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The purpose of this paper is twofold: (1) to demonstrate the 
need for including interpersonal communication skills training 
in family practice residency programs, and (2) to present a 
communication model that can be used for such training. In­
terpersonal communication skills are important in almost all 
areas of contact with patients: history taking, physical exam­
ination, prescription writing and patient education, counsel­
ing, and psychotherapy. Presentation of the communication 
model includes definition of the interpersonal communication 
skills that would be stressed in family practice residency pro­
grams. These skills include empathy, respect, warmth, con­
creteness, genuineness, self-disclosure, confrontation, im­
mediacy, and behavior modification. Examples of how a fam­
ily physician may communicate each of these skills are also 
included. The implementation of the communication model in 
a department of family practice for training residents and fac­
ulty in the use of these communication skills is also described.

How can the most effective family physicians 
be trained? Family practice residency programs all 
over the country are seeking and developing an­
swers to this question. The goal of any program 
should be to train the family practice resident in 
ways that will ultimately result in effective health 
care for his/her patients. There is no doubt that 
today’s physicians have readily available the most 
advanced technology of all time, but there is an 
increasing recognition of a gap in patient care that 
cannot be bridged by technology.1 This gap in­
cludes failure of the physician to develop and use 
effective interpersonal communication skills.2 For 
some physicians these skills come naturally, for 
others they must be gained only through long 
years of practice.3 In some situations patient care
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quality is likely to deteriorate from lack of the 
physician’s communication skills.4

Communication skills are critical in taking 
patient histories, performing physical examina­
tions, prescribing medications, educating patients, 
and interacting in counseling and psychotherapy. 
History taking is a part of the basic teaching of all 
medical schools, but many medical educators have 
recognized that just asking for information does 
not always get the required information. Effective 
history taking often depends upon close attention 
by the interviewer to the facilitation of communi­
cation, instead of just data collection.5 All physi­
cians recognize that nonverbal communication by 
the patient, eg, physical expression of pain, yields 
valuable information during physical examina­
tions. The physician also facilitates communica­
tion through a wide variety of nonverbal means, 
such as gestures, postures, tone of voice, touch, or 
facial expressions.

Writing prescriptions seems straightforward, 
but a recent study showed 27 percent of patients

0094-3509/79/010071 -06$01.50 
® 1979 Appleton-Century-Crofts

THE JOURNAL OF FAMILY PRACTICE, VOL. 8, NO. 1: 71-76, 1979 71



COMMUNtCA TION SKILLS

Table 1. A Systematic Interpersonal Communication Skills Development Model for Family Practice 
Residency Training. Adapted from Gazda's 1975 Model for Use in Health Sciences

Facilitative Dimension Transitional Dimension Active Dimension

1. Empathy (depth- 4. Concreteness (ability 7. Confrontation (pointing
understanding) to be specific) out discrepancies)

2. Respect (belief in) 5. Genuineness (honesty- 
realness)

8. Immediacy (dealing with 
the here and now)

3. Warmth (nonverbal) 6. Self-disclosure 
(ability to convey 
appropriately “ I've 
been there, too.")

9. Behavior modification

A. Develop new behavior

B. Strengthen new 
behavior

C. Maintain new behavior
D. Stop inappropriate 

behavior

misunderstood their medication instructions.6 
Patient education involved another 18 percent who 
misunderstood their treatment or diet instructions. 
A total of 54 percent either forgot to tell the 
physician all their medical problems or forgot 
other instructions relating to their diagnosis and 
treatment. Any one or all of these may lead to 
noncompliance by the patient, resulting in treat­
ment failure. That such patient noncompliance is 
usually underestimated by physicians has been 
recognized.7 One contributing factor to patient 
compliance or noncompliance concerns the 
physician-patient relationship, ie, how the patient 
perceives positive or negative feelings toward 
himself from the physician, regardless of whether 
that perception is accurate or not.

Counseling and psychotherapy are a definite 
part of family practice. In the American Medical 
Association’s “ Essentials” for residency training 
in family practice it is stated, “ the resident should 
learn how to diagnose and manage most 
psychosomatic and emotional problems.” 8 That 
these problems comprise a large part of any gen­
eral or family practice is well documented.9-13 The 
psychiatric problems of chronically ill patients are 
also well recognized.14 The behavioral emphasis of 
family practice residency training programs re­
flects the recognized need for inclusion of counsel­
ing and psychotherapy skills.15 Moreover, essen­
tial to any counseling or psychotherapy are effec­
tive communication skills.
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Thus, the family physician can better care for 
patients in the many phases of his/her personal 
interaction with them, including history taking, 
physical examination, prescribing medication, pa­
tient education, and counseling and psychother­
apy. To accomplish these skills requires training in 
an interpersonal communication model which is 
effective and thorough but simple enough to be 
useful in all these areas.

