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ARTICLE INFO ABSTRACT

Objective: To explore qualitative patient experience comments before and after a relationship-centered communication
skills training to understand patient experience, program impact, and opportunities for improvement.

Methods: Qualitative patient experience evaluation data was captured from January 2016 to December 2018 for 483
health care clinicians who participated in the skills training. A random sampling of available open-ended patient com-
ments (N = 33,223) were selected pre-training (n = 668) and post-training (n = 566). Comments were coded for va-
lence (negative/neutral/positive), generality versus specificity, and based on 12 communication behaviors reflective
of training objectives.

Results: No significant difference was found in the valence of comments, or generality versus specificity of comments
before and after the training. A significant decrease was present in perceived clinician concern. “Confidence in care
provider” was the communication skill most frequently identified in comments both pre- and post-training.
Conclusion: Perceptions of interactions largely remained the same following training. Key relationship-centered com-
munication skills require further attention in future training efforts. Measurements of patient satisfaction and engage-
ment may not adequately represent patient experience.

Innovation: This study identified areas for improvement in the training program and offers a model for utilizing patient
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experience qualitative data in understanding communication training impact.

1. Introduction

The quality of communication between clinician and patient plays a
critical role in both the actual and perceived care provided. Having the per-
ception of decisional control in one's care, open lines of communication
with the clinician, and answers to condition-related questions, produces
more positive psychological outcomes in patient populations as compared
to those that are not given similar care [1-3]. Other features of communica-
tion that predict patient experience with care include clinicians' explana-
tion of symptom causes, perceived clarity, perceived partnership and time
spent with patients [4-6]. Taken together, clinician behavior is linked to pa-
tient quality of life. As such, much of the success of our health care delivery
system depends on a clinician's approach to communicating diagnosis and
treatment in a way that involves a patient and reinforces their trust [7].

The relationship-centered care (RCC) framework reflects these efforts
by positioning the relationship between patient and clinician as central to
patient care [8]. According to the RCC framework this is accomplished
through four key principles. Principle 1 emphasizes personhood by
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encouraging consideration of and appreciation for the values, experiences,
and beliefs that the patient and clinician each bring to the clinical encoun-
ter. Principle 2 encourages emotional presence from clinicians. Rather than
removing emotions from the health care experience, emotional presence
promotes empathetic interactions that aid in patient expressions of emo-
tion, facilitate better navigation of patient health, and improve patient per-
ceptions of care [9-11]. Principle 3 acknowledges the reciprocal influence
between patient and clinician. According to this principle, patient-
clinician interactions impact the experiences of both parties involved. Fi-
nally, Principle 4 emphasizes the importance of approaching patient inter-
actions with authenticity rather than exchanging superficial information
based on an assigned task or role. According to the RCC framework, the
genuine effort to develop, foster, and maintain the relationship reflects a
moral foundation. Each of these principles are enacted through strong inter-
personal communication skills or relationship-centered communication
[12]. Notably, the philosophy of RCC extends beyond the clinician-
patient relationship to include clinician-clinician relationships, and the cli-
nician's relationship with the broader community [8].
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The RCC philosophy has been adopted by multiple institutions, includ-
ing the Academy of Communication in Healthcare (ACH) [12]. Informed by
the RCC philosophy, the ACH developed a specific relationship-centered
communication training program to educate health care professionals as
well as offer opportunities for health care systems to adapt and customize
the relationship-centered communication training to reflect the needs of
their own respective organizations [13]. The ACH evidence-based curricu-
lum focuses on helping clinicians to build immediate rapport (RCC Princi-
ple 1); use emotion and compassion to engage in authentic relationship-
centered encounters (RCC Principle 2 and 4); confirm mutual understand-
ing (RCC Principle 3); establish two-way information sharing (RCC Princi-
ple 3); and improve patient health, experience, and overall quality of care
(RCC Principle 4).

