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Is communication a skill or a “way of being” in rela-
tion to others? In this article, we describe and attempt
to unite two trends in the current conceptualization of
medical interviewing. The first emphasizes the observ-
able: the acquisition of skills and the application of
qualitative and quantitative coding schemes to the ob-
served behaviors of physician and patient. The second
emphasizes the intangible experiences: the physician’s
reflection, self-awareness, transformation, and appli-
cation of qualitative and quantitative assessments of the
received effect of the physician’s presence from the
patient’s perspective. Although it might seem obvious
that the two trends must be related, approaches to teach-
ing and research often emphasize one and ignore the
other.

The logical extension of questioning the division of
interviewing into these two domains is to ask whether
skillful communication can be taught or whether it is
innate, a part of a person’s personality, or life experi-
ence prior to medical training. The answer we would
offer, based on research, is that communication is both
a skill and a way of being and that it is both innate and
teachable. In this article, we explore the fundamental

dilemma concerning training medical students and resi-
dents in skillful communication and offer some rec-
ommendations concerning educational and research
efforts.

It is clear that patients’ relationships with physicians
have powerful influences on health, functioning, and
satisfaction. Similarly, physicians who have satisfac-
tory relationships with patients are more likely to en-
joy practice and stay in practice.1 Communication pro-
cesses, both verbal and nonverbal, condition the qual-
ity of those relationships. Because of this, medical
schools and residency programs have developed courses
on communication skills for trainees, and some health
care organizations have similar initiatives for practic-
ing physicians. While many programs are undoubtedly
successful in producing measurable changes in physi-
cian behaviors, critics have expressed concern that
skills-focused training is not always directed toward
fostering a genuine, strong, compassionate, caring re-
lationship between physician and patient.

 There may be a difference between the process of
skillful communication with a patient versus having
communication skills. In her book, Medicine and the
Family,2 Candib argues that research and teaching about
the medical interview have been inappropriately focused
on communication skills. Candib’s view is that an iso-
lated, even skillful, interaction between patient and
physician is quite different from a relationship. An
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interaction is characterized by an observable exchange
of behaviors, whereas a relationship is characterized
by more-subjective qualities, such as caring, concern,
respect, and compassion. Candib defines the role of the
physician as one of “caring in relation.” Candib charges
that a response to paternalism by physicians (and as a
result of consumerism by patients) has been the advo-
cacy of a contractual model of interaction. This view
describes informative,  but emotionally detached,
“health care providers” who may see their roles as fos-
tering the individual decisions of an autonomous pa-
tient. This tends to define mutuality as a meeting of
equals and minimizes the profound power dimensions
of the relationship between ill patients and physicians.
Candib argues that the act of caring for a patient changes
the physician as well and that neither patients nor physi-
cians truly desire relationships that are cool and sterile.

If these charges have merit, then our teaching in
medical education about communication in the patient-
physician relationship may be too narrow and shallow.
When feelings, thoughts, and experienced history are
reduced to “skills,” and the complex, multilayered in-
teraction between people reduced to “behaviors,”
greater emphasis is placed on the seen (verbal behav-
iors, gestures) than on the unseen (subtle nonverbal cues,
vocal nuances, timing, what is not said). By extension,
our research may not be examining some critical com-
ponents of what really matters both to patients and to
their ultimate health, including factors in the medical
educational environment that support and foster learn-
ers’ development in relationship skills.

Recently, both undergraduate and graduate medical
education programs have been moving toward compe-
tency-based assessment of learners’ skills. Motivated
by the Accreditation Council for Graduate Medical Edu-
cation, residency programs will be asked to determine
the skill levels of residents in a number of areas, in-
cluding communication, beginning in 2002. This em-
phasis on manifested behaviors, not curriculum, re-
quires that teachers are clear about the expected out-
comes of communication processes, which may (or may
not) be measured solely by observational methods. In
this paper, we elucidate some of the possible deficits of
the behavioral emphasis commonly used in training and
assessment and offer some alternative views of com-
municative competency that may affect the thinking and
practice of medical educators. We examine some of the
ways in which a synthesis of the behavioral and expe-
riential perspectives can enrich research in the doctor-
patient relationship, communication competency, and
the acquisition of skills. We also discuss the key role of
intersubjectivity as a marker of a successful medical
encounter.

