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Abstract

Introduction: A 4-hour curriculum was developed to provide residents with information about the

concepts of patient satisfaction and experience. The course focuses on the competencies of

professionalism and interpersonal and communication skills. It is designed to allow participants to reflect

on current knowledge of the patient experience and service principles and to develop a greater

appreciation of these concepts’ utility and importance to everyday work. Methods: Thirty-two residents in

2015 and nine incoming residents in 2016 participated in weekly hour-long sessions over 4 weeks. The

curriculum also included an optional fifth component, in which patient satisfaction data were provided to

the residents. Residents participated in pre- and postcurriculum survey assessments regarding their

awareness of concepts involving patient experience. Results: Preliminary results suggested that residents

found the curriculum beneficial and that it helped to increase their understanding of the relevance of

patient satisfaction and experience education to their practice. Quarterly feedback from patient surveys

was provided to residents, identifying strengths and opportunities for improvement. Discussion: Given the

growing importance and utilization of patient satisfaction surveys, residents participated in this educational

intervention to determine if a novel curriculum and proactive approach to resident understanding and

utilization of satisfaction data could result in increased patient satisfaction with resident interactions. The

study is ongoing and longitudinal, with initial results encouraging.
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Educational Objectives

By the conclusion of this module, the learner will be able to:

1. Describe current evidence, best practices, and controversies involving patient surveying and the

role these surveys play in providing patient-centered care.

2. Name specific systems in place at the national level to monitor health care quality.

3. Discriminate between organizational and individual implications of patient satisfaction data.

4. Demonstrate professionalism and interpersonal and effective communications skills that compose

service excellence.

Introduction

Patient satisfaction is a commonly used indicator for measuring physician performance, yet the true

significance and relationship between satisfaction results and both actual patient outcomes and quality of

care received remain controversial.  Patient satisfaction surveys and results have implications for both

organizational and individual reputations as well as organizational financial health, while at the same time

presenting ethical dilemmas, potential benefits, and inherent threats to the physician-patient relationship.

Despite widespread surveying of patients in teaching hospitals nationwide, residents generally have both

limited exposure to and understanding of the significance that patient satisfaction results may have to

their postresidency professional careers.
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In addition, patient satisfaction surveys are imperfect proxy measures of the larger concept of patient-

centered care.  The essence of the patient-centered care approach is the experience of shared decision

making between patients, families, and caregivers, as well as the quality of these interactions,

emphasizing not only satisfaction but also positive clinical outcomes.  Often, for the inherent mutual

benefits of success, organizations and training programs undertake widespread efforts to promote

patient-centered care and achieve favorable results,  while offering suggestions for future directions.

Unlike existing resources available in MedEdPORTAL,  this resource assesses outcomes of resident

communication and professional interaction within actual patient encounters over time. This is in contrast

to those using standardized patients. It is the use of actual patient encounters that bridges the gap

between classroom simulation skills and clinical practice.

Methods

Background

Materials for the course have been derived from existing literature regarding the patient experience,

patient-centered care, and patient satisfaction. The course focuses on the integration of professionalism

and interpersonal communication skills as they relate to the patient experience.

Participants

This course has been implemented annually at The Ohio State University Harding Hospital Psychiatry

Residency Program for the last 2 years, with a total of 40 participants.

Logistics

The course is composed of four weekly 1-hour sessions conducted over 4 weeks. An optional fifth session

is available for institutions interested in providing residents with specific feedback solicited from actual

patients of the residents. The required curricular elements by session are listed below:

Session 1: precurriculum survey (Appendix A) and the PowerPoint presentation Understanding

“Patient Experience” (Appendix B, slides 1-16).

Session 2: the PowerPoint presentation Understanding Patient Satisfaction and Quality Measures

(Appendix B, slides 17-32).

Session 3: the PowerPoint presentation Strategies for Improving Patient Satisfaction and the Patient

Experience (Appendix B, slides 33-56). The self-evaluation of patient encounters (Appendix C) is

needed for this session.

Session 4: Facilitator questions (Appendix D) are needed to direct a discussion about

hospital/provider satisfaction data. It is beneficial to have on hand additional materials such as

hospital-specific or physician-specific satisfaction data. These can be acquired from the quality

division within the hospital. The postcurriculum survey (Appendix A) is needed here as well.

