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ABSTRACT 

The ability to gather accurate and complete infor

mation is important in scientific endeavors and the field 

of medicine is no exception. The medical interview is one 

of the primary methods by which the physician gathers 

information. His/her method should be no less than that 

used by the scientist. There are two components to the 

medical interview: The content, or the specific infor

mation, and the process, or the method by which the 

information is obtained. Traditional methods for teaching 

interviewing skills to medical students emphasized an 

on-the-job type of experience with students going out on 

the wards to interview actual patients. The method had 

several problems including lack of standardized methods 

of teaching and evaluating. This dissertation looks at a 

competency-based method of teaching and evaluating medical 

interview skills used at The University of Arizona College 

of Medicine. It uses patient instructors (PIs) to 

objectively evaluate interviewing skills. PIs are highly 

trained non-physicians who have been trained to function as 

patients, teachers, and "evaluators. Analysis of the data 

collected on student interview performance from the classes 

of 1982-1984 indicated that there was no significant 

" viii 
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difference "in content or process scores due to sex or 

prior occupational experience in a health-related profession. 

However, significant differences were found in content and 

process scores due to the age" of the interviewer with 

students older than the class average scoring higher than 

the younger students. 



CHAPTER 1 

INTRODUCTION 

The ability to gather accurate information has been 

a perplexing and frustrating problem for mankind since its 

earliest beginnings. From prehistoric times, the quest for 

knowledge has been detoured and delayed by countless stumbling 

blocks, many of which could be directly tied to the inability 

to accurately assess a situation as a result of inadequate, 

sound information. Without factual information, decision 

making becomes something of a "game of chance" with assump

tions and suppositions being used to determine an appropriate 

course of action. Throughout history, fear and supersitition 

have often taken the place of logic, and truth often has been 

determined by belief rather than fact. For early mankind, as 

for the human race today, the chance of making a wrong 

decision was a function, in part, of the accuracy and amount 

of information available for the decision making process. 

Today, more than ever, the consequences of wrong decisions 

for individuals as well as the entire human race can be 

dysfunctionaly disastrous sometimes. 

Accurate information has been one of the building 

blocks of modern civilization. Its importance cannot be 

overemphasized. As Borg and Gall (1974) have observed, 

scientific progress has been made possible to a large extent 

1 
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because of mankind's ability to accurately measure the events 

and phenomena of the world. Accurate measurement, in turn, 

is the result of the development of better tools and 

measurement methods. An examination of the history of any 

of the sciences will invariably reveal that as more accurate 

tools were developed, important gains in knowledge followed. 

As new information was obtained old theories and ideas were 

disproved. Newer and better theories were created which 

more adequately explained all the knowledge about a phenom

ena, These better theories then produced more information, 

indicating a cyclic process which continues today. 

Mankind's first attempts to explain the perceptual 

world was by means of myths and analogies to imagined or 

familiar experiences (Harris, 1970). From a primative 

conceptualization of the universe surrounding them, people 

created monsters to explain that which was bad, gods to aid 

in endeavors of good, and numerous tales and stories to 

rationalize things they could not understand. Without the 

tools and methods necessary to gather accurate information, 

people created general conceptualizations of the world and 

determined "truth" based on the observance of physical 

phenomena and their "fit" into these concepts. Using this 

method, the Greeks, at one point in their civilization, 

determined that the sun was ex~inguished in the evening and 

rekindled every morning like the domestic fire (Harris, 1970). 
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Existing observation of the phenomena in question was fitted 

to a plausible scheme. The early Greek was satisfied. That 

which needed explaining was explained. There was order in 

the events of the world. 

Observation, however, is not as simple a matter as 

is sometimes believed, and the search for order among the 

facts is a difficult task (Cohen & Nagel, 1939). The order 

which exists today is often shattered by the observations 

and discoveries of tomorrow. There is nothing out of the 

ordinary about such occurrences. They happen repeatedly in 

science. Observations are made and verified which produce 

new information. Contradictions occur between the new data 

and old principles. Changes are made and revised principles 

developed to escape the contradiction (Northrop, 1931). The 

changes which such occurrences bring about in mankind's under

standing of the nature of things and in the methods people 

use in the search for knowledge are usually minor. Progress 

occurs slowly, moving forward in a long chain of seemingly 

imperceivable steps. Occasionally a change occurs that is 

of such magnitude it can only be called revolutionary. It 

may alter the destiny of mankind. 