Intersubjectivity in the Medical Encounter
Patients and physicians often have disparate experi-

ences during the same patient-physician encounter. In
research about patient and physician perceptions of the
same encounter, patients and physicians often differ in
their recall of what topics were discussed, how long
the visit lasted, and what the follow-up is planned to
be.3,4 Since disagreements about both the content and
process of the encounter are common, it is likely that
there are frequent discrepancies between patients’ and
physicians’ sense of being “connected,” in tune with
each other, congruent emotionally, and moving toward
the same goals. Yet, these intangibles may be the most
critical to examine when we look at successful or un-
successful interactions.

Intersubjectivity includes the creation of shared
meaning. It is the process by which we understand oth-
ers and are under stood by them. The degree of
intersubjectivity in communication can be marked by
the degree to which both parties share the same goals,
thoughts, and intentions concerning their work together.
Patient-physician congruence about the subject dis-
cussed is likely to be higher when patient and physi-
cian have spent time clearly identifying their goals to
each other. A patient-centered approach, in which the
patient’s ideas, expectations, and feelings are addressed
explicitly, probably makes intersubjectivity or congru-
ence more likely.

Measures of Communication
and the Outcomes of Care

In a study of the relationships among patient-
centered behaviors and patient outcomes, Stewart5 re-
ported that when patients perceived that they had
reached common ground with their physicians, patient
outcomes improved (including satisfaction, decreased
concern or worry about illness, and fewer requests for
referrals to other physicians). However, there was no
relationship between coded (observed) patient-centered
behaviors and patient health outcomes. This finding
supports assertions by Street and others that the patient’s
experience may provide a more useful and relevant mea-
sure of the quality of the patient-physician relationship
than observer-based coding schemes;6,7 it is also con-
gruent with Cassell’s assertion that the goal of medi-
cine is to address suffering as perceived by the patient.8

The distinction noted by Candib between physicians
acting interested in patients and truly being interested
in the patient’s perspective is of relevance here. Stewart5

noted that because their coding of audiotaped interac-
tions:

. . . failed to capture the important essence of the dy-
namic interaction between doctors and patients . . . dif-
ferences in interviewing skills may not be associated
with patient responses. Physicians may learn to go
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through the motions of patient-centered interviewing,
without understanding what it means to be a truly at-
tentive and responsive listener and without the patient
noticing . . .

In fact, the experience of interviewing patients with
attention to patient perspective likely elicits different
responses from patients, which in turn modifies the
physicians’ behaviors toward their patients. Mutual
malleability occurs when each person is open to the
influence of the others.

So, what do patients notice about physicians when
they communicate? Are their impressions conscious
and explicit, or are they intangible and tacit? Do pa-
tients notice the same aspects that physicians (or re-
searchers) consider most important? How is it that pa-
tients make judgments about the affective qualities of
interactions and the quality of relationships with phy-
sicians? Perhaps untrained observers and patients base
their most accurate judgments on the very dimensions
of interaction that are most intangible.

What the patient notices is a key point. Most obser-
vational research has tended to rely on the observable,
tangible data of language and some dimensions of af-
fective display (eg, laughter, anger) as key data points
for analysis. On the other hand, surveys of patients and
physicians tend to focus on the received effect of a
relationship on the patient, which is only loosely cor-
related with the observational data about communica-
tion. Neither method may fully describe the patient’s
moment-by-moment experience of the relationship
with his/her physician.

 One clue to resolving the problem of the observed
versus perceived impressions of a medical encounter
comes from the work of Ambady et al.9 Using “thin-
slice analysis” techniques on 250 encounters, the re-
searchers were able to distinguish physicians who had
been sued from those who had not. Thin-slice analysis
uses brief segments (thin slices) of audiotapes of pa-
tient-physician interviews that were presented to un-
trained observers who assessed the affective content
of voice-filtered audiotapes. The voice-filtering pro-
cess allowed the listener to discern the tone and rhythm
of speech, but the words were rendered unintelligible.
Observers characterized interactions with surgeons who
had been sued as more “hostile” than with surgeons
who had not been sued (described more as “anxiously
concerned”) based only on the paralinguistic compo-
nents of the interaction. In another study that used the
same audiotapes, more-commonly used qualitative and
quantitative analysis techniques focusing on the ver-
bal content could not distinguish between the two
groups of physicians.10 The thin-slice method, also used
in many other types of interactions, demonstrates that
nonverbal communication and nebulous impressions—
the things that patients might lump together as bedside
manner—may be undervalued (and underexamined)
in both communication research and training.

