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OBJECTIVES: To qualitatively analyze videotaped data of

surgical residents and fellows interacting with standard-

ized patients to identify communication weaknesses. To

correlate our qualitative data with their quantitative

scores.

DESIGN:We used discourse analysis to identify negative

communication patterns among 10 surgical residents

and fellows who were tested on interpersonal compe-

tencies during an objective structured clinical examina-

tion in 2014. We then correlated our findings with the

validated evaluation outcomes. Descriptive statistics

were then used to quantify our findings.

SETTING: The setting was an objective structured clini-

cal examination performed in 2014 using standardized

patient surrogate family members.

PARTICIPANTS: The participants were a mix of first and

third year surgical residents and critical care fellows.

RESULTS: The item that most strongly differentiated the

bottom 5 from the top 5 performers was not answering

the patient appropriately. This was exhibited in 3 ways

among the lowest performers in our study: (1) paternal-

ism, (2) vagueness, and (3) dehumanization. Our statisti-

cal analyses showed that the overall number of negative
communication behaviors correlated with negative staff

scores (r =¡0.653, p < 0.05). Dehumanization and

paternalism were the 2 behaviors most strongly corre-

lated with negative staff scores (r = 0.796 and 0.781

respectively, p < 0.01).

CONCLUSIONS: We found the lowest performers

responded inappropriately to the patient, which we

further delineated into vagueness, paternalism, and

dehumanization. We propose positive communication
Correspondence: Inquiries to Carolina Fernandez Branson, PhD, Department of

Surgery, University of Minnesota, 420 Delaware St. SE, Minneapolis, MN 55455;

fax: 612-626-0439; e-mail: ferna149@umn.edu

158 Journal of Surgical Education � © 2018 Association of Program
Elsevier Inc. All rights reserved.
strategies be taught to residents to improve how they

are perceived by patients. ( J Surg Ed 76:158�164. �
2018 Association of Program Directors in Surgery. Pub-

lished by Elsevier Inc. All rights reserved.)

KEY WORDS: Patient-Centeredness, Difficult Conversa-
tions, Discourse Analysis, Negative Communication Pat-

terns

COMPETENCIES: Interpersonal and Communication
Skills, Patient Care, Professionalism
INTRODUCTION

The population is aging at an accelerated pace—the

number of people over age 66 is projected to double in
less than 15 years. Thus, there will be an increasing

demand for physicians to have difficult conversations

with patients, including palliative care conversations.1

This is an area in which physicians are in need of

improvement.2 It is also particularly pertinent to sur-

geons who often treat immediately life threatening dis-

eases in elderly patients and those with comorbid

diseases.2 Consequently, surgeons must hone the com-
munication skills required to have effective palliative

care conversations with patients and their families. Ide-

ally, surgical trainees should learn these communication

skills for application to their future practice.

Discussing palliative care with patients or family mem-

bers is challenging for providers3 and elicits significant

stress.4 Such discussions are also difficult for patients

and their families who may have high or even unrealistic
expectations of modern medicine and positive treatment

outcomes.5 Therefore, approaching the topic sensi-

tively, with respect for the patient and their family mem-

bers is essential. Studies recommend that physicians

focus on shared decision-making and patient-centered-

ness during this process.5,6 Yet, practicing patient-
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centered care is not a clear or straightforward task.

Therefore, more research on the specific dynamics of

the interactions that reveal how negative communica-

tion patterns may detract from patient-centeredness is
needed.

To identify barriers to patient-centered communica-

tion, we use discourse analysis to closely analyze the lan-

guage of surgical residents during a simulated palliative

care conversation with a standardized patient (SP) surro-

gate. In this case, the surrogate represents a patient’s

family member. We utilize Larson and Tobin’s definition

of patient-centered medicine as that which should “be
characterized by mutual-participation relationships that

encourage informed choice and patient autonomy.”5
METHODS

Discourse Analysis: It is a qualitative methodology that

posits language constructs reality, including meaning,
between people.7 The methodology is used to analyze

how speakers interact, and the goal is to assess the

meaning of the conversation. This involves the close

analysis of conversational features such as vocabulary,

turn-taking in the conversation, tone of voice, and strate-

gic use of words among other features.8 We chose this

method because the close attention to conversational

detail is ideal to illuminate what makes a good or bad
communicator and has been used previously to evaluate

medical trainees.8 For the purposes of this study, we

highlight vocabulary, turn-taking in conversation and

the strategic use of words to identify some problematic

communication themes.