One such change was when the "coming of science was 

heralded, some twenty-seven centuries ago, by a Greek named 

Thales" (Northrop, 1931, p. 3). Discarding the idea that 

the world was a place where people and the forces of the 

environment around them were controlled by gods and demons 
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in a manner which they were not able to influence and could 

not understand, Thales proposed a new philosophy diametri

cally opposed to the thinking of his time. He announced that 

theory must fit fact and that what course things took was 

within the things themselves where they could be studied and 

understood. It was the advent of this philosophy that made 

science possible. 

Science, as we know it, is based on the concept that 

the theory must be made to fit facts and observations. 

Theories are things people create to explain what they 

observe. Phenomena exist in nature and will occur whether 

- people observe them or not. Tests are conducted to determine 

how well theory will describe the observed phenomena. This 

system, known as the scientific method, emerged in the 

seventeenth century as we began to progress out of the Middle 

Ages. It differed radically from other methods which had 

existed in that it encouraged and developed the utmost doubt 

so that whatever remained was the result of the best possible 

evidence. Whenever new information or new doubts arise, the 

scientific method endeavors to incorporate it into the 

existing body of knowledge, changing that which is necessary 

in the process. It is this method that makes science progres

sive because its results are always open to question (Cohen & 

Nagel,1939). 

This was quite different from what had been intro

duced by the Greeks many centuries earlier, and what had 



5 

been the prevailing philosophy about the acquisition of know

ledge just a few centuries before. Greek philosophers, like 

Plato and Aristotle, were content to conceptualize theories 

around the phenomena of the world, but did not see any need 

to confirm or deny them with tests under anything approaching 

controlled conditions as was now being done. Their own metho

dology, and their belief in the power of logical thought, 

produced this situation and prohibited them from discovering 

or correcting errors in their theories. Certainly, the limi

tations imposed upon them by their inability to control the 

environment to any great degree, and their lack of tools for 

measurement contributed greatly to this condition. Further, 

the Greeks, and later their followers, were reluctant to dis

card theories which the great philosophers had developed 

which were now being questioned as a result of information 

which itself was often under question. The unquestioned 

acceptance of Aristotle's pronouncements greatly retarded 

the expansion of knowledge in the Middle Ages and helped 

create a black period in the history of science (Borg & Gall, 

1974). Strict compliance to the dictates of authority and 

unquestioned belief in the theories of the great philosophers 

reigned over fact. 

One of the classic illustrations of the use of the 

scientific method over the appeal of authority is the study 

by Galileo and his experiments with falling bodies. When he 

had finished, only the most ignorant would again assume that 
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the heavier a body was, the faster it would fall since 

Galileo demonstrated that objects fell at the same rate 

regardless of what they weigh. While others had decided 

what would occur by using logic and intuitive thought, "he 

had resorted to the ridiculously simple device of dropping 

weights ... and timing their fall" (Trow, 1925, pp. 28-29). 

The method was now set. People would now test their theories 

and measure the results. 

One of the great distinctions between science and the 

many of mankind's other activities is the ability to accu

rately measure. It is the existence of the measuring instru

ments that makes science more than simply a process of 

reasoning. These mechanical contrivances emphasize lithe one 

great difference between ordinary observation and scientific 

observation, a demand for accuracy" (Trow, 1925, p. 64). 

Accuracy is important in the field of medicine. Here, 

every day, patients are examined, histories taken, tests are 

run, and interviews conducted, all to gather the information 

necessary to develop a diagnosis and begin treatment to affect 

a cure. Whether in the physician's office or in a hospital 

ward, life and death decisions are being made. The method 

used to gather information for the physician should be no 

less than that used by 'the scientist. 