However, most research methods, both qualitative
and quantitative, have focused largely on verbal con-
tent; conversation analysis or other qualitative meth-
ods typically employ transcripts to examine interaction.
Coding systems rely on statement or utterance types
(for example, that of Stiles and Putnam11) and may in-
clude vocal or nonverbal overtones as a secondary ele-
ment of the coding system; they often attempt to pre-
dict outcomes of care based on distributional analyses
(who did how many of what kind of behavior). Sequen-
tial, developmental aspects of interaction are often rel-
egated to a less important place in analysis, and when
they are used explicitly, often only include turn taking,
the number of exchanges, or changes of topic. Neither
type of analysis seems to tap into the domain identified
in Ambady’s work. Thus, incorporation of the thin-slice
technique holds exciting prospects not only for predict-
ing outcomes but also perhaps for rendering some of
the intangibles in medical encounters more explicit.

What works may differ for people who are in the
room, in the encounter, or who are examining the in-
teraction from the vantage point of the health care sys-
tem. In a chapter on the outcomes of care, Beckman et
al12 identify possible outcomes at the level of the com-
munication process, the individuals in the interaction,
the health status of the patient, and the health care sys-
tem. While most of our concern about outcomes has
focused on the level of the interactions and the patient’s
health outcomes, it is important to look at communica-
tion processes as effective mediators of health system
and societal outcomes as well.

Communication and Relationship As Moral Issues
Frey13  and McWhinney14  assert that family medicine

is primarily about the relationship with the patient and
only secondarily about the delivery of medical care,
consultation, or services. In that regard, it becomes im-
portant to ask whether we teach caring (if that is pos-
sible) or just the words of caring. Caring is a charitable
act and occurs regardless of liking a patient. While no
one would argue that every patient can, or should, bring
joy to the heart of a clinician, it is also true that many
obstacles to true caring about a patient are within the
physician. The physician who feigns caring is likely to
be perceived as less helpful than one who truly cares.

When the physician’s own perceptions or barriers
get in the way of the ability to truly care for the patient’s
well-being, then the relationship is compromised. Yet
physicians often have few resources, abilities, or op-
portunities to cultivate self-awareness about the diffi-
culties they have in caring for patients.15-17  Brody would
argue that inability to acknowledge power differences
between patient and physician can, in fact, obscure the
question of true caring. While the physician can (and
frequently may) behave like a skilled technician, com-
petently performing adequate medical care, Brody ar-
gues that there is a moral responsibility inherent in the
relationship between patient and physician to find ways
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of surmounting barriers to the truly authentic caring
for the patient.18  Candib says:

Clinicians show caring through devotion . . . How we
conduct ourselves, live our lives, and work with pa-
tients offers a model of how to be a caring whole per-
son in the world . . . Our capacity for bringing our-
selves into our work emerges in our self disclosures;
we are revealed as genuine.19

From this perspective, the difficulty inherent in teach-
ing behavioral science and communication as sets of
skills becomes apparent.

More concerning is the potential to undermine con-
nection, presence, attentiveness, and caring by mistak-
ing communication techniques for communication. One
can ask, “How do you feel about that?” in a way that
explores further the patient’s experience of illness; or
conversely, if timed incorrectly or said with the wrong
inflection, the same question can effectively close off
further discussion. However, training that emphasizes
the physician’s true experiences (and expression) of
feeling over performance of skills may offer a more
challenging view of the patient-physician relationship
to learners: is it important to share a patient’s experi-
ence, to be touched by it, changed? Or is it sufficient to
offer superficial (even if convincing) support to pa-
tients? The tension between training learners to per-
form for the patient versus experience with the patient
is nowhere greater than in the area of communication
training.