First, we viewed and transcribed 19 videos that

included 8 female and 11 male residents from our 2014

objective structured clinical examination (OSCE). Next,
we selected the top 5 and bottom 5 scorers based on

their OSCE results and rewatched the videos, closely

analyzing the transcripts to identify negative patterns of

communication. From this process, we identified 8 com-

mon communication behaviors that could be improved.

We then quantified the number of times each negative

behavior occurred during each interaction and identified

the 3 most common negative behaviors. These 3 behav-
iors encompassed 7 of the 8 behaviors we originally

identified: vagueness (using evasive language and not

answering the SPs questions directly), paternalism/argu-

mentativeness (which included redirection of the con-

versation, not responding to the SP, contradiction of the

SP’s beliefs, and expressing superiority), and dehumani-

zation (which included communication behaviors such

as nonempathetic word choice when empathetic lan-
guage should have been used, and referring to the

patient in abstract rather than concrete terms). The final
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category, bluntness, was categorized as an overall nega-

tive communication behavior, but is not included in our

final 3 most common behaviors because in our study,

bluntness did not often overlap with vagueness, dehu-
manization, or paternalism.

We ran basic descriptive statistics, bivariate correla-

tions, and linear regression analysis. All analyses were

run in SPSS version 24 (IBM Corp, 2016).9 Regression

models were fit to explain variance in overall scores, SP,

and staff scores. Models were also run with only total

negative communication behaviors as an independent

predictor, or with evasiveness, dehumanization, and
paternalism as independent predictors. All models had

age, year in school, and gender as covariates.
RESULTS

Ten surgical trainees were evaluated, 3 were female, the

average age was 27.2, and most trainees were in their
first year of training. The Table shows performance char-

acteristics for the surgical trainees along with their staff

scores, SP scores, and overall scores broken down by

high and low scorers, along with overall group summa-

ries. Overall scores for each performance are the average

of 3 raters (2 professional staff and 1 simulated patient).

Staff scores are an average of the 2 professional staff

member’s ratings. Our table illustrates the averaged staff
scores as well as the SP score and combines these for an

overall score. We compare our quantified negative com-

munication behaviors with the resident’s overall scores

to reflect the varying feedback they received from differ-

ent sources.

Bivariate correlations were conducted between all var-

iables listed in the Table for the whole group. The num-

ber of total negative communication behaviors were
negatively correlated with staff scores (r =¡0.653, p <

0.05). Dehumanizing and paternalistic communication

behaviors were both significantly correlated with total

negative communication behaviors (r = 0.796 and 0.781

respectively, p < 0.01). Total negative and dehumaniz-

ing communication behaviors trended toward a negative

correlation with overall scores (r =¡0.563 and ¡0.576

respectively, p < 0.1). Dehumanization was close to cor-
relating negatively with independent staff scores.

The results of the regression analysis did not identify

any significant predictors of score variance. However,

these models were likely underpowered due to low

numbers and may have yielded significant results were

more participants included.

The item that most strongly differentiated the bottom 5

from the top 5 performers was not answering the patient
appropriately. This was exhibited in 3 distinct ways

among the lowest performers in our study: (1) exhibiting
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TABLE. Descriptive Statistics for Selected Variables Among High And Low Scorers

High Scorers Low Scorers Overall

Gender 3 females, 2 males 0 female, 5 males 3 females, 7 males
Average Age 27.40 (sd = 2.07) 27.00 (sd = 2.00) 27.22 (sd = 1.92)
Years of Training First year (n = 4) First year (n = 3) First year (n = 7)

Third year (n = 1) Third year (n = 1) Third year (n = 2)
Sixth year (n = 0) Sixth year (n = 1) Sixth year (n = 1)

Mean Std. Dev. Mean Std. Dev. Mean Std. Dev.

Evasiveness (occurrences) 5.00 4.36 7.40 3.78 6.20 4.05
Dehumanization (occurrences) 1.80 1.64 8.80 5.40 5.30 5.27
Paternalism (occurrences) 6.40 3.29 9.20 7.40 7.80 5.59
Total Negative (occurrences) 16.00 5.24 30.00 12.08 23.00 11.47
SP Score 94.20 14.17 65.60 9.66 79.90 18.92
Staff Score 86.50 6.49 67.60 3.36 77.05 11.09
Overall Score 89.04 1.68 66.92 3.63 77.98 11.96

SD, standard deviation; SP, simulated patient.
Split based on overall OSCE score.
SP, staff, and overall scores out of max score of 106.
paternalism, (2) being vague or evasive about the risks of

surgery, and (3) dehumanizing the patient by relying too

heavily on data to describe the patients’ outcomes and

failing to properly demonstrate empathy.