Session 5: This is an optional session consisting of feedback provided to trainees individually, based

on summary data from patient survey questions (Appendix E). This session occurs at a defined

interval (such as 3-6 months) following Sessions 1-4 and consists of individual or ongoing meetings

between the instructor and learner.

Assessment

There are two assessment methods involved in this course, with an optional third assessment method

related to Session 5:

Resident pre- and postcurriculum understanding of concepts is assessed using Appendix A. The

pre- and postcurriculum surveys take approximately 10-15 minutes each to complete.

Residents complete a self-assessment of aspects of patient service using Appendix C. This self-

assessment is derived from principles of the customer service industry and should take

approximately 10-15 minutes to complete.

Utilized in the optional fifth session, the patient survey (Appendix E) collects feedback from patients

on the residents’ clinical rotations. In the 4 months prior to and following the educational sessions,
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patients are surveyed about their resident interactions using questions derived from standardized

questionnaires commonly employed throughout our hospital. These surveys may be completed by

patients in approximately 10 minutes.

These assessment components hold positive consequential validity as they are designed to be formative.

Residents participate in the course annually and typically complete Session 5. During the final session,

residents are provided with feedback about their patients’ responses to surveys and identify strategies to

address opportunities for improvement and build upon existing strengths.

Results

Residents rated their awareness and understanding of course content significantly greater following

Session 4, compared to the presession survey completed at Session 1, on the 20-item, 5-point Likert-scale

(1 = Very Poor, 5 = Very Good) session surveys (Appendix A). After totaling all response scores, the

average presession survey score was 68 out of a possible maximum score of 100, while the average

postsession score was 89.

Residents reported that completing the self-assessment survey (Appendix C) based on their own patient

encounters and reviewing hospital/personal satisfaction data available at our institution’s hospital were

helpful. The average rating of the self-assessment survey responses (1 = Rarely, 3 = Sometimes, 5 =

Always) was 4.2. The average hospital satisfaction data score, using a 5-point Likert scale, was 4.8.

A significant increase in patient satisfaction with resident interactions in key clinical areas, including the

ambulatory and inpatient settings, was measured 4 months pre- and postsurvey/course, as per Appendix

E. Using a 4-point Likert-type scale for items 1-3 (1 = Never, 4 = Always) and a 5-point Likert-type scale for

items 4, 5, and 7 (1 = Very Poor, 5 = Very Good), with a maximum score of 27, the average ambulatory

patient satisfaction survey change for PGY 3 residents was 6.3 (from 14.4 to 20.7). The average inpatient

patient satisfaction survey change for PGY 1 and PGY 2 residents was 4.2 (from 14.9 to 19.1). It should be

noted that items 6 and 8 in Appendix E were not assigned scores when compiling these results. Overall,

each resident demonstrated an uneven but sustained upward trajectory on the measure of overall patient

satisfaction with resident interactions over time. Specifically, the average patient satisfaction score for PGY

2, PGY 3, and PGY 4 residents who attended this course changed from 14.8 to 20.2 over 12 months.

A significant increase in the number of positive verbatim and anecdotal comments from patients about

residents on general hospital surveying instruments was noted. Specifically, the average number of

positive verbatim comments 4 months before and after the course regarding PGY 3 and PGY 4 residents

rose from 9 to 14. Some examples of these comments include the following:

“Dr. was AWESOME.”

“Helped me feel less anxious.”

“Explained my condition and my medications.”

Improvements in individual and collective resident ratings largely mirrored substantive increases in overall

patient experiences in our institution. This was despite a small number of deliberate organized initiatives

targeting patient satisfaction beyond this residency curriculum intervention. Given this, ratings in the

ambulatory physician section increased from the 76th to the 94th percentile over 1 year, while those in the

inpatient physician section increased from the 52nd to the 72nd percentile over the same time period.