The moral dimension of the tension in communica-
tion training is epitomized by discussions about the
expression of empathy. In his essay, “The Depth of a
Smile,”20  Francesc Borrell i Carrio considers the com-
mon situations when a physician might have ambiva-
lent or antipathetic feelings toward a patient. No one
would encourage the physician to be brutally honest,
express each momentary negative feeling, and growl at
the patient. Rather, Borrell i Carrio suggests that the
somewhat forced “smile of accommodation” cannot be
considered a spontaneous emotion but rather a senti-
ment that we bring ourselves to exhibit. He notes:

The more effort that it requires of us, the more value it
brings to the relationship . . . When we smile at some-
one who does not inspire us to some natural sympa-
thetic reaction, we give him the opportunity to show
himself to us as he is, not in the way that we might
model a relationship in which we, and only we, show
off our power. Because of that, forcing ourselves to
smile is not hypocrisy but rather a transcendent act of
will . . .

In that situation, how can the smiling physician keep
from performing a meaningless and superficial play-

acting, a mockery of deep emotion? Finestone and
Conter, in that regard, make an important distinction
between playacting and the methods used by stage ac-
tors.21  Actors are generally trained in one of two ap-
proaches, either from the “outside in,” which involves
great attention to the display of specific gestures, facial
expressions, and patterns of inflection to convey a be-
lievable sentiment or from method acting, which re-
quires the actor to display emotion from “inside out.”
Actors call up in their imagination a situation likely to
provoke the emotion that they wish to convey. Actors
may, for example, imagine a great loss in their own
lives to convincingly display tears or sadness. Finestone
and Conter call this the “stimulation” rather than the
“simulation” of emotion. For physicians, then, the pre-
ferred method (inside out or outside in) is not clear.
The stimulation of emotion may be a core task of em-
pathy, especially when the patient’s experience and
demeanor are very different from that of the physician.
The simulation of emotion may more likely be perceived
as insincere but may also have its place when other ap-
proaches fail. To avoid the pitfalls, the practitioner must
have the self-awareness to know the difference between
the spontaneous emotion and the invoked one and
Machiavelli’s “appearance of sincerity.”22

Although Communication Behaviors Can
Be Taught, Do They Change the Patient-
Physician Relationship?

Skills-based communication training for physicians
does make a difference; it can improve the quality of
the interactions they have with patients.23  These inter-
ventions, diverse as they may be, have some common
principles: active listening, helping patients tell their
stories, decreasing the biomedical focus of the inter-
view, and increasing patient participation in decision
making. Research has demonstrated that some of the
“gaps” between physician and patient may be wider
due to physician interruption,24,25 physician inattention
to cues and clues,26 and differences between patient and
physician attributions about causality.25  These differ-
ences can be addressed with simple interventions, such
as teaching physicians to hold specific follow-up ques-
tions until patients have listed all of their concerns. Just
as playing scales and finger exercises are essential to
becoming a pianist, these behavioral changes are fun-
damental to train students to communicate with their
patients.

No musician, however, would suggest that finger ex-
ercises are music. Speech has prosody just as music
has rhythmic nuance. But, unlike musical training, in-
flections, gestures, and eye contact are rarely included
in communication skills training, although these aspects
may reflect more deeply who the physician is as a per-
son than his or her choice of words. We simply don’t
know whether these behaviors can be changed, but it
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will be important to find out. Also, which changes af-
fect the patient’s global perception of the quality of the
patient-physician relationship?

Balint,15  Balint,27 and Dimsdale 28 have identified fac-
tors within the physician that impede accurate diagno-
sis, effective treatment, and satisfactory patient-physi-
cian relationships. Fatigue, dogmatism, unexamined
negative emotions, and an overemphasis on behavior
(rather than on self-awareness) may close the mind to
ideas and feelings and diminish the possibility of form-
ing a relationship.17 If medical education does not offer
physicians ways to surmount these barriers, and explicit
training to both communicate and to self-reflect, the
capacity to achieve intersubjectivity and true under-
standing with patients may be limited.

Being in relation is characterized by mindfulness.
Mindful practice embodies more than emotional self-
awareness, which has been effectively promoted in
Balint groups.17 It also includes the application in the
moment with the patient of awareness of one’s own
mental processes, whether it relates to medical deci-
sion making, technical procedures, or data gathering
from patients. Mindful physicians can be easily identi-
fied by patients and colleagues—they are present, at-
tentive, curious, and unhindered by preconceptions. We
believe that these attributes can be cultivated—they are,
for example, cultivated routinely in students of music
performance and are also characteristic of good clini-
cal teachers—but we may need a new method of train-
ing physicians that focuses explicitly on fostering these
attributes.