As Flexner pointed out in a 1910 report, the 

physician does indeed use the principles of the scientific 

method to solve clinical problems. Like scientists, 
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physicians are faced with a definite situation which they 

observe in order to gather all relevant data. From this 

information they develop a line of action and a hypothesis. 

The outcome of their actions refute or confirm their 

theories, or lead to their modification. The data are -the 

patient's history, symptoms, and conditions. The hypothesis 

is the diagnosis. The treatment is the action. Science and 

the practice of medicine employ exactly the same methods and 

techniques. 

Until recent times, however, the physician's tools 

for accurately gathering information were extremely limited. 

As Engle (1976) has stated, until World War II, most data 

about a patient's condition was derived from the patient, 

from the history, the symptoms, and from a thorough physi

cal examination. Using this data, the physician constructed 

a hypothesis, invoked whatever diagnostic procedures as were 

available to confirm the diagnosis and pro ceded with a 

treatment. liThe autopsy was the final arbiter .•. 11 (p. 862}. 

The technological developments that occurred after 

World War II produced drastic changes in the fundamental 

approach to the physician's diagnostic process. Slowly, 

physicians began to rely more and more on the new technolo

gies until, finally, the interview, history, and physical 

examination were used principally as a guide in ordering 

test procedures. As a result, physicians today are not 

equipped to deal with the problems brought in by many 
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patients, other than to order more tests. Problems that 

cannot be solved by laboratory testing and other technology 

may be improperly handled or neglected. They are simply 

outside the ability of the technologically trained physician 

to handle. "Indeed, with regard to the problems not solvable 

by laboratory means, medical practice remains as backward as 

it was 100 years ago" (Engle, 1976, p. 862). 

Studies, such as the one done by Wiener and 

Nathanson (1976), confirm that there are serious problems in 

the data gathering abilities of young physicians. After 

observing 145 medical interns and residents conducting 

diagnostic interviews and physical examinations, a large 

number of errors were detected primarily in the areas of 

technique in making physical diagnosis, omission as a 

result of failing to follow a prescribed checklist, 

detection which results from misidentification of signs or 

misinterpretation of findings, and recording due to failure 

to take notes. In their comments, the authors state that 

new advances in technoiogy, computers,and laboratory tests 

will make earlier diagnosis possible with both improved 

accuracy and reduced cost. These tools should be used to 

"supplement or confirm the findings of the physician acquired 

history and physical. The importance of accurate clinical 

observation needs to be stressed to students ..• " (Weiner 

et al., 1976, p. 855). 



At The University of Arizona, a program to teach 

medical students effective skills in interviewing and 

history taking has been developed to accomplish this. 

9 

Using trained para-professionals called programmed patients, 

students conduct interviews and gather history data in a 

controlled situation so that all activities are directed 

toward the teaching process. The student's performance is 

evaluated using two scales designed specifically to measure 

the process and content of the interviews and the student's 

abilities in these areas. Students are given feedback on 

their performances immediately upon completion by the person 

in the best position to critique what occurred, the pr9-

grammed instructor. The program has been ongoing since 

1976. Several medical school classes have completed the 

program. Others are currently enrolled. Data on each 

classes ' performance has been gathered in order to evaluate 

changes in interview skill levels and to determine the 

effectiveness of the program in training students. This 

dissertation will present the analysis of the data and sub

sequent evaluation of the program's effectiveness at 

improving interviewing skills. To accomplish this evaluation, 

four hypotheses will be tested. 

1. There is no difference in the interviewing skills 

obtained by a student as a result of this program due to the 

sex of the student. 
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2. There is no difference in the interviewing 

skills obtained by a student as a result of this program due 

to the age of the student. 

3. There is no difference in the interviewing 

skills obtained by a student as a result of this program due 

to prior occupational experience in a health-related 

profession. 

