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Abstract

Introduction: A signiJcant number of patient encounters are perceived to be diPcult. Residents receive little
training in managing diPcult clinical encounters, and lectures or traditional simulated patient encounters may
not provide the opportunity to practice learned skills. Deliberate practice has been shown to be effective in
training clinical skills. We used simulation with deliberate practice and feedback to train residents in diPcult
patient encounters.

Methods: Twelve second-year residents in the University of Missouri Family and Community Medicine
residency program participated in simulated patient encounters with diPcult patients. The patients
represented challenging personalities identiJed in a resident focus group. Resident performance was scored
by the standardized patient, resident observers, and faculty instructor. Following debrieJng with feedback, the
residents repeated the clinical encounter incorporating the feedback. The sessions were scored again by the
same individuals.

Results: All scores improved from the Jrst to second clinical encounter, except those that were at 100% for
both encounters. The most improvement seen was in standardized patient scores. The smallest improvement
was in provider self-scores.

Conclusion: Resident performance improved according to all observers and their own self-assessments. These
results are consistent with other studies that have demonstrated the effectiveness of deliberate practice in
improving skills in other areas of medical education. Simulation-based learning with deliberate practice has the
potential to improve resident management of diPcult patient encounters.

Introduction
Up to 15% of primary care encounters are perceived by providers to be diPcult.  Characteristics of these encounters
include mental health issues, chronic pain, discordant expectations, and high utilization, among others.  Providers,
including residents, report frustration and feeling unprepared to adequately help these patients.  Residents receive
little training in managing diPcult clinical encounters,  and didactic or traditional simulated patient encounters with
feedback may not afford the opportunity to practice skills taught.  Practice implementing constructive feedback is
particularly salient for these draining and common clinical encounters. Deliberate practice is an educational
technique allowing learners to practice using focused corrective feedback to achieve proJciency.  Deliberate
practice has not been well studied outside limited specialty and procedure realms, and its effectiveness with
challenging patient encounters has not been documented.  We used deliberate practice to train residents in diPcult
patient encounters. We hypothesized that learners would improve communication effectiveness and be more
conJdent in these encounters following the training.

1

2

3-5

6

7-9

10-11

12

10.22454/PRiMER.2020.924066 1 of 8



Methods
Twelve second-year residents in the University of Missouri Family and Community Medicine residency program
participated in training as part of a 2-week behavioral science immersion unit. Residents had expressed individually
to faculty members their discomfort in managing diPcult clinic patient encounters. They felt ill-prepared to manage
patients who were demanding, angry, or abusive.

In order to better identify a potential training opportunity, the authors conducted a 15-minute focus group with 20
residents at all levels of training during a didactic session. They were asked what characteristics of patients they
perceived to be challenging, what aspects of the encounter made the visit challenging, what skills they would like to
have to better handle these encounters, and how to bring the visit to a mutually acceptable conclusion. The results
of the focus group are shown in Table 1. The consensus of the group was that the most challenging patients were
those perceived as seeking drugs, patients perceived to be nonadherent with recommended medical treatment,
patients perceived to be resistant to recommended interventions, and patients perceived to be manipulative with
hidden agendas.

Actors as standardized patients (SP) received training in portraying one of the four identiJed personality types prior
to the session. Residents were assigned a prelearning PowerPoint module on a management strategy called LEARN,
which we modiJed from other similar management techniques.  LEARN emphasizes listening to the patient,
empathizing with and acknowledging their concerns, responding appropriately, and planning next steps. We gave the
residents were given a written test on the day of the session based on the prelearning material to ensure it was
reviewed. They were then separated into four groups of three. Each group participated in three 10-minute clinical
encounters, with one resident acting as clinician and the other two observing. Faculty members also observed the
encounter. The encounters were scored by the SP, resident observers, faculty instructor, and self-scored by the
resident clinician using a scoring instrument based on the prelearning material (Figure 1). This performance scoring
instrument was a Likert scale developed by the authors to assess the faculty, resident, and learner perceptions of
learner use of the LEARN techniques discussed in the prelearning PowerPoint. After the clinical encounter,
debrieJng with feedback and deliberate practice was done. The clinical encounter was then repeated incorporating
the practice and feedback. The session was then rescored. Each group of three residents experienced three
different encounters, allowing each resident to experience a patient encounter while the others observed (Table 2).
After all rotations were completed, residents were instructed to select a patient from their own clinical practice and
complete a DiPcult Doctor Patient Questionnaire (DDPRQ) related to this patient immediately and again after their
next clinical encounter with that patient. The DDPRQ is a validated instrument shown to effectively measure the
perceived degree of diPculty in doctor-patient interactions (DDPRQ 15). Residents were asked to provide feedback
on the training experience. Our institutional review board classiJed this project as a quality improvement activity not
requiring review.

