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Improving the clinical 
encounter by fostering 
presence and connection 
with patients
This article differs from prior Forum articles which have been 
focused on optimizing the quality and efficiency of our care 
through the use of evidence-based medicine. However, there 
is a burgeoning literature on the value of connection and 
compassion in improving patient outcomes and clinician 
wellbeing. A JAMA “Special Communication”1 summarized 
this literature and presented it as a five-step process. The 
article was comprehensive in scope and therefore this review 
will be a summary of the article and its attached references to 
all of the below-mentioned studies. 

Step 1 – Prepare with intention. 
There are two components to this process. 

First, we intuitively understand that the quality of our visit is 
improved when we enter an exam room armed with a quick 
review of our patient’s chart. A brief glance at the problem 
list, medication list, and when important, the most recent 
labs and the last note’s assessment/plan will generally suffice 
for the majority of patient interactions. This process can be 
done in about one minute and improves the efficiency of the 
visit. Thus, it may often be time-saving while simultaneously 
improving the clinical outcome and the patient’s perception 
of the value of the visit. This can be supplemented by any 
new significant information gleaned by our medical assistants 
following their rooming of the patient. Additionally, many 
of us document important social context (family, sports, 
hobbies and interests, etc.) within the EHR and, particularly 
in the setting of the comprehensive exam, reviewing 
this information just before the visit can foster the social 
connection necessary to maximize the visit experience for 
both patient and clinician. 

The second component involves taking a moment to set the 
intention for the visit. It is easy to overlook this step during 
a hectic clinic session but it serves an important function 
for both the patient and the clinician. The stress level of a 
clinic session often escalates as the competing pressures 
of time and work volume build up. A momentary pause 
prior to entering the exam room can help deescalate this 
pressure in real time. Two practices that have been shown 
to be beneficial are setting the visit intention during hand 
washing and/or pausing for three deep breaths prior to 
entering the exam room.  These techniques fall into the realm 
of mindfulness-based stress reduction (MBSR) and a recent 
review of 81 studies has shown that they improve clinician 
anxiety, depression and stress. Our patients are acutely aware 
of the energy we bring with us into the exam room. These 

techniques require no training, take very little time, and help 
to create a holding environment for the visit that is palpable 
to patients. 

Step 2 – Listen intently and completely. 
This also has two components. 

The first is known to all of us — avoiding interruptions. This 
has been well studied and when uninterrupted, patients 
complete their opening monologs more quickly. Nonetheless, 
studies have also shown that the average time until a 
physician interrupts a patient is 11 seconds. Uninterrupted 
patients provide more medical information, have reduced 
anxiety, and greater satisfaction with the encounter. One 
study had the MA hand the provider a reminder note not to 
interrupt the patient just before entering the room, and this 
improved provider listening skills. 

The second component of this is more subtle but equally 
important. It is listening with one’s whole body. This 
involves receptive body language in which the provider uses 
nonverbal behaviors that facilitate communication. The most 
important of these is sitting down. Data shows that this 
conveys to patients that the provider is not rushed. It can 
also increase the perception of visit length and attentiveness 
of the provider. In addition, the patient and provider are at 
the same height removing much of the hierarchy that can 
dampen effective patient/physician communication. Another 
component of this is maintaining an open body position and 
orienting oneself towards the patient. Careful positioning 
of the screen and keyboard so that the patient may see the 
screen has shown to enhance the quality of the visit.

Step 3 – Agree on what matters most. 

This begins with an open-ended question asking the patient 
what brings them to the clinic for the visit. Understanding 
this from the patient’s perspective is at the core of patient-
centered care and sets the stage for a meaningful patient/
provider interaction. It allows the provider to incorporate 
the patient’s concerns into their narrative, and helps set the 

(continued on page 2)
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agenda for the visit (unless they tell you they are here to 
review their list of 10 immediate concerns!). Collaborative 
agenda-setting helps remove the last minute, “Oh, by the 
way,” and can improve the efficiency of the visit. There are 
data that show using pre-visit questionnaires done in the 
waiting room, can also improve the efficiency of the visit and 
the patient’s perceived value of the interaction. 

Step 4 – Connect with the patient’s story. 

This involves forging a connection by asking a patient about 
their sociocultural background and life circumstances. This 
step is often unnecessary with established patients, and 
this ongoing connection may account for the observed 
phenomenon that providers with long-established patient 
panels usually fare better in patient satisfaction surveys 
than newer providers. This shared connection also improves 
provider satisfaction with the encounter and helps prevent 
burnout. When medical students are asked to look at the 
world through the patient’s eyes and walk through the world 
in the patient’s shoes, they receive higher satisfaction ratings 
from standardized patients. There is a highly recommended 
short video produced by the Cleveland Clinic that brings light 
to the importance of this aspect of care. 

