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Introduction. Improving clinical practice skills can enhance a patientcentred model of health care. The objectives of this study were to discover
if physicians consider learning about elements of patient-centred care
important, and whether the perceived importance is influenced by choice
of medical speciality practised and/or number of years in clinical practice.

Results. The mean scores were above the scale midpoint for all specialities.
The correlation data indicated a negative relationship between years in
clinical practice and 2 of the 6 variables studied. Women physicians
rated learning about patients’ health beliefs higher than men but men
rated patient communication skills higher than women.

Methods. Of 310 surveys returned, a total of 268 physicians from one
province in Canada were studied. On average, the participants had 16
years of practice experience with family medicine making up the largest
component of the study cohort – 41%. Physicians were asked how useful
learning about specific topics would be to improve their communication
with patients from different cultural or socioeconomic backgrounds.
The self-report measures were examined using mean differences among
specialities, gender, and correlation with years in clinical practice.

Discussion. Physicians rated the importance of incorporating principles
of patient-centred care into their clinical practice highly, suggesting that
they may benefit from practice interventions such as reflection.

Introduction

Global advancements in information technology and healthcare systems
have resulted in better-informed health consumers with far-reaching effects
for medical practice and health systems worldwide.1,2 Significant numbers
of patients are using the Internet to obtain health information on issues
such as lifestyle factors, diseases, drugs and alternative therapies. This
raises expectations and demands for higher standards of care.2 In addition,
increases in chronic and emerging diseases, and the drive towards more
community-based care, have meant greater emphasis on patient-centred
care.1,3-5 The latter is best described as clinical care that recognises and
responds appropriately to patients’ desire for information.6 These factors
have increased the need for innovative educational interventions to support
physicians addressing these demands.3,7
The increasing need for contextually relevant education has led to the
emergence of continuing professional development as an approach to
overcome some of the shortcomings of traditional continuing medical
education.7 The use of didactic teacher-centred methods, as the predominant
method of teaching, has not led to improved practice or better patient
outcomes.4,5,8,9 Providing learning opportunities in the workplace,
observation, experience and practice are suggested ways of facilitating
the transfer of new knowledge and skills to the practice environment.4
For example, in Uruguay, emphasis is placed on physician identification
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of learning needs that utilise student-centred teaching methods.5 One
hindrance to successful implementation is that the planning and financing
of continuing education is occurring within health care systems facing cost
and human resource constraints.3-5 This has raised questions about how
educational reforms to facilitate lifelong learning can be achieved.3
In the primary care context, patient-centred care incorporates principles that
are key to the biopsychosocial model of care proposed by a number of medical
writers, such as Engel.10 Components of patient-centred care include: finding
common ground to understand and respond to the patient’s unique needs,
and consideration of the patient’s expectations of the physician.10 Another
component is practice knowledge, thought to originate from three sources:
propositional knowledge derived from research and scholarship; professional
craft knowledge, which may be tacit, gained from practice experience; and
personal knowledge, comprised of intellectual and emotional maturity
obtained from life experiences.10,11 The blending of these different forms of
knowledge optimises patient-centred care and efficient care delivery.10,11
Consideration of patient expectations of health care is important for a
number of reasons, including the capacity to provide effective treatment,
the influence that expectations have on health behaviours, adherence, and
functional health status.12 More importantly, patient interactions may serve
as potential indicators of professional learning needs and improvement
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required.12 Patients’ expectations vary with different health problems, and
over time as their experience and education increases. In general, patients
expect high standards of professional competence, information about their
health problem, and patient-centred communication.12

for their practice, and whether any variations in the perceived usefulness of
these elements existed across: (i) physician gender; (ii) discipline/specialty
practised; and (iii) number of years in clinical practice.