Additional Information

All 40 residents completed the surveys and assessments; however, four missed one of the educational

sessions but completed the surveys/assessments following online review of the content. Given that there

were often multiple individuals involved in a patient’s care, patients received surveys either electronically

or from an administrative worker immediately after the clinical encounter. These communications included

a picture of and information about the resident to help ensure that patients were indeed providing an

evaluation of the appropriate resident. The data regarding verbatim and anecdotal comments utilized

textual analysis with count data from open-text comments from patient surveys.
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Discussion

The development and implementation of course materials for Sessions 1-4 were relatively straightforward,

allowing for ample opportunities to educate learners and encourage them to reflect on the importance of

clinical effectiveness, safety and quality, and the patient experience. The most challenging aspect of the

course was providing context and meaning to the residency experience. This intervention required a

considerable investment of time initially to develop a mechanism for obtaining satisfaction data about

residents in Session 5 compared to other providers. Once a systematic process was established, a usable

database of return rate and feedback from patient surveys became readily available for ongoing use.

Limitations

Speakers need to review the PowerPoint presentation in advance to become familiar with the content, as

there may be course instructors uncomfortable with the material. In the outline format of the PowerPoint

presentation, additional notes are available to aid speakers’ understanding.

Participation in Session 4 could be variable depending on available hospital data and learner comfort with

discussion of these potentially sensitive topics. Learners may receive delicate, disappointing, or overtly

negative feedback from patients that can undermine their confidence, yet these experiences typically

promote growth of their reflection, communication, and professionalism skills. It is important for instructors

to have reviewed the patient survey results in advance and to offer support to learners reacting to

criticism.

The survey instruments themselves were adapted from existing resources and may or may not have

validity to resident physicians. The surveys may or may not translate to physician experiences within the

clinical environment.

Another limitation is the lack of historical control to measure the maturation effect of patient satisfaction as

residents advance further in their training. Because participants were at different stages, baseline

communication skills were variable for each resident, limiting the utility of aggregate data. Similarly,

residents moved among rotational settings that differed during the assessment period, and the return rate

of patient responses was variable.

Finally, an additional limitation is potential bias by patient survey responders to attribute possible

confounding variables to their residents. Such confounding variables may have included patient

interactions with other hospital staff and hospital-related events outside the residents’ control.

Lessons Learned

Residents were highly engaged in the process, appreciative of the course and its self-assessment

components, and receptive to comments from their patients. In many ways, the curriculum became self-

sustaining. That is, the more feedback residents received from patients, the more they reflected and the

more information from patients (positive or negative) they sought. Providing feedback to residents also

offered an opportunity to develop a global understanding of the patient experience, compared to the more

traditional approach of reviewing isolated incidents of patient complaints. Overall, residents became less

defensive about such feedback and were better able to counterbalance factors contributing to a patient’s

concern.

This course has been successfully deployed for the last 2 years and is occurring at a time when literature

in this field is increasing at a dramatic rate. Understanding the breadth of content necessary to deliver the

course effectively could be a challenge for instructors. The PowerPoint presentation describes some

specific quality measures currently in use; however, the content is anchored by general principles

common to the triad of clinical effectiveness, patient safety and quality, and patient experience.

Conclusions

Arguably, trainees in a psychiatry residency, relative to other disciplines, may have a higher aptitude for

communication skill building that contributed to the success of the intervention. However, any residency

has some variability among learners, and all training levels that participated in our intervention made

respectable improvements relative to their own skill levels. The curriculum itself is based on all-purpose
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principles of the patient experience and thus could potentially be generalizable to learners beyond

psychiatry residency programs.

This relatively low-cost, high-yield curricular effort is already reaping organizational and personal

dividends. It provides a tangible addition to our repertoire of assessment strategies and offers a

sustainable process to monitor and provide feedback to trainees during the longitudinal residency

experience. Participants refine their communication skills and professionalism, demonstrate an evolving

capacity for self-reflection, and assimilate a new domain of vital practice-based skills.

Aspects of the course are being adopted within our institution by nurse practitioners and other disciplines

to provide a framework for understanding the patient experience outside the resident learner category.

Future opportunities include continuing to provide information to residents about their practice habits and

determining the degree to which resident performance can be enhanced with additional experience and

feedback.

Julie Niedermier, MD: Associate Professor, Department of Psychiatry, The Ohio State University

Disclosures

None to report.

Funding/Support

None to report.

Ethical Approval

Reported as not applicable.