Video: 
The Heart of Compassion

This practice also includes acknowledging patients’ efforts 
in self-management in a genuine and positive manner. 
Provider positivity has been associated with positive patient 
health outcomes, including improved medication adherence, 
successful weight loss and tobacco cessation. A study 
conducted in the United Kingdom showed that this practice 
of connection with a patient’s story, can reduce the number 
of clinic visits in high-utilizing patients. 

Step 5 – Explore emotional cues. 

This practice is innate in some individuals and improves with 
experience in others. It involves being sensitive to a patient’s 
voice, facial expression and body language.  It also includes 
actively eliciting patient emotions through specific questions 
such as “How are you feeling about this?”, as well as 
reflecting perceptions of a patient’s emotions with comments 
such as, “I can see that this is affecting you deeply.” There 
is a large body of evidence correlating a clinician’s ability to 
perceive a patient’s emotions with positive patient outcomes; 
including shorter, less severe illness, adherence to the 
treatment regimen and improved patient satisfaction. 

For some individuals, these skills are innate or learned from 
earlier life experiences. For others, it may be somewhat more 
difficult to master and thus require mentoring, shadowing 
or patient role-play to effect changes in practice style and 
patient interaction. There are self-administered learning 
formats which have shown efficacy. Other patient interactions 
of demonstrated benefit include humor and vulnerability, 
connecting with family members in the exam room, taking a 
moment to establish a social connection prior to addressing 
the medical issues, and good use of eye contact. 

We are all challenged daily by time pressures and work 
volume; and while all of the above may appear to extend 
the visit, this has not proven to be the case. Most of us have 
had the experience of working with both a calm, centered 
provider and a more frenetic and less focused provider. Most 
resonate with the improved patient interactions in the former 
scenario. The challenge is being mindful of the difference and 
willing to work to implement these straightforward changes 
in our day-to-day practice. 

Call to action: Thinking about your patient interactions and 
focusing on one or two of the above would be a good place 
to start. 

Improving the clinical encounter by fostering presence and connection with patients 
(continued from page 1)

https://uhg.video.uhc.com/media/The+Heart+of+Compassion/1_wv22k2tw
https://uhg.video.uhc.com/media/The+Heart+of+Compassion/1_wv22k2tw
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Dual antiplatelet therapy following a 
percutaneous coronary intervention 
(PCI) for an acute coronary syndrome – 
clopidogrel versus ticagrelor (Brilinta) 

Dual antiplatelet therapy (DAPT) is recommended for up 
to one year following an acute coronary syndrome (ACS). 
Since publication of the PLATO trial,2 some guidelines have 
recommended ticagrelor over clopidogrel based on a small 
improvement in outcomes seen in that trial. Ticagrelor showed 
a 1.1% reduction in myocardial infarction and vascular death, 
compared to clopidogrel. There was no difference in stent 
thrombosis. Ticagrelor had a higher risk of major bleeding, and 
a higher risk of intracranial bleeding, with overall bleeding 1.5% 
above that seen with clopidogrel. 

A recent study in JAMA IM3 looked at all discharges following 
PCI for an ACS from one Canadian province over a 4 year 
period, encompassing over 11,000 patients. The comparison 
was between clopidogrel which was prescribed in 7100 
patients and ticagrelor which was prescribed in 3100 patients. 
After multivariable adjustment, there were no significant 
differences in major cardiovascular events, recurrent ACS, or 
revascularization between the two groups. The major bleeding 
rate following multivariable adjustment was 1.5 times as high 
with ticagrelor compared to clopidogrel (7% vs. 4.9%), driven 
by a gastrointestinal bleeding rate which was twice as high. 
Dyspnea, a common side effect with ticagrelor use, resulted in 
a higher rate of ER evaluation (3.1 vs 1.2%). 

It is possible that the lower rates of stent thrombosis with 
the second generation stents may have negated the benefits 
seen in the PLATO trial, where patients received bare metal 
or first generation drug eluting stents. However, as would 
be expected, the increased bleeding risk of ticagrelor over 
clopidogrel persisted in this trial, as did the higher incidence of 
dyspnea, which resulted in twice the number of ER evaluations 
for this complaint. The current yearly cost of ticagrelor is $5500, 
compared to $600 for clopidogrel.

