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 As family physicians, we often strive  
  to provide patient-centered care  
    and place great value on commu- 
      nicating effectively with patients. 

We get to know our patients, their families 
and their concerns over time, and very often 
patients appreciate the care they receive. 

Despite our efforts, however, between 30 percent and 80 percent of patients’ 
expectations are not met in routine primary care visits.1

Often, important concerns remain unaddressed because the physician is 
not aware of the patient’s worries. Listening to audio recordings of patient-
physician visits provides some insight into physician behaviors that keep 
patients from disclosing their concerns. For example, physicians often redirect 
patients at the beginning of the visit, giving patients less than 30 seconds 
to express their concerns.2 Later in the visit, physicians tend not to involve 
patients in decision making3 and, in general, rarely express empathy.4 Patients 
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These simple strategies will help  

you structure the medical encounter 

to ensure that you and your patient 

are on the same page.
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forget more than half of physicians’ clinical recommenda-
tions,5 and differences in agendas and expectations often 
are not reconciled. Not surprisingly, adherence to treat-
ment is poor. These problems are likely to persist even in 
the face of intensive practice redesign efforts unless com-
munication between patients and physicians is addressed. 

This article will describe how to use principles of patient-
centered communication to structure the initial moments 
of a medical encounter so that the physician can more reli-
ably elicit, explore and respond to patients’ concerns.

What is patient-centered communication?

Patient-centered communication involves focusing on the 
patient’s needs, values and wishes. It is associated with 

improved patient trust and satisfaction,6 more appropri-
ate prescribing7 and more efficient practice.8 

The tables below provide examples of patient-centered 
communication – and its absence. The transcripts in tables 
1 and 2 were drawn from actual physician interviews as 
part of a study in which standardized patients (actors) were 
sent covertly into physician practices, with prior informed 
consent,9 to examine different physician interaction styles.

The differences between the tables are subtle but 
important. The “non-patient-centered” interview in table 
1 might seem reasonable at first, but closer examination 
reveals that the physician takes control of the conversa-
tion, directs the topic away from the patient’s concern 
and does not offer any empathy or validation. In contrast, 
in table 2, the physician responds to the patient’s con-

Table 1: a physician-dominated medical encounter, with little opportunity for patient input 

TranscripT commenT

Dr: So, what brings you in today?

Pt: My back has been bothering me. Patient expresses a concern.

Dr: what kind of work do you do? “cut-off”: Physician does not inquire further about 
concern and changes the topic.

Pt:  Um, well, I was an administrative assistant as of the beginning of 
January, but I got laid off, so – 

Patient answers the question and expresses 
another concern.

Dr: So, recently laid off. Physician stays on topic but does not give patient 
the chance to elaborate. Physician offers no 
empathy in response to distressing event.

Pt: yes. Monosyllabic answer suggests that the patient is 
in a passive mode. 

Dr:  Ok. Ok. and when was your last physical exam, like pelvic exam, 
breast exam and all that?

Physician changes topic.

Table 2: a patient-centered medical encounter, without explicit agenda setting 

TranscripT commenT

Dr: So, what brings you in today?

Pt: My back has been bothering me. Patient states a concern.

Dr: How so? Physician explores concern further.

Pt:  when I bend over, it hurts, and I’m stiff in the morning. Patient describes the concern in more detail.

Dr: Do you remember when it started? Physician initiates further exploration. 

Pt: yes. I was moving boxes in my house. Patient gives more relevant information.

Dr: what did it feel like when your hurt it? Physician initiates further exploration.

Pt: It didn’t really start hurting until the next day. Patient gives more relevant information.

Dr: Back pain is pretty annoying, isn’t it? Physician offers validation (empathy).

Pt: It sure is. Patient confirms that she felt understood.



PATIENT-CENTEREd CoMMuNICATIoN

cerns by exploring them further, asking questions related 
to the concern and showing empathy; however, it lacks 
explicit agenda setting, as illustrated in table 3. 

eliciting and prioritizing concerns. Two important 
elements of patient-centered communication are drawing 
out a patient’s true concerns and then identifying which 
ones to address first. Physicians often assume that the first 
concern a patient mentions is the most important one 
and that patients will spontaneously report all of their 
fears and concerns. Neither of these assumptions is true. 
Think of the patients who wait until the end of the visit 
to report substernal chest pain.