A Model for Interpersonal Communication 
Skills Development

One way to develop and master interpersonal 
communication skills is through a systematic train­
ing approach. In fact, some family practice resi­
dency training programs now have such training in 
their curricula. This training has two basic pur­
poses: (1) to help residents sharpen their abilities to 
perceive what people are conveying through ver­
bal and nonverbal messages, and (2) to help resi­
dents change their verbal and nonverbal behaviors 
in ways that create more effective communica­
tions.

The model that is used for this training is shown 
in Table 1. Although this model has been modified 
for use in medicine, it evolves primarily from the 
works of Rogers,16 Carkhuff,17 and Gazda.18 Un­
like most theoretical models that deal with inter­
personal communication skills, the interpersonal 
dimensions in this model were developed as a re­
sult of thorough and rigorous research (See De-
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neen,19 Carkhuff,17 and Gazda18 for research sum­
maries). The authors have used this model suc­
cessfully to improve interpersonal communication 
skills in settings such as medicine, nursing, dentis­
try, allied health fields, and city and state govern­
mental branches.

Briefly stated, the choice for this model is based 
on the highly action-oriented nature of medicine. 
Often action is taken with the intention of modi­
fying the patient’s behavior in ways that will 
produce effective health care. Psychological 
research18'20 has demonstrated that behavioral 
change is affected by the relationships between the 
parties involved in the change process. Therefore, 
the physician-patient relationship may determine 
the effectiveness of any treatment program de­
signed to alter the patient’s health care behavior.

The model to be described offers a systematic 
training approach for developing the family prac­
tice resident’s interpersonal communication skills. 
Although this model is explained in terms of the 
physician-patient relationship, it applies to any 
professional relationship within the medical en­
vironment. There are three dimensions to this 
model—facilitative, transitional, and active.

Facilitative Dimension
The attributes of empathy, respect, and warmth 

form the facilitative dimension of this model. 
These attributes are involved in helping physicians 
to build positive relationships with patients. The 
physician’s skills in projecting these attributes 
facilitate the patient’s efforts to understand him­
self in relation to his health care.

Empathy
The first attribute in the facilitative dimension is 

empathy, which is concerned with depth of un­
derstanding. The model is based on empathic un­
derstanding of the patient’s communications. That 
is, physicians assure their patients that they have 
been understood. For example: “ Mrs. Edwards, 
I’m sensing that you are a little anxious about the 
examination I’m about to perform. Not knowing 
what is going to happen can make anyone anxious. 
Let me explain.” Such a statement lets the patient 
know that the physician has understood what the 
patient was feeling and, consequently, the patient 
feels understood and cared for. In essence, the 
physician sees things through the patient’s eyes
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and communicates this to the patient. Without 
empathy there cannot be an effective physician- 
patient relationship. Other ways a physician may 
verbally express empathy are: “ that must be very 
frustrating for you,” and “ it must be discouraging 
for you to keep having this pain.”

Respect
Respect is the ability of physicians to accept 

their patients as they are with their own set of 
values, to listen actively to what they have to say, 
and to convey belief in their ability to develop and 
maintain an effective health care program. If 
physicians can value and believe in patients and 
communicate this to them, patients will then begin 
to value themselves, to gain confidence in their 
ability to overcome their particular health prob­
lems, and therefore, to accept responsibility for 
providing themselves with good health care. 
Among the things that communicate lack of re­
spect are arguing about the facts of a matter as a 
patient sees them, making fun of the patient’s feel­
ings, insisting that the patient’s feelings are wrong, 
and forcing one’s own opinion on the patient.

To illustrate the communication of respect, as­
sume that the physician has just completed a his­
tory and physical examination. The physician 
might respond to the patient by saying, “ I can see 
several problems developing, but after talking with 
you I know you are motivated to provide the best 
care possible for your health. So with your help I 
think we can resolve the problems.” Essentially, 
the physician has communicated to the patient that 
he has confidence and faith in the patient’s ability 
to become involved with the responsibility for 
his/her own treatment and that the physician is 
willing to do everything possible to help the 
patient. Respect may be verbally communicated 
by opening statements such as: “ What are some 
ways you can think of to help?” and “ I’ll bet you 
have some ideas about how to. . . .”
Warmth

Warmth is the degree to which physicians 
communicate caring about their patients. It is a 
physical expression of empathy (understanding) 
and respect (caring). It is generally conveyed 
through a wide variety of nonverbal means, such 
as gestures, postures, tone of voice, touch, and 
facial expressions. Not only must physicians be 
aware of their own nonverbal messages, but if they
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are to truly understand their patients, they must 
become skillful in interpreting their patients’ non­
verbal messages. It is primarily through nonverbal 
messages that the physician’s caring for the 
patient is communicated.

