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ABSTRACT

Background: Quality communication skills and increased 
multicultural sensitivity are universal goals, yet teaching them have 
remained a challenge for educators. 

Objective: To document the process and participant responses 
to Interactive Theater when used as a method to teach physician-
patient communication and cross-cultural competency. 

Design, setting, and participants: Three projects are 
reported. They were collaborations between Theater Delta, the 
UNC Center for Functional GI and Motility Disorders, the Rome 
Foundation, the World Gastroenterology Organization, and the 
American Gastroenterological Association. Outcome measures: 
8 forced choice and 6 open ended were collected from each 
participant using a post-performance evaluation form. 

Results: Responses to the 8 indicators relating to a positive 
experience participating in the Interactive Theater. The vast 
majority either agreed or strongly agreed with the statements on 
the evaluation form. Written comments explained why. 

Conclusions: Data indicates that Interactive Theater stimulates 
constructive dialogue, analysis, solutions, and intended behavior 
change with regard to communication skills and adapting to patients 
from multicultural backgrounds. Interactive Theater directly focuses 
on communication itself (active listening, empathy, recognizing 
cultural differences, etc.) and shows promise as an effective way to 
improve awareness and skills around these issues.

Key words: Communication skills. Learning outcomes. Ethics/
attitudes. Cross-cultural communication. Best evidence medical 
education. Management. Teaching and learning. Simulation, 
Theater, training.

INTRODUCTION

Teaching health care providers, fellows, residents, and 
medical students communication skills and multicultur-

al sensitivity are growing priorities in healthcare educa-
tion; yet they remain difficult to implement. Studies have 
shown that good communication skills are associated with 
increased provider and patient satisfaction, adherence to 
treatment, reduction in malpractice suits, and positive 
health outcomes (1). However, pressures in the health care 
system to see more patients in less time and generate more 
procedures tend to compromise the value of these skills to 
learners; they becomes less of a priority (2).

Traditionally communication skills have been taught 
in a limited fashion through lectures, videos, and small 
group discussions. But the personal experience of interact-
ing with the patient is limited with these non-interactive 
modalities.

Since the 1980’s, the use of standardized or simulated 
patients gained acceptance as standard practice, allowing for 
one-on-one learning within the training curricula (3). This 
practice involves physicians or medical students engaging 
in a role play with actors who have been trained to simulate 
the symptoms and behaviors of typical patients (4).

This study introduces Interactive Theater (IT) as another 
viable method for teaching physician-patient communica-
tion and cultural competence. IT is a burgeoning education-
al tool that has had positive impact around numerous issues 
in a wide variety of communities. This includes diversity 
issues with university faculty (5,6) and medical school 
faculty (7), sexual assault education with undergraduate 
students (8), and HIV and other reproductive health issues 
with teens in communities in developing nations (9). One 
advantage of IT is that the role play simulation can be 
done with a large audience thus permitting group learning 
around core concepts in communication.

IT consists of three parts: 1. A scripted scene that 
captures the key learning elements; the scene is based 
on comprehensive research and analysis of real clinical 
interactions; 2. An opportunity for audience members to 
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interact with the characters; actors remain in their roles 
as simulated physicians and patients throughout; and 3. A 
facilitated conversation, where audience members share 
their reactions to the scene and the interaction, identi-
fy of the main issues or problems, and offer solutions 
for improving the communication (10). Solutions can be 
demonstrated by soliciting audience volunteers or coach-
ing the character (actor remain in role). While the role 
playing found in standardized patient work can be useful, 
the IT approach takes full advantage of theater’s role as 
a medium through which communities –in this case phy-
sicians and medical professionals– can observe, analyze, 
and improve themselves and their skills.

This study demonstrates this educational approach 
mostly using a patient having irritable bowel syndrome 
(IBS), a common medical condition. IBS is a functional 
bowel disorder in which abdominal pain or discomfort is 
associated with changes in bowel habit (11). The following 
symptoms may occur in combination: Abdominal pain and 
discomfort, bloating and/or distension, and disordered def-
ecation include diarrhea, constipation or mixed bowel hab-
it (11). The diagnosis and care of patients with IBS patients 
can be challenging because of the limited knowledge of 
the disease pathogenesis, limited successful treatments for 
a chronic disorder, and a low confidence in the available 
therapeutic options (12). In addition because there is no 
clear diagnostic marker there may be physician uncer-
tainty about the diagnosis and communication difficulties 
between doctors and patients particularly if patients feel 
stigmatized having a “functional” disorder (13). Therefore, 
IBS provides a good example in which communication 
skills and the building of a strong doctor-patient relation-
ship are paramount.