At What Level and to Whom Should
Interventions Be Directed?

Both the cumulative effect of a patient-physician re-
lationship and observed communication behaviors
affect the outcomes of care.5 It would make sense that
interventions to improve relationships should be di-
rected toward physicians, patients, and the health care
system. Successful patient interventions to improve
patients’ biomedical outcomes were demonstrated by
Kaplan and Greenfield29 in the 1980s, who offered a
20-minute training to empower patients to read their
own medical charts and ask specific questions of their
physicians. For example, patients with diabetes involved
in this demonstration experienced lower glycosylated
hemoglobin levels.

Intensive training of physicians has resulted in pos-
sibly more modest results; studies demonstrate im-
proved patient satisfaction, adherence to treatment, and
attunement to patients’ psychosocial distress.30 In ad-
dition, it is unclear how the environment around pa-
tients and physicians affects the quality of interaction.
System-level interventions to improve communication
are just now being studied.

Few studies have used both physician-level and pa-
tient-level interventions concurrently to achieve better

results than from either alone. While we believe that
patients want to have some say in how they want to
approach their own medical care, it is also true that the
“activated patient” model may work better for some
types of patients than others. We do not know enough
about the common mechanisms of such interventions.
For example, it is unlikely that increasing a patient’s
cognitive understanding of his or her illness is a suffi-
cient explanation for the success of patient-level inter-
ventions in communication. Communication skills
training might help physicians wittingly or unwittingly
develop higher emotional tone in the interaction and
change their nonverbal behavior, such as tone and
rhythm of speech, eye contact, and posture. We believe
that these changes might be made visible to an obser-
vant participant in the medical dialogue but only one
who has the equanimity to accommodate to personal
biases while engaging in self-observation—no small
task. But, is it necessary that minute changes be made
explicit and focused on by learners? Perhaps not, just
as when learning to ride a bicycle, one does not need to
know explicitly the principles of gravity and inertia,
but tacit knowledge of their effects is crucial. Learners
who can perceive the general rhythm, pace, and bal-
ance needed to remain upright may not require specific
training in the micro adjustments required to do so.

Conclusions: Who Can Judge the Quality
of Communication?

Although it may seem obvious that only the patient
can be the ultimate arbiter of the physician’s success at
communication, it is difficult to reconcile that view with
the observation that different patients view the same
physician differently. Patient-centered communication
measures, for example, were able to predict outcomes
for individual encounters, or patient-physician dyads
in Stewart’s study,5 but there was significant variability
among patients of the same physician. So, the ideal,
patient-centered care, may be more determined by the
idiosyncratic qualities of the relationship than by ei-
ther the characteristics of the individual physician or
patient. Based on this view, training physicians to be
flexible communicators may be the highest-order skill
needed for competent communication with patients and
their families. Most communication skills training ap-
proaches emphasize the performance of specific behav-
iors rather than the assessment and adaptation to indi-
vidual patients; it is necessary to emphasize the learner’s
strengths and self-awareness, being in relation, if flex-
ibility is paramount in communication.

Communication researchers have made tremendous
progress over the past 30 years in understanding how
to study patient-physician communication. But, there
are several domains that should make us redirect our
efforts to better understand how to approach some of
the aspects of communication that have not been well
understood. Communication can and should be viewed
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as a means to, and a marker of, being in relation. Re-
search, then, should take a dual perspective, concur-
rently using the standpoints of both participants and
observers in the assessment of the quality of medical
encounters. By juxtaposing the perspectives of the ob-
server and participant, observed behaviors can be cor-
related with their received effects experienced by the
patient. Also, the dual perspective can help us redefine
what may be important to observe. The degree to which
communication contributes to relationship can and
should be studied. Flexibility can be assessed, and per-
haps training will then avoid rigid adherence to one set
of communication standards but will emphasize adapt-
ability as the highest demonstration of competence. In
general, despite the predictive power of patient ratings
of physicians’ communication, patients have been rela-
tively underused as informants and participants in com-
munication research. Tacit dimensions of knowledge,
such as vocal inflections, can be made explicit for the
purposes of study and teaching. The purpose of com-
munication—the creation of healing relationships—can
and should guide future efforts in teaching and research.
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