Physicians can communicate warmth through 
such nonverbal messages as these: a check on 
possible patient discomfort during a physical 
examination, use of good eye contact when talking 
with patients, and being as gentle as possible dur­
ing an examination or procedure that may be un­
comfortable or painful to the patient.

It is important that the physician’s verbal and 
nonverbal messages be congruent. That is, verbal 
messages that a physician communicates must be 
identical to his nonverbal messages. If incon­
gruency occurs, the patient may become confused, 
anxious, and even hurt or angry. For example, if 
verbally the patient has been told, “ all is fine,” yet 
the physician nonverbally shows deep concern by 
taking excessive time in examining reports or look­
ing at x-rays, then patient anxiety is apt to be in­
creased.

Thus, when the physician communicates the 
facilitative attributes of empathy, respect, and 
warmth, patients are encouraged to explore their 
health care problems in detail. This is important 
for two reasons: (1) it gives the physician a clear 
picture of the patient’s problems, and (2) it aids in 
building physician-patient rapport which can lay 
the foundation for patient counseling, if necessary, 
at a later date.

Transitional Dimension
The communicative qualities of concreteness, 

genuineness, and self-disclosure form the transi­
tional dimension. These attributes help patients go 
beyond the exploration of feelings, yet they do not 
fully enable them to change their behavior. This 
means that in the transitional dimension there are 
certain facilitative qualities present, and there are 
certain qualities that involve risk taking that are 
intended to move the patient toward problem solv­
ing and the active dimension. For example, a cer­
tain degree of threat is felt by the patient when the 
physician: (1) presses for greater concreteness on 
the part of the patient; (2) becomes more genuine 
and, therefore, sets the stage (by modeling 
genuineness) for the patient to become more 
genuine; and (3) shares his own feelings and expe­
riences with the patient, thereby encouraging
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patient self-disclosure that builds greater intimacy 
in the physician-patient relationship.

However, such threat is greatly reduced when 
the physician has developed a strong positive re­
lationship with the patient. Typically, these attri­
butes help patients establish concrete goals for 
themselves and develop trust in the physician so 
that the problem solving skills of the physician and 
patient become more effective.

Concreteness
Concreteness is the ability of physicians to help 

their patients be specific about their feelings and 
experiences. The physician facilitates concrete­
ness by being specific himself. When a physician 
responds with high levels of concreteness, patients 
are better able to identify their own feelings con­
cerning their health-related problems. Concrete­
ness may be communicated by physicians when 
they help their patients discover underlying feel­
ings such as insecurity, fear, embarrassment, and 
anger. Other ways of communicating concreteness 
include being as specific as possible about the 
length of time needed to complete treatment, the 
number of visits needed, and the cost of treatment. 
Genuineness

The ability of physicians to be real and honest in 
their relationships with their patients is called 
genuineness. Physicians need to be as real as they 
can be—they should try to be themselves. Their 
verbalizations should be congruent with their 
inner feelings.

Whether or not a physician’s genuineness is 
useful to his patients will often depend on the 
physician’s ability to time his level of honesty so 
as to develop greater trust and understanding. If 
brutal honesty is employed and patients are not 
capable of dealing with it to improve themselves, 
then genuineness may be useless or possibly harm­
ful. Thus, the degree of genuineness communi­
cated depends on the strength of the physician- 
patient relationship, or facilitative base.

Examples of a physician communicating 
genuineness are: “ this examination will create 
some discomfort for you,” and “ it is upsetting to 
me to hear how angry you are about the long wait 
in my office. Let’s talk about it.” The physician 
may also offer genuine compliments such as: “ I’m 
really proud of the efforts you have put into your 
diet program. Your weight loss looks great,” and
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“ it gives me a lot of satisfaction to work with 
people who are really concerned about their 
health.”

Self-Disclosure
Self-disclosure is the ability of physicians to 

share their own experiences as they relate to their 
patient’s feelings, thoughts, and experiences. The 
sharing of such experiences, especially similar 
ones, often establishes a closer physician-patient 
relationship. Here are some ways physicians may 
communicate self-disclosure: “ I know rehabilita­
tion after knee surgery is rough. I had surgery two 
years ago and I had a lot of doubts about my re­
covery, however. . .” and “ I, too, found dieting 
and exercising programs extremely tedious, but let 
me explain some ways that made it less tedious for 
me.” However, too much self-disclosure by the 
physician may overwhelm the patient and may 
even destroy the relationship. Too much physician 
self-disclosure may also bring the focus of atten­
tion to the physician instead of the patient.

