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URING THE 1980S, RENEWED

interest in the patient-

physician relationship and the

availability of more sophisti-
cated audio and video technology al-
lowed investigators to explore medical
discourse in unprecedented detail. One
of the most frequently quoted studies
from this period (Beckman and Frankel")
suggested that patients, asked to de-
scribe their concerns by a physician, were
most often redirected after the first ex-
pressed concern and after a mean time
of only 18 seconds.! Additionally, in only
1 of 52 visits did redirected patients re-
turn to their agenda and complete their
offering of concerns. As a result, the au-
thors postulated that practitioners of-
ten pursued a concern without know-
ing what other issues the patient might
wish to discuss or if the pursued con-
cern was the most important one. Al-
though Beckman and Frankel used the
term interruption to describe this behav-
ior, we prefer the term redirection to in-
dicate verbal interventions that di-
rected the focus of the interview before
the patient had completed an initial state-
ment of concerns. Since others had found
that patients, if given the opportunity,
have an average of 3 concerns per office
visit,>? the chance of ignoring impor-
tant issues and creating less efficient vis-
its seemed realistic.

Most texts on the medical interview
have advocated an interviewing ap-
proach that solicits patients’ reasons for
seeking care and encourages the practi-

Context Previous research indicates physicians frequently choose a patient problem
to explore before determining the patient’s full spectrum of concerns.

Objective To examine the extent to which experienced family physicians in various
practice settings elicit the agenda of concerns patients bring to the office.

Design A cross-sectional survey using linguistic analysis of a convenience sample of
264 patient-physician interviews.

Setting and Participants Primary care offices of 29 board-certified family physi-
cians practicing in rural Washington (n=1; 3%), semirural Colorado (n=20; 69%),
and urban settings in the United States and Canada (n=8; 27%). Nine participants
had fellowship training in communication skills and family counseling.

Main Outcome Measures Patient-physician verbal interactions, including physi-
cian solicitations of patient concerns, rate of completion of patient responses, length
of time for patient responses, and frequency of late-arising patient concerns.

Results Physicians solicited patient concerns in 199 interviews (75.4%). Patients' ini-
tial statements of concerns were completed in 74 interviews (28.0%). Physicians re-
directed the patient's opening statement after a mean of 23.1 seconds. Patients al-
lowed to complete their statement of concerns used only 6 seconds more on average
than those who were redirected before completion of concerns. Late-arising concerns
were more common when physicians did not solicit patient concerns during the in-
terview (34.9% vs 14.9%). Fellowship-trained physicians were more likely to solicit
patient concerns and allow patients to complete their initial statement of concerns (44 %
Vs 22%).

Conclusions Physicians often redirect patients' initial descriptions of their concerns.
Once redirected, the descriptions are rarely completed. Consequences of incomplete
initial descriptions include late-arising concerns and missed opportunities to gather po-
tentially important patient data. Soliciting the patient's agenda takes little time and
can improve interview efficiency and yield increased data.
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tioner to listen until all concerns have been
elicited.*® This component of the medi-
cal interview, sometimes called the “sur-
vey of problems™ or “agenda setting,”®
precedes more focused open-ended and
closed-ended questions used to clarify fur-
ther each concern. Although the origi-
nal research by Beckman and Frankel
found the agenda setting rarely com-
pleted, a number of concerns challenge
whether the initial findings are general-
izable. First, 81% (n =60) of the visits
were with internal medicine residents.
Second, the sample size was small (n = 74
visits and patients). Third, the practi-
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tioners worked exclusively in an urban in-
ner-city practice.

To address these concerns, the cur-
rent study was designed to extend the re-
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sults of the original study by Beckman
and Frankel to answer the following
questions. First, 12 years after recogniz-
ing that physicians take control of the
content of the interview too early in the
visit, did behavior change? Second, are
the patterns of behavior different in sea-
soned family physicians? Finally, how are
solicitations for additional concerns
handled throughout the remainder of an
office visit?

METHODS

Between June 1995 and July 1996, 300
visits to 29 board-certified family phy-
sicians were audiotaped and tran-
scribed. After securing consent from both
physician and patient, the recording was
accomplished by placing a microphone
or minicasette recorder in the examina-
tion room. To be included in the study,
audiotapes had to include the first phy-
sician utterance and continue until the
participants left the room. Regardless of
the reason for the visit, all patients on the
physician’s schedule were invited to par-
ticipate by a trained research assistant
who explained that the study was being
conducted to better understand how
physicians interview their patients. An
attempt was made to recruit 10 patients
per physician. Physician encounters were
recorded in 1 or 2 days. Information col-
lected from patients included age, sex,
and reason for the visit.