Vagueness/Evasiveness

In our study, 3 of the 5 lowest performers’ interactions

were characterized by an overall sense of vagueness.

Vagueness or indirectness10,11 is illustrated in language

that does not clearly communicate the message and is a

previously identified pattern by which physicians deliver

bad news.10,11 Oftentimes, the resident would hint at a

larger problem but was not clear as to what it was. Another

example of vagueness included discussing abstract con-
cepts such as the “risks” of surgery without a clear expla-

nation of what the risks were and what they meant for the

patient. For example, in this scenario, the resident has just

told the surrogate that they might not operate on her

mother; but because the resident is not clear about the rea-

sons for not operating, the surrogate is confused:

Resident: Well, there are a number of things that come
into play. Age is one of them, but you can’t just look

at a person’s age and say, “Oh this is what’s going to

happen.” You have to take into account everything

else that’s going on.

SP:What else is going on?

Resident:Well, she’s been pretty dehydrated and—

SP: (Surrogate interrupts) Well, what does that mean? If

she’s been maybe laying on the floor too long? If I get
after them about getting her more liquids that would

help wouldn’t it?
160 Journal of S
Resident: Yeah, certainly.
SP: (8 sec pause) Hmmm. . . (6 sec pause) I guess I still

don’t quite (6 sec pause) what does this team think?

Resident: Well, we are, kind of our role, is to present
the options to you and what she would want and

what you think she would want and provide recom-

mendations (2 sec pause) so. . .
SP: Without paper [the advanced directive], I don’t

understand it, but make all possible, um make it possi-

ble for her to uh, I don’t quite understand that paper,

I just want to make sure that she comes through this

okay.
Resident: Yeah, we would love for that to happen, but

it’s not always the way things do happen.

SP: (5 sec pause) You’re just kind of vague. I just

don’t. . .not always, but sometimes people do get bet-

ter?

This sequence is vague, because the resident is trying to

broach the topic of end-of-life, but he is not being

clear or direct. The fact that the surrogate is confused,
illustrates that she does not understand him.
Paternalism/Argumentative Tone

Paternalistic medical encounters are defined by physi-

cian control of the interaction and include features such

as: (1) the physician only providing medical information

as needed, (2) the physician making decisions in what

they perceive to be the patient’s best interest without

consulting the patient, and (3) the physician determin-
ing the subject of the conversation while the patient is

supposed to follow his/her lead.12
urgical Education � Volume 76/Number 1 � January/February 2019



In our analysis, the 5 lowest performers averaged 9.2

interactions that included paternalistic behaviors, while

the top 5 performers averaged 6.4 paternalistic behav-

iors. As is exhibited in the encounter below, the surro-
gate did not react favorably to paternalism and often was

argumentative in response. This interaction occurs

when the surrogate is describing her mother’s mobility

and mental status before the fall:

SP: Well, she’s needed assistance getting out of bed, I

think it’s so easy to get up quickly.

Resident: Yeah, she was pretty confused when we were

trying to talk to her. It was pretty tough to get her
story from her, so we had to kind of rely on the notes

and what we heard from the nurses, so. . .
SP: Yeah, change is hard, I think it’s getting harder for

me too bec—

Resident: (Resident interrupts) Well, what the x-rays

have showed is that she does have a fracture in her

hip. When she fell, she broke her hip which is very

common in people of you know her age and when
they’re frail and they fall, sometimes they break, so

(nodding).

There are a couple of problematic communication

behaviors in the preceding interaction that are worth

noting. First, the surrogate is talking on a personal level

about her mother and her own experience struggling

with her mother’s dementia. The resident not only

completely ignores this attempt at connection, but
abruptly interrupts her and switches the topic to the

clinical outcome. During the rest of this residents’

sequence he challenges the surrogates’ views in a way

that does not convey mutuality or respect and to which

the surrogate reacts negatively.