Thus, when the physician communicates the 
transitional dimension of concreteness, genuine­
ness, and self-disclosure, patients are better able 
to understand their health-related concerns. Better 
understanding enables the patient and physician to 
deal more effectively with the patient’s health 
problems.

Active Dimension
The active dimension may be considered as the 

most important dimension of this model. For it is 
in this dimension that problem solving occurs. The 
physician must be capable of helping develop a 
plan or strategy for the patient that will lead him to 
the successful resolution of the patient’s current 
problem and provide him with a method of attack­
ing future problems. The attributes of confronta­
tion, immediacy, and behavior modification form 
the active dimension.

Confrontation
Confrontation involves honest communication 

on the physician’s part. In pointing out dis­
crepancies between what patients say and what is 
evident from their history and physical examina­
tion, the physician will enable patients to under­
stand their problems as they really are and to deal 
with them effectively. Confrontation can be ex­
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tremely helpful when the patients have learned, 
from earlier experiences, that physicians are con­
cerned about their welfare and care enough to risk 
their relationship to level with them. However, un­
less there is a strong facilitative base, or 
physician-patient relationship, the patient may 
perceive confrontation as offensive. This may lead 
to defensive patient behavior (ie, argumentative 
behavior, withdrawal, passive resistance), patient 
noncompliance, and even loss of the patient from 
one’s practice.

Examples of the physician communicating con­
frontation are: “ you say you have been dieting, 
but so far you have failed to show any weight loss. 
Perhaps we need to examine your daily eating re­
cord,” and “you say health is important to you, but 
you have not been in for a check-up in five years. 
Let’s talk about it.”

Immediacy
Immediacy is the physician’s ability to under­

stand different feelings and experiences that are 
going on between the physician and the patient at 
the moment. The physician makes patients aware 
of these immediate feelings and experiences and 
helps them to talk about them.

Examples of _a physician communicating im­
mediacy are: “ you feel that I’m not really being 
myself—sort of phony,” and “ I know it’s difficult 
for you to talk about your experience and it seems 
like you’re afraid I’ll reject you if you do.” Thus, 
the physician has to deal with the immediate 
physician-patient relationship in order to progress 
with problem solving and/or patient behavior 
change.

Behavior Modification
This interpersonal skill enables the physician to 

intervene effectively and provide solutions once a 
thorough understanding of the problem is reached. 
Behavior modification also gives the physician an 
effective means for influencing the health care of 
the patient, the office activities of paramedical 
personnel, and the behavior of patients in the ex­
amining room. Included in the behavior modifica­
tion section of this model are principles of teaching 
desirable health care behavior. These include the 
discriminate use of positive and negative rein­
forcement, modeling, shaping, prompting, and 
systematic desensitization.
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Thus, the appropriate use of confrontation, im­
mediacy, and behavior modification skills helps 
patients see their problems as they really are and 
helps them to improve their total health care pro­
gram.

This completes the outline of the model. It is 
important to note that the three dimensions should 
be used sequentially, from the facilitative through 
the transitional to the active dimension. This 
allows a strong positive physician-patient relation­
ship to be developed before the physician becomes 
involved in the active dimension. Such an ap­
proach to the development of the family practice 
resident’s interpersonal communication skills will 
result in more effective health care programs.

Implementation of Model in Residency 
Training Program

This model may be used as a basis for both 
didactic and experiential instruction. A didactic 
approach is used to introduce and discuss the 
cognitive aspects of the model and the relevance 
of the model dimensions to family medicine. An 
experiential learning approach is used to develop 
and demonstrate individual competency in com­
municating and using the nine skills of the model. 
Thus, not only is the future family physician made 
aware of the need to develop interpersonal com­
munication skills, but he/she is also given the 
opportunity to practice these skills under close 
supervision and perceive their effects on patients.

Specifically, this model has been used suc­
cessfully by the authors in developing interper­
sonal communication skills with residents and 
faculty in the Department of Family Practice at the 
Medical College of Georgia. During the past two 
years, 16 residents and 17 full-time faculty have 
received approximately 20 hours of training in the 
use of this model for interpersonal communication 
skills development. Residents meet in small 
groups, four to six members each, and receive 
their training over a four-week period; faculty re­
ceive their training during a two-day faculty re­
treat workshop. Skills developed during the train­
ing are reinforced (post-training) via videotape 
feedback for both residents and faculty. Feedback 
is given concerning resident-patient, faculty- 
patient, and faculty-resident interactions. Resi­
dents receive feedback continuously during their 
last two years of training.
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In summary, a model has been presented which 
can be used to develop the family practice resi­
dent’s interpersonal communication skills. Defini­
tions of the nine communication skills were pre­
sented and examples of how a family physician 
may communicate each of the skills were de­
scribed. The implementation of the model in a de­
partment of family practice for training residents 
and faculty was also described.
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