AIMS

Three projects were conducted, all with the common 
aim to use IT to improve physician-patient communication 
using a patient centered approach. Efforts were made to 
obtain qualitative data as to the impact of this activity on 
the learners. The specific programs of IT were designed to: 
a) to develop and implement a facilitative style of commu-
nication, including active listening skills; b) to increase the 
expression of empathy toward the patient; c) to clarify and 
accept the patient’s perspective on each issue and engage 
in a conversation to reach a common understanding and 
set of goals; d) to learn to acknowledge and manage one’s 
own emotions in the clinic; and e) to increase cultural sen-
sitivity and competency

METHODS

IT was performed at several locations and the formats were mod-
ified to achieve the specific learning needs of the audience.

Project #1 - Interactive Theater Performances  
for the UNC Center for Functional Gastrointestinal 
and Motility Disorders

The first IT project was conducted in North Carolina by Dr. 
Douglas Drossman, MD, and Dr. Ben Saypol, PhD, representing 
the UNC Center for Functional Gastrointestinal and Motility Dis-
orders and Theater Delta, respectively. Dr. Drossman is an expert 
on functional gastrointestinal disorders (FGIDs) and the teaching of 
communication skills and Dr. Saypol is an expert on IT who con-
ducts performances and workshops nationally and internationally. 
This project, focusing on the tertiary care of IBS, was performed 
for a team of physicians, fellows, interns and residents at a monthly 
evening seminars on physician-patient communication. 

The IT model for this first performance consisted of four parts: A 
scripted scene, the audience interaction, the facilitated conversation, 
and an image theater exercise focusing on cultural issues.

 The scene simulated a visit at the GI clinic at UNC Hospital. 
Dr. Matthew Moore, a 45 year old white male Gastroenterologist 
interviews Mrs. Tess Wilson, a 45 year old African American woman 
from a small town in North Carolina. Ms. Wilson, who arrived 30 
minutes late due to car trouble, has been suffering from constipation, 
bloating, and abdominal pain for the last 2.5 years, has been to 3 oth-
er doctors, and is frustrated with her care. Dr. Moore speaks rapidly, 
and focuses on information gathering. He seems a bit distant and 
dismissive. And, as she gets emotional, he closes off even further. 
In the end he orders a colonoscopy (although she had one 3 years 
ago) and an upper endoscopy. 

Next, the audience asks the characters -actors remaining in role- 
questions about their attitudes and behaviors during the medical 
interview. Two issues emerged, both of which affected Dr. Moore’s 
behavior during the interview. The first was a subtle negative toward 
a woman of less educational attainment and a different race. The 
other was personal feelings of insecurity in his role as a physician. 
After the questions and answers, audience members engaged in con-
structive, respectful dialogue, led by the facilitator. Facilitator asked 
questions (e.g. what did you notice? What was the impact? What 
could be done differently?), highlighted key ideas/themes/solutions, 
and shared relevant information with regard to the aims noted above. 

Finally, the facilitator led audience members through an Image 
Theater exercise and discussion focusing on cultural identities. The 
actors first struck a familiar frozen image from the scene to remind 
the audience of what they saw; then the actors changed roles with-
in the image creating a new image. The African American female 
patient donned the white coat and took the Doctor’s chair, and the 
white male doctor removed his white coat and sat in the patient’s 
chair. Audience members discussed their immediate reactions as to 
how they thought the new cultural identities (gender and race) would 
impact the same physician-patient interaction.

Project #2 - Interactive Theater Performances  
for the UNC School of Medicine

The second project involved 2nd year medical students at the UNC 
School of Medicine who were about to begin their clinical rotations. 
This project, focusing on medical residency care in the inpatient 
hospital setting, was performed twice, for each half of the second 
year cohort of medical students. The model for this project was 
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similar to project one but with a scripted inpatient scene, as well as 
the addition of an onstage audience intervention.

The audience is introduced to Dr. Kimberly Adams, a 30 year old 
female 1st year resident, who is pre-rounding on her nine patients 
in the early morning, and Jim Richardson, a 42 year old African 
American male patient who was admitted through the emergency 
room to the hospital the night before with black tarry stools and ane-
mia. Dr. Adams’ behavior reflects a hurried style where she collects 
and confirms information rapidly, focusing on what seems to be a 
pre-determined group of questions and some medical jargon. Jim 
seems frustrated. He has been woken up after a night of little sleep, 
is being directed not to eat due to his pending diagnostic studies, 
and feels he is repeating the same personal medical information to 
doctors over and over. There is little engagement between the two, 
and Dr. Adams does not provide much understanding or empathy 
for Mr. Richardson’s situation. The tension in the scene heightens 
when Jim seeks reassurance that cancer is not the source of the black 
stools, which was determined to be a gastrointestinal bleed. By that 
time, however, communication has broken down, and Dr. Adams 
seems unable to provide the comfort he seeks. She focuses more on 
the diagnostic tasks to be done for the day such as obtaining written 
permission for the endoscopic procedure.