Dehumanization

Dehumanization is a recognized problem in medicine, and

is briefly defined as, “a diminished attribution and consid-

eration of others’ mental states.”13 In this analysis, dehu-

manization was identified when residents were speaking

about the patients in abstract terms as well as failing to

use empathic language. This theme seemed to be the
most distinguishing negative communication behavior

between the top and lowest performers. The top 5 per-

formers averaged 1.8 of these behaviors per interaction,

while the lowest 5 performers averaged 8.8 of these

behaviors per interaction. In the following sequence, the

resident is explaining why the patient is not a good candi-

date for surgery by discussing her in abstract terms:

Resident: Right, right, so we don’t think at this point
we’ll return her to the quality of life she previously had.

SP:Why not?
Journal of Surgical Education � Volume 76/Number 1 � January/Februa
Resident: In patients of her, of her age, and uh, with her
dementia, the data suggests it’s just a very dangerous

procedure and they rarely return to their previous

state.

SP:Why is it dangerous? I don’t understand.

Resident: It’s something that we don’t fully understand

either but patients of that age consistently have trou-

ble with the procedure, so unfortunately I don’t have

all the necessary facts, it’s something we don’t under-
stand well either.

SP: (Deep breath out) you’re telling me—I thought I

was coming in to talk about a date for when her hip

was going to be replaced. . .You’re telling me she’s

going to die?

Resident: Hmm.

SP: And there’s nothing we can do?

Resident: Right, yeah. I think you know in my opinion
and the opinion of the general surgery team the best

course of action for your mother’s quality of living

and for a comfortable end of life would be to refer her

to hospice. I think surgery would put too much bur-

den on her and it would put a lot of burden on your

family and it might not be what she would want—

SP: There’s only me, there’s only me, there’s no family.

Resident: Yeah, I don’t think it would be what she
would want at the end of life.

The preceding example features several problems in

communication. The first is the overarching depersonali-

zation of the SP and her family member. This is conveyed

when the resident refers to the data indicating that

patients like the SP’s mother generally do not do well fol-

lowing surgery, but he fails to specify the actual risks for
her mother, as a unique and individual patient. Clearly,

this sequence also illustrates vagueness and a lack of

empathy, as illustrated by the residents’ failure to specify

the risks following surgery, and responding “Hmm,” and

“Right, yeah” to the surrogates’ inquiry about her

mother dying. The second element of dehumanization is

evident in the residents’ comment that the surrogates’

mother is a “burden”. Finally, this interaction illustrates
paternalism, as the resident closes the conversation by

asserting that he does not believe the patient would

want a particular mode of care at the end of life, even

though he does not know the patient or the surrogate.
DISCUSSION

Vagueness

Our findings that vagueness was a common deficiency in
our residents’ communication is consistent with the lit-

erature that discusses vagueness as a common problem
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physicians have leading difficult conversations10,11, or

when delivering bad news.10,11 Yet, communicating

clearly with patients (especially in the ICU setting as is

the case in our scenario) is incredibly important to
patients and their family members. Indeed, giving accu-

rate information is perceived by family members of

those in the ICU as supportive.14

When physicians fail to adequately explain the specif-

ics of a patient’s condition and leave the family with

unanswered questions, the result is often dissatisfaction

with the clinician and the process.14 Therefore, the abil-

ity to compassionately provide clear, concise advice and
direction is essential to palliative care conversations,

especially in the ICU, when the physician may have only

one chance to discuss the topic with family members.
Paternalism

Physician’s interruptions of patients during care conver-

sations has been the subject of numerous studies on
how physicians can improve communication.15 When

doctors ignore a patient’s question or change the topic

from what the patient has just said, this dominant behav-

ior leads to less satisfaction among patients.16 This style

is indicative of the paternalistic model and takes away

from the patient-centered approach.

One way physician dominance is displayed in encoun-

ters with patients is by maintaining control over the con-
versation. “Platt and McGath use the term ‘high control

style’ as an example of ‘clinical hypocompetence’ in

internal medicine. It involves behaviors such as asking

many questions and interrupting frequently. This way

the doctor keeps tight control over the interaction and

does not let the patient speak at any length.”6

While recent research has suggested there can be

times when doctor interruptions may be appropriate,
there are still many moments when it is inappropriate.

“The patient who begins telling an emotionally laden

story, often about loss or fear, needs to be listened to.”15

There may be varying reasons residents interrupt the sur-

rogate, including trying to control the situation because

they are uncomfortable, or reorienting the patient to the

goals of the visit or “schema-driven progression.”8 Yet,

doing this decreases patient satisfaction. “Doctors who
behaved in a more dominant, controlling style of com-

munication produced less patient satisfaction.”6

In contrast, patients tend to be most satisfied when

physicians express empathy and do not dominate the

conversation.16,17 In addition, when the physician is

dominating the conversation, they are not participating

in mutuality, a cornerstone of patient-centered care.