In partnership with the ACH, a northern California Academic Medical
Center adapted the relationship-centered communication training into a
program titled Advancing Communication Excellence at Stanford, or
ACES. The ACES training program is a facet of a larger organizational
model to foster a relationship-centered institutional culture known as the
ALPS model. The ALPS model (Ask, Learn, Partner, Study, synthesize, and
support) [14] features various forms of educational programming includ-
ing consultations, workshops, and coaching sessions for affiliated faculty.
The model reflects an effort to continually evaluate programming to ensure
clinician communication skill-building needs are met and enhanced, in-
formed by partnerships with interdisciplinary experts, clinicians, and pa-
tients. In line with this transformational vision, all ACES training efforts
are evaluated from multiple viewpoints to identify opportunities for im-
proving educational programming.

This study explored ACES, aimed at enhancing clinician relationship-
centered communication skills, through an analysis of survey-based patient
experience comments. Numerous studies have examined patient experi-
ence survey data to evaluate clinician performance, often resulting in a
‘top box’ phenomenon, where most patient reports skew positively, making
it more challenging to discern actual experience and behavior [15,16]. Few
studies however, have considered the qualitative comments provided by
patients in the evaluation of clinician performance and care management
[17,18]. Traditionally, qualitative comments afford the ability to capture
an authentic, descriptive perspective that self-reported quantitative scales
typically do not provide. Therefore, qualitative comments may provide
greater context for the care received. Based on the objectives of the ACES
training, and in line with the reflexivity of the ALPS model, we set out to an-
alyze patient experience qualitative survey data to understand the patient
care experience, training program impact, and identify opportunities for
improving future relationship-centered communication programming
based on patient insights. Collectively, we anticipated patient comments
post-training to be more positive, with greater specificity to the care re-
ceived, that highlight clinician communication skills representative of the
training objectives, which aim to promote RCC.

2. Methods
2.1. Training/intervention

The relationship-centered communication skills training, ACES, consists
of an 8-h in-person workshop that serves as a foundational skill-building
training for clinicians. Open to all health care system clinicians, ACES work-
shops are free of charge, are held multiple times per month to accommodate
clinician availability, and typically train 12 clinicians in a single
workshope. The course covers three primary content areas (macroskills)
that contain several microskills. Adapted from the relationship-centered
communication evidence-based curriculum [13] each of these macroskills
map onto the four principles of the RCC framework (see Fig. 1). The pri-
mary content areas include: 1. Setting the Stage/Setting the Agenda (RCC
Principle 1, 3, & 4); 2. Ideas and Expectations/Responding to Emotions
(RCC Principle 2, 3, & 4); 3. Ask-Respond-Tell (ART) Loops and Teach-
back (RCC Principle 3 & 4). Throughout the duration of the ACES training,
points of evaluation data were gathered from attendees. Patient experience
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evaluation surveys pre- and post-training were also reviewed, to determine
program effectiveness and areas for improvement [19]. Clinicians from this
study sample participated in a single ACES workshop and did not take part
in any other ALPS related programming.

2.2. Patient experience survey

The patient experience survey is routinely administered via regular mail
and e-survey. Among patients who receive care, 25 are surveyed by regular
mail per clinician per month. All other patients who receive care are sent an
e-survey. The e-survey is administered through an integrative digital tool
that allows patients to securely access elements of their health information.
Patients receive the e-survey the day after their visit or if sent by regular
mail, approximately one week after the visit. Patients under 18 years of
age are not surveyed.

Patient experience survey comments were collated pre- and post-
training between January 2016 and December 2018 to gain insights on
the effect that relationship-centered communication training had on patient
experience and perceived quality of care. Specifically, patient experience
evaluations for ACES participating clinicians were obtained from
6-months pre- and post their respective ACES training. Approximately
33,223 patient experience evaluations were completed during that period
for participating clinicians, with an average of 53.5 patient evaluations
per clinician and a median of 43 comments.

