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The array of impressive papers in-
cluded in this issue highlight the
diverse nature of the patient popu-
lations we serve, both celebrating
the differences and underscoring
the challenges that diversity brings
to the medical encounter. Commu-
nication is a complex process un-
der the most straightforward of cir-
cumstances; it is far more compli-
cated when the basic rules that gov-
ern communication are uncertain or
uncl ear. Thi s i s the case when
speakers do not share the same ba-
sic medium—for instance, when
patients do not speak the same pri-
mary language as their physician,
whi ch was wel l  art i cul ated by
Ferguson and Candib,1 or when the
patient uses another mode of com-
munication, such as American Sign
Language (ASL), as described by
Barnett,2 or when patients’ limited
literacy restricts their ability to un-
derstand and be understood by their
physician, as overviewed by Will-
iams et al.3

In addition to these obvious com-
munication diff icult ies, equally
complex challenges are presented
when assumptions regarding the
social rules that govern communi-
cation are uncertain or unclear, as
in the case of cross-cultural com-

munication.4 Culture constructs a
framework of beliefs, symbols, and
values often expressed through dis-
tinct language or the unique use of
common language, for instance in
the use of idioms or nonverbal ges-
tures.4 These language differences
often draw the parameters that de-
f ine group boundaries and distin-
guish its members from the larger
non-group world. Inasmuch as defi-
nitions of culture can be f luid, lan-
guage-linked cultural norms may
apply to broad categories of pa-
tients, including those identif ied by
their ethnicity, gender, age cohort,
sexual orientation, or religious be-
liefs, among others.1

These are not al l the ways in
which language may carry signif i-
cance beyond the words sai d.
Things happen to patients, and as-
pects of this lived experience can
further act to redefine the way an
individual sees oneself or is seen by
others. Especially traumatic events,
such as domestic violence, as de-
scribed by Fogarty et al5 may affect
the openness and trust that a patient
may bring to the medical visit. Even
everyday annoyances can change
the normative dynamics of medical
communication; the angry, worried,
anxious, or disappointed patient
demands special consideration and
sensit ivity in communication, as
illustrated by the work of McCord
et al.6

The purpose of this essay is to
address the pressing question raised

by the papers assembled in this is-
sue of Fami l y Medi ci ne—how
might the challenges of patient di-
versity be met within the constraints
of everyday primary care practice?
This is not an easy question to an-
swer. Sensitively meeting the needs
of so diverse a constituency as rep-
resented by patients is daunting,
even overwhelming. Even apart
from the challenges just reviewed,
primary care doctors are expected
to deliver increasing numbers of
services in a limited time, includ-
ing the provision of a host of pre-
ventive tests and lifestyle counsel-
ing that are so necessary for the
maintenance of good health.7

Relationship-centered Care
Is the Elephant Behind the
Prescr iptions of Each of the
Authors in the Cur rent Issue

The premise of this commentary,
perhaps the only one that could pos-
sibly provide a reasonabl e response
to the overwhelming demand made
of primary care physicians, is to
look for an overarching communi-
cation framework with the ability
to integrate the varied demands of
diverse patient populations. I pro-
pose that the model of relationship-
centered care,8 derived from the
biopsychosocial care paradigm,9

represents such a heuristic.
A second consideration of impor-

tance, even assuming agreement on
a framework through which care
can be effectively and sensitively
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conveyed, is whether communication
can be taught. There is strong evi-
dence that physicians can be taught
to incorporate key relationship-cen-
tered strategies into their daily prac-
tice, although there is less consen-
sus on the best teaching strategies
for this instruction (See papers by
Lang et al10 and Buyck and Lang11

and the paper by Zoppi  and
Epstein12). Moreover, as reflected in
the review by Post et al,13 patients
can be taught to more effectively
participate in the medical dialogue
and communicate their expecta-
tions, preferences, and needs.

In the following pages, I will ar-
gue that the biopsychosocial para-
digm and its focus on relationship-
centered medi cine provides the
magic bullet for sensit ive health
care. It is consistent with quality
medical practice, it is teachable, and
it is linked to valued patient and
physician outcomes.

What Is the Nature of the
Biopsychosocial Paradigm and
Relati onship-centered Care?