Definition of Terms 

1. Arizona Clinical Interviewing Rating Scale 

(ACIR). A method of rating interviewing techniques devised 

by Stillman, Sabers, and Redfield (1977). A standard form 

is used to rate fourteen interviewing skills on a five

point scale having three anchoring statements per skill 

(Appendix A). The sum of these ratings is the process 

score which is an objective indicator of the interviewing 

skills of the student. 

2. Feedback. A term used to describe the returning 

information generated in a closed-loop system. Specifically, 

in a closed loop information system, a message is trans

mitted from the source to a receiver. The receiver responds, 

and a return message is transmitted back to the source 

(feedback) providing information from which the source 

evaluates the response and can consider additional action. 



3. Patient Instructors (PIs). Medicai para

professionals who hav~ been trained to act as patients with 

a specific ailment or set of ailments for the purpose of 

creating a patient/physician (student) interview situation 

for interview evaluation. Pis function in mUltiple roles 

as patients, teachers, and evaluators using their own 

medical histories and bodies as teaching materials 

(Stillman, Rutala, & Sabers, 1981). 

11 

4. History. A history is a collection and organi

zation of a set of data or information. In the medical 

setting, a complete medical history would consist of past and 

present information about the patient, his/her close relatives, 

habits, life style, and other traits that would help the 

physician understand the patient's general medical condition 

and immediate medical problem. 

5. Process. The process is the method by which the 

information is obtained during the interview. It includes 

all the verbal and non-verbal communication techniques 

required to put the interviewee in a frame of mind conducive 

to the communication process which must take place. 



CHAPTER 2 

REVIEW OF RELATED LITERATURE 

The medical interview is the cornerstone of clinical 

practice (Pilowsky, 1978). It is "the most powerful, the 

most sensitive, and the most versatile instrument available 

to the physician" (Engel and Morgan, 1972, p. vii). It is 

absolutely essential to the establishment of a meaningful 

physician-patient relationship (Carroll & Monroe, 1978). 

When positive interaction occurs, the physician can increase 

the patient's confidence and trust, enhance the collection of 

information from the patient (Tapia, 1972), and increase 

patient compliance with advice (Carroll & Monroe, 1978). 

Failure to develop such effective communication and rapport 

has been shown to increase the incidence of repetitious 

visits and prescriptions (MacNamara, 1971), promote patient 

non-compliance with the physician's treatment (Davis, 1968), 

contribute to the incidence of malpractice suits (Soule & 

Gulledge, 1977), and lead to a greater incidence of failure 

to pay bills (Blum, 1960). 

Despite the potentially crucial role of the interview 

in the clinical diagnostic process, physicians have tended 

to relegate the interview and the information available from 

it to a diminished role, preferring to rely more on physical 

examination and laboratory testing for establishing a 

12 
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diagnosis. It is understandable that this preference should 

occur. Laboratory tests offer the distinct advantage of 

having results based on objective information. Data are 

quantitative rather than qualitative, and criteria for 

making judgments are usually well defined and readily 

available. The process of interviewing is none of these 

things. It is, instead, an interaction process between two 

people which combines personality, intuitive, and communi

cation skills in a manner which presents problems for most 

students and physicians. For the physician untrained in 

this area, gathering relevant information would certainly be 

Qifficult, would provide information which was difficult to 

assess, and would result in data with tenuous credibility. 

This is not a new problem. At the turn of the 

century, Sir William Osler, the father of American medicine, 

emphasized the importance of understanding and treating the 

whole patient and not merely treating the disease that the 

patient had (Fine & Therrien, 1977). Sixty years later, 

Pfouts and Rader (1962) wrote that training in effective 

interviewing techniques was one of the most neglected topics 

in medical school curricula. In 1972, Mai called the clinical 

interview the "Cinderella of the diagnostic process" (p. 1314) 

in reference to its tremendous unfulfilled potential for 

clinical evaluation. In 1979, Zisook, Lloyd, and Click 

stated that the continued dissatisfaction with the history 

taking skills of medical school students, and subsequently 
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of practicing physicians, has resulted in an intensified 

effort to develop methods to teach interviewing skills 

within medical school curricula. 

