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Caring for Patients One Conversation at a Time:
Musings from The Interregional Clinician-Patient
Communication Leadership Group

R

“...we created a
mission statement to
show how our
interregional group
is prepared to
leverage the
leadership and
expertise from
across the Program
to enhance the
communication
skills of our
clinicians.”

ecognizing that excellence in clinicianpatient communication can improve the medical
care of patients and provide strategic benefits to
a health care organization, KP’s Interregional
Clinician-Patient Communication Leadership
Group regularly assembles some of the best leadership and communication expertise from across
KP to enhance the day-to-day communication
skills of our clinicians. This article describes the
importance of excellent clinician-patient communication, and the membership, goals, and activities of this interdisciplinary group.

Introduction
Once a month, Kaiser Permanente clinicians, educators, and researchers from across six time zones
meet by phone to talk about clinician-patient communication. We grapple with such questions as:
• Our primary care departments are switching to team-based care. What communication skills will be needed by the clinicians
to explain changes in their role, make
smooth referrals, and use the telephone as
an alternative to in-person visits?
• As health care outcomes, quality, utilization,
and patient satisfaction are more closely
monitored, many clinicians are becoming
concerned about their increasing professional
and financial accountability for their practices. How can improved communication
skills make a difference?
• Available time for medical visits seems to
be decreasing. What specific skills could
help clinicians manage time pressures?
• Some clinicians have good technical skills
but do not relate well to patients. What resources are available for these clinicians?
•We need clinicians with excellent patient communication skills. How can KP recruit more
clinicians with superior “people skills?”
These types of issues are addressed by our Interregional Clinician-Patient Communication Leadership Group during monthly conference calls. Our
multidisciplinary group represents every
Permanente Medical Group in the organization
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(Table 1). Because we are geographically scattered,
we function primarily as a “virtual” group. Our
group works under the leadership of Terry Stein,
MD, Director of Clinician-Patient Communication
in TPMG in Northern California, with sponsorship
provided by Jill Steinbruegge, MD, Associate Executive Director of Physician Development of The
Permanente Federation.

Impetus for the Group’s Formation
The need for convening this group became clear
to Dr. Stein after the CME workshop, Thriving in a
Busy Practice, was introduced to KP clinicians in
North Carolina, Colorado, the Northwest, Texas,
the Northeast, and Hawaii: she realized that coordinating ef forts and sharing ideas about
clinician-patient communication across the Program
could be productive, cost-saving, and fun. In fact,
when the group met for the first time in November
1996, we were impressed that our needs were remarkably similar.
Acknowledging that excellence in clinician-patient
communication can improve the medical care of our
patients “one conversation at a time” and provide
strategic benefits to KP, we created a mission statement to show how our interregional group is prepared to leverage the leadership and expertise from
across the Program to enhance the communication
skills of our clinicians:
The mission of the Interregional ClinicianPatient Communication Leadership Group
is to ensure that excellence in clinicianpatient communication becomes a distinguishing feature of care delivery throughout Kaiser Permanente, is accepted as a
critical aspect of clinical practice, and is
recognized as a major contributor to organizational success.

Patients Don’t Care How Much You Know
Until They Know How Much You Care
George Engel said that “the interview is the most
powerful, sensitive, and versatile instrument available to the physician ...”1 Despite the emphasis on
new technologies and new medications, the medical
interview with the patient remains one of the most

(top left) TERRY STEIN, MD, practices Internal Medicine at the Milpitas Medical Offices. She also serves as Director
of Clinician-Patient Communication for TPMG and chairs the Interregional Clinician-Patient Communication
Leadership Group. E-mail: terry.stein@ncal.kaiperm.org
(top right) VIVIAN TONG NAGY, PHD, is a research consultant in the Organizational Research Department,
California. She conducts research in patient satisfaction, program evaluation, and performance assessment for
Health Plan/Hospitals and for the Permanente medical groups. E-mail: vivian.t.nagy@kp.org
(bottom) LEE JACOBS, MD, joined the Hawaii Permanente Medical Group in 1980 as an infectious disease
consultant. In 1985 he moved to Atlanta to assist in starting The Southeast Permanente Medical Group,
and still resides there as the Medical Group's Associate Medical Director for Professional Development
and as an infectious disease consultant. E-mail: jacobscap@aol.com
62