Just as the molecular and chem-
istry-oriented sciences defined the
20th century’s biomedical para-
digm, the biopsychosocial para-
digm has been articulated as the
vehicle through which the medical
chal l enges of the 21st century
would be met.14 I t is the latter model
that provides the clinical pathway
through the medical dialogue to
collaboration and partnership. The
function of the biopsychosocial
model, and the key role of relation-
ship and dial ogue to i ts perfor-
mance, i s wel l  art i cul ated by
Engel:14

To appreciate relationship and
dialogue as requirements for sci-
entific study in the clinical setting
highlights the natural conf luence
of the human and the scientific in
the clinical encounter itself. It is
not just that science is a human
activity, it is also that the inter-
personal engagement required in
the clinical realm rests on

complementary and basic human
needs, especially the need to
know and understand and the
need to feel known and under-
stood. . . . For the patient, to feel
understood by the physician
means more than just feeling that
the physician understands intel-
lectually, that is, “comprehends”
what the patient is reporting and
what may be wrong, critical as
these are for the physician’s sci-
entific task. Every bit as impor-
tant is that the physician display
understanding about the patient as
a person, as a fellow human be-
ing, and about what he/she is ex-
periencing and what the circum-
stances of his/her l ife are.

In extending the seminal work of
Engle in defining the biopsycho-
social paradigm, McWhinney and
others15 have attempted to translate
its central tenets from a model to a
clinical method. The patient-cen-
tered clinical method has often been
linked to the broad conception of
patient centeredness, although there
is little consensus on how this might
be measured.16  There is agreement,
however, that patient centeredness
involves the grounding of the thera-
peutic di alogue in a biopsycho-
social rather than a biomedical para-
digm;14-19 active patient engagement
in the medical dialogue;17 the doc-
tor being open and responsive to the
patient’s agenda and perspective,
including elicitation of the patient’s
concerns, expectations, and prefer-
ences for treatment;17 and establish-
ment of emotional rapport.20

While philosophically derived
from these earlier works, the Pew-
Fetzer Task Force on Advancing
Psychosocial Health Education8 ar-
gues that the term patient-centered
care diminishes the importance of
relational reciprocity between pa-
tient and physician. The more en-
compassi ng term rel ati onshi p-
centered medicine is suggested as
more accurately reflecting the criti-
cal foundation of the therapeutic re-
lationship to optimal integrati on

and synthesis of the pati ent and
physician perspective wi thin the
medical encounter. Importantly, the
rel ati onshi p-centered approach
transcends the particular to the gen-
eral; it assists the physician in con-
necting with patients regardless of
ethnicity, gender, cultural  back-
ground and identity, or life experi-
ence.

Applying and integrating these
concepts, relationship-centered vis-
its can be characterized as medi-
cally functional, informative, facili-
tative, responsive, and participa-
tory.18 The f irst of these is the ex-
tent to which the relationship ful-
f ills the medical management func-
tions of the visit within the con-
straints of a given health delivery
system. Provision of quality care
demands accomplishment of basic
medical tasks. If  the relationship
model inhibits performance of these
tasks, it fails both patients and phy-
sicians in a primary way. Included
among these tasks are structuring
the visit, eff icient use of time and
resources, smooth organization and
sequencing of the visit, and team-
building among health profession-
als, as well as technical tasks related
to physical exam, diagnosis, and
treatment.21-23

Second, the relationship must be
facilitative in eliciting the patients’
full spectrum of concerns and visit
agenda. Within this context, the
patient’s ability to tell the story of
his/her illness holds the key to the
establishment and integration of the
patient’s perspective in all subse-
quent care. Telling of the story is
the method by which the meaning
of the illness and the meaning of the
disease are integrated and inter-
preted by both doctor and patient.
Particularly critical is elicitation in
the psychosocial realm of experi-
ence. A patient’s experience of ill-
ness is often reflected in how it af-
fects one’s quality of life and daily
function; one’s family, social, and
professional functioning and rela-
tions; and one’s own feelings and
emotions. Awareness of how these
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coping challenges are faced is criti-
cal to the f i ndi ng of common
ground and establishment of au-
thentic dialogue.17,21-25

 Third, the visit must be respon-
sive to the patient’s emotional state
and concerns. Physicians are not
simply expert consultants, they are
also someone to whom people go
when they are particularly vulner-
able. Use of support, empathy, con-
cern, and legitimation, as well as
explicit probes regarding feelings
and emotions, are important ele-
ments of rapport building and key
to a patient feeling known and un-
derstood.21-25

