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This study was undertaken to investigate the feasibility and 
educational value of using patient perception as a form of 
feedback and evaluation of residents’ patient teaching skills. 
The instrument for assessing patient perception was based on 
program objectives and was administered to 588 patients over 
a ten-month period. Individual results were distributed to the 
respective residents quarterly to enable them to identify 
strengths and weaknesses of their teaching skills as perceived 
by their patients. Discussion with a behavioral science faculty 
member followed. Residents as a whole believed the technique 
to be of educational benefit and found it helpful to compare 
their own perceptions of their degree of teaching to that of 
their patients. Patients reacted favorably to the procedure. The 
technique provided information to faculty by which they could 
both assist residents in enhancing their patient teaching skills 
and provide positive reinforcement for those skills in which 
residents already excelled.

A consultation between physician and patient is 
thought of as an opportunity to exchange informa­
tion. It is expected that the patient will describe 
his/her symptoms to the best of his ability and that 
the physician will in turn provide the patient with 
information regarding the patient’s condition and 
treatment. Until recently, the skill with which the 
physician delivered this information occurred by 
chance or through trial and error learning. Only 
recently has emphasis been placed on teaching 
these skills to students and residents.1

Although maximizing effective use of patient 
education is of increasing interest to all specialties, 
teaching patient education skills to physicians has
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been of special interest in family practice, given 
the specialty’s inherent philosophy of com­
prehensive, person oriented medical care. Forma­
tion of groups such as the National Task Force on 
Training Family Physicians in Patient Education,2 
as well as the independent development of patient 
education curricula in various family practice resi­
dency programs, shows evidence of a commitment 
to the concept.

To date, no guidelines have been established for 
implementing patient education skills into family 
practice residency curricula; therefore, several 
individual resident training programs have estab­
lished their own performance objectives and 
methods of evaluation based on their own needs.3 
Although desired levels of patient teaching skill 
have been established by various residencies, 
assessment of residents’ competence in actual use 
of these skills is often more difficult.
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The Family Practice Residency Training Pro­
gram, Southern Illinois University (SIU) School of 
Medicine, Carbondale, included a program for 
patient education in the curriculum in 1975. A 
need was recognized not only for evaluation of 
residents’ skills in patient teaching, but also for 
providing feedback to residents regarding their 
level of patient teaching skills. A project was 
undertaken to design a mechanism based on the 
program goals and objectives which would assist 
residents to identify their own strengths and 
weaknesses in patient teaching, as well as to assist 
faculty in measuring the extent to which perform­
ance objectives had been reached.

Methods
Patient education was defined in the Carbon- 

dale program as a communicative activity integral 
to medical practice and dependent on basic skills 
of behavioral science. Basic behavioral science 
skills were defined as those skills which utilize the 
physician/patient relationship as a therapeutic 
tool, namely communication and interpersonal 
skills. Patient education skill training was there­
fore integrated into the behavioral science cur­
riculum. A basic goal of the patient education por­
tion of the behavioral science curriculum was to 
promote the concept of the physician as a teacher 
and advisor who gives information, support, and 
encouragement. Emphasis was placed on the 
physician-patient interaction. Content of the inter­
action in the form of cognitive information, al­
though an important part of patient education, was 
felt to be valuable only in the context of the proc­
ess of the interaction itself.

Performance objectives, therefore, related not 
only to the residents’ ability to deliver information 
to the patient, but to deliver information according 
to individual patient need. To establish patient 
need, the resident was to assess patient variables 
such as patient learning readiness, intellectual 
level, cultural level, and level of anxiety, or fears 
and concerns. Each encounter with the patient 
was viewed as an opportunity to conduct some 
form of patient teaching. Core content of informa­
tion to be taught patients during routine office vis­
its consisted of: explanation of condition for which 
patient sought medical advice; explanation of 
treatment prescribed; information regarding pre­
vention of occurrence or recurrence of disease, if

warranted; and consequences of following or not 
following treatment.

Core components of the process during the 
patient teaching interaction were identified as: 
assessment of patient’s need; listening to the 
patient’s concerns; expressing understanding of 
the patient’s concerns; identifying factors which 
might interfere with the patient’s following the 
therapeutic regimen; and taking the patient’s con­
cerns into consideration when prescribing the 
therapeutic regimen.