References

1. Doyle C, Lennox L, Bell D. A systematic review of evidence on the links between patient experience and clinical safety and

effectiveness. BMJ Open. 2013;3:e001570. https://doi.org/10.1136/bmjopen-2012-001570

2. Manary MP, Boulding W, Staelin R, Glickman SW. The patient experience and health outcomes. N Engl J Med.

2013;368(3):201-203. https://doi.org/10.1056/NEJMp1211775

3. Lyu H, Wick EC, Housman M, Freischlag JA, Makary MA. Patient satisfaction as a possible indicator of quality surgical care.

JAMA Surg. 2013;148(4):362-367. https://doi.org/10.1001/2013.jamasurg.270

4. Shirley ED, Sanders JO. Patient satisfaction: implications and predictors of success. J Bone Joint Surg Am. 2013;95(10):e69.

5. Francis MD, Warm E, Julian KA, et al. Determinants of patient satisfaction in internal medicine resident continuity clinics:

findings of the Educational Innovations Project Ambulatory Collaborative. J Grad Med Educ. 2014;6(3):470-477.

https://doi.org/10.4300/JGME-D-13-00398.1

6. Ruan X, Kaye R, Narahari P. Considering a balanced approach to “training doctors for person-centered care” [letter to the

editor]. Acad Med. 2016;91(7):897. https://doi.org/10.1097/ACM.0000000000001237

7. Epstein RM, Street RL Jr. The values and value of patient-centered care. Ann Fam Med. 2011;9(2):100-103.

https://doi.org/10.1370/afm.1239

8. Lee VS, Miller T, Daniels C, Paine M, Gresh B, Betz AL. Creating the exceptional patient experience in one academic health

system. Acad Med. 2016;91(3):338-344. https://doi.org/10.1097/ACM.0000000000001007

9. Headrick LA, Ogrinc G, Hoffman KG, et al. Exemplary care and learning sites: a model for achieving continual improvement

in care and learning in the clinical setting. Acad Med. 2016;91(3):354-359. https://doi.org/10.1097/ACM.0000000000001072

10. English J. Training doctors for person-centered care. Acad Med. 2016;91(3):294-296.

https://doi.org/10.1097/ACM.0000000000001073

11. Johnson BH. Promoting patient- and family-centered care through personal stories. Acad Med. 2016;91(3):297-300.

https://doi.org/10.1097/ACM.0000000000001086

12. Chou C, DeVries C. Assessing interprofessional interactions of primary care practitioner trainees. MedEdPORTAL

Publications. 2016;12:10490. https://doi.org/10.15766/mep_2374-8265.10490

10.15766/mep_2374-8265.10558
Association of American Medical Colleges (AAMC)
https://doi.org/10.15766/mep_2374-8265.10558

5 / 6

https://doi.org/10.1136/bmjopen-2012-001570
https://doi.org/10.1056/NEJMp1211775
https://doi.org/10.1001/2013.jamasurg.270
https://doi.org/10.4300/JGME-D-13-00398.1
https://doi.org/10.1097/ACM.0000000000001237
https://doi.org/10.1370/afm.1239
https://doi.org/10.1097/ACM.0000000000001007
https://doi.org/10.1097/ACM.0000000000001072
https://doi.org/10.1097/ACM.0000000000001073
https://doi.org/10.1097/ACM.0000000000001086
https://doi.org/10.15766/mep_2374-8265.10490
https://doi.org/10.15766/mep_2374-8265.10558
https://doi.org/10.15766/mep_2374-8265.10558


13. Bauchat J, Park C, Santos J, Anderson L. Simulation-based empathetic communication curriculum. MedEdPORTAL

Publications. 2016;12:10336. http://doi.org/10.15766/mep_2374-8265.10336

14. Glod S, Wojnar M, Kreher M, Smith M. A curriculum to enhance resident communication skills during family conferences in

the intensive care unit. MedEdPORTAL Publications. 2015;11:10305. http://doi.org/10.15766/mep_2374-8265.10305

Received: November 21, 2016 |  Accepted: March 8, 2017 |  Published: March 22, 2017

10.15766/mep_2374-8265.10558
Association of American Medical Colleges (AAMC)
https://doi.org/10.15766/mep_2374-8265.10558

6 / 6

http://dx.doi.org/10.15766/mep_2374-8265.10336
http://dx.doi.org/10.15766/mep_2374-8265.10305
https://doi.org/10.15766/mep_2374-8265.10558
https://doi.org/10.15766/mep_2374-8265.10558

