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Over the past several decades, changes in health care have negatively
impacted meaningful communication between the patient and provider and
adversely affected their relationship. Facing increasing time pressures,
physicians rely more on technology than face-to-face time gathering data to
make clinical decisions. As a result, they find it more challenging to

understand the illness context and fully address patient needs. Patients
experience dissatisfaction and a diminution of their role in the care process.
Recent evidence suggests that practical communication skills can improve
the patient-provider relationship (PPR) and clinical outcomes, but these
data are limited. We suggest that effective communication skills can improve
the PPR and health outcomes and offer recommendations for how to
achieve this, even under increased time pressure.
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INTRODUCTION

Addressing the need to improve communication skills
and the PPR

Our emerging health care faces a growing dilemma due to increased
administrative pressures, growing dismissive attitudes toward patients, and
time constraints. Today, physicians spend a fifth of the time in face-to-face
communication during office visits compared to decades ago. As a result,
they rely more on diagnostic studies enabled by increased reimbursements
than on the medical interview and the physical examination. The time
pressure related to administrative tasks involves fulfilling certification
requirements and attending to the Electronic Health Record (EHR),
resulting in a deteriorating Patient-Provider Relationship (PPR) [1]. This
review summarizes the Rome Foundation Working Team Report on
Communication Skills and the Patient Provider Relationship (PPR). We
note herein the key elements of this comprehensive review [2].

The dilemma of increased administrative pressures and time restraints
reduces attention to the needs of patients, and this is amplified in Western
medicine due to the concept known as mind-body dualism [3]. Patients
presenting with structurally based diseases are considered to have valid
symptoms and related suffering. In contrast, those with non-structural
(functional) illnesses such as the disorders of gut-brain interaction (DGBI)
are considered less legitimate or seen as having a psychiatric or unexplained
disorder [4]. This common misunderstanding yields frustration when
physicians try to understand, diagnose, and treat a condition unidentified
by tests, which can have negative attributions communicated toward their
patients. Yet even with structurally based diseases, there is a poor correlation
between structural findings and symptoms [5].

Two decades ago, the Institute of Medicine (IOM) of the National Academy
of Sciences raised concerns about a "chasm" between the patient and
provider within American health care because of poor communication and
doctor-centered care [2]. The IOM sought to change this by promoting
patient-centered care, which they defined as: "Providing care that is
respectful of, and responsive to, individual patient preferences, needs and
values, and ensuring that patient values guide all clinical decisions”[2,5].
The IOM publication's exposure was limited, and only a few articles have

addressed this issue within gastroenterology [2,6-10]. Furthermore, the
growing influence of third-party payers' reimbursement schedules toward
procedures over face to face care has drastically hindered the adoption of
these recommendations.

SYSTEMATIC REVIEW SUPPORTS VALUE OF COMMUNICATION
SKILLS AND PPR

Our systematic review of the literature on patient-provider communication
involved 73 randomized controlled trials and controlled observational
studies. We examined whether interpersonal interventions could improve
the patient and provider experience, reduce costs, and improve the provider
connection with patients [11,12]. We identified 26 new eligible studies. We
concluded:

• Interventions focused on improving interactions between patients with
their providers can improve population health, the patient experience,
the provider experience, and lower costs.

• Several studies examining the effect of the intervention on costs
demonstrated savings, and many studies showed no significant increase
in costs.

• General communication skills training and precise communication
techniques were the most common interventions and led to improved
communication, satisfaction, and perceived provider friendliness when
assessed by the patient.

• Using the Delphi process [11-14], the information was summarized and
yielded five recommended practices to foster meaningful connections
with patients:

1. Preparation with intent before seeing the patient
2. Listening intently and entirely while sitting down
3. Formulating an agreed agenda with the patient as to what matters most
4. Connecting with the patient's story and
5. Exploring emotional cues by naming and validating the patient's

feelings.

The following summarizes the key aspect of the benefits and challenges of
effective communication on the patient-provider relationship.
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Sociocultural factors influence the quality of the clinical
interaction

Cultural influences can affect patients' reporting and interpretation and
how they function in and experience the healthcare system [15]. When
providers come from different cultural backgrounds than their patients,
miscommunication can lead to relationship difficulties and adverse health
outcomes. When patients have complaints that appear to be vague or
potentially embarrassing, as can often occur in DGBI, the risk for
miscommunication increases. Miscommunication between doctors and
patients can be verbal and non-verbal and often relate to language, greeting
style, proxemics, physical contact, eye contact, gender, or sexuality.
Additionally, there can be cultural and religious implications to a male
doctor examining a female patient and vice versa, the interpretation of the
explained cause of symptoms, the attitude towards authority, the
involvement of family members, and the communication of bad news, such
as a diagnosis of cancer [16].