On the survey, patients are asked both general questions related to the
clinic visit and more specific questions about the attending clinician. For
the purposes of this study, patient responses to the prompt, “Describe
good or bad experience,” were isolated from patient experience surveys.
On the patient evaluation survey this prompt is presented to patients fol-
lowing a series of Likert scale questions pertaining to the attending clini-
cian, with the clinician's name appearing at the top of the survey. The
series of self-report Likert scale questions presented to patients prior to
the identified prompt refer to the experience the patient had with their
care (i.e., physician explained patient medical condition, physician con-
firmed patient understanding). From the 33,223 evaluations, we randomly
selected five pre- and five post-workshop comments for each clinician. Sam-
ple selection was due to the range in available patient experience surveys
per clinician. On average, clinicians had five patient experience surveys
available both pre- and post-workshop participation. Further, in an effort
to explore the utility of patient experience survey open-ended data, no in-
clusion or exclusion criteria was applied to the random selection of re-
sponses. Taken together, this approach resulted in a total of 668 pre-
workshop comments and 566 post-workshop comments. Comments aver-
aged approximately 24.25 words and ranged from 1 to 305 words.

2.3. Coding scheme

Selected comments were de-identified and entered into an excel spread-
sheet for coding purposes. Each row in the spreadsheet represented a single
patient comment and a column was created to enter a single code for va-
lence and the generality/specificity of the comment. In line with the goal
of the ACES workshop and broader ALPS model, we included two addi-
tional columns for capturing primary and secondary codes reflective of spe-
cific communication behaviors. Codes were created based on the survey
Likert-scale questions. Two coders (BF, RV) were trained to analyze patient
comments. Coders each received the coding spreadsheet of deidentified pa-
tient comments, equipped with the descriptions for coding valence, speci-
ficity or generality of comment, and list of communication behavior
categories.

For valence, coders were instructed to determine whether the comment
demonstrated a negative experience (e.g., “I just didn't get a good sense of em-
pathy or even any emotion from her.”), neutral experience/miscellaneous in-
formation (e.g., “The care provider has since responded to personal e-mail with
direction and comments.”), or positive experience (e.g., “Very excellent pro-
vider. Would not change it for anything. Yes I would refer to others.”), coded
as —1, 0, and 1 respectively.
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Fig. 1. Communication Behaviors, ACES Macro Skills, and RCC Mapping.

Adapted from the work of Iversen et al. (2014), we also coded for the
specificity or generality of patient comments. Coders rated whether the
comment identified a specific aspect of care (e.g., “Did not know how surgery
was unsuccessful. Blamed it on referring doctor. Very unprofessional in determin-
ing why I was still having pain 1 year after surgery.”), or was more general in
nature (e.g., “Good experience”), coded as 1 and 2 respectively [20].

Finally, comments were coded based on 12 communication behavior
categories adapted from the aforementioned self-report Likert scale ques-
tions. The 12 communication behavior categories are indicative of
relationship-centered communication and ACES skill-building content
(see Fig. 1). Each behavior was assigned a numerical identifier for coding
purposes: 1) Friendliness/courtesy of care provider, 2) Explanations pro-
vider gave about problems, 3) Concern provider showed for questions/
worries, 4) Provider efforts to include patient in decision making, 5) Pro-
vider treated patient with respect/dignity, 6) Information about medica-
tion, 7) Instructions about follow up care, 8) Opportunity to explain
reason for visit to provider, 9) Explanation of what to do if problems symp-
toms continued, 10) Provider used words that were easy to understand, 11)
Amount of time spent with provider, and 12) Confidence in care provider.
The behavior category, “Confidence in care provider”, encompasses a range
of behaviors that convey to the patient that the clinician is capable in man-
aging patient care [21]. Because a single comment could include multiple
behaviors, coders were instructed to independently assign each comment
a primary category (or behavior) and then, if applicable, code for any