Effective communication between physicians and their patients is a core
clinical skill that is frequently included in residency and medical school
curricula. However, providing patients with training in communication
skills may lead to a more beneficial two-way engagement. Trained patients
participated more actively in the medical interview, were more compliant,
recalled symptoms more accurately, and recorded better physiologically
measured health outcomes.13 More investigation is needed to target the
particular patient communication skills training needed for different clinical
scenarios, methods of instructing patients, and how to assess their associated
health outcomes.13

Survey data were collected during the fall of 2006 in the province of Manitoba,
Canada. A self-report questionnaire was distributed through the provincial
medical association’s bimonthly newsletter to its members and by a direct
mail-out from the researchers to the work addresses obtained from the
College of Physicians and Surgeons of Manitoba’s public-access website. The
questionnaire’s cover letter stated that the study’s purpose was to examine
how physicians interact and communicate with patients and cope with the
demands of their practice. Permission to conduct the study was granted by
the University of Manitoba Health Research Ethics Board. All completed
questionnaires were mailed to the first author’s university office address.

Increased patient diversity has resulted in increasing need for physicians to use
a language interpreter while obtaining a medical history. Skills are required
from both interpreter and physician to clarify the goals of the consultation
and determine the main areas to be assessed.14 Adequate information and
training are needed to overcome the challenges associated with interpretermediated consultations. Suitable training programmes for physicians are,
however, limited.14,15 Physicians have indicated that continuing professional
development seminars to understand the advocacy stances of interpreters,
cultural teaching, and improving communication and empathy with patients
of different cultures, would support enhanced patient care.16
Health beliefs are derived from factors such as family and cultural values,
and personal experiences.17 Values, beliefs and attitudes fashioned from one’s
unique life experience guide behaviours and practices. One’s geographical
place of residence and how one defines health are also important
determinants of health beliefs and behaviours. For example, some rural
Canadians view health from a role perspective, meaning that they are able to
work and meet family obligations.17 They also have higher poverty, shorter
life expectancy, higher infant mortality, and engage in less prevention than
urban Canadians. This is just one example of how divergent patient health
beliefs can be, and emphasises the need for physicians to have the ability
to adjust to combinations of differing values and behavioural patterns,
reflecting on their own attitudes and experiences.17
Based on the preceding discussion of the literature, it is clear that training aimed
at improving cross-cultural doctor-patient communication should address
specific issues that include: (i) personal attitudes towards patients from different
cultural and/or socioeconomic backgrounds; (ii) personal past experiences with
people of different cultural and/or socioeconomic backgrounds; (iii) health
beliefs of people of different cultural and/or socioeconomic backgrounds;
(iv) expectations held by persons of different cultural and/or socioeconomic
backgrounds about what a physician should do and how a physician should
behave; (v) skills for working efficiently and effectively with interpreters; and (vi)
patient communication and interaction skills.
Knowledge of these key factors that impact on the quality of cross-cultural
doctor-patient communication can be evaluated using the Cross-Cultural
Doctor-Patient Communication Needs Assessment tool.18 Using elements of
this assessment tool, we set out to determine the extent to which physicians
would value learning about patient-centred elements of clinical care useful

41

July 2012, Vol. 4, No. 1 AJHPE

Methods

Of 310 participants, 42 returned questionnaires that were unusable for
various reasons (e.g. no longer practised in the province, retired, served
as administrators, or extensive missing responses) leaving 268 usable
returns. Of the total respondents, 53% were from the provincial medical
association and 47% were from the College of Physicians and Surgeons
of Manitoba. Respondents were classified by specialty using an inductive
approach. The physicians provided 33 distinct job descriptions, which were
grouped into 10 specialties, with reference to the categories used in a prior
research study.16 These categories were: family medicine (n=110), internal
medicine (n=50), paediatric disciplines (n=30), surgical disciplines (n=20),
residents (n=20), psychiatry (n=19), anaesthesiology (n=10), and obstetrics/
gynaecology (n=9). Specialties with 10 or fewer respondents were merged –
anaesthesiology was grouped with internal medicine (n=60) and obstetrics/
gynaecology were grouped with the surgical disciplines (n= 29). Respondents
were in clinical practice for a mean of 16.5 years (standard deviation (SD)
11.05); the mean percentage of time spent in primary care was 68% (SD
24), and the mean number of minutes spent per patient consultation was 19
minutes (SD 14.76).
The importance of learning about cross-cultural communication needs was
evaluated using six items from Section D of the Cross-Cultural DoctorPatient Communication Needs Assessment.18 The items evaluated were:
(a) your own attitudes towards patients from different cultural and/or
socioeconomic backgrounds; (b) your past experiences with people of
different cultural and/or socioeconomic backgrounds; (c) health beliefs
of people of different cultural and/or socioeconomic backgrounds; (d)
expectations held by persons of different cultural and/or socioeconomic
backgrounds about what a physician should do and how a physician should
behave; (e) skills for working efficiently and effectively with interpreters; and
(f) patient communication and interaction skills. Participants indicated how
useful learning about these issues would be for improving communication
skills with patients of different cultural and/or socioeconomic backgrounds
using a 5-point response scale (1=not at all, 2=not very, 3=somewhat,
4=fairly, 5=extremely).