Eliciting all of the patient’s concerns early in the visit 
is as simple as asking “Is there something else you’re con-
cerned about?” until the patient answers, “No.” Doing 

this lowers the likelihood that patients will bring up addi-
tional concerns late in the visit when there is no time left 
to address them. While time pressures are real, it is strik-
ing how often physicians do not elicit patient concerns 
even when there is adequate time to do so.10 Even when 
concerns are elicited, clinicians rarely prioritize them 
explicitly with the patient. This can be done by asking 
the patient, “Which of these issues would you like to start 
with today?” and then negotiating a reasonable agenda for 
the visit.

The example in table 2, while more patient-cen-
tered than the example in table 1, exhibits the com-
mon mistake of diving into the first concern that the 
patient mentions. In table 3, in contrast, the physician 
takes time to elicit and list all of the patient’s concerns, 

Table 3: a patient-centered medical encounter, with explicit agenda setting

TranscripT commenT

Dr: So, what brings you in today?

Pt: My back has been bothering me. Patient states a concern.

Dr:  Sorry to hear that. Before we go further, though, I’d like to find out  
if there is something else bothering you.

Physician provides empathy and then defers 
further discussion pending other issues.

Pt:  well, I was also wondering why I’ve been feeling so tired lately.  
I’m a bit down in the dumps.

Patient states another concern.

Dr: So, tiredness and feeling down. Is there something else?

Pt: No, not really. Patient is done with her agenda.

Dr: So, which should we start with? Physician invites patient to prioritize concerns.

Pt:  well, perhaps the back pain, but I did want to make sure we have  
time for both.

Dr:  Ok, fair enough. you said your back has been bothering you. How so? Physician explores concern further.

Pt: when I bend over it hurts, and I’m stiff in the morning. Patient describes the concern in more detail.

Dr: Do you remember when it started? Physician initiates further exploration.

Pt: yes. I was moving boxes in my house. Patient gives more relevant information.

Dr: what did it feel like when you hurt it? Physician initiates further exploration.

Pt: It didn’t really start hurting until the next day. Patient gives more relevant information.

Dr: Back pain is pretty annoying, isn’t it? Physician offers validation (empathy).

Pt: It sure is. Patient confirms that she felt understood.
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respond empathically and prioritize them.
Helping patients prepare for the visit. The 

physician will have an easier time addressing a 
patient’s concerns during a visit if the patient 
has first identified his or her own concerns and 
feels free to ask questions, seek clarification, 
participate in decisions and be more involved 
in their care. Practices can use written or online 
forms to accomplish this. Patients can complete 
the form at home or in the waiting room prior 
to the office visit. The form can simply ask 
patients to list their concerns or agenda items,11 
or it could offer a list of common questions 
patients should consider asking their physicians 
(e.g., What is this test for? When will I get the 
results? Will this medicine interact with medi-
cines I am currently taking?).12 

This latter approach has been tested most 
frequently in cancer settings, where use of brief 
lists of common questions (12 items) leads 
patients to ask more questions and actually 
shortens the consultation.12 In addition, many 
patients report looking at the lists between 
visits and in anticipation of an upcoming visit. 
A similar approach is being implemented in 
primary care settings. The Agency for Health-
care Research and Quality has developed sets 
of questions patients can bring to primary care 
visits to learn more about their prescriptions, 
diagnoses and tests. The “question builder” 
tool is available online at http://www.ahrq.gov/

questionsaretheanswer/questionbuilder.aspx. 
To make the tool easy for patients to access, 
practices can link to it on their own Web sites.

In primary care, agenda forms have 
resulted in greater number of concerns 
addressed13 and, in some studies, greater 
patient satisfaction with the discussion.11 
However, use of these forms can be ineffective 
if clinicians do not ask about them or endorse 
them or if they view them as an annoyance.

There are more intensive ways of increasing 
patient involvement in care, which physicians 
should be aware of even if they are not feasi-
ble in the physician’s current setting. Trained 
patient coaches can help patients identify spe-
cific concerns and practice asking questions 
and being assertive when they do not get the 
information that they need. Patients generally 
interact with the coach for 20 minutes prior 
to an office visit. Coaching has resulted in 
improvements in care.14,15 However, coaching 
is expensive. The use of interactive coaching 
software, as an alternative to live coaching, is 
a promising option being studied in several 
primary care sites.