Management of acute gout – naproxen 
versus colchicine

Many of the trials evaluating NSAID therapy for acute gout 
used either indomethacin or diclofenac, two of the most toxic 
NSAID’s. Whereas high dose colchicine is effective for acute 
gout, it is poorly tolerated due to diarrhea. Low dose colchicine 
is better tolerated but not well studied. Naproxen, one of the 
safest NSAID’s has never been directly compared to low dose 
colchicine in the management of acute gout. A randomized 
pragmatic trial enrolling 400 patients from primary care practices 
across England compared the two drugs.4 Patients were 
randomized to colchicine 0.5 mg three times daily for 4 days or 
naproxen, 750 mg initial dose followed by 250 mg three times 
daily for up to one week. As seen below, the magnitude of 
pain relief was identical for both treatment arms, however the 
temporal relief curves favored naproxen for slightly earlier pain 
relief. In each treatment arm, 67% of patients had complete 
pain resolution at 7 days and 75% of patients had complete 
pain relief at 4 weeks. In the colchicine arm there was a 5% 
higher recurrence rate and a 6% higher rate of return visits 
to the PCP. Additionally, in the colchicine group, 20% more 
patients required additional analgesia, split equally between 
acetaminophen and codeine. Even with low dose colchicine, 
46% of patients had diarrhea. Overall, in the absence of 
a contraindication to NSAID therapy, naproxen should be 
preferred over colchicine for acute gout based on a moderate 
benefit beyond that conferred by colchicine with a better safety 
profile. A prior study5 compared prednisone 35 mg daily for 5 
days to naproxen 500 mg twice daily for 5 days and showed 
equivalence. Initial therapy for acute gout should therefore be 
either prednisone or naproxen, with colchicine considered a 
second tier therapy.
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Should women continue screening mammography beyond 75 years of age?

Clinical trials have demonstrated that screening mammography reduces mortality from breast cancer among 
women who begin screening between 50–69 years of age and continue for 10 years or more.6 Unfortunately, 
few women over 70 years of age were included in these trials. An estimated 52% of women ≥75 years have had 
mammography within the past two years,7 yet it is not known whether screening mammography in older women 
effectively reduces breast cancer mortality.

Since a randomized trial of screening mammography is not feasible, investigators conducted a population-based 
cohort study to estimate the effect of breast cancer screening in Medicare beneficiaries aged 70–84 years.8 
Women were included if they met age criteria, had a life expectancy of at least 10 years, had no previous breast 
cancer diagnosis, and underwent screening mammography. Based on Medicare data from 2000 to 2008, women 
were categorized as either “stop screening” (no further screening after baseline) or “continue screening,” and 
these cohorts were compared for breast cancer mortality.

Among women aged 70–74 years, the estimated 8-year risk of breast cancer death was 2.7 (CI, 1.8-3.7) deaths 
per 1,000 women in the “continue screening” cohort and 3.7 (CI, 2.7-5) deaths per 1,000 women in the “stop 
screening” cohort, with an estimated difference of 1 death per 1,000 women, favoring screening. In contrast, 
no differences in breast cancer mortality were seen between cohorts aged 75–84 years. An estimated 3.8 (CI, 
2.7-5.1) cancer deaths per 1,000 were seen in the “continue screening” cohort, and an estimated 3.7 (CI, 3-4.6) 
deaths per 1,000 were seen in the “stop screening” cohort.

Based on these results, continuing screening mammography past age 75 years does not appear to change cancer-
specific mortality over the following 8-year period. The authors reasonably hypothesize that the lack of benefit 
from screening stems from the multiple competing causes of death that overtake breast cancer mortality as age 
increases.9 Since screening mammography is not without potential harms (e.g., discomfort from testing, distress 
from positive results, overdiagnosis and overtreatment), clinicians should use shared-decision making that includes 
the low benefit/harm calculus before recommending screening mammography in women ≥75 years of age.
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Wells Rule and D-dimer testing to r/o pulmonary embolus 
Non-invasive testing is underutilized in the evaluation of suspected pulmonary embolus. Since only about 20% of patients 
presenting with possible PE actually have the diagnosis, CTA as the first diagnostic step is often inappropriate in patients who are 
at low risk. 61% of all CTAs ordered for the evaluation of possible PE are done in low-risk patients and therefore could have been 
avoided. Reliance on CTA often results in unnecessary radiation and dye exposure, ER utilization and downstream procedures 
and costs related to incidental findings on the CTA. The Wells score was devised to quickly categorize the risk in any given patient 
based on their presenting symptoms. The “dichotomized,” or simplified Wells score reduced the categories to only two: a score 
of 4 or less, or a score of greater than 4. 

To increase the sensitivity of the Wells score, the D-dimer level is added to further triage the low-risk group. The normal level of 
D-dimer increases with age and there is a new algorithm using age-dependent D-dimer.10  Imaging can be safely withheld in an 
additional 5% of patients by applying an age‐adjusted D‐dimer positivity threshold, defined as a patient’s age multiplied by 10 
μg L−1 for those aged >50 years. This age adjustment increases the specificity of D‐dimer testing in elderly patients. The age 
adjustment is simple to use and is now fully described in the text that accompanies the report from the commercial laboratories. 
The combination of a “dichotomized” Wells score of 4 or less and a negative age adjusted D-dimer excludes PE with a high 
reliability of 99.1%.11 

The algorithm using the “dichotomized” Wells rule and age-adjusted D-dimer should be used prior to considering a CTA to 
evaluate for suspected pulmonary embolism.   

Patient with signs and symptoms consistent with pulmonary embolus

Measure age-adjusted D-dimer CTA ventilation/perfusion (V/Q) scan

Calculate dichotomized Wells score

Seek alternative 
diagnosis

CTA or V/Q scan

NORMAL ELEVATED

EQUAL TO OR <4 >4
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