The Permanente Journal / Fall 1998/Volume 2. No. 4

health systems management

Table 1. Clinician-Patient Communication Leadership Group
Terry Stein, MD – Chair
The Permanente Federation
Jill Steinbruegge, MD – Sponsor
Associate Executive Medical Director
Professional Development
Debra Mipos
Director of Physician Training and Development
Colorado Permanente Medical Group
Al Mehl, MD
Art of Medicine Coordinator
Northeast Permanente Medical Group
Ken Spiegelman, MD
Director, Continuing Medical Education
Patricia Ford, MD
Clinical Director for Member Concerns
Hawaii Permanente Medical Group
Bill Ahuna, MD
Director, Continuing Medical Education
Mid-Atlantic Permanente Medical Group
John Hurley, MD
Director, Continuing Medical Education
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important tools available to health practitioners. “Before anything else, a good doctor must be a good
communicator.”2 The interview is also our most common clinical procedure: a physician conducts more
than 150,000 medical interviews during a practice
lifetime.3 Clinician-patient communication is a critical element of Permanente Medicine and reflects our
values as caring people.
However, despite the acknowledged importance of
good communication with patients, many clinicians
believe that their communication skills can be improved. For example, in a 1997 national survey, 61%
of 230 primary care physicians agreed that they were
not well prepared by medical school or residency for
the challenges of physician-patient communication.4
The increasing sophistication of consumers means that
skills such as attentive listening and collaborative
decision-making between clinician and patient are becoming even more essential. As stated recently by Ri-
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chard Barnaby, KFHP/H California Division President,
“Our challenge is to continue to treat each patient as an
individual by listening and caring. We’re doing it well,
but the bar of expectations keeps rising.”5

What Difference Does Good
Communication Make?
A growing body of literature shows that the way
clinicians relate to patients has a major influence
on patient behavior and health, clinician and patient satisfaction, and the number of malpractice
actions. Multiple research studies have shown this
impact on critical aspects of care such as diagnostic
accuracy, adherence, and health outcomes. For example, when clinicians communicate effectively,
patients are more likely to convey their main concern,6 to adhere to prescribed medication regimens,7,8
and to follow instructions.9 Communication also influences clinician and patient satisfaction as well as

“Clinician-patient
communication is
a critical element
of Permanente
Medicine and
reflects our values
as caring people.”
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medical-legal risk. This impact on multiple dimensions of care is underscored by the fact that in
mid-1998, Index Medicus listed more than 100,000
articles on the topic.
After reviewing 21 studies on communication and
health outcomes, one author10 concluded that “most
of the studies ... demonstrated a correlation between
effective physician-patient communication and improved health outcomes.” The outcomes most affected
were patients’ emotional health, symptom resolution,
functional status, physiologic measures, and pain
control.10 As an example, in one of the studies,11
patients reported a reduction in emotional distress
for as long as six months (compared with a control
group) after their physicians attended an eight-hour
communication training program. In another of the
studies,12 hypertensive patients who were coached
successfully to ask more questions during visits had
lower blood pressure, and diabetic patients who received this coaching had improved glucose levels.
Studies also show the connection between communication with patients and clinician satisfaction. The
American College of Physicians recently studied internists in managed care and showed that “the
doctor-patient relationship is the main reason internists are satisfied with their careers.”13 Another study
found that the relationship with patients topped the

