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Abstract
In a rare study of effectiveness of an interviewing method, we previously reported a randomized controlled trial
demonstrating that training in a step-by-step patient-centered interviewing method improved residents’ knowledge, attitudes,
and skills and had a consistently positive effect on trained residents’ patients. For those who wish to use this evidence-based
patient-centered method as a template for their own teaching, we describe here for the first time our training program – and
propose that the training can be adapted for students, physicians, nurse practitioners, physician assistants, and other new
learners as well. Training was skills-oriented and experiential, fostered positive attitudes towards patient-centered
interviewing, and used a learner-centered approach which paid special attention to the teacher–resident relationship and to
the resident’s self-awareness. Skills training was guided by a newly identified patient-centered interviewing method that
described the step-by-step use of specific behaviors.  2000 Elsevier Science Ireland Ltd. All rights reserved.
Keywords: Communication; Doctor–patient relationship; Interviewing; Patient-centered

1. Introduction
It has been proposed that physicians, allied health
professionals, and students integrate patient-centered
approaches into their interviews and relationships
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with patients if they want to be most scientific and
humanistic [1]. Integration avoids the singular disease focus of isolated doctor-centered interviewing
and makes the patient as a person the primary
interest. Compelling data support integrating patientcentered [2–6] with doctor-centered approaches:
increased patient satisfaction [7–9] and compliance
[8–10], decreased law suits [11,12] and doctor-shopping [13], and, most importantly, improved health
outcomes [14–16]; e.g., lower glycohemoglobin
levels in diabetics [14].
Much training, however, remains focused narrow-

 2000 Elsevier Science Ireland Ltd. All rights reserved.
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ly on biomedicine, with well-known dangers of
diminishing the personhood of the patient. Nevertheless, educators have had at least two understandable
explanations for not changing this focus [17,18].
First, there previously were no behaviorally-defined
descriptions of how one actually conducted a patientcentered interview, step-by-step, from beginning to
end. Second, most interviewing recommendations in
texts and elsewhere, patient-centered or otherwise,
had little or no research data to support their
recommendations.
One of the authors (RCS) took advantage of a rich
patient-centered interviewing literature [2–6] and
synthesized its parts into a unified, complete interview that described exactly what behaviors were
required by new learners, step-by-step [1]. Our group
then studied the effectiveness of training in this
systematic patient-centered interviewing method in
63 PGY1 residents [17]. Using a randomized, controlled design, we found significant improvement in
trained residents’ knowledge, attitudes, self-confidence, skills in interviewing patients and dealing
with relationships, skills in managing and communicating with somatizing patients, and skills in
educating patients; there also were consistent trends
towards improvement in patient outcomes [17].
This paper provides a template for teachers who
wish to follow our approach for teaching patientcentered interviewing and provider–patient relationship skills. While the supporting research has been
published earlier [17], we present here the first
description of our actual training program. We propose that this curriculum can provide evidence-based
guidelines for teaching patient-centered interviewing
to physicians, allied health professionals, and students.

2. Theoretical background
In formulating the specific, behaviorally-defined
patient-centered method and the teaching program,
our overarching theoretical base was general system
theory [19–24] and its medical derivative, the
biopsychosocial model [25–31]. To operationalize
this guiding model of medicine, we relied upon a
rich base in patient-centered medicine [1–5,17,32–
37]. To be patient-centered means facilitating understanding of the patient’s needs, interests, concerns,

ideas, requests, and emotions – and integrating these
data into one’s understanding of disease problems
[1]. Within the interaction itself, to be patient-centered means that the interviewer inserts no new ideas
into the conversation and, rather, facilitates the
patient to lead the conversation and originate material for discussion; in the doctor-centered process, the
interviewer can of course insert new information [1].
In formulating our basic patient-centered method
(and two related methods), we were guided by the
above definitions for being patient-centered. We
selected from the literature specific skills that fulfilled these criteria. We then ordered and prioritized
the skills to produce a sequence of behaviorallydefined skills that, in aggregate, further enhanced the
patient’s lead of the conversation and the provider–
patient interaction to produce the patient’s individual
story of illness. We avoided requiring specific questions or a rote performance of skills and, instead,
developed explicit signposts throughout the interview
and provided examples of different questions appropriate for each of these steps and substeps. The
guidelines were intended to provide an infrastructure
for new interviewers, not an endpoint. Upon initial
mastery of the basic method, interviewers were
encouraged to experiment with several variations.
For example, one often would want to alter the
sequence and, at times, even omit certain steps and
substeps.