Interviewing skills must be taught to students during 

their medical training b~cause the clinical physician must 

possess the ability to successfully interview if he/she is 

to effectively care for the patient. In clinical medicine, 
. 

the interview is a principle instrument by which the 

physician develops the body of historical, physical, and 

laboratory data upon which to base the diagnostic and 

therapeutic efforts (Levinson, 1982). As Werner and 

Schneider (1974) pointed out, the natural process which 

removes the individual who lacks " dexterity from a surgical 

career may not remove from" the clinical area those physicians 

lacking interpersonal communicative skills. 

Werner and Schneider (1974) also stated that the 

ability to interview is a skill which can be learned and, 

therefore, can be taught to both students and physicians. 

The difficulty in teaching this skill is not in the skill 

itself. The techniques of good interviewing are well known. 

The problem is in the development of a teaching method that 

combines several diverse but important qualities, many of 

which are mutually exclusive, while, at the same time, 

permitting reliable and objective evaluation of individual 

performance. The ideal teaching method should allow the 
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student the opportunity to work in a realistic situation 

with a large variety of patient problems that can be widely 

varied in both difficulty and complexity to meet the student's 

abilities and needs. It must allow the student to have the 

responsibility to gather all necessary information, develop 

a differential diagnosis and treatment to alleviate the 

problem, and become aware of the results and consequences of 

the treatment prescribed. Yet, there must be little or no 

risk to either the student or patient as a result of the 

learning process (Smilansky, Foley, Runkle, & Solomon, 1978). 

The training program must also be cost effective (Vaughan & 

Marks, 1976), readily administered, free of uncontrolled 

variables which might influence the training in an unpre

dictable manner making performance evaluation difficult due 

to the resulting inconsistencies, and permit easy and accurate 

evaluation of student performance (Berner, Hamilton, & Best, 

1974). Finally, the program must provide a method by which 

the student is given feedback on performance in a manner that 

allows him/her to understand any errors and correct them 

(Pacoe, ~~ar, Guyett, & Wells, 1976; Maguire & Rutter, 1976). 

The teaching method based on these criteria must 

address itself to both the process and the content of the 

interview. Content refers to the body of information which 

is obtained during the course of the interview (Stillman & 

Ruggill, 1978). It includes not only historical and current 
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information on the patient's condition, but also the social, 

psychological, and personal data about the patient which have 

a bearing on that condition. Process is the method by which 

this information is obtained, including both verbal and non

verbal communication techniques (Stillman & Ruggill, 1978). 

It includes attention to "the nature of patient statements 

and interviewer responses" so the flow and order of the 

interview are observable (Werner & Schneider, 1974, p. 1232). 

Ward and Stein (1974), in discussing interview 

training, have stated that the process of interviewing has 

long been neglected for emphasis on content even though the 

productivity of the interview will be determined by and will 

be a direct result of the interpersonal relationship created 

during the interview process. The success of the patient

physician relationship developed may determine the physician's 

ability to elicit both accurate and complete information 

from the patient which is essential fo~ accurate diagnosis 

and treatment (Tapia, 1972). 

As a result of this growing awareness of the impor

tance of interviewing as a clinical diagnostic tool, an 

increased interest in teaching and evaluating interviewing 

skills has been developing since the early 1950s. Many 

medical schools no longer feel that leaving this training to 

student intuitions or to the favorite approach of a particu

lar instructor is adequate (Hutter, Durigy, Zakus, Moore, Ott, 
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& Favret, 1977). Many new methods have been sought and tried. 