list of factors that contribute to the satisfaction physicians feel after conducting an office visit.14 Visits that
used humor were particularly satisfying.15 Doug Morgan, MD, an internist in the Colorado Permanente
Medical Group, observed, “I thought that if I really
“Studies also show
worked hard to listen effectively, interact personally,
the connection
and respond empathetically, the patient would leave
between
happier. What I discovered is that I, too, leave the
communication
exam room happier.”
with patients and
Enhanced clinician-patient communication is also
clinician
highly correlated with improved patient satisfaction.
satisfaction.”
Jill Steinbruegge, MD, commented, “Patients judge our
competence primarily on how effectively we interact
with them.” Many studies have analyzed medical interviews to determine which specific communication
behaviors lead to high ratings. Discussing psychosocial issues, providing health education, and offering
adequate information on treatment makes a difference.16,17,18 Use of encouraging nonverbal signals has
also led to more satisfying visits, suggesting that even
subtlety of body language can impact the way patients experience the office visit.19
Another well-documented observation is that improving patients’ perceptions of the clinician-patient
relationship reduces the volume of malpractice litigation. Whereas poor treatment outcome is the primary cause of malpractice actions, poor communication has also been a factor in about 75% of cases.20
The presence or absence of
Myth #1
certain communication behaviors differentiates primary
The problem isn’t my communication skills. The problem is that I don’t have enough time to spend
care doctors with prior malwith my patients.
practice claims from those
without such claims.21 In adTime pressures can be enormous and truly can impede the best intentions to communicate well. There
dition, considerable anecsimply needs to be enough time with each patient to sit down, to focus and listen attentively, and to discuss
dotal information indicates
diagnosis and treatment.
that a good physician-patient
Well-honed communication skills are even more important for interacting with patients, because time
relationship might deter paconstraints make every second count. Skills such as setting patients at ease rapidly, eliciting patients’ contients from suing, even in
cerns at the outset, and using empathy won’t add time to the day, but these skills will help visits go more
situations where medical er1
smoothly and can enhance patient and physician satisfaction.
ror is the cause.22,23 CommuHow much time do “patient-centered” listening skills take? On average, less than one extra minute,
nicating
empathy and respect
2
according to one study.
can
reassure
patients that cliThe quality of the interaction can affect patients’ perceptions of time. In a classic study by Barbara Korsch,
nicians
have
patients’
best in3
MD, patients who were satisfied after a visit tended to overestimate the time the doctor had actually spent.
terests at heart.24
In contrast, patients who were dissatisfied complained that the doctor had seemed in a hurry, even when
visits were long.
1. Weinberger M, Greene JY, Mamlin JJ. The impact of clinical encounter events on patient and physician satisfaction.
Soc Sci Med [E] 1981;15:239-244.
2. Stewart M, Brown JB, Weston WW. Patient centered interviewing, part III: Five provocative questions. Can Fam
Physician 1989;35:159-161.
3. Korsch BM, Gozzi EK, Francis V. Gaps in doctor-patient communication. I. Doctor-patient interaction and patient
satisfaction. Pediatrics 1968;42:855-871.
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What’s in it for Kaiser
Permanente?
Our own KP research shows
that improving clinicianpatient communication skills
has important strategic benefits for our clinicians and our
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patients. On the business side,
Myth #2
effective communication is
linked to our competitive stratIf I just give the patients what they want (tests, drugs, referrals, work excuses), then I’ll score better
egy and our continuing success
on satisfaction surveys.
as a health care provider.
One of the most important reLogical enough! But research shows a more complicated picture.
search findings has been that
One study1 found that if physicians asked for patients’ requests and then listened attentively, patients were
clinicians’ subjective experience
more likely to be satisfied regardless of whether their requests were granted. Another study2 looked at
of practicing medicine can be
patients
who expected medical tests to be ordered during an upcoming visit. Their satisfaction as reported
enhanced by learning better
after the visit correlated not with whether tests were actually ordered but with the extent of their physician’s
communication skills. Research
humanistic qualities.
on two interventions offered in
These studies suggest that the interaction between physician and patients regarding patients’ requests can