Results
All 12 residents (seven male, Jve female) completed the prelearning test successfully to begin the deliberate
practice sessions (median=94.1%; range=82.3%-100%). We examined scores on the encounter scoring instrument
as a percentage of the total, and they could range from 0% to 100%. The percent scores of each resident were
compared between the Jrst and second encounter to determine changes in performance. All scores improved from
the Jrst to second clinical encounter, except those (n=2 self-assessment; n=3 faculty and peer assessment) that
were at 100% for both encounters (Table 3). The most improvement seen was in SP scores. The smallest
improvement was in provider self-assessment scores. Resident feedback evaluating the encounter was largely
positive (Table 4).  Overall, Jve learners felt the session was valuable, one thought it was maybe valuable, and Jve
did not answer. Feedback was mixed regarding the likelihood of affecting practice patterns, with four residents
reporting they thought it would, and three reporting maybe (Jve did not answer). The most frequent positive
comments were appreciative of the feedback and ability to observe other residents. The most frequent negative
comment was that SPs were “too nice” and not as aggressive as anticipated.
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Scores on the DDPRQ could range from 0 to 180, with higher scores indicating greater perceived relationship
diPculty. The mean score for residents immediately following the simulated encounter was 113.67 (SD 18.19) with
a range of 97-150. Nine residents returned the follow-up DDPRQ after seeing the identiJed patient in their clinics
between 33 and 113 days postsimulated encounter. There was a mean overall decrease in scores (79.66; SD 51.51).
Of the nine residents, Jve had lower DDPRQ scores after seeing their patient, and four had higher scores (Figure 2).
The length of time between the simulated encounter and seeing the patient in clinic was not associated with change
in DDPRQ scores (r=-0.23).

Conclusions
This study examined the feasibility and effectiveness of using simulated encounters with deliberate practice to help
residents more effectively manage diPcult patient encounters. Results from a focus group indicated that residents
identify particular patients as challenging and were able to articulate the characteristics of those patients that cause
them the most stress. These patient encounters, while stressful, have not systematically been addressed in the
residency curriculum. If training is done, it is often in the form of role play or observing a scenario.  Residents are
rarely given the opportunity to participate in a patient encounter, practice techniques based on feedback, and then
repeat the encounter incorporating that feedback.

This technique allows learners to practice correct techniques. They receive feedback after an ineffective encounter,
practice a correct encounter, and experience the difference. Residents were receptive to the training and identiJed
feedback and peer observation as particularly useful. Resident evaluations indicated that deliberate practice in
managing diPcult patient encounters was helpful and resulted in performance improvement in this session. These
results support the importance of focusing attention on challenging encounters that residents have heretofore dealt
with in isolation or with limited feedback about performance. These Jndings are consistent with studies
demonstrating the effectiveness of deliberate practice in improving skills with other aspects of clinical medicine,
including performing procedures.  Various techniques used in training providers to manage diPcult patient
encounters have been documented,  however to our knowledge this is the Jrst study to examine the
effectiveness of utilizing deliberate practice in this context.

It is not clear why some residents’ ratings of the diPculty of working with a self-identiJed patient in their continuity
clinics decreased while others increased. Likely contributing factors include the low number of resident responses,
and that only two patient encounters were scored with the DDPRQ. Trends in perceived diPculty of working with
particular patients may take longer to emerge, and two data points may be insuPcient to identify changes. Another
possible explanation could be that the length of time between the last patient encounter prior to the simulated
encounter and the simulated encounter itself skewed perceptions of the diPculty of working with that patient.

The value of this experience for residents is also evidenced by their desire to have yet more diPcult simulations as
indicated in the postexperience feedback. Residents noted that the simulated patients were not challenging enough,
which may have made the intervention less than maximally effective. This does, however, support the receptiveness
of residents to engaging in deliberate practice with the encounters they identify as most challenging. Future
encounters will include increasingly diPcult patient behaviors. Additionally, there may be value in having booster
sessions to prevent decay of skills developed in the encounter. Limitations of the study include the small sample
size and residents’ perceptions of the encounters. We feel simulation-based learning with deliberate practice has the
potential to help residents learn to better manage diPcult patient encounters.
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