These i~clude the use of training films (Cline & Garrard, 

1973), micro-counseling (Moreland, Ivey, & Phillips, 1973), 

outpatient clinic work under close supervision (Goroll, 

Stoeckle, & Lazare, 1974), programmed instruction (Enelow, 

Adler, & Wexler, 1970), direct observation of others (Ware, 

Strassman, & Nauftlin, 1971), videotaped interviews (Moore, 

Hanes, & Harrison, 1961), role playing (Schneider & 

DePerrot, 1970), programmed instructors (Helfer, Black, & 

Helfer, 1975; Stillman, Sabers, & Redfield, 1976), both real 

(Pfouts & Rader, 1962) and simulated patients (Jason, Kagan, 

Werner, Elstein, & Thomas, 1971), and nearly all possible 

combinations of the above (Carroll & Monroe, 1978). The 

studies reported on by these authors support the belief that 

deficiencies in interviewing skills do exist. A study done 

by McGuire and Rutter (1976) in which interviews conducted 

-by 50 medical school students were videotaped typifies the 

problem. By careful evaluation of these interviews the 

authors determined that senior medical students showed skill 

deficiencies identical to those of students with less 

experience. They concluded that the traditional methods 

used to teach these skills were ineffective and new methods 

had to be developed. 

Developing a satisfactory method to teach interviewing 

skills was not the only problem which had to be overcome. 
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The inability to evaluate a student's performance during 

interviews created serious obstacles to a training process. 

In a 1967 study, Barbee, Feldman, and Chosy used direct 

observation to evaluate students' performance in inter

viewing and reported considerable difficulty in obtaining a 

high degree of inter-rater reliability among the evaluators. 

This was partially due to the difficulties associated with 

trying to obtain quantitative evaluations of qualitative 

functions. Such problems should not have been unexpected. 

The personal interaction that takes place during an interview 

is often not easily observed. An evaluator's interpretation 

of this interaction may not be based on what actually 

occurred as much as on supposition about the observed 

activity (Dobbs & Carek, 1972). 

The result of the difficulties associated with 

communcation skill evaluation is that although students are 

tested on many types of skills in medical school including 

content, problem solving, powers of observation, and 

interpretation, none of these test the most critical area of 

clinical practice which is the ability to effectively 

communicate with the patient to facilitate the information 

gathering process (Barrows, 1971; Barbee & Feldman, 1970). 

MacNamara (1971) summarized the interview training problem 

when he wrote, "The importance of good communication has been 

stressed so often that it has become a cliche" (p. 920). So 
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many distinguished members of the medical profession have so 

often emphasized the need to treat patients as individuals 

and human beings that the repetition alone should indicate 

that present methods of training are not adequate. Further, 

MacNamara added, "Different methods of teaching may be 

necessary to obtain different types of learning, especially 

where social skills are involved" (p. 920). 

The Programmed Patient or Patient Instructor (PI) 

method of interview skill training was developed to teach 

the required social skills needed in interviewing and to over

come the problems that had occurred in teaching this skill in 

the past. This method provides an effective way of teaching 

the skills and techniques necessary for good communication 

and information gathering and solves the problem of reliable 

evaluation of performance. It is the focus of this chapter. 

The PI method and the most widely reported of the related 

methods will be discussed. For ease of reading, a decision 

about a discriminating characteristic of each method had to 

be made so that the literature could be grouped. The 

grouping has been done using the principle learning tool 

with which the medical student develops these interviewing 

skills as the discriminating characteristic. 

The final portion of this chapter will concentrate on 

the Patient Instructor training method and various PI 

programs including those at the University of Arizona. It 
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should be noted that the literature considered includes only 

that in which medical students were the focus of the train

ing and in which interviewing was the principle skill being 

taught. Programs dealing primarily with interns, residents, 

or practicing physicians have not been included because they 

were intended for groups other than students. Patient 

Management Programs, for example, were excluded because their 

emphasis was on skills other than interviewing. 

Review of Literature 

Traditional Clinical Training 

The traditional method of teaching interviewing skills 

uses a combination of didactic classroom instruction 

(MacNamara, 1971), case studies (Barbee & Feldman, 1970), 

experience with patients (Stillman, Sabers, & Redfield, 1976), 

and repetition of on-the-job experiences (DaRosa, Mazur, & 

Markus, 1982). Traditional interview training is a form of 

on-the-job clinical training (DaRosa et al., 1982; Barbee & 

Feldman, 1970). 