KP-Northern California assessed
have greater impact on satisfaction than simply saying “yes.”
clinicians’ perceptions of patient
interactions after the clinicians
1.Tuckett D, Boutlon M, Olson C, Williams A. Meetings between experts: an approach to sharing ideas in medical
received specialized communiconsultations. London: Tavistock; 1985.
cation training. In the first study,
2.Froehlich GW, Welch HG. Meeting walk-in patients’ expectations for testing: effects on satisfaction. J Gen Intern Med
three months after participating
1996;11:470-474.
in the one-day CME Workshop
Thriving in a Busy Practice, clinicians from more than 20 programs (n = 911) re- participated in an individual feedback process in which
ported having fewer frustrating patient visits (p < actual visits with patients were observed and specific
.05).25 In the second study, several months after par- suggestions for improvement were provided. In each
ticipating in the five-day Communication Skills In- case, scores improved during the next six months (Mehl
tensive Program, clinicians described more enjoyment A, personal communication, August 1998).a Similarly,
when seeing patients, despite the ongoing time con- for the Communication Skills Intensive Program in KPstraints. After attending the Communication Skills Northern California, during which clinicians receive
Intensive Program in 1997, Mira Kaplan, MD, Chief detailed feedback on patient interviewing, member sur“ ... the real push to
of Allergy at the KP Medical Center in Oakland, re- vey scores were significantly better (p < .01) in the six
improve physician
ported: “I’ve found that I’m able to express more of months after taking the course than in the six months
communication will
who I am with my patients and not be as removed as before taking the course (Stein T, unpublished data).b
probably come from
Improving communication skills may result in fewer
I thought I had to be. I get more satisfaction out of
patients who are fed up
the visits now. Thanks to all the practicing we did in patients voluntarily terminating their membership bewith ‘doctors who
the course, when I encounter a difficult patient, I say cause of dissatisfaction. In exit interviews with memwon’t listen’ and
to myself, ‘I’ve seen this before,’ and I know that I’m bers who voluntarily left the Kaiser Foundation Health
managed care
going to be able to get through it.”
Plan (KFHP), dissatisfaction with their personal physiorganizations that view
patient satisfaction and
Another KP study underscored the importance of train- cian was cited by nearly one in four members (Hughes
physician satisfaction as
ing and feedback as a means of giving clinicians insight E, August 1998, personal communication).c
good business. Isn’t it
into the level of their communication skills. In a study
Expert clinician-patient communication may also
time that the profession
of 261 diabetic patients and their 44 personal physi- provide a distinct competitive advantage for KP. If
embraces as worthy of
cians, questionnaires were distributed immediately af- managed care organizations in time achieve parity
its best talent and
ter office visits. A direct correlation was seen between on premium costs and documented quality measureenergy, the core clinical
how patients perceived the communication and pa- ments, some experts believe that the factor
skill of dialogue?”
tients’ overall satisfaction, but patients and physicians differentiating these organizations may be the level
F. Daniel Duffy, MD,
did not agree on the quality of communication that had of service perceived by purchasers.27
American Board of
just taken place. These findings suggest that although
Finally, honing communication skills can be imInternal Medicine.
In: Duffy FD. Dialogue:
patient satisfaction is linked to their perceptions about portant for KP’s public image. Amid the prevalent
the core clinical skill.
quality of communication, physicians may require train- consumer fear that close ties with physicians are beAnn Intern Med
ing or feedback to help them determine how well they ing lost in this era of managed health care, community
1998;128:139-141.
26
are relating to their patients.
Patient satisfaction has also been shown to increase a
Permanente Medical Group, Boulder, Colorado
when clinicians receive feedback on their communica- bColorado
The Permanente Medical Group, Oakland, California
tion skills. Al Mehl, MD, from the KP-Colorado Region, cDirector, Risk Management, Kaiser Permanente Walnut Center,
tracked Art of Medicine scores for ten physicians who Pasadena, California
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“I hope to witness
concrete actions
designed to realize
the goal of improving
the overall level of
doctor-patient
communication, and
thus the level of
health care in the
United States.”
C. Everett Koop, MD,
ScD, former U.S.
Surgeon General.
Patient-provider
communication and
managed care.
Group Pract J 1998;
47:57-8.