With the increase in the migration of the immigrant population, the
number of multicultural clinics and hospitals has also increased, raising the
risk of miscommunication when the patients are not fluent in the local
providers' language. In 2015, that more than 25.9 million people in the
U.S. had limited English proficiency, accounting for 9 percent of the overall
population aged five and older [17]. Professional medical interpreters
(rather than medical translators) and trained medical staff can work to help
reduce miscommunication in medical clinics. However, family members,
friends, non-trained staff serving as a translator are not recommended
because of the potential for errors due to personal agendas, providing
unsolicited advice, loss of confidentiality, and lack of familiarity with
medical terminology [18]. To successfully navigate the healthcare system,
patients need to be health literate and be able to communicate their needs
effectively. When individuals in cultural subgroups do not have this skill,
adverse health outcomes can be significant [19].

Gender, age and chronic illness need to be considered to
optimize the PPR

Multiple factors can influence the PPR. These include age, gender, race,
and cultural differences, and earlier traumatic experiences relevant to the
medical illness, but often difficult to share. Data is limited on the role of
race and ethnicity in the patient-provider relationship and additional
research on this topic is needed.

management. For women, gender stereotyping often leads to the belief
among physicians that emotional issues rather than physical causes are
responsible for their presenting symptoms, even when diagnostic tests
demonstrate a physical cause. Gender stereotyping can also affect men.
While women with IBS are at risk for being belittled, men with IBS are at
risk of being unnoticed or undiagnosed because IBS is considered to be a
"female health concern" [20].

work, perform basic personal tasks, or even interact with others. With IBS,
men and women's concerns about bowel habits can impact dating, intimacy,
and sexuality, increasing isolation. However, women are more vulnerable to
becoming unnecessarily self-critical and often feel frustrated, angry, and
socially isolated when dealing with pain or chronic illness [5,21]. This leads
patients to feel stigmatized by family, friends, and co-workers and retreat
even more. When providers characterize the DGBIs in a stigmatizing
fashion, the negative impact on the patient is amplified. If patients
understand the diagnosis from a dualistic perspective, they may develop
feelings of guilt and self-blame for having a condition not perceived as
"real." This sense of isolation and stigma increases the stress patients feel as
they attempt to manage these illnesses independently [3-6].

healthcare services at a greater rate than men [22]. In general, patients
report higher satisfaction levels when seeing female providers [23]. Female
providers offer more preventive services and psychosocial counseling, while
male providers spend more time on technical practice behaviors, e.g.,

history and physical examination. A systematic review showed that female
physicians tend to conduct longer visits, use a more patient-centered
approach, are more likely to discuss emotional issues while actively seeking
the patient's input [24]. Therefore, patients may prefer female providers
when addressing sensitive concerns. This is particularly important when
seeking gynecological, gastroenterological, or psychological care.
Nevertheless, physicians of both genders benefit from communication skills
training to improve patient satisfaction.

Older patients (e.g. >65 years) are more likely to interact with their
physicians in a more patient-centered interaction [25]. Younger patients may
be more familiar with technology and prefer medical information
communicated digitally rather than in person. Although younger women
may slightly choose a female provider, older women may select male
providers, possibly due to an implicit bias that male physicians are more
competent [26] Additional studies examining the effect of the provider's age
on the PPR are needed.

Understanding and reconciling explanatory models of
illness leads to collaboration

Many factors can contribute to patient-provider satisfaction, and they all
benefit from effective communication techniques, which improve clinical
outcomes. A significant component of successful communication involves
understanding the patient's explanatory model of illness: their
interpretation of symptoms, their causal attributions, and their expectations
from treatment, and reconciling it with the provider's understanding from
the evident data. The patient’s explanatory model of illness [27] must be
reconciled with the physician’s knowledge to address the basis for
unexplained symptoms and chronic conditions that don’t fit into a clear
diagnostic category [28].

Patients develop explanatory models even before seeing the physician. They
include cultural background and personality, early learning, available
sources of information, and other psychosocial factors. Providers should
encourage patients to elaborate on their explanatory model to understand
the patient’s perspective [27]. This information can provide a window into
the patient’s beliefs, concerns, anxieties, and expectations from the
healthcare process [29]. Knowing this information can help the physician
frame the diagnostic and treatment plan to optimize care. However,
physicians must be aware of their explanatory models of illness, which may
differ from the patient's, which may be based on the biomedical model as
commonly taught in medical schools. The most accepted model to achieve
reconciliation is the Biopsychosocial Model, which integrates the biological
and the psychosocial factors for illness and disease [5,30,31].

