
OR I G I N A L R E S E ARCH

Assessing Patient Perceptions of Hospitalist Communication Skills
Using the Communication Assessment Tool (CAT)
Darlene E. Ferranti, BA

1

Gregory Makoul, PhD
2

Victoria E. Forth, MA
1

Jennifer Rauworth, BA
3

Jungwha Lee, PhD
4

Mark V. Williams, MD, FACP, FHM
1

1Division of Hospital Medicine, Department of Medicine, Northwestern University Feinberg School of
Medicine, Chicago, Illinois.

2 Connecticut Institute for Primary Care Innovation, Saint Francis Hospital and Medical Center, Hartford,
Connecticut.

3 Patient Services, Northwestern Memorial Hospital, Chicago, Illinois.

4Department of Preventive Medicine, Northwestern University Feinberg School of Medicine, Chicago, Illinois.

Disclosure: Nothing to report.

BACKGROUND: Hospitalists care for an increasing percentage of hospitalized patients, yet evaluations of patient perceptions

of hospitalists’ communication skills are lacking.

OBJECTIVE: Assess hospitalist communication skills using the Communication Assessment Tool (CAT).

METHODS: A cross-sectional study of patients, age 18 or older, admitted to the hospital medicine service at an urban, academic

medical center with 873 beds. Thirty-five hospitalists assigned to both direct care and teaching service were assessed.

MEASUREMENTS: Hospitalist communication was measured with the CAT. The 14-item survey, written at a fourth grade

level, measures responses along a 5-point scale (‘‘poor’’ to ‘‘excellent’’). Scores are reported as a percentage of ‘‘excellent’’

responses.

RESULTS: We analyzed 700 patient surveys (20 for each of 35 hospitalists). The proportion of excellent ratings for each

hospitalist ranged from 38.5% to 73.5%, with an average of 59.1% excellent (SD¼9.5). Highest ratings on individual CAT items

were for treating the patient with respect, letting the patient talk without interruptions, and talking in terms the patient can

understand. Lowest ratings were for involving the patient in decisions as much as he or she wanted, encouraging the patient

to ask questions, and greeting the patient in a way that made him or her feel comfortable. Overall scale reliability was high

(Cronbach’s alpha ¼ 0.97).

CONCLUSIONS: The CAT can be used to gauge patient perceptions of hospitalist communication skills. Many hospitalists

may benefit from targeted training to improve communication skills, particularly in the areas of encouraging questions and

involving patients in decision making. Journal of Hospital Medicine 2010;5:522–527. VC 2010 Society of Hospital Medicine.
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Effective communication between patients and physicians

improves a number of important outcomes including

patient adherence to treatment,1-3 quality of the medical

history4 and clinical outcomes.1,5,6 Recognizing the impor-

tance of physician communication skills, the American

Board of Medical Specialties, American Council for Graduate

Medical Education and The Joint Commission all identify

communication as a core competency for physicians.7-9 For

hospitalists and their patients, building a therapeutic part-

nership is challenged by the lack of a preexisting relation-

ship and potential lack of patient history information, par-

ticularly psychosocial history.10 Other factors that

complicate the relationships between hospitalists and their

patients include acuity of illness, limited time course, and

absence of or lack of input from patients’ primary

physicians.11

As a rapidly increasing percentage of hospitalized

patients are cared for by hospitalists,12,13 communication

skills need to be directly assessed and addressed. As of

2006, at least 37% of all Medicare claims for inpatient evalu-

ation and management services by general internists were

attributed to hospitalists, and more than half of hospitalized

Medicare patients are seen by hospitalists.14 Yet, a search of

the MEDLINE database for articles published between 1965

and September 2009, querying ‘‘hospitalist’’ AND ‘‘patient’’

AND ‘‘communication’’ within the article title and abstract,

yielded only 2 studies assessing hospitalist-patient commu-

nication. A 1998 study15 compared patient-reported com-

munication problems with hospitalists versus continuity

physicians involved with hospital care, and found that

patients whose continuity physicians remained involved

with care during the hospitalization were less likely to report

communication problems than those patients who were

cared for by a hospitalist alone. A 2004 study16 utilized chart

documentation to compare the end-of-life care and com-

munication provided by continuity physicians and hospital-

ists. Hospitalists were found to document end-of-life care
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discussions more often than continuity physicians, and

were more likely to be present for these meetings, which

may suggest improved end-of-life care. Neither of these hos-

pitalist-patient communication studies directly assessed

patient perceptions of communication with hospitalists.