secondary behaviors also present in the patient comment. The primary
code reflects the communication behavior most represented by the com-
ment. For example, a comment that described clinician attentiveness to pa-
tient's feelings would be coded as ‘3’ reflecting the behavior category
“Concern provider showed for questions/worries”. Secondary behaviors
could include additional behaviors such as tone of voice, efforts to gather
all patient concerns, and the ability to share bad news [22,23]. The pres-
ence of a behavior did not specifically refer to a positive demonstration of
that behavior. For example, a comment could refer to the lack of confidence
in a clinician and be categorized under the behavior ‘Confidence in care
provider’. A miscellaneous category was added to capture comments that
did not directly refer to any of the communication categories. Codification
of comments confirmed the communication behavior present and afforded
the ability to establish contextual details about the patient experience to aid
in program evaluation and identifying opportunities for improvement.

2.4. Coding procedures

After reviewing the spreadsheet and coding criteria, coders indepen-
dently coded the first 20 pre- and post-workshop patient satisfaction survey
comments, totaling 40 comments. Following the initial round of coding,
coders met with the first author (MH) to discuss codes, confirm reliabilities,
and resolve any discrepancies. The same process was followed for two more
rounds of coding 20 comments for a total of 120 comments coded, or
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approximately 20% of the codes. Following the third round of coding,
coders received instruction to complete coding for remaining comments.
Coder reliability for valence and the generality or specificity of the com-
ment was assessed using intraclass correlation coefficient [24]. To establish
a mean score of valence and generality versus specificity, coders met to dis-
cuss disagreement and all discrepancies were resolved to achieve 100% re-
liability. Discrepancies across behavior coding were also discussed, during
each round of coding, to ensure 100% reliability in assigned communica-
tion behavior categories.

2.5. Data analysis

Five analytical approaches were used to explore the impact of the ACES
training program on clinician communication per patient experience sur-
vey responses. A paired samples t-test was used to explore pre-post differ-
ences in response valence. A McNemar test, and the less conservative
Cochran's Q, were used to determine differences in pre-post patient re-
sponses coded for generality versus specificity. A chi-square test examined
differences in reported communication behaviors between pre- and post-
training, and descriptive reports of behavior frequency conveyed the pres-
ence or absence of behaviors identified by patients. All data was analyzed
using SPSS v28.

3. Results

Participating clinicians (N = 483) identified as female (62.9%), and
White (31.5%), with 11-20 years of clinical experience (34%) working
more than 80% of clinical time, at a Clinical Assistant Professor rank
(23.6%) in medicine (26.3%). Most clinicians had no prior communication
course experience (76.8%).

Patients included in the survey comment data (n = 1254) predomi-
nantly identified as female (59.9%), Caucasian (46.9%), followed by
Asian (34.9%), Hispanic/Latino (4.3%), Two or more [non-Underrepre-
sented Minorities] (1.1%), Black/African American (0.9%), Native Hawai-
ian/Pacific Islander (0.7%), American Indian/Alaska Native (0.2%), and
10.9% declined to state. The average age of patients was 58.9 (SD =
17.45), ranging from 18 to 87 years of age. Patient visits occurred within
a range of medical divisions including but not limited to neurology, derma-
tology, anesthesia, and sports medicine.

3.1. Valence

Coding analysis for both pre-workshop valence (ICC = 0.79) and post-
workshop valence (ICC = 0.74) demonstrated acceptable reliability,
supporting coding scheme validity. After clinicians underwent the ACES
training program there were no significant differences in comment valence
(t(1.15) = 533, p = .13) between pre-workshop and post-workshop com-
ments. Consistent with previous self-report evaluation research, the major-
ity of comments both pre- (n = 581, 85%) and post-training (n = 464,
82%) skewed positively. Although not significant, the proportion of nega-
tive comments declined from 10.2% pre to 8.8% post, and there was an in-
crease in neutral/miscellaneous comments from pre (2.8%) to post (9.2%).
Taken together, assumptions that post-training responses would be more
positively valanced was not supported.