One other design combines agenda-setting 
assistance and coaching by enhancing the role 
of the medical assistant. Under this model, 
recently described as the “teamlet model of 
primary care,” medical assistants are trained to 
help patients identify and prioritize concerns, 
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Patient-centered 
communication 

requires the primary 
care team to elicit 

all of a patient’s con-
cerns, respond with 
empathy and work 
with the patient to 

prioritize them.

 
Patients should  
be encouraged  

to ask questions, 
seek clarification 

and participate in 
decision making.

 
the establishing 

Focus Protocol 
helps the physi-

cian quickly set an 
agenda for the visit, 

in collaboration 
with the patient.
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Physicians often feel a strong desire  
to dive into the first problem a patient mentions.
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identify important questions and voice these 
questions to their physicians.16

staying on time

Physicians’ fears that eliciting all of a patient’s 
concerns could lengthen the visit have some 
basis. Without explicit training in setting and 
focusing patients’ agendas, physicians tend 
to provide longer visits, although the amount 
of time per problem may not increase.11,13,17 
However, physicians trained using a simple 
protocol, the Establishing Focus Protocol (see 
below), were able to address more concerns 
without affecting visit length.18 Patients were 
more satisfied and perceived that more of their 
concerns were elicited and prioritized. Physi-
cians also learned to negotiate with patients 

when it seemed necessary to address issues 
their patients did not rank highly.

Using the protocol, after an inquiry into the 
patient’s concerns, the clinician and patient 
develop a working agenda, sort through the 
patient’s concerns to see which are most press-
ing, and structure the office visit accordingly. 
The protocol may be especially important with 
patients who have long lists of concerns and 
seem oblivious to physicians’ time limitations.

Enacting the protocol requires discipline. 
Physicians often feel a strong desire to dive 
into the first problem a patient mentions and 
to address all of a patient’s stated needs at 
each visit, along with multiple prevention and 
chronic illness guidelines. The protocol helps 
physicians and patients take stock early in 
the visit and prioritize collaboratively so that 

esTablisHing Focus: collaboraTive agenda seTTing

Step 1: orient the patient. “ I know we planned to talk about your blood pressure,  
but first I want to check if there are some other concerns  
you hoped to discuss. this way, we can make the best  
use of our time.”

Step 2: Mindfulness cue.
remind yourself that you may not be able to address  
all problems and issues in one visit.

Step 3: Make a list. “ what concerns would you like me to know about today?” 
then: “Is there something else?” and “Something else?”

Step 4: When necessary, make space for the patient  
to tell his or her story before the entire list of concerns 
is elicited.

Step 5: Avoid premature diving into diagnostic questions. “ excuse me for a moment. I am getting a little ahead of 
myself. Before we talk further about your headaches, do 
you have other problems or concerns you wanted to  
discuss today?”

Step 6: Mindfulness cue.
ask yourself, “Do I feel able to address all the patient’s 
concerns today? Do I need to put some concerns off for  
a later visit?”

Step 7: Confirm what is most important to the patient. “ My impression is that talking about ______________ is most 
important. Is that right?” or “we may not be able to do a 
good job on all these concerns today. which concerns are 
most important today?”

Step 8: If needed, express your concerns about 
particular issues and negotiate how to best spend  
your time. 

“I n addition to talking about your neck pain, I would like to 
discuss your blood pressure.”

Step 9: Seek confirmation and commitment. “ Ok, let’s start with your neck pain, and we can check in on 
blood pressure. If we cannot do a good job on the other 
items, then let’s arrange another visit.”
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a key step in the 

protocol is identify-
ing which issues 

are most important 
and should be 

addressed first.

 
like any new skill, 
patient-centered 

communication 
takes practice.

 
while agenda set-

ting is important, it 
should not get in 
the way of estab-

lishing rapport 
with patients and 

understanding their 
perspectives.

important issues are addressed first and fully.
Self-awareness is essential. At the most 

fundamental level, physicians should be aware 
of their level of attentiveness and distractibil-
ity and any biases that favor exploring some 
illness manifestations more than others. We 
include two “mindfulness cues” – steps 2 and 
6 – to help physicians reflect and determine 
what is feasible given the time allowed.