Physicians were selected from a con-
venience sample of practitioners from 2
sources: the county membership list of
family physicians practicing in north cen-
tral Colorado and a list of fellowship-
trained family physicians in the United
States and Canada generated by the Fam-
ily Working Group of the Society of
Teachers of Family Medicine. Sixty-two
potential physician participants were sent
aletter of invitation and contacted by tele-
phone to explain the project. As part of
the informed consent, physicians were
told that the purpose of the study was
to better understand medical interview-
ing. Demographic information col-
lected from the physicians included years
of practice, reported number of pa-
tients seen in a half day of practice, sex,
and postresidency fellowship training.
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Characteristics of the study visits col-
lected included the following: length of
visit (defined as opening utterances of ei-
ther participant until participants left the
room or one of the participants clearly
terminated the discourse) and reason for
visit (patient-initiated, preventive, or phy-
sician-initiated.)

The project was approved by the IRB
Committee of Poudre Valley Hospital,
Fort Collins, Colo.

Interview transcripts were analyzed us-
ing a method described by Beckman and
Frankel.! The coding process involved
several steps. First, the physician solici-
tation(s) were defined as an open-
ended request for the patient’s prob-
lems or reason for visit. Examples
include, “How can I help you?”, “What
brings you in today?”, or “Anything else?”.
Placement was coded as (1) the “open-
ing of the visit” or (2) “later.” The open-
ing of the visit consisted of the initial
greeting through pursuit of 1 specific
concern. Visits in which no physician
solicitation was made were coded into a
“no-solicitation” category.

Next, for interviews in which a solici-
tation occurred, the patient’s response
was coded as “completed” or “not com-
pleted.” An opening was coded as com-
pleted if any of the following occurred:
(1) a patient made a statement of comple-
tion (eg, “That’s it”), (2) a concern-
related question was asked of the phy-
sician (“Is my chest pain serious?”), or
(3) a negative response to a physician
query about completion was made (“Any-
thing else?” - “No”).

Noncompleted sequences were coded
when the physician disrupted the pa-
tient’s statement or initiated discussion
of a specific topic without determining
if the patient’s initial statements of con-
cerns were indeed completed. As in the
study by Beckman and Frankel,' the rea-
sons for noncompletion were coded as
(1) “closed question” (“When does the
chest pain come?”), (2) “elaborator” (“Tell
me more about your pain”), (3) “recom-
pleter” (stroking beard, “chest pain”), or
(4) "statement” (“That sounds seri-
ous”). Elaborators often are focused,
open-ended inquiries. Although de-
signed to facilitate patient disclosure, they

have the effect of directing the discus-
sion toward a particular concern. State-
ments and recompleters can be simi-
larly focused. Our coding system
distinguished these focused questions
and statements from nondirective, open-
ended inquiry (“Tell me more” or “Any-
thing else?”) that was hypothesized to re-
duce the risk of missing unstated
concerns. After allowing the patient to
describe the full range of concerns, the
physician would then be expected to ex-
plore further using elaborators, recom-
pleters, closed-ended questions, and
statements.

Also measured were the time in sec-
onds for each postsolicitation se-
quence, the number of concerns ex-
pressed by each patient in each sequence
and the interview, and the number of so-
licitation sequences per interview.

To assess interrater reliability, 30 tran-
scripts were coded independently by
both raters, and a x statistic was calcu-
lated. Data were analyzed by using both
descriptive and inferential methods. De-
scriptive statistics were used to present
demographic data and describe the fre-
quency of occurrence of the communi-
cation variables described. A x? test was
used to assess the association between
nominal variables. The t test was used to
assess the difference in length of patient
response time to solicitations in com-
pleted and noncompleted visits and the
relation between physicians’ training sta-
tus and complete agenda setting. The
Pearson coefficient was used to assess the
correlation between number of solicita-
tions and number of patient concerns ex-
pressed, and the association between
complete agenda setting and physician
experience.