3.2. Generdlity versus specificity

Pre-workshop comment type (general vs specific; ICC = 0.92) and post-
workshop comment type (ICC = 0.84) demonstrated high reliability
among coders. In terms of the general versus specific nature of a patient
comment, an exact McNemar's test determined that there was no statistical
difference in the proportion of general versus specific responses pre- and
post-workshop, p = .12. McNemar's test was followed by a less conserva-
tive analysis to determine difference in proportion, Cochran's Q, which
also found no statistical difference between pre-post general versus specific
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comments X*(2) = 2.85,p = .091. Thus, our prediction that more specific
comments would be evident post-training, was not supported.

3.3. Communication behavior

We then analyzed patient experience comments for the 12 communica-
tion behaviors to determine change in comments pre- and post-training.
Chi-square tests found no significant difference in eleven of the 12 commu-
nication behaviors (see Table 1). The significant change found was a de-
crease in the ‘Concern provider showed for questions/worries’ between
pre- and post-training comments, X (1, N = 1234) = 5.08,p = .024.

In addition to determining significant change over time, we also report
the frequency of patient experience communication behaviors coded across
comments (Table 1), as a proxy for the primary relationship-centered com-
munication skills content from the ACES workshop (Fig. 1). Although not
significant, we report the frequencies to provide descriptive detail to our
understanding of the presence (or absence) of the 12 communication be-
haviors according to patient accounts of their clinic visit experience.

After clinicians underwent the ACES training program the frequency of
applicable communication behaviors largely, but not significantly, de-
creased according to patient comments. Three communication behaviors
demonstrated an increase or consistent frequency pre- to post-training:
“Provider efforts to include patient in decision making”, “Provider treated
patient with respect/dignity”, and “Information about medication”. Exam-
ples of these comments include, “He listened to my problem, examined me, and
described various options. I made a choice and he ordered a prescription at my
pharmacy” and “She truly cares about her patients! She makes me feel like an in-
dividual not just a number”. “Confidence in care provider” was the primary
skill most often mentioned in pre- and post-workshop comments (37.3%
and 41.7% respectively). Notably, 2 of the 12 communication behavior
categories did not appear in any comments following the ACES training
program: “Opportunity to explain reason for visit to provider” and
“Explanation of what to do if problem symptoms continued”.

Comments that informed “Confidence in care provider” had little to do
with long-term foci of care, such as the medicine a patient would be receiv-
ing or information on follow-up treatments, skills that were much less evi-
dent in comments. Consistent with previous research, comments focused
more on the way care was handled in the moment; the friendliness, respect,
and thoroughness that a clinician demonstrated in their communication
with the patient [25]. Another notable finding is the extent to which pa-
tients noted the perceived time spent with the clinician. Patient perceptions
of receiving ample time to communicate with the clinician can contribute
to improvements in patient satisfaction and fewer unmet concerns
[26,27]. Together, these findings align with the principles of the RCC
framework.

As mentioned, additional secondary codes were assigned to comments
that encompassed multiple communication behaviors. With the majority
of pre- and post-comments reflecting the communication behavior “Confi-
dence in care provider”, we examined the secondary codes most often
found in conjunction with the “confidence” primary code, or a skill pairing.
The skill pairing aimed to determine what attributes are most associated
with “Confidence in care provider”.

Prior to the ACES training four secondary communication behaviors
were most frequently paired with “Confidence in care provider”: “Friendli-
ness/courtesy of care provider”; “Provider treated patient with respect/dig-
nity”; “Explanations provider gave about problems”; and “Amount of time
spent with provider” (see Fig. 2). Examples of patient responses that reflect
this skill pairing include, “Dr. actually TALKED to me for an hour...he also
caught something on my ct scan and called me himself to tell me about it” and
“Seemed ‘prissy’ and judgmental”.