Like the previous project, after the simulation, the audience mem-
bers were able to ask the characters questions as to what they did 
in the scene and why. This was followed by a facilitated discussion 
of reactions, issues, and possible solutions. However, for this proj-
ect, after solutions to improve the interaction were offered, facilita-
tors introduced the technique of the “On Stage Intervention.” One 
medical student in the audience volunteered to go on stage, replace 
the doctor, and try an alternative communication strategy with the 
patient, according to the ideas and suggestions raised in the facili-
tated discussion. In turn, another dialogue was facilitated as to what 
strategies and/or techniques the audience members tried that were 
successful when compared to the first simulation.

Finally, the facilitator repeated the image theater exercise outlined 
above. The African American male patient got out of the hospital 
bed and donned the white coat, and the white female doctor removed 
her white coat and got in the hospital bed. Audience members had a 
dialogue about how they thought the new cultural identities (gender 
and race) would impact the same physician-patient scene.

Project #3 - The Cross Cultural Communication 
Workshop at “IBS - The Global Perspective” and 
the “American Gastroenterological Association 
Communication Skills Workshop”

This third project was developed for an international audi-
ence emphasizing a cross-cultural focus in the care of patients 
with IBS. The model was applied in a workshop at the IBS - The 
Global Perspective Conference, an international symposium 
sponsored by the Rome Foundation and the World Gastroenter-
ology Organization. This meeting’s objective was to offer global 
picture of IBS both in terms of the epidemiology and ethnic and 
cultural differences; and secondly to address the importance of 
the development of cross-cultural clinical and research compe-
tencies (14). Additionally, this workshop was held a second time 
at a Rome Foundation-American Gastroenterological Association 

Communication Skills Workshop titled, “Improving the Medical 
Interview and the Physician Patient Relationship with Patients 
Having Functional GI Disorders,” held June 8-9, 2012 in Chapel 
Hill, North Carolina.

These workshops presented three interactive vignettes, each with 
a similar clinical case of IBS with diarrhea, though the patient role 
was modified for each performance to reflect cultural components 
of the illness presentation. There was a physician from the USA 
who interviewed a Nigerian, Mexican, and Russian IBS patient, 
respectively. To add a greater perspective to the role, the patient 
simulators were played by practicing gastroenterologists who had 
their respective first or second generation ethnic background. The 
case simulation was appropriately modified by these same physi-
cians to match the anticipated cultural origin of them as the patient. 
The audience consisted of clinical scientists and clinicians with an 
interest in FGIDs from various areas of the world including the U.S., 
Latin America, Europe, Asia, and Israel.

As mentioned, IT is a flexible format with many tools. This model 
had shorter vignettes, as well as less audience/character interaction 
offset by increased dialogue among participants. Table I summarizes 
the key cultural features for each patient that were addressed. 

RESULTS

Projects #1 and #2 (Interactive Theater Performances 
for the UNC Center for Functional Gastrointestinal 
and Motility Disorders and the UNC School of 
Medicine)

Evaluation forms (n = 170) were distributed and 
collected at the end of each performance and the data 
were compiled and analyzed. Responses to the ques-
tions used a 4-point Likert scale: 4 = strongly agree, 3 = 
agree, 2= disagree, and 1= strongly disagree (excluding 
the item “neither agree nor disagree” in order to allow 
for a forced-choice response). As shown in table II, the 
responses were overall positive with regard to the realism 
of the scenario, the interactive format, the post-perfor-
mance conversation, and the facilitation. In addition, the 
data indicate notable impact on audience members, with 
the intention to apply the knowledge and skills to their 
clinical practice.

Some examples of the qualitative responses that support 
the learners’ intent to apply this knowledge include:

–  “I can see myself in the doctor role, making some of 
the same mistakes in the future. This helps me think 
about how I might deal with the same situation.”

–  “I intend to be more consistent about merging 
agendas.”

–  “I try to be as empathetic as possible, but I also tend 
to let stress impact my demeanor and this showed 
how important it is to remain calm.”