We undertook this study to explore patient perceptions of

communication with hospitalists using the Communication

Assessment Tool (CAT), a psychometrically validated instru-

ment for patient assessment of physician communication

skills.17 The CATwas initially field tested in outpatient offices,

omitting the inpatient experience. A 2008 study18 successfully

adapted the CAT tool for use in assessing emergency depart-

ment (ED) teams. Given the importance of physician-patient

communication when patients are sickest and most vulnera-

ble in the hospital setting, we sought to establish a baseline

assessment of patient perceptions of communication with

hospitalists in our group. Second, we compared results of our

CAT implementation with published results examining com-

munication in other physician groups.

Methods
Between September 2008 and August 2009 we performed a

cross-sectional study of patients admitted to the hospital

medicine service at an urban, academic medical center with

873 beds. This busy service was responsible for 10,225

admissions in 2008. Patients of age 18 years or older and

cared for by a hospitalist or teaching team led by a hospital-

ist were eligible to participate. Exclusion criteria included

patient confusion, physiological instability, non-English

speaking, patient unable to communicate, or patient in iso-

lation status. Interviews were conducted in the patient’s pri-

vate room with no other staff present.

Patient perception of communication with hospitalists

was measured with the CAT.17 This 15-item survey is written

at a fourth grade reading level, and measures responses

along a 5-point scale (1 ¼ poor, 2 ¼ fair, 3 ¼ good, 4 ¼ very

good, 5 ¼ excellent). The CAT was originally field tested

with a convenience sample of 38 physicians from various

regions within the US, across 6 specialties (Dermatology,

Family Medicine, Neurosurgery, Ophthalmology, Orthopedic

Surgery, and Physical Medicine & Rehabilitation). Each

physician’s office recruited 25 patients to complete the CAT

through a phone or Internet-based system.

The 14 core items of the CAT, which focus on communi-

cation with the individual physician, were used in this study.

The 15th item, ‘‘The doctor’s staff treated me with respect,’’

was dropped as it does not reflect the inpatient setting.

Results for each physician are reported as the percentage of

‘‘excellent’’ responses. This dichotomized scoring is consist-

ent with the development study, where analysis with

Andrich’s rating scale model19,20 indicated that ‘‘excellent’’

scores correspond to a ‘‘yes’’ response while ‘‘poor’’ through

‘‘very good’’ scores correspond to a ‘‘no’’ response. This

method of reporting scores as a percentage of ‘‘excellent’’

responses was found to be more useful for summarizing

physician scores than reporting mean scores, which are

highly skewed towards positive performance.17

Interviews were conducted by trained research assistants

during hospitalists’ weekday shifts. Hospitalists were not

told which patients would be recruited, but were aware that

patients on the service were being interviewed to assess

communication. A list of patient names, room numbers,

dates of admission, and assigned hospitalists was obtained

daily from the electronic medical record system. Patients

were approached on the second or third day of the hospital

admission, and only if they had been assigned to the same

hospitalist for at least 2 consecutive days. After explaining

the study to patients and receiving verbal consent, research-

ers verified that the patient recognized the hospitalist, pro-

viding a photo if necessary. Patients who were not confident

of their hospitalist’s identity were excluded.

The 14 core items of the CAT survey were read aloud to

the patient, who was provided with a copy of the instru-

ment’s scale and asked to respond with a number or word

description (1 ¼ poor to 5 ¼ excellent). Patients were

allowed to skip any questions they did not wish to answer.

At the conclusion of the survey, patients were asked if they

had any further comments to add. Patient demographics as

well as hospitalist service (general or teaching) and unit

were recorded. Most interviews were completed in less than

5 minutes. Based on the recommendations of the original

development and validation of the CAT,17 we collected 20

patient surveys for each hospitalist. For CAT items that the

patients skipped, we did not impute values; rather the per-

centage of ‘‘excellent’’ responses was calculated based on

the number of questions the patient answered. To examine

basic psychometric characteristics, we assessed scale reli-

ability and performed a factor analysis using the principal

components method of extraction with Varimax rotation.