Following ACES training, three secondary codes were most frequently
paired with “Confidence in care provider”: “Provider treated patient with
respect/dignity”; “Concern provider showed for questions/worries”; and
“Amount of time spent with provider”. Related examples for these skill
pairing comments include, “Dr. was professional, compassionate & concerned.
He answered ALL my questions” and “Dr. is such an awesome doctor and also a
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Table 1

Communication Behavior Categories Frequency.
Category Pre-Intervention Post-Intervention Sig.

n % n % p<.05

1 Friendliness/courtesy of care provider 198 29.6% 157 27.7% 0.462
2 Explanations provider gave about problems 59 8.8% 42 7.4% 0.367
3 Concern provider showed for questions/worries 56 8.4% 29 5.1% 0.024
4 Provider efforts to include patient in decision making 7 1.0% 8 1.4% 0.559
5 Provider treated patient with respect/dignity 16 2.4% 16 2.8% 0.635
6 Information about medication 2 0.3% 4 0.7% 0.305
7 Instructions about follow up care 16 2.4% 11 1.9% 0.589
8 Opportunity to explain reason for visit to provider 1 0.1% 0 0.0% 0.357
9 Explanation of what to do if problems symptoms continued 0 0.0% 0 0.0% 0
10 Provider used words that were easy to understand 10 1.5% 8 1.4% 0.903
11 Amount of time spent with provider 48 7.2% 40 7.1% 0.936
12 Confidence in care provider 249 37.3% 236 41.7% 0.113
13 Miscellaneous 6 0.9% 15 2.7% 0.029

very compassionate person. I am touched by her patient relationship skills”.
Across all behaviors, “Friendliness/courtesy of care provider” and “Pro-
vider treated patient with respect/dignity” appeared most frequently as a
secondary code.

4. Discussion and conclusion
4.1. Discussion

This study explored the impact of ACES and potential opportunities to
improve the training program based on patient care experience comments
gathered pre- and post-ACES. We anticipated comments post-training to
be more positive when compared to pre-ACES responses however, there
was no significant change between pre- and post-comment valence. The
non-significant finding that positively valanced comments decreased from
pre- to post-training is surprising given the goal of the ACES training
program: to optimize the patient experience by enhancing clinician

relationship-centered communication skills. While the frequency of nega-
tive comments slightly decreased from pre- to post-training (2.6%), a

Concern provider showed for questions/worries*
Friendliness/courtesy of care provider*

Provider treated patient with respect/dignity*
Explanations provider gave about problems

Amount of time spent with provider

Instructions about follow up care*

Provider efforts to include patient in decision making*

Provider used words that were easy to understand

Information about medication

Explanation of what to do if problems symptoms
continued

Opportunity to explain reason for visit to provider

more notable change, albeit not significant, was the increase in neutral/
miscellaneous comments (4.7%). We speculate that the reason for this
change may be due to patient expectations being met, resulting in no posi-
tive or negative stance regarding the care provided. Another possibility is
that clinicians and patients are collaborating more when discussing patient
health care management post-ACES training. As such, the patient might
perceive the evaluation as both a reflection of themself as well as of the cli-
nician and approach responses to the care experience prompt more neu-
trally. It is also important to acknowledge that clinicians participating in
ACES are largely those already invested in improving their relationship-
centered communication skills, which likely explains the high frequency
of positive comments found in our data sample.

We also anticipated post-ACES comments to demonstrate greater speci-
ficity regarding the care received when compared to pre-ACES responses.
Again, we found no significant difference in the proportion of general ver-
sus specific pre- and post-comments. We note that the nature of patient ex-
perience survey responses identified as specific are often reflective of two
extremes, highly favorable or unfavorable. Not all specific comments are
negative (63% positive and 52.8% positive respectively) however, the

3.7%
B 19%

53.7%
I 26.9%

22.2%
BN 11.1%

7.4%
M 37%

7.4%
M 3.7%

0.0%
0.0%

3.7%
B 19%

1.9%
I 09%

0.0%
0.0%

0.0%
0.0%

0.0%
0.0%

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0%

Pre-ACES ® Post-ACES

Fig. 2. Pre- and Post-ACES Secondary Skill Pairing with “Confidence in care provider”.
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majority of negative comments are specific (pre = 93.8%, post = 100%).
The slight but not significant increase in more general comments regarding
the care experience could be attributed to patient visit expectations being
met whereas, the decrease in specific comments may represent a possible
improvement in patient perceptions of care.