This topic shift strategy may illustrate how residents are
taught to interact with patients, listening for informa-

tion, and recall with the goal of orienting the patient to
162 Journal of S
the physician’s goals. Instead, active empathic listening,

where the listener is open to the other’s viewpoint and

adapts their responses according to what the other

says18 would be a better patient-centered strategy.
Indeed, active listening has been linked to higher patient

satisfaction with care.19
Dehumanization

Due to an increasing emphasis on technical skills and

advanced biomedical treatments for disease, dehumani-

zation of patients has become an acknowledged prob-
lem in patient care, with a more psychosocial

orientation proposed as a remedy.13 Patients prefer a

more affiliative style of communication, marked by

friendliness, empathy, and psychosocial interest, rather

than a controlling style, characterized by professional

distance and authority.16 One of patients’ chief com-

plaints with physicians is that they do not feel listened

to, or that their physician does not care about them as a
person.19 Also termed “storage failure”, this is a category

that other discourse analysts have identified as a barrier

to patient-centered communication.8

Showing empathetic behavior is central to patient sat-

isfaction. When discussion during the medical visit

includes psychosocial topics, patients appear more satis-

fied than when their visit is restricted to biomedical

exchanges17. This finding was particularly striking in
regard to physician question-asking. The more questions

asked of patients regarding psychosocial topics and the

fewer questions asked in the biomedical realm, the more

satisfied patients appeared.17

The 3 problematic communication behaviors we iden-

tified overlap in many instances. For example, not

answering the patient or providing clear advice may be

interpreted as paternalistic in some contexts but not
others. Therefore, the purpose of differentiating these

behaviors is for analytic discussion rather than to delin-

eate discrete categories.

Importantly, overall negative communication behav-

iors were almost twice as prevalent in the lowest per-

formers, who averaged 30 negative communication

behaviors per interaction and the highest performers

who averaged 16 negative communication behaviors
per interaction. These findings suggest total negative

communication behaviors may be a good predictor of

how residents score on this OSCE. Dehumanization may

be one of the key features of poorer communication abil-

ity, leading to lower ratings. Similar to our previous

research on surgical residents disclosing a complication

during an OSCE20, we also found that being too vague

was a problem among some of the lowest performers,
which supports our previous findings on communica-

tion deficiencies when disclosing a complication.20
urgical Education � Volume 76/Number 1 � January/February 2019



LIMITATIONS/FUTURE DIRECTIONS

One of the limitations of our study is that the problem-

atic communication behaviors we observed in the resi-

dents are difficult to break down, so there may be
several examples of problematic behaviors within a sin-

gle resident’s interaction, as noted above. In addition,

more research is needed to test these negative communi-

cation behaviors in other OSCE settings to see if they are

consistent among different specialties and communica-

tion contexts.

However, not all communication behaviors were neg-

ative. There was 1 interaction that was noteworthy in
that some positive communication behaviors seemed to

mitigate a high number of negative behaviors. Thus, fur-

ther investigation of how these positive behaviors influ-

enced OSCE scores is needed. In addition, coaching on

topic transition and turn-taking in the medical interview

could be used to improve the asymmetrical power

dynamic and contribute to the goal of patient-centered

care.
CONCLUSION

Our findings are consistent with Roberts et al. (2003),

who identified similar problematic communication
behaviors in medical students’ OSCEs. Our results

uncover additional problematic patterns in the palliative

care context. For example, all of the problematic com-

munication behaviors took away from the patient-cen-

tered model of care: (1) being vague violates the

principle of informed choice and thus, patient auton-

omy, and (2) paternalism and argumentativeness is indic-

ative of superiority and dominance, which takes away
from the principle of mutuality. Finally, (3) dehumaniza-

tion, defies the context of patient-centered care, which

should include warmth and empathy.16

The 3 most common negative communication behav-

iors we identified in our study were: vagueness, paternal-

ism and dehumanization. Frequency of these behaviors

correlated negatively with the residents’ overall OSCE

scores. Dehumanization was a particularly negative
behavior in relation to OSCE scores. Many of these

instances overlapped within 1 conversational turn by

the resident, but show how the elements of language

interact to convey a communication setting that had a

negative tone.
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