 Yin HS, Jay M, Maness L, et al. Health literacy: an 
educationally sensitive patient outcome. J Gen Intern Med 
2015;30:1363–8.

 8 Kurtz SM, Silverman JD. The Calgary–Cambridge referenced 
observation guides: an aid to defining the curriculum 
and organizing the teaching in communication training 
programmes. Med Educ 1996;30:83–9.

 9 Hibbard JH, Greene J. What the evidence shows about patient 
activation: better health outcomes and care experiences; fewer 
data on costs. Health Aff 2013;32:207–14.

 10 Hanley K, Gillespie C, Zabar S, et al. Monitoring 
communication skills progress of medical students: establishing 
a baseline has value, predicting the future is difficult. Patient 
Educ Couns 2019;102:309–15.

 11 Zabar S, Gillespie C, Hanley K, et al. Directly observed care: 
can unannounced standardized patients address a gap in 
performance measurement? J Gen Intern Med 2014;29:1439.

 12 Gillespie C, Hanley K, Kalet A, et al. Patient activation: how 
are patient activating skills related to other core clinical skills? 
J Gen Intern Med 2010;25:340–1.

 13 Wilhite JA, Velcani F, Watsula- Morley A, et al. Igniting 
activation: using unannounced standardized patients to 
measure patient activation in smoking cessation. Addict Behav 
Rep 2019;9.

 14 Gillespie C, Altshuler L, Hanley K, et al. End- of- visit practices 
to ensure outpatient safety: resident physicians' performance in 
USP cases with outpatient safety challenges. J Gen Intern Med 
2017:S180–1.

 15 deBronkart D. The paradigm of patient must evolve: why 
a false sense of limited capacity can subvert all attempts at 
patient involvement. Patient Exp J 2017;4:4–8.

 16 Altshuler L, Plaksin J, Zabar S, et al. Transforming the 
patient role to achieve better outcomes through a patient 
empowerment program: a randomized wait- List control trial 
protocol. JMIR Res Protoc 2016;5:e68.

 17 Weiner S, Schwartz A. Listening for what matters: avoiding 
contextual errors in health care. Oxford University Press, 2015.

 18 Zabar S, Ark T, Gillespie C, et al. Can unannounced 
standardized patients assess professionalism and 
communication skills in the emergency department? Acad 
Emerg Med 2009;16:915–8.

 19 Kravitz RL, Epstein RM, Feldman MD, et al. Influence 
of patients' requests for direct- to- consumer advertised 
antidepressants: a randomized controlled trial. JAMA 
2005;293:1995–2002.

 20 Hersh WR, Weiner MG, Embi PJ, et al. Caveats for the use 
of operational electronic health record data in comparative 
effectiveness research. Med Care 2013;51:S30–7.

 21 Peabody JW, Luck J, Glassman P, et al. Comparison of 
vignettes, standardized patients, and chart abstraction: a 
prospective validation study of 3 methods for measuring 
quality. JAMA 2000;283:1715–22.

 22 Martin D, Regehr G, Hodges B, et al. Using videotaped 
benchmarks to improve the self- assessment ability of family 
practice residents. Acad Med 1998;73:1201–6.

 23 Hanley K, Zabar S, Altshuler L, et al. Opioid vs nonopioid 
prescribers: variations in care for a standardized acute back 
pain case. Subst Abus 2017;38:324–9.

 on M
ay 23, 2023 by guest. P

rotected by copyright.
http://qualitysafety.bm

j.com
/

B
M

J Q
ual S

af: first published as 10.1136/bm
jqs-2019-010384 on 8 N

ovem
ber 2019. D

ow
nloaded from

 

http://orcid.org/0000-0003-4096-8473
http://www.ncbi.nlm.nih.gov/pubmed/11841136
http://dx.doi.org/10.1001/archinte.163.1.83
http://dx.doi.org/10.1016/j.pec.2008.09.018
http://dx.doi.org/10.1371/journal.pone.0094207
http://dx.doi.org/10.1136/bmjqs-2019-009485
http://dx.doi.org/10.1097/ACM.0b013e3181d734a5
http://dx.doi.org/10.1007/s11606-015-3329-z
http://dx.doi.org/10.1111/j.1365-2923.1996.tb00724.x
http://dx.doi.org/10.1377/hlthaff.2012.1061
http://dx.doi.org/10.1016/j.pec.2018.09.010
http://dx.doi.org/10.1016/j.pec.2018.09.010
http://dx.doi.org/10.1007/s11606-014-3004-9
http://dx.doi.org/10.1016/j.abrep.2019.100179
http://dx.doi.org/10.1016/j.abrep.2019.100179
http://dx.doi.org/10.35680/2372-0247.1242
http://dx.doi.org/10.2196/resprot.5376
http://dx.doi.org/10.1111/j.1553-2712.2009.00510.x
http://dx.doi.org/10.1111/j.1553-2712.2009.00510.x
http://dx.doi.org/10.1001/jama.293.16.1995
http://dx.doi.org/10.1097/MLR.0b013e31829b1dbd
http://dx.doi.org/10.1001/jama.283.13.1715
http://dx.doi.org/10.1097/00001888-199811000-00020
http://dx.doi.org/10.1080/08897077.2017.1319894
http://qualitysafety.bmj.com/

	In the room where it happens: do physicians need feedback on their real-world communication skills?
	References