This project was determined exempt by the Northwestern

University Institutional Review Board.

Results
We identified 1,137 patients as potentially eligible for the

study. Figure 1 shows a flowchart of patient exclusion. Of

note, 107 patients consenting to participate (13% overall)

were unable to identify their hospitalist by name or photo.

More specifically, 70 teaching service patients (25% of 275

eligible patients) were unable to identify their hospitalist,

compared to 37 patients on general service (7% of 553 eligi-

ble patients); (z ¼ 7.58, P < 0.001). Another 21 (3%) declined

to participate because they ‘‘had not talked enough’’ with

their doctor to render an assessment.

We analyzed 700 patient surveys (20 patients for each of 35

hospitalists; 62% of patients identified). Patient and hospital-

ist characteristics are presented in Table 1. The proportion of

excellent ratings for each hospitalist ranged from 38.5% to

73.5% with an average of 59.1% excellent (standard deviation

[SD] ¼ 9.5). See Figure 2 for the distribution of hospitalist

scores. For the group as a whole, highest ratings on individual
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CAT items were for treating the patient with respect (66%

excellent), letting the patient talk without interruptions

(66%), and talking in terms the patient can understand (64%).

Lowest ratings were for involving the patient in decisions as

much as he or she wanted (53%), encouraging the patient to

ask questions (53%), and greeting the patient in a way that

made him or her feel comfortable (55%). Table 2 contains a

full ranking of individual item scores.

Overall scale reliability proved to be high (Cronbach’s

alpha ¼ 0.97) in this sample. The factor analysis showed

that scores for each of the 14 items load onto 1 factor. These

results are consistent with the high reliability and single-fac-

tor loading found in Makoul’s original scale reliability and

validity testing.17

The ad hoc comments made by patients at the conclu-

sion of the CAT survey were categorized as positive or nega-

tive. Although many positive comments were made, they

tended to be general in nature (eg, ‘‘She is a great doctor’’).

Negative comments were more explicit. A total of 110

patients (16%) made specific negative comments, which fell

into 7 general domains: lack of information (35 comments),

not enough time spent with the patient (27 comments),

poor listening to the patient (24 comments), ineffective care

delivery (7 comments), issues of care, concern, and respect

(6 comments), ineffective communication with other staff (5

comments), and unclear role of physician (3 comments).

Three patient comments were not related to these domains.

Patient age, race or gender did not correlate with CAT

results. Hospitalist factors of age, race, gender, years of

experience also were not associated with differences in rat-

ings. However, race concordance between the patient and

hospitalist was associated with improved CAT ratings.

Patients of the same race as their hospitalist rated the hos-

pitalist’s communication significantly higher (M ¼ 64.9%,

SD ¼ 39.1) than did patients who were of a different race

than their hospitalist (M ¼ 57.3%, SD ¼ 40.3), P < 0.05.

Gender concordance was not associated with improved CAT

ratings. No score differences were found between patients

cared for by a hospitalist on teaching service and direct

care, and there were no differences between nursing units.

Discussion
To the best of our knowledge, this is the first study to explic-

itly measure patient perceptions of communication with

hospitalists. The results yielded a wide distribution of scores

for physicians within a single, large hospital medicine

group. Comparing their own scores to those of peers may

allow low-scoring hospitalists to grasp the potential for

TABLE 1. Characteristics of Participating Patients and
the Hospitalists Rated

Characteristics

Patients (n ¼700), n (%)

Sex, female 378 (54)

Age, years

44 and younger 189 (27)

45-64 266 (38)

65 and older 245 (35)

Race

Caucasian 357 (51)

African American 266 (38)

Hispanic 49 (7)

Other 28 (4)

Hospitalists (n ¼ 35), n (%)

Sex, female 18 (51)

Age, years

Range 30–39

Mean (SD) 33 (2.4)

Race

Caucasian 14 (40)

South Asian 11 (31)

Asian 7 (20)

African American 3 (9)

Non-native English speaker 5 (14)

Foreign medical graduate 3 (9)

FIGURE 2. Overall Communication Assessment Tool (CAT)
scores.FIGURE 1. Eligible patient inclusion/exclusion flowchart.