Listed below are key elements that providers should remember when
working with patients.

providers with symptoms, not diagnoses [32]. The provider makes sense of
these symptoms and complaints within the medical diagnosis framework.
However, a significant percentage of patients who consult with providers in
primary care or specialist clinics have symptoms that remain unexplained
after the diagnostic process is exhausted [33]. This can lead to increased
health care utilization, frustration, and additional stress for the patient left
without a diagnosis or treatment plan.

examples where there are no structural findings to explain symptoms. As a
result, patients may be stigmatized to have a "psychological" or
"psychosomatic" origin [3] Patients may hear counterproductive statements
such as: "there's nothing wrong with you," or "there's nothing we can do
about it." This sends an implicit message to the patient that the symptoms
are "all in your head". Additionally, communicating negative test results may
be insufficient reassurance and even perceived as dismissive if the message
is: "don’t’ worry – everything is normal” [34]. The effectiveness of diagnostic
testing in reassuring patients with persistent symptoms is overestimated and
often short-lived [33,34]. Instead, explanatory discussions appear more
practical and are more desired by patients [32,35]. Use of the Rome
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Foundation’s symptom-based classification to diagnose gastrointestinal
conditions without structural findings legitimizes them [36].

some patients maintain an explanatory model of having an acute rather
than a chronic illness. They expect a rapid diagnosis and a quick cure,
which can lead to dissatisfaction with symptomatic treatments, frequent
clinical appointments and a high rate of emergency room visits. Patients
may place high expectations with a new provider and may express
dissatisfaction with previous health care experiences, “I hope you will help
where others have failed” The provider’s responses should be to validate the
patient’s frustration, communicate shared responsibility and set realistic
goals in the care plan.

External challenges impede optimization of the patient-
provider relationship

Finally, we highlight the external challenges that providers must work with
related to health care system restraints; restrictions by third party payers,
and the increasing use of the electronic health record related other digital
health platforms.

adequate time with a patient is essential for quality medical care. Yet across
primary care and specialties, clinicians spend increasing time with the
Electronic Health Record (EHR) instead of direct patient interaction. Face-
to-face time with patients dropped from 55% to 27%, while EHR time
tripled to about 50%. During a 15-minute clinical visit, over 40% of the
time is spent on EHR and administrative tasks and growing administrative
tasks (including spending 1-2 hours a day after hours responding to patient
messages) diminishes job satisfaction and contributes to high burnout rates
(Figure 1) [37,38].

Figure 1) The increase of administrative tasks and the electronic health record has
caused face time with patients to decrease. A review of the evidence and
recommendations on communication skills and the patient-provider relationship: A
Rome foundation working team, image used with permission

The EHR evolved to promote quality, safety, and efficiency, reduce health
disparities, engage patients and families, improve care coordination, and
maintain patient health information privacy and security [39] However, they
also have their disadvantages concerning the PPR. To date, there are at least
twenty different EHR systems nationally and even more systems
internationally [40,41].

enhance patient care. The EHR has advantages by improving
communication between HCPs and allowing clinicians to have full access to
all patient care documentation [2].

Ease of provider to provider communication: Providers can easily
communicate with each other via email "in-basket" messages to collaborate
regarding patient care. Additionally, some systems allow limited access to
view results and notes from providers outside the healthcare system, which
can aid in the continuity of care.

Ease of patient to provider communication: The ability to access a
patient's chart through the EHR fosters open and timely patient-provider
communication. Mobile apps allow the provider to send messages and test
results directly to the patient and patients can schedule office visits, pay
medical bills, and request medication refills. This ease of access allows
patients to feel connected and less anxious about their health and provides
a safe space to ask questions about sensitive topics. However, patients can
have unrealistic expectations that there is adequate time to review copious
records and documentation before a patient visit.

Research opportunities: EHRs can also facilitate clinical research,
improving the patient's ability to participate in care. Patients who
contribute to clinical research may feel achievement, empowerment, and
personal investment, fostering improved communication and clinical
outcomes [42,43].

communication by creating an unnecessary physical barrier between
providers and their patients. Even when optimally positioned, physicians
must divide their attention between computer screens and patients, limiting
available time for direct eye contact, limiting nonverbal cues and clinical
observation, and disrupting the patients' abilities to foster a therapeutic
relationship.