Taken together, findings related to valence and the generality or speci-
ficity of comments suggest that more research is needed to determine the
extent to which ACES significantly enhances patient care. Adaptations to
the ACES training program, such as adding a booster session, could facili-
tate more significant improvements in both actual and patient-perceived
care experience over time. In addition, the evaluation prompt used to
gather feedback and determine patient satisfaction and engagement may
not be sufficient in effectively eliciting candid responses. Prompts that ask
patients to describe how the clinician communicated information—particu-
larly in relation to RCC principles, or why they will or will not continue to
engage with a particular clinician may be more fruitful for capturing spe-
cific details of the care experience that are meaningful to the patient and
for confirming the presence of relationship-centered communication be-
haviors.

Based on the coding results of the 12 communication behaviors, it was
evident that numerous aspects of communication are important to building
the clinician-patient relationship. Only one communication behavior, “Con-
cern provider showed for questions/worries” was significantly different
pre- and post-training. Specifically, patient comments post-training had
fewer mentions of clinician concern for patient questions and worries, yet
it was among the most frequently paired skills with “Confidence in care pro-
vider”. A possible reason for the decrease could be attributed to more clini-
cians, post-training, engaging in behaviors such as agenda setting, where
they purposefully gather patient needs and goals at the start of the visit.
By acknowledging and setting expectations about that information upfront,
patients may feel that there are less concerns displayed by the clinician
but rather more actionable steps to address items on the visit agenda,
which may also result in a reduction in patient perceptions of unmet
concerns [26].

We also reported the frequencies of behaviors that were not significant,
to add descriptive detail to our understanding of the presence (or absence)
of the 12 communication behaviors identified by patients. The most fre-
quently coded communication behavior, “Confidence in care provider”,
was gauged by overt enthusiasm for the medical skill of a mentioned clini-
cian, a stated desire to continue care under the clinicians' supervision, and
intentions to adhere to a prescribed treatment plan. The most frequent sec-
ondary behaviors identified in both pre- and post-ACES comments
(“Friendliness/courtesy of care provider” and “Provider treated patient
with respect/dignity”) suggest that these features of communication are
the most central to the quality of the connection made between patient
and clinician. These communication behaviors also align with each of the
three macroskills of the ACES programming. From this, it appears that the
current ACES training program reinforces relationship-centered communi-
cation skills that are already largely present among clinician behaviors. Fu-
ture ACES content, and content for similar communication-based trainings,
should continue to emphasize that clinicians demonstrate respect and over-
all friendliness in order to enhance the patient's care experience.

Findings also point to opportunities for improving ACES. Patient com-
ments help to highlight which relationship-centered communication be-
haviors could benefit from additional focus, offer evidence for the
importance of adopting these behaviors, and provide examples of behaviors
that were perceived as inhibiting the clinician-patient relationship. Al-
though some skills may be applicable to more unique patient circumstances
(i.e., “Explanation of what to do if problem symptoms continued), it is still
important to ensure that clinicians are equipped to effectively navigate
these interactions with a patient. Given the decrease in frequency or ab-
sence of communication behaviors, evidence suggests that ACES program-
ming may benefit from supplementing initial training with booster sessions
and/or online content to continue skill-building. None of the clinicians in
the study sample engaged in additional ALPS educational modalities such
as consultations and coaching. Coupling modalities with the workshop
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could promote more positive change. These specific communication behav-
ior findings can also be incorporated into the transformative process
reflected in the ALPS model, to generate change and opportunities that fos-
ter an organizational relationship-centered culture. Additional research is
necessary to determine how well skills are enacted in practice.