3. Goals
Our goals were twofold: that trained residents be
willing as well as able to use an integrated patientcentered and physician-centered approach. This required a focus on attitude as well as skill development [38,39], especially important because negative
attitudes toward patient-centered approaches are
common and problematic [38,40–47].

4. Skill development

4.1. Basic patient-centered interviewing method
We believed that the patient-centered dimension of
interviewing, which places the patient’s needs foremost [1–6], was the most essential skill and that the
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physician–patient relationship was a central but often
ignored aspect of interviewing [48]. Using a behaviorally explicit, step-by-step method [1], our
teaching focused on the usually unfamiliar patientcentered process because residents already were
familiar with doctor-centered interviewing to make
disease diagnoses. Table 1 summarizes the basic
patient-centered interviewing method.

4.2. Patient-centered interviewing method for
managing somatizing patients
Chronic somatization is a poorly recognized,
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extremely common problem in primary care that is
attended by great disability for patients and high
costs for payors [49]. Somatic complaints also
obscure physicians’ recognition of frequently occurring comorbid psychiatric conditions, such as depression, and account for over 50% of undetected
psychiatric illness [49]. One of the authors (RCS)
developed a method, based on cognitive-behavioral
and relational principles, for interacting with chronic
somatizing patients in a patient-centered way rather
than the usual doctor-centered approach that works
so poorly [50]; a list of these objectives also is
available from the authors.

Table 1
Basic patient-centered interviewing method a
The learner will understand the following skills and demonstrate them in role play and with real patients in the sequence described:
I. Setting the stage for the interview (Step 1)
A. Welcome the patient
B. Use the patient’s name
C. Introduce self and identify specific role
D. Ensure patient readiness and privacy
E. Remove barriers to communication
F. Ensure comfort and put the patient at ease
II. Chief complaint / agenda setting (Step 2)
A. Indicate time available
B. Indicate own needs; e.g., take history and perform physical examination
C. Obtain list of all issues patient wants to discuss; e.g., specific symptoms, requests, expectations, understanding
D. Summarize and finalize the agenda; negotiate specifics if too many agenda items
III. Nonfocused interviewing (Step 3)
A. Open-ended beginning question
B. ‘Nonfocusing’ open-ended skills: silence, neutral utterances, nonverbal encouragement
C. ‘Focusing’ open-ended inquiry also appropriate if needed to get patient talking: echoing, summary, requests
D. Closed-ended questions for clarification
E. Obtain additional data from the following sources: nonverbal cues, physical characteristics, autonomic changes, accouterments, and
environment
IV. Focused interviewing (Step 4)
A. Obtain personal description of the physical symptoms [Focusing open-ended skills]
B. Extend the story to the broader, personal context of the symptoms [Focusing open-ended skills]
C. Develop an emotional focus [Emotion-seeking skills]
D. Address the emotion(s) [Emotion-handling skills]
E. Use the cycle of ‘core dynamic skills’ repeatedly (focused open-ended skills, emotion-seeking skills, emotion-handling skills) to better
identify and deepen the story
F. Conclude and address other current issues
V. Transition to the doctor-centered process (Step 5)
A. Brief summary
B. Check accuracy
C. Indicate that both content and style of inquiry will change if the patient is ready
a

Used by permission: Smith RC, The patient’s story [1].
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Table 2
Patient-centered interviewing method for patient education a
The learner will understand the following skills and demonstrate them in role play and with real patients in the sequence described:
A. Establish an information base and motivate the patient
1. Determine knowledge base and readiness for change
2. Clearly inform about adverse potential of health habit needing change
3. Make brief, explicit recommendation for change
4. Motivate patient
a) Inform of health and other benefits from change
b) Use knowledge of personality
c) Highlight patient’s capacity for change
d) Emphasize that help is available
e) Indicate that past failures do not bode poorly
5. Check understanding and desire for change
B. Obtain a commitment
1. Reinforce commitment
2. Set expectations for success
3. Reaffirm commitment
4. (Manage a decision against advice)
C. Negotiate a specific plan
1. Start with detailed understanding of role the habit to be changed plays in the patient’s life
2. Involve patient actively in plan, including when to begin and the specific details of its implementation
3. Include medical interventions where applicable
4. Check understanding and reaffirm plan
5. Set follow-up
a

Used by permission: Smith RC, The patient’s story [1].