2010 Society of Hospital Medicine DOI 10.1002/jhm.787

View this article online at wileyonlinelibrary.com.

524 Journal of Hospital Medicine Vol 5 No 9 November/December 2010



improving their communication with patients. Our reliability

testing matched the results of the original development

study,17 indicating very high overall scale reliability. This

suggests that the CAT could be streamlined by dropping

some of the survey items. However we agree with Makoul

et al.17 that it is best to keep the full set ‘‘as it provides spe-

cific information for physicians without placing undue bur-

den on patients (ie, the CAT takes only 1-2 min to com-

plete).’’ Individual item scores for each of the 14 CAT items

highlight specific communication tasks where intervention

may be targeted for individual hospitalists and the group as

a whole. It may be feasible to utilize CAT results as an indi-

vidual report card for physicians. While program leaders

should be aware that implementation of the CAT requires

standardized data collection, it may be possible to build this

into existing structures such as the discharge process.

Interestingly, many patients could not recognize the hos-

pitalist caring for them by name or photo. More than 1 in

10 patients (107 of 828; 13%) were unable to identify their

hospitalist. This was more than 3 times as common on the

teaching service, where the hospitalist is accompanied by

house staff and the intern or resident is the primary physi-

cian for patient contact, compared to the service on which

hospitalists directly take care of patients without residents.

It is also troubling that another 3% of patients (21 of 828)

stated they ‘‘hadn’t talked enough’’ with their hospitalist to

answer basic communication questions, when approached 2

or 3 days into the relationship. It may be telling that

‘‘Greeted me in a way that made me feel comfortable’’ was

one of the lowest-rated survey items. Hospitalists should

recognize that patients, in addition to facing their own

physical and emotional stressors, see many hospital staff

members throughout the day; all of whom may be strangers

to them. Thus it becomes vital for hospitalists to not only

establish an initial rapport with the patient, but to reintro-

duce themselves each time they enter the room.

An examination of the ad hoc negative comments made by

survey respondents reinforces and extends findings related to

the CAT items, particularly about those areas of communica-

tion valued by patients. The majority of comments fell into

categories of failing to give enough information (eg, ‘‘Some-

times I was left confused when the doctor was ready to

leave’’), not spending enough time with the patient (eg, ‘‘He

was just in and out’’), and not listening to the patient’s own

ideas (eg, ‘‘When giving my history, she cut me off at some

points when I had more to say’’). The information and time

categories may directly relate to scores on the CAT items

‘‘Gave me as much information as I wanted’’ and ‘‘Spent the

right amount of time with me,’’ which are among the lowest-

scoring items. Listening to the patient may reflect broader

issues of considering the patient’s own experience, questions,

concerns and goals.

In this study, patient-physician race concordance was

associated with CAT ratings. Patients who were of the same

race as their hospitalist rated the hospitalist higher com-

pared to patients who were of a different race than their

hospitalist. This effect is consistent with previous research

describing higher patient ratings of communication and

care when the patient and physician are of the same race or

ethnicity.21

A number of factors limit interpretation of the results of

this study. The data were collected at a single site, thus limit-

ing generalizability to other hospitalist practice environ-

ments. We used a retrospective, patient assessment of hospi-

talist communication which may have inherent biases

different from a study using direct researcher observation or

recording of patient-hospitalist interactions to assess com-

munication. This methodology allowed us to examine the

patient’s own perceptions and expectations of communica-

tion, but certainly leaves room for selection bias in recruit-

ment and recall bias. Patients were interviewed on the second

or third day of their admission. This controlled the length of

exposure to the hospitalist, but the course of treatment might

vary considerably; at the time of interview, some patients

may not yet have had a clear diagnosis and plan while others

may have been ready for discharge. Future work should

examine how stage of evaluation and management might

affect patients’ perception of communication with hospital-

ists. Severity of condition is another factor that may affect

patients’ ratings, and was not examined in this study.