RESULTS

The initial consent rate of physicians to
participate was 52% (32/62). After ini-
tial physician agreement, the participa-
tion rate of patients was 85% and phy-
sicians, 91% (3 consenting physicians
did not complete data collection.) The
majority of the physicians were men
(79.3%), had a mean of 9.8 years of ex-
perience, and saw a mean of 11.3 pa-
tients per half day session. Nine had com-
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pleted fellowship training in family
therapy and communication skills.
Twenty (69%) practiced in semirural
Colorado, 1 (3%) in rural Washington,
and 8 (27%) practiced in urban settings
in the United States and Canada. The ma-
jority of the patients were women
(56.4%) with an average age of 34.1
years. The mean visit length was 15 min-
utes, 0 seconds. The reason for the visit
included patient-initiated visits (eg, acute
care, new patient with chronic prob-
lems [51%]), physician-initiated visits
(eg, follow-up to check medication, ob-
stetrics, chronic illness [24%]), and pre-
ventive (eg, annual examination, well-
child care [25%]).

Of the 300 audiotapes recorded, 36
were omitted from analysis because of a
delay in starting the tape recorder or poor
audio quality. The remaining 264 tran-
scripts formed the corpus for further
analysis. The « statistic was .66 (agree-
ment on 26 of 30 transcripts) suggest-
ing moderately high agreement beyond
chance between raters independently
coding for completion vs noncomple-
tion of patient concerns.

In these 264 visits to experienced fam-
ily physicians, the physician solicited the
patient’s concerns in 75.4%. In the re-
maining 24.6%, no solicitation was made.
The distribution and placement of so-
licitations is shown in TABLE 1. In 79%
(n=157) of interviews with solicita-
tion, the physician asked the patient for
his or her concerns either once or mul-
tiple times only at the beginning of the
visit. In 21% (n =42) of these visits with
solicitation, the physician asked the pa-
tient for additional concerns later in the
interview.

Patients completed their statement of
concern(s) in only 74 (28.0%) of the in-
terviews. Causes for noncompletion of
patients’ statements are found in TABLE 2.
The most frequent barriers to comple-
tion were closed-ended questioning
(28.4%), absence of solicitation (24.6%),
and physician statement (14.0%).

As shown in TABLE 3, the number of
physician solicitations was positively as-
sociated with the number of concerns ex-
pressed by the patient (Rye, = .42, P<<.001).
The mean number of concerns initiated

by the patient was 1.23 (this figure does
notinclude concernsinitiated by the phy-
sician, eg, “You're here to check on your
throat?”). The mean number of concerns
per nonsolicited visit was 0.83, compared
to 1.37 concerns in solicited visits
(t2=3.09,P=.002). For completed vis-
its, the mean number of concerns ex-
pressed was 1.30, while innoncompleted
visits, the mean number of concerns ex-
pressed was 1.17 (t,5,= 0.80, P = .43). Visit
length was not associated with comple-
tion status (15 minutes, 18 seconds and
14 minutes, 52 seconds for completed
and noncompleted visits, respectively)
(t56=0.24, P=.81). However, the rela-
tionship between the number of concerns
expressed and visit length was statistically
significant (F;=10.36, P<.001).

The mean time available to patients to
initially express their concerns before the
first physician redirection was 23.1 sec-
onds. Most redirections (76%) occurred
after the first concern. The point of first
redirection and time to redirection in re-
lation to concerns is shown in TABLE 4.

Following the initial redirection, the
patient went on to state 1 or more addi-
tional concerns in 33% (45/137) of the
interviews. The physician made 1 or
more additional solicitations in 21% (29/
137) of the interviews and, despite the

|
Table 1. Frequency of Physician Solicitations
of Patient Concerns

No. (%)
Solicitation
Once, at opening only 124 (47.0)
Multiple, at opening 33 (12.5)
Multiple, at opening and later 25(9.4)
Multiple, only later 4(1.5)
Once, only later 13 (6.0
Total 199 (75.4)
No solicitation 65 (24.6)

Table 2. Physician Responses to Patient
Initial Statement of Concerns

Response

Patient concern completed
Patient concern not completed

No solicitation of concerns 65 (24.6)
Redirection by closed question 75 (28.4)
Redirection by elaborator 1(0.4)
Redirection by recompleter 7(2.7)
Redirection by statement 37 (14.0)
Undetermined* 5(1.9
Total 264 (100.0)

*Audiotape ended before completion of interview.

©1999 American Medical Association. All rights reserved.
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redirection, the patient concerns were
eventually completed in 8% of the vis-
its. When the additional time for post-
redirection patient statements of con-
cerns is included, the mean total time
available for patients to identify their con-
cerns was 26.2 seconds per interview.