Unfortunately, current insurance reimbursement rates adversely influence
the length of clinical encounters in the USA, as do healthcare
administrators who typically encourage high daily patient volume to
increase revenue [44,42] Although the reimbursement structure favors
procedure-based patient care, what clinicians provide in caring for patients
with chronic illnesses such as DGBI cannot be easily captured by a coding
system despite changes to Evaluation and Management (E/M) coding and
billing guidelines in 2021. In particular, psychosocial aspects of health and
building trust are harder to assign a code/value to and take longer to
address 44. We recommend continuing to advocate for improving
reimbursement from insurance companies for health education, non-
procedural follow-up visits and treatment counseling by the provider in the
clinic visit which ultimately saves money through reduced health care
utilization rates at emergency rooms.

Our additional recommendations for how to reduce these health care
system restraints are listed in Table 1.

Suggested action Intended benefit

Train providers in communication skills To optimize the PPR, and improve
satisfaction, treatment adherence and
clinical outcome

Train providers in how to use the
electronic health record

To reduce provider time spent
documenting and charting on the
computer

Lobby insurance companies, to
increase reimbursement for time spent
during an office visit

To incentivize patient education, focus
on the PPR, and reduce provider
burnout

Develop a unified software system to
allow providers to communicate with
patients and with each other

To reduce the time spent on tasks that
do not benefit the PPR directly

Reassign pre-charting and data entry
tasks to medical assistants

To reduce provider time spent on
secretarial tasks and equip the
provider with valuable information
about a patient before the encounter

Employ scribes or dictation software To reduce provider time spent in front
of a computer, allowing the provider’s
focus to shift back to the patient

Optimize the arrangement of office
space

To create a collaborative environment
where the patient feels they can ask
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questions and provide meaningful
input on treatment plans

Summary of our recommendations to improve the
patient provider relationship

We acknowledge that many challenges can impede a provider’s ability to
effectively communicate with a patient, negatively impacting the PPR and
clinical outcomes. Yet, because of these challenges, studies continue to show
the many benefits of training providers in medical school, residency, and
fellowship on overcoming these challenges and implementing effective
communication techniques in their clinical encounters. Providers trained in
communication techniques and who utilize them in their patient care
achieves greater satisfaction in their work and report improved patient
outcomes. We advocate that all providers spend time learning to implement
specific communication skills listed here and utilize the recommendations
for overcoming health system constraints (Table 2) [45].

Listen actively Listen without interrupting, focus on
what is said and construct questions
based on what you have heard

Several questions can elicit the
patient’s agenda: a) What brought you
here today? b) What do you think you
have, c) What worries, or concerns do
you have? d) What do you feel I can
do for you?

Empathize Empathy involves a) seeing the
patient’s perspective, b) being non-
judgmental, c) understanding the
patient’s feelings and d)
communicating that understanding. An
empathic statement is “I can
understand how difficult it is to manage
your pain.”

Validate Validation means you understand the
patient’s perspective, but you may not
necessarily agree. A validating
statement would be “I can see you are
frustrated when people say this is due
to stress and you know it’s real.”

Set realistic goals Chronic illness means symptom
management, not cure “I understand
how much you want these symptoms
to go away, but you’ve had them for
years. If we can reduce your
symptoms by 30% over the next
several months, would that help?”

Educate Education is an iterative process a)
Identify what the patient understands,
b) address any misunderstandings, c)
Offer information consistent with the
patient’s frame of reference, and d)
check the patient’s understanding

Reassure Reassurance is provided based on the
available data and not prematurely.
This involves a) identify the patient’s
concerns, b) validate them, and c)
respond to the specific concerns

Negotiate Patient-centered care is a partnership.
The physician offers choices, and the
patient makes a choice. For example,
the physician can suggest treatments
“A” and “B,” indicating the possible
benefits and side effects.

Encourage patient responsibility With chronic illness, the clinical
outcome is better when the patient
takes responsibility for care. Rather
than say, “How is your pain”? one can
say “How are you managing with your
pain”?

Be there One can’t always anticipate what will
come up in the clinical visit; providing
support and a listening ear is
indispensable.

CONCLUSION

Our working team found that applying the skills summarized can improve
both patient and provider satisfaction, reduce provider burnout and
improve clinical outcomes. Our team also found that application of
effective communication skills, even with the impediments of the current
health care system, does not increase provider burden and actually can help
providers and patients improve their relationship, which can be therapeutic
for patients and increase providers’ ability to connect and establish trust.
Our team recommends that skills-based communication training in medical
and healthcare professional schools be established and include cross-
cultural competencies as well as collaborative modeling of clinical
experience be required. In addition, we recommend that additional studies
be conducted to study the outcome of these trainings on satisfaction,
adherence, outcome, quality of life and health care utilization costs.
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