When compared to physicians from the CAT develop-

ment study’s field test, this study sample of hospitalists

scored much lower, 59.1% excellent vs. 76.3% (P < 0.001). A

number of factors may account for some of these differen-

ces. The majority of patients in the original field test had

multiple interactions with their physician, and rated their

health status as ‘‘good’’ or ‘‘very good.’’ In contrast, hospital-

ized patients usually lack previous exposure to the hospital-

ist, and likely have poorer health status. Also, physicians in

the original field test volunteered to participate, and

patients completed the CAT survey through the Internet or

TABLE 2. Communication Assessment Tool (CAT) Scores
by Item for Group of Hospitalists

Communication Assessment Tool Item
Percent Excellent
Scores

1. Greeted me in a way that made me feel comfortable 54.9

2. Treated me with respect 66.3

3. Showed interest in my ideas about my health 58.2

4. Understood my main health concerns 57.4

5. Paid attention to me (looked at me, listened carefully) 64.1

6. Let me talk without interruptions 66.3

7. Gave me as much information as I wanted 56.0

8. Talked in terms I could understand 64.2

9. Checked to be sure I understood everything 57.1

10. Encouraged me to ask questions 53.2

11. Involved me in decisions as much as I wanted 52.9

12. Discussed next steps including any follow-up plans 58.2

13. Showed care and concern 63.8

14. Spent the right amount of time with me 57.0
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phone response system, rather than through a face-to-face

interview by trained research assistants. Another key differ-

ence is that field-test patients answered the CAT within 1

day of their outpatient visit, while in this study patients

were interviewed in the midst of their hospital admission

and prior to completion of their hospital course. Finally,

patients commonly choose their outpatient physician and

can select someone else if dissatisfied with their communi-

cation skills, while hospitalized patients are assigned hospi-

talists based on availability. Thus, given this potential selec-

tion bias, outpatients could be expected to rate their

personal physician higher.

Another possibility is that hospitalists are on average less

skilled in patient communication than outpatient physi-

cians. Given the transient nature of the inpatient relation-

ship, hospitalists may not value developing rapport with

patients, and may not make this a goal of patient care or

seek extensive training in communication skills. In future

research, evaluating hospitalists’ training in and attitudes

towards patient communication could be paired with com-

munication assessment results.

Although it is beyond the scope of this study to assess pre-

cisely how these environmental and survey implementation

factors may affect CAT summary scores, their importance is

evident. Another hospital-based implementation of the CAT

tool, an evaluation of ED teams,18 utilized face-to-face inter-

views with trained research assistants. The study yielded

results similar to our findings: the average percent excellent

score for ED teams was 62.3%, vs. 58.2% percent excellent for

our hospitalist group. Taken together, these study compari-

sons between the original field-test, our hospitalist imple-

mentation, and the ED team implementation support the

argument that factors of setting (inpatient vs. outpatient),

mode of survey administration (face-to-face interview vs.

self-administration through phone or Internet), and shorter

duration or course of patient-physician interaction may be

important considerations when implementing the CAT tool

to assess physician communication skills, or attempting to

set standards of minimally acceptable or desired scoring.

More work must be done to establish norms and/or min-

imally acceptable scores for hospitalists. Numerous factors

of specialty, practice setting, survey implementation, patient

variables, and even the expertise of who is setting the com-

munication standards22 may strongly influence comparisons

between physician groups, even within a single institution.

Organizations seeking to establish norms or minimally ac-

ceptable scores for physician-patient communication should

be aware of these factors. As the original development study

points out, standard-setting studies could establish spe-

cialty-specific and country-specific norms as well as norms

or standards for level-of-training (eg, medical students ver-

sus attending physicians).17

Conclusion
The previously validated CAT instrument appears to have

reliable test characteristics and can be used to gauge

patient perceptions of hospitalist communication skills.

Comparative scores between physicians of different special-

ties and settings should be interpreted cautiously as there

may be confounding variables. Within our single institution,

comparative scores between hospitalists, along with an ex-

amination of the hospitalist’s individual item scores, may

offer useful feedback for efforts aimed at enhancing com-

munication. Many hospitalists in this study may benefit

from targeted training to improve patient communication

skills, particularly in the areas of encouraging questions

and involving patients in decision making. Future qualita-

tive research in the context of hospital medicine could

identify specific communication techniques used by highly-

rated physicians, with the goal of developing tools for tar-

geted improvement and determining impact on outcomes.
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