Incorporating any new skills into estab-
lished practices takes time and effort. There 
are several caveats. Rigid application of the 
Establishing Focus Protocol solely to save 
time can compromise physicians’ abilities to 
form secure and trusting relationships. A par-
ticular challenge is when a patient launches 
directly into telling a story before listing all 
topics of concern (see step 4). In these situa-
tions, it is important to take a moment and 
listen to the patient. Then, respectfully inter-
rupt to confirm whether the topic is the most 
important one to discuss. Finally, keep in 
mind that agenda setting should not upstage 
the interview phases that precede and follow  
it – establishing rapport and understanding 
the patient’s perspective.

moving forward

Although the principles of patient-centered 
communication may seem self-evident and  
are widely endorsed by physicians and patients, 
they are strikingly absent from primary care vis-
its. Current practice redesign initiatives should 
include physician training to elicit and priori-
tize patient agendas as well as patient interven-
tions to help them identify their concerns, fears 
and expectations, prioritize those concerns and 
ask questions. Ultimately, these interventions 
can change the overall climate of patient care 
toward one that is more respectful, comprehen-
sive, effective and efficient.19 

Send comments to fpmedit@aafp.org.

1. kravitz rl. Patients’ expectations for medical care: an 
expanded formulation based on review of the literature. 
Med Care Res Rev. March 1996:3-27.

2. Marvel Mk, epstein rM, Flowers k, Beckman HB. Solic-
iting the patient’s agenda: have we improved? JAMA. 
1999;281:283-287.

3. Braddock cH III, edwards ka, Hasenberg NM, laidley tl, 
levinson w. Informed decision making in outpatient prac-
tice: time to get back to basics. JAMA. 1999;282:2313-2320.

4. Suchman al, Markakis k, Beckman HB, Frankel r. a 
model of empathic communication in the medical inter-
view. JAMA. 1997;277:678-682.

5. Flocke Sa, Stange kc. Direct observation and patient 
recall of health behavior advice. Prev Med. 2004;38:343-349.

6. Fiscella k, Meldrum S, Franks P, et al. Patient trust: is it 
related to patient-centered behavior of primary care phy-
sicians? Medical Care. 2004;42:1049-1055.

7. epstein rM, Shields cG, Franks P, Meldrum Sc, Feld-
man MD, kravitz rl. exploring and validating patient 
concerns: relation to prescribing for depression. Ann Fam 
Med. 2007;5:21-28.

8. epstein rM, Franks P, Shields cG, et al. Patient-cen-
tered communication and diagnostic testing. Ann Fam 
Med. 2005;3:415-421.

9. kravitz rl, epstein rM, Feldman MD, et al. Influence 
of patients’ requests for direct-to-consumer advertised 
antidepressants: a randomized controlled trial. JAMA. 
2005;293:1995-2002.

10. Dugdale Dc, epstein rM, Pantilat SZ. time and the 
patient-physician relationship. J Gen Intern Med. 1999;14:
S34-S40.

11. Middleton JF, Mckinley rk, Gillies cl. effect of patient 
completed agenda forms and doctors’ education about 
the agenda on the outcome of consultations: randomised 
controlled trial. BMJ. 2006;332:1238-1242.

12. Butow PN, Dunn SM, tattersall MH, Jones QJ. Patient 
participation in the cancer consultation: evaluation of a 
question prompt sheet. Ann Oncol. 1994;5:199-204.

13. Hornberger J, thom D, Macurdy t. effects of a self-
administered previsit questionnaire to enhance awareness 
of patients’ concerns in primary care. J Gen Intern Med. 
1997;12:597-606.

14. kaplan SH, Greenfield S, ware Je Jr. assessing the 
effects of physician-patient interactions on the outcomes 
of chronic disease. Medical Care. 1989;27:S110-S127.

15. Oliver Jw, kravitz rl, kaplan SH, Meyers FJ. Indi-
vidualized patient education and coaching to improve 
pain control among cancer outpatients. J Clin Oncol. 
2001;19:2206-2212.

16. Bodenheimer t, laing By. the teamlet model of pri-
mary care. Ann Fam Med. 2007;5:457-461.

17. Bergh kD. time use and physicians’ exploration of the 
reason for the office visit. Fam Med. 1996;28:264-270.

18. Mauksch lB, Hillenburg l, robins l. the establishing 
focus protocol: training for collaborative agenda setting 
and time management in the medical review. Families, 
Systems and Health. 2001;19:147-157.

19. Mauksch l, Dugdale D, Dodson S, epstein r.  relation-
ship, communication and efficiency in the medical encoun-
ter: creating a model. Arch Intern Med. In press.

Although these principles may seem self-evident,  
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