–  “It’s nice to have a visual reminder (and experience) 
that I can still manage to be an empathetic resident 
one day, even with a full load of patients- because 
that is a worry.”
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Project #3 - The Cross Cultural Communication 
Workshop at “IBS - The Global Perspective” and 
the “American Gastroenterological Association 
Communication Skills Workshop”

A formal evaluation was not conducted for cross-cultur-
al workshop at the IBS: A Global Perspective conference 
in Milwaukee. During the session, however a white board 
was used to compile, in an open ended fashion, the learn-
ing points that were obtained by the participants. 

The themes were:
–  Increase active listening.
–  Increase empathy.
–  Be attuned to non-verbal communications between 

doctor and patient.

–  Consider that a few small changes in technique can 
make important differences.

The specifically articulated strategies for improvement were:
–  When there are differences in view say “yes, and” 

instead of “yes, but.”
–  When possible learn in advance characteristics of 

patients from other cultures (e.g. communication styles 
–verbal and non-verbal–, beliefs, priorities, etc.).

–  Manage personal behaviors and emotions when dif-
ferences in opinions occur.

–  Avoid dismissing or diminishing patient views and 
attitudes.

–  Increase awareness and exploration of psycho-social 
issues –specifically ones that arise from the patient’s 
unique culture.

Table I. Key cultural features for each patient

Nigerian patient

Pride relating to national identity 
Hesitancy to share bowel related symptoms leading to vague descriptions and inexact terminology
Seeking medical care because mother insisted 
Feeling caught between the traditional perspectives of mother and modern perspectives of the girlfriend around 
the illness
Feeling conflicted about mother’s interpretation of voodoo as the cause of the illness and proposing a religious-
based remedy
Having expectation that the doctor will take full responsibility in the care
Resisting to the recommendation to take an antidepressant, interpreting this as a sign of psychiatric disease

Mexican patient

Patient’s gender-bias against a female physician 
Using of unique terminology of GI symptoms. For example, “inflamada” [swollen] was used, as there is not a 
term in Spanish for “bloating”
Assumption that a parasite (e.g., amoeba) was the cause of her symptoms since it was so common at home
A fear of cancer
Expectation of treatments as done by her a “Curandero” (folk healer)
Negative reaction to antidepressants (“No estoy loca!” [“I am not crazy!”])

Russian patient

Mispronunciation of the patients name by the doctor which distanced the patient from the physician
An energized verbal communication style by the patient with a tendency to interrupt which, while intended to 
be helpful, is misinterpreted by the physician as being argumentative
A stated preference for Russian medications
A wariness and suspicion of American medicine with a perceived tendency to over-test

Table II. Summary of evaluation forms – Projects #1 & #2

Statement from the evaluation form Strongly agree (%) Agree (%) Average (out of 4.0)

The scenes and the characters were realistic 59 39 3.6

The opportunity to interactive with the characters enhanced the experience 59 37 3.6

The post-performance conversation was thought-provoking and constructive 48 50 3.5

The facilitators were effective in their roles 35 63 3.3

This performance impacted them in some way in regards to the issue(s) 
presented

35 57 3.3

I left this performance with more information than I came with 26 57 3.1

After experiencing this performance, I intend to apply this new information in 
my clinical practice

41 49 3.4

I would recommend to other clinicians that they attend an Interactive Theater 
performance

39 47 3.3
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An evaluation form was distributed and collected at the 
similar program done at the American Gastroenterologi-
cal Association Communication Skills Workshop in North 
Carolina. The data was compiled and analyzed. This sum-
mary of the quantitative data, as seen in table III is based 
on the data in the evaluation forms (n = 6) with the follow-
ing Likert scale: 5 = strongly agree, 4 = agree, 3 = neither 
agree nor disagree, 2 = disagree, and 1 = strongly disagree. 
Similar to the results for projects 1 and 2, the data reveals 
and extremely positive response from audience members 
to the realism of the scenario, the interactive format, the 
post-performance conversation, and the facilitation. In 
addition, the data indicate positive impact in terms of the 
intention to apply the knowledge and skills to their clinical 
practice.

Written comments which supported intent to change 
personal behaviors in care include:

–  “I intend to be respectful of other cultures, and avoid 
my own cultural biases.”

–  “Use more questions to obtain information about 
beliefs that may be uncommon in America (praying/ 
spiritual).”

–  “I was impacted by the importance of empathy, intro-
ductions, and respect.”