A resident’s patient teaching skills thus in­
volved integrating the content and process of the 
physician-patient interaction.

Based on this premise, basic goals for resident 
performance of patient teaching were defined as 
the resident’s ability to:

1. Include patient teaching during routine 
physician-patient encounter

2. Identify patient cues indicating need for and 
receptivity to information

3. Relay information to the patient within the 
patient’s own framework of educational need

4. Identify factors which might interfere with 
desired behavior

5. Offer alternatives as needed and indicate 
specific consequence of alternatives

6. Integrate core components of content and 
process in the interaction.

Although technical aspects of the resident’s 
patient teaching skills may be evaluated by outside 
observers, the patient can best evaluate whether 
their information needs were met, whether the 
resident listened to and understood their concerns, 
and whether the resident took those concerns into 
consideration when prescribing treatment. Per­
ceptions of faculty observer and patient may vary 
greatly when assessing the actual quality of the 
interaction. For this reason patient perception was 
chosen as a method for evaluation of residents’ 
performance in patient teaching.

A 12-item questionnaire was designed to meas­
ure patient perception of the interaction with the 
physician in regard to patient teaching as opera­
tionally defined by this program.* Items on the 
questionnaire were based on the program goals. 
Questions were of forced response design on a

^Questionnaire available on request by writing to Dr. 
Donna Falvo, Department of Family Practice, SIU School of 
Medicine, 404 West Main, Carbondale, IL 62901.
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four-point scale with response choices varying 
from strongly agree to strongly disagree.

The field test phase of the project involved 
patients of four first year residents. Residents 
were told that a project was being conducted to 
investigate methods for providing them feedback 
regarding patient perceptions of their patient 
teaching skills. They were told that a second pur­
pose of the project was to test a mechanism for 
evaluating the extent to which program goals had 
been reached. Residents were shown the ques­
tionnaire and told that results from patient re­
sponses would be tabulated for them individually. 
It was explained that summary sheets would be 
given to each of them at the end of three months, 
thus providing them with information concerning 
how patients viewed their teaching skills. No resi­
dent objected to the project, although some ex­
pressed some apprehension of results.

During the field test phase the questionnaire 
was initially to be distributed by the receptionist 
after the patient-physician interaction. A cover let­
ter was attached explaining the purpose of the 
questionnaire and containing instructions regard­
ing completion of the questionnaire. After several 
weeks, this method was aborted: it was found that 
the receptionist was hesitant to hand out the ques­
tionnaire and patients were reluctant to fill it out. 
It was difficult to discern whether reluctance of 
the patient to cooperate was due to the attitude of 
the receptionist when handing out the question­
naire or whether patients felt uncomfortable with 
rating their physician’s performance.

A second method of questionnaire distribution 
was attempted. The second method involved 
utilizing a “ patient interviewer” who, although 
possessing good interpersonal skills, possessed no 
medical knowledge, and who was thus unable to 
offer medical information which might alter 
patient perception of his/her interaction with the 
resident. A graduate student was used in this role. 
Responsibilities of the interviewer were to: ad­
minister the questionnaire; check for clarity of the 
questionnaire with the patient; assess patient’s 
feelings about filling out the questionnaire; or if 
the patient refused to participate, to assess rea­
sons why the patient had refused.

Patient participation dramatically increased 
with use of the student acting as “ interviewer” as 
opposed to patient participation when the ques­
tionnaire was distributed by the receptionist with
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cover letter. One hundred fifty-eight patients par­
ticipated in the field test phase of the project. Few 
patients refused to participate, and those who did 
most frequently indicated limited time as the fac­
tor for refusal. At the end of the field test phase, 
patient responses to questionnaire items were 
tabulated for each resident. Patient response var­
ied from very low to very high perceptions of 
teaching. Each resident was given sheets contain­
ing summation of response scores for their indi­
vidual patients. Residents as a whole reacted fa­
vorably to knowing how their patients perceived 
them. Although stating that initially they were 
nervous knowing their patients would be ques­
tioned, they stated they soon forgot the procedure 
was taking place and returned to their natural ap­
proach to patient care.