4.3. Patient-centered interviewing method for
patient education
Persuading a patient to take a course not previously chosen, such as losing weight or stopping cigarette
smoking, can lead to poor results and conflict
between physician and patient unless the resident is
skillful with patient-centered approaches, including
negotiation. The interviewing method used to guide
training, summarized in Table 2, was developed by
one of the authors (BES) and informed by the work
of many others [51].

4.4. Patient-centered interviewing method for
giving bad news
Although not included in our original objectives, a
frequent objective of learners was to more effectively
give bad news to patients. To teach this difficult
subject, we adapted the method formulated by Quill
and Townsend [52].

4.5. Mental status evaluation method
To enhance familiarity with ubiquitous and often
overlooked organic mental syndromes, residents
learned to conduct the brief mental status evaluation
formulated by Folstein et al. [53].

4.6. Noninterviewing objectives
Noninterviewing teaching objectives, a detailed
list also available from the authors, included selfawareness of previously unrecognized, potentially
harmful personal reactions [54–56], the ability to
make psychiatric diagnoses needed in primary care
[57], skills with practical psychopharmacology in a
primary care environment [57], and treating anxiety,
depression, and somatization in primary care [57].

5. Influencing attitudes
Facilitating attitudinal changes required a safe,
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respectful setting. Residents’ openness and expressivity was fostered, appropriate to the situation, by
teachers’ self-disclosure and sharing of their own
vulnerabilities and uncertainties.

5.1. Learner-centered learning
A learner-centered approach, integrated with a
teacher-centered approach, facilitates learners’
identification of their own needs and interests [58]
and leads to attitudes of self-efficacy and a greater
sense of autonomy and self-direction [58]. Learnercentered learning is the teaching counterpart of the
patient-centered methods being taught to the learners.

5.2. Resident-teacher relationship
A good relationship predicts a positive teaching
outcome and models how to conduct a healthy,
professional relationship, thereby enhancing residents’ attitudes towards their own relationships with
patients [55]. Teachers systematically addressed the
following three areas to enhance the relationship
[55]. (1) By observing the resident’s personality
style [1], the teacher could adapt her / his teaching to
it; e.g., complimenting obsessive residents on their
organization and precision. (2) Teachers also used
open-ended skills and emotion-handling skills to
elicit and respond to residents’ personal stories, a
powerful way to build any relationship [1]. (3)
Teachers’ own reactions to the resident were carefully monitored because they can lead to negative
behavioral responses [55].

5.3. Teaching self-awareness
Throughout training we assigned the highest
priority to facilitating residents’ self-awareness of
attitudes, emotions, and thoughts that could interfere
with communication and the relationship [1,54–56].
We directly addressed negative attitudes and tried to
replace them with healthier, more patient-centered
attitudes [1,54–56]. We addressed self-awareness
issues first at most critiques of a patient interaction
by open-endedly inquiring about the resident’s own
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emotional responses. Over many sessions, teachers
and each resident almost always synthesized a
unique story of interfering attitudes and emotional
responses; e.g., fear of loss of control (leading to
overcontrol of the interview), fear of death (leading
to avoidance of this topic when raised repeatedly by
the patient). Although some harmful responses disappeared once recognized, others required specific
strategies to change them, if the resident chose to do
so [1,54–56]. Discussion and role-playing the desired new response were effective tools for change.