Results

Table 1 reveals two significant gender-based differences. Women physicians
rated learning about the health beliefs of patients and patient expectations
about how a physician should behave more useful than men physicians.The
influence of specialty practised was compared using mean differences across
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specialties. Table 2 indicates that there were no significant differences. Scores
were at or above the scale midpoint for all statements, with the exception
of residents and physicians practising in the surgical disciplines. Psychiatry,
paediatrics, and internal medicine recorded the highest means for almost all
of the six statements, and family medicine recorded the highest mean score
for learning about how patients could improve their communication and
interaction skills.
Table 1. Physician gender differences for the items evaluated
Male
(n=159)
Mean (SD)

Female
(n=109)
Mean (SD)

Cohen’s
d

(a) Your own attitudes toward
different cultural and/or socioeconomic backgrounds

3.14 (1.24)

3.02 (1.04)

0.10

(b) Your past experiences with
people of different cultural
and/or socio-economic
backgrounds

3.32 (1.14)

3.27 (1.12)

0.06

(c) Health beliefs of people of
different cultural and/or socioeconomic backgrounds

3.84 (0.95)

4.11 (0.93)

0.48*

(d) Expectations held by
persons from different cultural
and/or socio-economic
backgrounds about what a
physician should do and how a
physician should behave

3.68 (0.95)

4.03 (0.94)

0.34*

Education item

(e) Skills for working efficiently 3.58 (1.10)
and effectively with interpreters

3.67 (1.07)

0.08

(f) Patient communication and
interaction skills

3.19 (1.15)

0.22†

3.45 (1.17)

*p<0.01, two-tailed test.
†
p<0.05, two-tailed test.

Evaluation of the relationship between years of clinical practice and crosscultural doctor-patient communication skills needs was reported as Pearson’s
correlation coefficients. Table 3 reveals two significant relationships. The
more years of practice physicians had the less they rated the usefulness of
learning about the health beliefs of patients and patient expectations about
how physicians should conduct themselves.
All six items evaluated in our study are indicators of patient-centred practice
elements. Physicians practising in all the different specialties overwhelmingly
indicated that learning about each of the six selected aspects of crosscultural doctor-patient communication needs would be beneficial for career
development and medical practice.