awareness that KP is actively fostering and improving clinician-patient interactions can greatly boost
our public image.

How We Work: Leveraging Learnings and
Services
An underlying premise of our interregional communication efforts is that clinician-patient skills can
be successfully taught to clinicians28 and that these
skills can be retained for a long time.29
We believe that one of our most important functions is to provide a forum for sharing our learning
and solving problems. We collect from our Medical
Groups issues, questions, and concerns such as those
listed in the introduction to this article and hear how
others are struggling with the same or similar topics.
We discuss the successes and failures that others
have experienced with these same issues. This approach rapidly transfers learnings throughout the or-

Examples of Permanente Educational Workshops and Programs
Video Visits: A set of one-hour interactive programs designed to stimulate
group discussions about communication with challenging patients. The set
includes eight video vignettes, a facilitator guide, and a participant workbook.
Thriving in a Busy Practice, Part 2: A one-day workshop focusing on medical
interviewing skills, nonverbal communication, and dealing with conflict.
The workshop includes interactive discussions and small group practice
sessions with actors, short lectures, and demonstrations.
Appointment With Success: A one-day workshop focusing on the medical
interview process and some challenging clinician-patient interactions. This
program uses actors to simulate individual cases so that physicians can
practice new strategies.
Director Observation Tutorial: A focus on the communication skills of
individual physicians. A physician’s interaction with patients in the examination room is observed by a consulting physician for half a day. Feedback
on the observed behavior is reviewed in a subsequent consultation.
Video Coaching: A half-day program to refine the communication skills of
individual physicians. A physician’s interaction with an actor-patient is videotaped, and the interaction is subsequently reviewed and discussed with
a trained interaction coach.
Communication Skills Intensive: A five-day residential program with fourmonth follow-up. The content focuses on specific communication behaviors, including videotaped practice with actors, and on how personal and
family history can affect interactional style.
Thriving in a Busy Practice, Part 3: Communicating for Health Behavior
Change: A one-day workshop that presents a collaborative approach for
discussing with patients their lifestyle and adherence issues according to
patients’ readiness to change.
*For more information about these and other programs, contact your representative from
your Medical Group [See Table 1]
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ganization—a function that is essential to Permanente improvement initiatives.
One product resulting from our shared learnings
is an Inventory of Education and Service Resources
for improving clinician-patient communication. This
Inventory describes programs and efforts developed throughout the KP Program (see sidebar).
The Inventory is available to all administrative
physicians as well as to others in the Medical
Groups. As the Permanente community has become
more aware of these resources, we have received
an increasing number of requests for assistance
and guidance. For example, when the North Carolina Permanente Medical Group needed rapid
implementation of team-based training in communication, we were able to direct the inquiry to our
Leadership Group’s members in the Northeast and
Georgia Permanente Medical Groups who had experience in this area. We have also observed an
increasing number of requests for referrals to the
most appropriate training programs offered within
the organization to address specific communication needs of individual physicians, physician
groups, and health care teams.
To determine best practices and to identify issues that
are common throughout the Program, we are also looking for similarities and differences among responses to
our Medical Groups’ patient satisfaction surveys.

Future Directions
Over the past two years, our monthly telephone
discussions have helped us identify ways to advance
clinician-patient communication skills. Our priorities
for the next year or two include validating the quality of our learning resources, augmenting these resources, addressing the communication needs of
teams and individual clinicians, and investigating effective ways to recruit and retain clinicians who have
good communication skills.
We intend to accelerate current efforts to evaluate
the effectiveness of our primary educational programs
and interventions. This process will include examining how well we transfer programs to the workplace
and assessing evidence of long-term improvement
in Permanente clinicians’ communication skills.
As we continue to better understand how clinicians
learn communication skills, we plan to expand our repertoire of learning opportunities by supplementing our
classroom-based workshops with opportunities for
self-directed learning (eg, CD-ROM, distance learning,
Internet programs). In addition, to optimize quality and
cost-effectiveness, our group may sponsor development
of some of these initiatives and then disseminate the
products throughout the Permanente community.
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We are becoming increasingly aware of new types
of clinicians, other health care practitioners, and health
care delivery teams that have different communication needs and challenges. Some examples are the
hospital-based specialist and the health care teams
emerging from primary care redesign efforts. These
practitioners will constitute new audiences for our
efforts to improve clinician-patient communication
skills in our Program.
In addition, we intend to help identify and implement the best methods of recruiting and retaining
clinicians who have superior communication skills.
Our group will work with medical group leaders
to find strategies for attracting and retaining clinicians who are highly motivated and skilled in effective communication.
Finally, because customized care requires effective
communication, we will be a resource to the organization as it implements the new KP Promise.

Quotes from the National Quality and Learning Conference,
November 1997
“Ultimately, the two dimensions of quality—the technical, medical kind that
we’re used to focusing on and the human experiential kind that’s in some ways
even harder to deal with—must be brought together.”
Francis J. Crosson, MD, Executive Director, The Permanente Federation

“We’re going to get tugged and pushed in all sorts of directions, and we always
have to ask ourselves, ‘Does the way we’re doing it enable us to provide
superior medicine to individuals in a supporting, caring, even loving way?’
That’s what we’re about. That’s our challenge together—to hold ourselves to
that standard.”
David Lawrence, MD, Chairman and CEO, Kaiser Foundation Health Plan, Inc. and Kaiser
Foundation Hospitals

Conclusion
These are challenging and exciting times for Kaiser Permanente. As we move into the next millennium, we must return to the core skill of our medical practice and focus on enhancing communication with patients, one conversation at a time, in
order to attain a high level of excellence throughout KP. By improving the medical care we give,
increasing our work satisfaction, and enhancing
our community image, this focus on effective communication can provide us with a major competitive advantage. The Interregional Clinician-Patient
Communication Leadership Group strives to be a
valuable resource to our organization by 1) highlighting the impact of communication skills on
medical care and on our major business imperatives, 2) designing effective communication interventions, 3) coordinating implementation of these
interventions across the Program, and 4) addressing future communication needs. In these ways,
we hope to realize our vision of excellence in
clinician-patient communication. ❖
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