Completed and noncompleted state-
ments took approximately the same time
(23.8 vs 27.7 seconds, P=.14).

Patients spontaneously initiated a new
concern after the completion of the his-
tory portion of the visit in 20.1% (N = 53)
of the visits (both completed and non-
completed). The vast majority of con-
cerns were new medical questions di-
rected to the physician. Late concerns
were more common when no solicita-
tion occurred compared with visits where
a solicitation for concerns was made 1
or more times (34.9% and 14.9%)
(x*=12.07, P=.001). Late-arising con-
cerns tended to be less frequent in com-
pleted openings (15.8%) compared with
noncompleted openings (22.7%), al-
though the difference was not statisti-
cally significant (P=.21).

Individual physicians differed in their
tendency to allow patients to complete
their statement of concerns, ranging from

]
Table 3. Physician Solicitations and
Associated Number of Concerns Expressed
by the Patient*

Median No.

(Range)
Solicitations, Interviews, of Concerns
No. No. Expressed

0 65 O 0 (0-4)

1 136 O (0-4

2 48 0 (0-8)

3 8 5(0-2)

4 5 0 (2-5)

5 2 0(4-6)

*Concerns initiated by the physician are not included.
R =.4199, P<.001.

]
Table 4. Relationship Between First
Redirection and Elapsed Time for the 136
Redirected Opening Statements

Concerns
Expressed Mean Elapsed
Before Time to
Redirection, Encounters, Point of
No. No. Redirection, s
0 19 2.4
1 104 23.9
2 11 31.4
=3 2 129.5
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0% to 75% of each physician’s set of in-
terviews. The likelihood that a physi-
cian allowed patients to complete their
initial statement of concerns was not as-
sociated with years of physician experi-
ence, number of patients seen per clinic
day, physician sex, patient sex, or the
physician’s familiarity with the patient.
Fellowship training, however, was asso-
ciated with agenda setting. Fellowship-
trained physicians allowed patients to
complete their initial statements of con-
cerns more often than the other physi-
clans (mean, 44% of interviews com-
pleted per physicians vs 22% per
physician, respectively) (t,;=2.71,
P=.012). Although the likelihood of phy-
sician solicitation was not associated with
the type of visit, complete agenda set-
ting occurred more frequently during
preventive visits (47%) than visits for
acute or chronic problems initiated by
the patient (20%) or the physician (28%)
(x*=15.16, P=.001).

COMMENT

Physicians commonly redirect and fo-
cus clinical interviews before giving pa-
tients the opportunity to complete their
statement of concerns. The relatively low
frequency (28%) with which experi-
enced physicians solicited the patient’s
complete agenda is similar to the find-
ing (23%) of Beckman and Frankel' 12
years earlier among resident physi-
cians. Incomplete agenda setting was
associated with fewer patient concerns,
late-arising concerns, and missed oppor-
tunities to gather potentially important
patient data. Once the discussion be-
came focused on a specific concern, the
likelihood of returning to complete the
agenda was very low (8%).

The average length of time given pa-
tients to itemize their concerns before the
first redirection (23.1 seconds per inter-
view) was 28% longer than the 18 sec-
onds reported by Beckman and Frankel.!
When the entire visit is considered, pa-
tients had over 26 seconds to present
their agenda of concerns. Although 26
seconds may seem inadequate, it is note-
worthy that patients who initiated 1 or
more concerns and were given the op-
portunity to complete their concerns used
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an average of only 32 seconds. Given the
relatively small proportion of the inter-
view needed to clarify the patient’s con-
cerns, the related decreased likelihood
of late-arising concerns and the diffi-
culty of exploring new concerns late in
the visit, our data support complete
agenda setting as an efficient manner to
open the medical encounter.

Specific physician behaviors that pre-
vented the complete identification of pa-
tient concerns included failing to solicit
the patient’s agenda (24.6%) and asking
a closed-ended question following a so-
licitation (28.4%). Conversely, the phy-
sician behavior associated with soliciting
the complete patient agenda was a con-
tinued query for additional concerns (eg,
“Anythingelse?”). Additional solicitations
often revealed additional patient concerns
(Table 3). While some physicians may
avoid eliciting multiple concerns due to
fear of extending the encounter, unex-
pressed patient concerns may lead toa pro-
longed investigation of a concern hypoth-
esized to be the “chief complaint,” butin
reality was the second most important
problem. Multiple solicitations early in the
visit may enhance the efficiency of the in-
terview by decreasing late-arising concerns,
allowing the physician and patient to pri-
oritize problems at the outset to make the
best use of their time and minimize im-
plicit assumptions of what the patient
wants to discuss.