Discussion

This study demonstrates some important findings about the value Canadian
physicians attach to learning about key aspects of doctor-patient crosscultural communication. Our findings show that differences among
physicians practising in the six major clinical specialties are not significant
enough to warrant separate curricula or courses to teach cross-cultural
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communication skills. Nevertheless, the observed differences suggest that
cross-cultural communication skills may be more highly valued in some
specialties than others. For example, all specialties indicated that skills
to work effectively with interpreters were important, but especially so for
psychiatry. This could be because translating patients’ thoughts and feelings
during mental health assessments is particularly difficult for interpreters.15
Family medicine scored the highest on patient communication skills. This
may reflect the long-term nature of the relationships that family physicians
have with their patients and the importance of self-care practices often
carried out by their patients. Internal medicine and paediatrics scored well
above the midpoint in all six statements, thereby indicating the importance
they attach to all aspects of cross-cultural doctor-patient communication.
This most likely reflects the need to develop a good understanding of how
patients and their families manage chronic illness, thereby enhancing
diagnostic and treatment outcomes.
Research has shown that women physicians use more communication
skills and emotions with patients during medical consultations than men
physicians.19This may reflect the importance women attach to relationship
building, and may also explain why women physicians in this study expressed
a greater need to learn about patients’ health beliefs and expectations about
how physicians should conduct themselves. Male physicians did, however,
score above the midpoint of the response scale for both of these skills,
suggesting that all physicians recognise the importance of these two aspects
of cross-cultural doctor-patient communication.
A particularly interesting finding in our study was the observation that the
longer physicians were in clinical practice the less they rated the usefulness
of learning about the health beliefs of patients and patient expectations
about how a physician should behave. This may be a sign that experienced
physicians favoured clinical exposure as the better teacher, rather than
continuing education activities such as seminars, lectures, etc.
One approach to improving physician-patient communication, based on
actual clinical practice, may be the use of purposeful reflection. The latter
can be used to analyse lived experiences, recognise knowledge gaps, and
formulate learning needs.3,11,20,21 Research among medical students and
practising physicians has indicated that reflection and observation were
effective learning strategies, and important for practice.3,22,23 One approach
may be the use of journal writing for reflecting on emotional reactions in
daily practice, which may foster openness, awareness and stimulate learning
about the impact of emotions on job satisfaction, morale and patient care.24
Similarly, learning portfolios are useful for documenting reflective activities
collected over a period of time, and can include a plan for undertaking
learning, and documenting evidence of learning achieved.3,23,25 The use of
these educational tools to promote reflection may be an important way of
enhancing physician-patient communication, especially in the cross-cultural
setting, among busy practising clinicians where traditional continuing
medical education activities may be of limited value. This is an avenue of
research worth exploring.
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Table 2. Differences across specialties on six items evaluated
Residents
(n=20)
Mean (SD)

Family
(n=110)
Mean (SD)

Psychiatry
(n=19)
Mean (SD)

Surgical
(n=29)
Mean SD

Internal
(n=60)
Mean (SD)

Paediatric
(n=30)
Mean (SD)

3.10 (1.21)

3.07 (1.20)

3.47 (1.39)

2.72 (1.07)

3.17 (1.11)

3.15(0.99)

(b) Your past experiences with people of different cultural and/or 3.35 (1.31)
socio-economic backgrounds

3.26 (1.09)

3.22 (1.56)

3.10 (1.21)

3.45 (1.03)

3.52 (0.89)

(c) Health beliefs of people of different cultural and/or socioeconomic backgrounds

4.00 (0.86)

3.90 (0.93)

4.00 (1.05)

3.72 (0.80)

3.70 (0.96)

4.11 (0.92)

(d) Expectations held by persons from different cultural and/or
socio-economic backgrounds about what a physician should do
and how a physician should behave

3.95 (0.89)

3.89 (0.87)

4.00 (1.16)

3.62 (0.90)

3.77 (1.00)

3.86 (1.08)

(e) Skills for working efficiently and effectively with interpreters

3.55 (1.19)

3.56 (1.10)

4.22 (1.17)

3.38 (0.98)

3.78 (0.96)

3.78 (0.97)

(f) Patient communications and interaction skills

2.95 (1.00)

3.50 (1.13)

3.16 (1.77)

3.21 (1.15)

3.42 (1.15)

3.39 (0.96)

(a) Your own attitudes toward different cultural and/or socioeconomic backgrounds

Table 3. Correlation between years of experience and the six items
evaluated
(a) Your own attitudes toward different cultural and/or
socio-economic backgrounds

0.00

(b) Your past experiences with people of different cultural
and/or socio-economic backgrounds

-0.03

(c) Health beliefs of people of different cultural and/or
socio-economic backgrounds

-0.13*

(d) Expectations held by persons from different cultural
and/or socio-economic backgrounds about what a
physician should do and how a physician should behave

-0.14*

(e) Skills for working efficiently and effectively with
interpreters

-0.01

(f) Patient communication and interaction skills

-0.07

*p<0.05, two-tailed test.
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