DISCUSSION

IBS produces a high economic burden in term of direct 
and indirect costs. Proposed strategies to reduce these 
expenses include physician and patient education, support 
groups, early consideration of psychological issues and 
treatment, avoidance of unnecessary investigations and 
optimizing the physician-patient relationship (15). Com-
munication skills development is considered an essential 
prerequisite to learn how to understand patient cognitions 
and acquire and exhibit empathic behavior in clinical prac-
tice (16), especially when treating patients with chronic 
and debilitating disorders such as IBS. Physicians, fel-
lows, residents, and medical students, however, usually 

don’t receive adequate training in communications skills 
to improve such relationship, especially with regards to 
teaching empathy and how to maintain a long term phy-
sician-patient relationship (17). Thus we used this disor-
der as a model to apply IT methods to help providers and 
trainees learn the skills necessary to develop an effective 
physician-patient relationship.

It has been proposed that improving communication 
skills is a critical task for medical training programs, post-
graduate courses and all types on continuing medical edu-
cational programs, professional organizations and societies 
(18). One method for achieving these skills is Standardized 
Patient Education, using trained actors to portray patients 
and family members, involving learners in improvised case 
scenarios (19). In the current paper, we have described the 
experience with a new performance-based methodology IT 
to improve communication skills and cultural competency. 
Three projects were developed. The first was developed for 
GI physicians in different levels of training in a seminar 
and was directed towards improving physician-communi-
cation skills. The second was designed for medical students 
as part of their educational curriculum on physician-patient 
communication. And the third was a workshop held at two 
international conferences on FGIDs, co-organized by two 
international gastroenterological organizations focusing on 
cross-cultural communication for IBS. The data reveals 
that all three projects were successful in terms of having 
an immediate positive and thought-provoking impact on 
audience members. The formal evaluations showed a very 
positive response of the audience members, evidenced by 
their expression that the workshop had a significant impact 
on them and that they intended to apply the ideas gained 
into their future practice. It goes without saying that it is 
not possible to measure the degree of overall success of 
these types of theater based trainings until more compre-
hensive data is gathered, including indicators of patient and 
provider satisfaction, adherence to treatment, and positive 
health outcomes.

In addition, scenarios and learning outcomes around 
cultural competency were present in all of the projects. 

Table III. Summary of evaluation forms – Project #3

Statement from the Evaluation Form Strongly Agree (%) Agree (%) Average (out of 5.0)

The scenes and the characters were realistic 50 50 4.5

The opportunity to interactive with the characters enhanced the experience 33 67 4.3

The post-performance conversation was thought-provoking and constructive 67 33 4.7

The facilitators were effective in their roles 50 50 4.5

This performance impacted them in some way in regards to the issue(s) presented 50 50 4.5

I left this performance with more information than I came with 17 83 4.2

After experiencing this performance, I intend to apply this new information in 
my clinical practice

40 60 4.4

I would recommend to other clinicians that they attend an Interactive Theater 
performance

60 40 4.6
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Achieving cultural competence is necessary in the care of 
patients who are members of an ethnic or racial minority. 
Eiser and Ellis (20) consider that this process involves spe-
cific cultural knowledge, skills and attitude adjustments. 
These issues include awareness of information such as the 
influences of religion on health, differing paradigms for 
illness, the use of home remedies, distrust, racial concor-
dance and discordance and health literacy (20). The last 
one, defined as the ability of understanding and act on 
health information, is essential for high quality care (21). 

In conclusion, IT can be an effective tool for improving 
physician-patient communication and cultural competency. 
Much like projects were developed for primary care in med-
ical schools and for tertiary care that focus on GI issues, 
performances could be developed for other sub-fields of 
medicine. Scenes could be developed on the communication 
around prevalent diseases like hypertension and diabetes, as 
well as to explore complex medical conditions like chronic 
pain. And these scenes could be used with more experienced 
physicians or for medical students just starting out. IT is 
fully customizable to the topic and audience. 

In addition, one could use this medium for patient edu-
cation and advocacy. At the time of submission of this 
article, the primary authors (BS, DD) were working on 
a project to use IT to improve educate patients on how 
to better communicate with their doctor, improve their 
healthcare experience, and enjoy better patient outcomes. 
Learning outcomes include: preparing for your appoint-
ment, modifying expectations to include playing an active 
role in one’s own healthcare, and communicating better 
with your physician.

As IT is used more, it will be critical to develop more 
sophisticated evaluation tools to measure specific impact 
and change. First, evaluators should strive to measure 
physician knowledge/attitudes both pre-performance and 
post-performance, as well as gather longitudinal data mea-
suring the impact of the performances over time (e.g. three 
months, six months, and/or 1 year after the performance). 
Second, practitioners must develop a better set of indica-
tors to use with audience members. Possibilities include 
those that measure patient and provider satisfaction, patient 
adherence to treatment, and positive health outcomes.
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