6. Specific teaching methods

6.1. Critiquing interviewing and patient
management skills
Following directly observed resident-patient interviews (usually inpatients), critiques occurred in a
conference room, lasted approximately 30 min, and
typically began with inquiry about the resident’s
personal reaction to the patient as part of selfawareness work. After a few minutes, the resident
would be asked for a self-assessment of her / his
success with whatever skills were being addressed.
Then, resident colleagues provided feedback. We
encouraged residents to give feedback in behavioral,
nonpersonal terms, limit it to 2–3 items that could be
accomplished, and frame it positively in the context
of things the learner was doing well [59]. Although
initially the teacher took the major role, groups
usually evolved so that group members provided
much of the feedback. Teachers monitored and openendedly explored the interviewer’s reactions during
the critique, which further enhanced self-awareness
and identification of interfering issues. At the conclusion, the interviewer was encouraged to identify the
skills s / he wanted to work on for the next exercise.
Audiotapes of resident-patient interactions (usually
residents’ own outpatients) were reviewed in 30 min
sessions. Before critiquing, as just described for
directly observed interactions, we negotiated with the
resident who would control the tape and encouraged
stopping the tape frequently to identify problems,
especially early in the rotation and with residents
having difficulty.
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6.2. Group work
In addition to providing feedback about skills,
members of each group often addressed their own
personal issues and personal reactions to patients,
and they provided feedback and support to other
residents addressing personal, self-awareness material. This support group approach was guided by
confidentiality, positive regard, support, speaking
only for oneself and only when ready, and the
importance of expressing current emotional reactions
[60].

6.3. Reading material
We provided a syllabus, available from the authors, that contained an orientation letter, schedule
for the month, objectives, learning agreement forms,
journal guidelines, a list of various emotions, and
readings in the following sequence which were
distributed over the 4 weeks: three chapters on the
basics of patient-centered interviewing [1]; Table 1;
an annotated patient-centered interview; self-awareness and nonverbal communication reading materials
[1]; a full mental status examination [61] and the
mini-mental status examination [53]; somatization
reading materials [50]; readings on psychoactive
drugs and electroconvulsant therapy [57]; patient
education and giving bad news material [1]; readings
on informing and motivating patients [51]; Table 2;
information about negotiating with patients [62];
psychiatric emergencies information [63]; personality
styles [1,64]; a list of medical drugs that cause
psychiatric symptoms [65]; and the CAGE questionnaire [66].

7. Teachers
Teachers were from four departments: communication (PhD), family practice (PhD in psychology),
psychiatry (DO), and medicine (MD). All had
training in psychosocial medicine. Faculty held
regular monthly meetings and also met 1–3 times
weekly on an ad hoc basis to discuss residents’
progress, problems and feedback, and to make
necessary adjustments. Faculty were funded for this
project which required 24 resident contact hours

weekly for 6 months; i.e., a total of 0.3 FTE per year
was required to teach 3–4 residents monthly for 6
months. Residency programs paid residents’ salaries.
Systematic formative evaluation revealed very high
degrees of acceptance of the training by residents
and others.

8. Specific conduct of the training
We trained a total of 63 first year primary care
residents, 3–4 at a time, on a required 1 month
rotation where the only competing duty was residents’ regular half-day clinic. One week prior to the
rotation, residents received a letter that explained the
rotation, encouraged them to begin thinking about
learning objectives, and asked them to complete a
preliminary learning agreement. At the initial
orientation session, extensive introductions and much
discussion of residents’ own objectives occurred.
Initial learning agreements were reviewed and faculty assisted in formulating behaviorally-defined objectives. Self-awareness work and confidentiality were
discussed.

8.1. Core learning experience
Core learning sessions lasted 3 hours, were conducted by different faculty, and focused on the
various patient-centered interviewing methods. Although the themes for the core experience sometimes
were teacher-centered, the specific direction usually
was learner-centered. Themes for each week were:
Week 1 – basic patient-centered interviewing (Table
1) and organic mental syndromes; Week 2 – basic
patient-centered interviewing, patient-centered approach for somatization, psychiatric diagnoses, management of psychological problems, psychopharmacology, and drug detoxification; Week 3 –
basic patient-centered interviewing, patient education
(Table 2), crisis management, and personality types;
Week 4 – giving bad news and review.
After brief discussion of readings, the interviewing
methods were practiced repeatedly in role play.
Residents could perform each patient-centered method in role play and with real patients by the end of
the rotation, and could perform the basic patientcentered interview (Table 1) in 3–5 min with most
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patients. Core learning exercises also generated
many questions which, at residents’ requests, we
pursued in greater depth; e.g., community resources,
physicians’ personality structure and its attendant
problems and strengths [67], mind–body integration,
and spiritual issues.