The questionnaire was revised based on infor­
mation gathered during the field test phase. The 
revised questionnaire was formally implemented 
as part of the feedback and evaluation system on 
July 1st with entry of three new first year residents 
into the residency training program. Goals of the 
project for the remainder of the year were to 
assess: (1) educational value of patient perception 
of residents as a form of feedback; and (2) value of 
patient perception in measuring extent to which 
program goals have been reached. First year resi­
dents were told of the project during orientation 
and no one objected or expressed undue concern 
at having their patients interviewed.

The graduate student once again acted as 
patient interviewer. Data were collected from 
patients by questionnaire for the next year. Ques­
tionnaires were administered to patients of 3 first 
year and 4 second year residents. There were no 
third year residents in the program at this time. 
Patients of each resident were selected randomly; 
however, an attempt was made to keep patient 
numbers relatively equal for each resident. 
Patients were told the questionnaire concerned 
their feelings about their interaction with their 
physician. They were asked only to use their 
experience with their physician to select their an­
swers to questions. Patients were encouraged to 
be as honest as possible in answering each ques­
tion and were told that their responses would re­
main anonymous.

Data were compiled and tabulated quarterly. 
Summation of patient response for each question­
naire item was tabulated in terms of percentage of
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the total number of patients filling out the ques­
tionnaire for each resident. Each resident received 
sheets containing summations of his patients' re­
sponses for the three-month period. A behavioral 
science faculty member was available to discuss 
strengths and weaknesses with each resident. 
Group discussion then followed concerning 
methods of patient teaching.

Results
The questionnaire was randomly administered 

to a total of 588 patients over a ten-month period. 
As a whole, residents stated they felt the project 
had been helpful in identifying patient percep­
tions of their strengths and weaknesses in patient 
teaching and found it interesting to compare their 
own perceptions of their degree of teaching with 
those of their patients. Residents expressed inter­
est in continuing to receive this form of feedback 
although several felt a combination of faculty ob­
servation and patient perception might be more 
helpful.

Patients as a whole did not appear to be 
threatened or offended by the questionnaire and 
most of the time seemed flattered that their opin­
ion was being sought. The extent to which patients 
inflated their response to items on the question­
naire could not be determined by this study, but 
patient response did vary in degree with individual 
questionnaire items and with individual residents. 
Patients did not appear to lose respect or confi­
dence in their physician as a result of the ques­
tionnaire, but rather appeared to appreciate the 
opportunity to give their input. The procedure ap­
peared to have a positive rather than negative in­
fluence on their feelings about the Family Practice 
Center itself.

Results from the questionnaire were also used 
to determine the extent to which program goals 
had been reached. Since individual questionnaire 
items were based on program goals, composite 
scores for each item provided feedback regarding 
the extent to which patients perceived residents as 
performing the desired behaviors.

Comment
In addition to feedback about patient percep­

tions of their behavior and reinforcement of behav­
ior, this technique seemed to serve another edu­
cational purpose for the residents. Using patient

perception as part of the feedback and evaluation 
system increased residents’ awareness of the im­
portance of considering patient feelings and per­
ceptions when delivering health care. In addition, 
patients appeared to gain a sense of participation 
in their own health care which was a positive step 
in building rapport.

Patient perception, although providing a real 
world framework on which to evaluate resident 
performance, would be more beneficial with the 
addition of faculty observation of resident behav­
ior as well. Although not feasible at the time in this 
program, without the component of observation it 
is difficult for faculty to assist residents in identify­
ing and correcting behavior which patients per­
ceive as less than adequate patient teaching. 
Through the process of observation faculty may be 
able to delineate more clearly the process involved 
in patient teaching.

Since questionnaire items were based on pro­
gram goals, this technique, in addition to random 
faculty observation, can provide faculty with in­
formation regarding the extent to which program 
goals are being met in everyday practice.

Patient perception was found to be an important 
source of information for both residents and fac­
ulty. As a result of the project, and demonstrated 
acceptance of the procedure by residents and 
patients, the receptionist now distributes the 
questionnaire to patients on a regular basis with­
out assistance from a graduate student. The pro­
cedure has been incorporated as a part of routine 
evaluation for residents in this program. A signifi­
cant contribution for both residents and faculty 
was perhaps a heightened awareness of the impor­
tance of evaluating perceptions and goals within 
the context of actual patient practice, rather than 
in a simulated or ideal environment.
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