The relationship-centered communication skills that appeared most
prominently in patient comments (i.e., confidence in provider, friendliness
of provider, explanations provider gave) are qualities that are not exclusive
to certain specialties, individuals, or healthcare organizations. Consistent
with the RCC philosophy, relationship building skills are beneficial for
interprofessional relationships, clinician-community relationships, and a
clinician's relationship with self-awareness [8]. Further, relationship-
centered communication skill building programs are not exclusive to indi-
viduals with a medical doctorate. Thus, training programs like ACES can
be impactful and broadly applicable to comprehensive healthcare teams.
Programmatic research to examine the effectiveness of a similarly trained
cohort of other hospital staff constituents may be an important next step
in fostering a relationship-centered culture.

Some limitations exist when analyzing qualitative patient comments.
Our findings are limited by the small, and specific, clinician sample. With
only 483 clinicians rated, all of whom are affiliated with the same health
care institution, the applicability of our findings to larger, or more diverse,
clinician populations may be limited. Furthermore, due to the timing of
when training was received and evaluations completed, we are unable to
look directly across ACES training on a patient-specific level. In addition,
it is likely that patients who took the time to complete evaluation forms
are polarized and either wish to express their extreme satisfaction or dissat-
isfaction with the care received. To this point, the prompt for the data set
encourages patients to identify good and bad care, which may result in
other care experiences not being adequately captured. Our approach to an-
alyzing the qualitative data presents more of a deductive approach. Al-
though the data is rich, a less efficient and more inductive approach, such
as semi-structured interviews, could make for richer data. The usage of mul-
timodal data-collection formats, alongside patient satisfaction surveys, may
elicit data that more precisely informs points of need.

4.2. Innovation

Collectively, findings support the utility of patient perspectives in re-
search and advance opportunities for future programming. For clinicians,
this work points to specific communication behaviors that patients fre-
quently perceive as highly valuable and supports the importance and
need for adopting and enhancing relationship-centered communication
skills. Communication is bi-directional. Therefore, exploring how the
ACES training program increases patient involvement is an important direc-
tion for future research.

For the medical education and academic community, developing and
implementing communication skills training programs, this study outlines
a process of using qualitative patient experience data to better understand
training impact and opportunities for improvement. The methodological
approach of this research enables identification of more descriptive patient
preferences regarding clinician communication when compared to self-
report questionnaires. Further, analysis of open-ended patient evaluation
responses may be a more efficient way of gathering descriptive data when
compared to conducting interviews and/or focus groups. Perhaps most im-
portantly, this research facilitates consideration and incorporation of pa-
tient feedback towards adaptations of training efforts to ensure more
immediate and positive change to practice. Relatedly, evaluation tools
may benefit from more meaningful patient open-ended prompts, specific
to RCC principles, to better understand the care experience and to ulti-
mately learn from patients to improve quality of care.

Finally, at an organizational level, study findings present an opportunity
to identify other outlets for promoting RCC within a system. For example, a
colleague-to-colleague relationship-centered communication workshop
may further aid in facilitating an organizational culture shift. Curriculum
that focuses on one specific skill, such as listening, may also be fruitful for
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organizations in order to enhance individual awareness, self-management,
social awareness, and broader relationship building. Moreover,
relationship-centered communication programming geared towards orga-
nizational leaders and upper management may enhance mentorship and
system-level processes that can ultimately enable policy-level change.

4.3. Conclusion

Training programs for clinicians that are focused on building
relationship-centered communication skills, like the ACES program, appear
to reinforce positive qualities in the clinician cohort that are likely to con-
tribute to numerous benefits in healthcare delivery. Our findings suggest
minimal change in patient experience following the ACES training and
link patient-perceived confidence in their clinician to the overall strength
of the clinician-patient relationship. Confidence in care is built upon the
quality of communication delivered by clinicians and often includes a com-
bination of communication behavior strategies. Findings also draw atten-
tion to the tools used for evaluating clinician performance and care
management and demonstrate the potential utility of patient qualitative
feedback on medical education curriculum.
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