8.2. Inpatient rounds and audiotape reviews
Most critiques of interviewing and management
skills training occurred during inpatient rounds and
audiotape review, as detailed in Specific Teaching
Methods. Each resident received more than 20
supervised interactions during the rotation and participated in many more colleagues’ critiques. The
five-step patient-centered interviewing method described in Table 1 was the early focus. Following
satisfactory progress with basic patient-centered interviewing, teaching emphasis shifted to interacting
with chronic somatizing patients, patients who
needed help to change negative health habits, and
patients with possible organic mental syndromes.
Residents also were supervised in therapeutically
applying newly acquired psychosocial information.
With time to establish closer than usual relationships,
residents followed patients daily with cancer, AIDS,
and other new or chronic problems. This continuity
experience provided the opportunity to understand
the depths of patients’ circumstances and emotions.
Management involved medications (e.g., use of
neuroleptics and antidepressants; drug detoxification)
as well as the personal dimensions. Residents learned
to support and counsel patients; e.g., a depressed
patient with AIDS, a young woman resisting the
reality of paraplegia following a recent traffic accident.

9. Comment
Three behaviorally-defined patient-centered interviewing methods (basic interviewing, somatization
management, patient education) and other aspects of
psychosocial training were shown to be effective in a
previously reported randomized controlled trial [17].
This article provides a template for those wishing to
teach these evidence-based patient-centered methods
to residents. Because first year residents are similar
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to many students, post-residency physicians, nurse
practitioners, physician assistants, and other medical
personnel in their levels of patient-centered expertise, the study at least provisionally identifies a
research-based method for these caretakers as well.
Specific study of each group will of course be
needed to confirm this assumption. Our and others’
by now extensive experience using the basic step-bystep patient-centered method (Table 1), however,
fully corroborates the research findings with these
other groups. While we recommend the block rotation as described, it can be tailored to local needs;
e.g., for the same number of hours over a longer
period of time. A longitudinal component of training,
however, should be added to the block component.
We believe that the basic patient-centered interviewing method (Table 1) was the primary factor
producing our positive impact. Because this teaching
method involved the most important and most proximate skills, it received considerably more attention
than our other methods – and also was integrated
into the other methods. For programs with less time
available for teaching interviewing, we recommend
restricting the teaching focus to the basic patientcentered interviewing method. We do not recommend
an isolated focus on the other methods unless
learners have demonstrated facility with basic patient-centered interviewing.
Educators implementing such programs will need
to consider the following issues: developing a positive attitude towards an interviewing curriculum;
providing time for primary care teachers to teach
interviewing; administrative and fiscal problems;
finding time in the existing schedule; involving
colleagues in communication, psychiatry, and other
mental health disciplines as co-teachers if needed;
and needs for space and training materials [68].
Formal training in interviewing and psychosocial
medicine (a wide range of training programs of
varying length and intensity are available from the
Society of Teachers of Family Medicine and the
American Academy on Physician and Patient), coteaching with mental health professionals and / or
health communication specialists, and supervision of
one’s teaching by a trained teacher are desirable and
strongly recommended for teachers without previous
expertise [54,55,68]. But their absence should not
deter one from making a start. The most important
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requirements for faculty are personal: ability to
establish good relationships with learners, interest,
sensitivity to others, respect for learners, good
communication skills, maturity and common sense,
self-awareness, and a willingness to take advantage
of many existing resources; for physician faculty,
good biomedical skills are essential as well.
We believe that teachers can follow the training
guidelines described above with the expectation of
significant benefits and no untoward effects. The
ability of others to apply the interviewing methods in
their own settings was not empirically tested by us,
but active implementation is the logical next step.
In summary, implementation of the training presented here can help physicians, students, and allied
health professionals return the patient to their proper
place at the center of medicine. By training learners
in evidence-based, behaviorally-defined patient-centered methods, we can better operationalize the
biopsychosocial model [25,26] – and we can expect
patients to benefit: improved satisfaction and compliance, reduced doctor-shopping and litigation, and
improved health outcomes [7–17]. This paper provides a template for those wishing to teach a course
in evidence-based patient-centered interviewing.
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