Fourth, the relationship must be
informative, providing both techni-
cal information and expertise and
behavioral recommendations in a
manner that is understandable, use-
ful, and motivating. A singularly
consistent f inding in studies of doc-
tors and patients conducted over the
past 25 years has been that patients
want as much information as pos-
sible from their physicians. The
importance of this information ap-
pears as critical to the patient’s ca-
pacity to cope with the overwhelm-
ing uncertainty and anxieties of ill-
ness as in its substantive contribu-
tion to directing patient actions.26

Finally, the f if th element of the
relationship is that it must be par-
ticipatory. Physicians have a re-
sponsibility and obligation to help
patients assume an authentic and
responsible role in the medical dia-
logue and in decision making. The
first definition for “doctor”  in the
Webster’s Dictionary is “ teacher.”
The word “ teacher”  implies help-
ing, but this help is not limited to
the usual clinical sense of provid-
ing correct diagnosis and treatment
or empathy and reassurance. A
teacher helps by equipping learn-
ers (patients) with what they need
to help themselves; this includes not
just information but also confidence
in the value of their own contribu-
tions. The educator model is more
egalitarian and collaborative than
the traditional doctor-patient model,

and as such is core to the building
of a mutual partnership.25

Can and Should Relationship-
centered Care Be Taught?

A growing literature has linked
elements of relationship-centered
communication to a host of valued
patient outcomes, including im-
provements in markers of disease
control such as hemoglobin A1c and
blood pressure, reports of enhanced
physical and emotional health sta-
tus, and better performance in ac-
tivities of daily living,17 as well as
patient satisfaction, recall of recom-
mendations, and adherence.27 The
literature has also found associa-
tions between relationship-centered
care practices and physician satis-
faction with practice28 and amelio-
ration of professional burnout.29

In light of this evidence, physi-
cians’ communication skills have
attracted increasing attention as a
source of variation in the quality of
care.30 The linking of communica-
tion skill and quality of care has not
gone unnoticed by medical educa-
tors, credentialing bodies, and man-
aged care organizations. The past
decade has seen two international
consensus statements by expert
groups of medical educators mak-
ing recommendations for the devel-
opment and impl ementation of
teaching and communication skills
assessment programs in medical
schools.31,32 Recent initiatives sig-
naling the importance of creden-
tialing of physicians in interview-
ing skills are also evident. The Na-
tional Board of Medical Examiners
antici pates i mplementation of a
standardi zed pati ent test in the
next several years, which will fo-
cus on communication as a compo-
nent of the US Medical Licensing
Examination,33 and the Educational
Commission for Foreign Medical
Graduates already includes inter-
viewing as part of its clinical skills
test.34

Fortunately, there is evidence that
training in communication skills is
effective. A meta-analysis of the

impact of formal continuing medi-
cal education (CME) programs on
physician behaviors and patient out-
comes shows that interactive CME
sessions that enhance participant
activity and provide the opportunity
to practice skills can effect change
in professional practice and, on oc-
casion, heal th care outcomes.35

There is a good deal of variation in
the length and format of communi-
cation training programs, with some
training programs offering as few
as 4 hours of instruction and others
with developed curricul a of 40
hours or more. While results are
mixed, program length appears less
predictive of success than use of a
systematic approach to teaching.
Effective training programs include
specif ic, explicit  instructions on
how to do the targeted behavior;
peer discussion opportunities; vid-
eotapes portraying ideal simulated
behaviors, with role-playing oppor-
tunities to rehearse such behaviors;
and specif ic feedback regarding
performance.36 More recently, the
use of interactive CD-ROM tech-
nology to tailor direct feedback to
physicians on their interviewing
performance has been demonstrated
to be a promising and time-eff icient
training mechanism (Roter et al. Use
of an Innovative Video Feedback
Technique to Enhance Communi-
cation Skills Training. Manuscript
under review).

In contrast to the existence of
many training programs targeting
physicians, little research has tried
to intervene with patients to im-
prove the communication process.
The work described by Post et al in
this issue13 is representative of this
small but promising literature, dat-
ing from the late 1970s.

Conclusions
In conclusion, the biopsycho-

social paradigm and its focus on
relationship-centered medicine pro-
vides an integrative framework for
responsive and culturally sensitive
health care. The model is teachable
through both physician education
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and patient activation, and it is a
reasonable proxy for quality of care
through its link to valued patient
outcomes. When viewed through
the relationship-centered lens, the
many challenges to the delivery of
effective primary care to diverse
popul ati ons so wel l  i ll ustrated
throughout this issue seems l ess
unattainable and out of reach. In-
deed, we should feel encouraged to
embrace so pragmatic and effective
a solution to the coming medical
challenges of the new century.
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