Fellowship-trained physicians solicited
a complete listing of concerns more fre-
quently. This finding, while not surpris-
ing, confirms that practitioners with ad-
vanced training in counseling and com-
munication skills conduct interviews
differently than their cohorts. The open-
ing solicitation of patient concerns often
was characterized by an open-ended ques-
tion followed by nondirective facilitating
utterances (eg, “Uh-huh” or “What else?”).
Having heard the patient’s agenda, the
multiple concerns were then explicitly pri-
oritized with the patient.

Identification of the spectrum of pa-
tient concerns has obvious importance.
However, physicians’ time is limited® and
it may not always be desirable or neces-
sary to solicit an exhaustive list of pa-
tient concerns rigidly at the opening of

the interview. Patients may defer emo-
tionally laden topics until the trustwor-
thiness of the physician is better known
or until the physician brings up the
topic.'® Sex differences and cultural val-
ues may interfere with some patients’
willingness to verbalize concerns at the
opening. Additional concerns may not
occur to the patient until later in the in-
terview. Also, physicians vary in their
style. One style that seemed useful was
to follow each open-ended solicitation
with a focused open-ended question (eg,
“Tell me more about the leg pain”), then
revert back to another open-ended so-
licitation (eg, “Anything else?”) before
moving into closed-ended questioning
and the examination. This style of inter-
spersing agenda-setting solicitations with
focused questions occurred in 34 inter-
views, the majority (71%) of which were
conducted by fellowship-trained physi-
cians. In such cases, the coding system
labeled the focused, open-ended ques-
tions as redirections when, in fact, the
interviewing style provided subsequent
opportunities for the patient to express
an additional concern later on. Despite
this weakness in the coding system, the
procedure was used to make a direct
comparison to the study by Beckman and
Frankel. These variations used by expe-
rienced physicians suggest that models
of medical interviewing should allow for
flexibility in structure if desired out-
comes of a complete agenda and ad-
equate problem definition are achieved.'!

Two aspects of this study warrant fur-
ther comment. We use the term redirec-
tion to indicate the physician began di-
recting the focus of the interview before
determining whether the patient com-
pleted an initial statement of concerns.
Redirection has the same meaning as in-
terruption in the original article by Beck-
man and Frankel. Second, patients of-
ten had further opportunities to describe
their concerns in response to focused
physician questions. The length of time
reported in this study pertains to the
agenda-setting portion of the interview
and should not be interpreted as the
total time available for the patient to
describe his or her concerns in more
detail.
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The study is limited by exclusive re-
liance on transcripts of verbal data. We
did not code nonverbal cues, such as pos-
ture or facial expression that may have
informed the physician that the patient
had completed his or her agenda. Also,
the coding system did not distinguish
cues such as inflection, tone of voice, or
pauses in communication. Reactivity to
audiotaping may have altered physi-
cian and patient behavior. For ex-
ample, physicians may have been more
attentive to patients knowing that they
were being audiotaped. There are data,
however, to suggest the effect of taping
on patient-physician interaction is mini-
mal.'> We did not determine whether
physicians had information from charts

or office staff that might have influ-
enced the need to obtain an agenda di-
rectly from the patient. Although it is
common practice for a medical assis-
tant or nurse to elicit patients’ concerns
before seeing the physician, this does not
eliminate the need to solicit additional
patient concerns during the visit. Fi-
nally, physicians who agreed to partici-
pate may have differed from nonvolun-
teering physicians, possibly biasing the
results.

The tendency of experienced family
physicians not to solicit the patient’s com-
plete agenda is similar to the finding of
Beckman and Frankel 15 years ago. De-
spite concern that a patient-centered ap-
proach will take more time, our study

SOLICITING THE PATIENT'S AGENDA

further reinforces that soliciting all of the
patient’s concerns does not decrease ef-
ficiency. Using a simple opening solici-
tation, such as “What concerns do you
have?,” then asking “Anything else?” re-
peatedly until a complete agenda has
been identified appears to take 6 sec-
onds longer than interviews in which the
patient’s agenda is interrupted. Agenda
setting is a teachable and learnable
skill'*!* that deserves emphasis and re-
inforcement.
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