Generally, on-the-job training programs are used be

cause they allow "hands-on II experience for the student.. This 

ability to allow the students to learn in the actual medical 

setting where they will later work is the principle advan

tage of the traditional method. As Jason et ale (1971) 

have stated, the more closely the teaching setting meets the 



demands of the real world, the more effective the transfer 

of training will be. Separate training is not employed 

because the traditional method represents a saving in both 

time and money. 
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In a study conducted by Barbee and Feldman (1970) ten 

randomly selected students had eight" of their interviews 

audiotaped during four stages of their clinical work; four 

interviews were taped during the sophomore year, two in the 

junior year, and two in the senior year. These taped 

interviews were then scored by three independent faculty 

members using the Medical Interview Rating Schedule (MIRS) to 

determine the improvement in performance that had occurred. 

Results indicated that while learning rates among individuals 

varied, students demonstrated skill improvement in their 

performance throughout the study period until reaching some 

individual level of expertise, then little additional gain in 

skills was seen. The study by Barbee and Feldman of the 

effects of clinical training clearly showed that the 

traditional method of interview training does not produce a 

generally consistent level of expertise in these skills. 

Student skill levels, as determined by specific evaluation 

criteria, was erratic. Some student skill levels even 

decreased. 

There are many disadvantages to on-the-job training 

such as patient dissatisfaction, frustration for the 
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student and other health care personnel who may be involv~d, 

plus costly or life-endangering errors. While its use has 

been somewhat universal, the effectiveness of on-the-job 

training is questionable. Further, the traditional method 

does not allow for easy or objective evaluation of a 

student's abilities because it is non-standardized and 

incomplete in scope and depth. Students' data gathering 

abilities are judged by observing how well they manage 

patients assigned to them during clerkship rather than 

verifying the accuracy of the data collected and inter

personal skills used (Berner, Hamilton, & Best, 1974). The 

limitations imposed by this method make the instructor's 

evaluations more difficult (Engel, 1976). 

Observation of Others 

Learning by example is another form of skills 

training that has found wide acceptance in medical schools. 

It is often used in clerkships for training in a wide range 

of medical subjects. Its use in interview training is also 

not.uncommon. The method is based on the premise that when 

students observe others conduct highly skilled and effective 

interviews, they can model their interviews after that 

behavior. 

In one study dealing with this method, fifty-two 

third year medical students were evaluated on their inter

viewing techniques by their psychiatrist-supervisor during 



their psychiatr~ clerkship (Ware, Strassman, & Naftulin, 

1971). The evaluation was done to assess the effectiveness 

of the clerkship in permitting the student to become 
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familiar with psychiatric patients and the manner in which 

psychiatrists interview and handle patients. Student skills 

were evaluated using the Interview Evaluation Scale described 

by HolIfield, Rousell, Brachrach, and Patti shall (1975). 

During the one-month clerkship, students observed psychia

trists working with patients in a large psychiatric hospital. 

Students were rated both before and after the clerkship. 

The post training ratings showed a significant improvement 

compared to those obtained prior to the clerkship. These 

results confirmed the hypothesis that the clerkship, which 

utilized the observation of practicing psychiatrists, could 

improve the students' interviewing abilities. 

Like the traditional method, observation of others 

offers the obvious advantages of relatively low cost, 

availability, and repetition. Combined with basis didactic 

information on the skills to be learned, it presents an 

appealing approach to resolve the training problem. Also, 

like the traditional method, it has some serious problems. 

Observing is one thing. Learning is another. Observation 

of others, without critical evaluation and feedback, offers 

no method by which the student can become aware of errors in 

the technique he/she has created in the emulation process. 
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Further, learning is facilitated when students take an active 

part in the process instead of sitting passively by. As 

.Soule and Gulledge (1977) have stated, "If a picture is worth 

a thousand words, an experience is worth a thousand 

pictures" (p. 39). While observation may be effective, 

experience is often more beneficial. 

Videotape Recording 

Television and videotape recording have been used 

for many years in interview skills training especially in 

psychiatric education (Jason, et al., 1971). Class in

struction with videotapes provides one method by which large 

groups can receive effective training with minimal costs 

expenditures. Once recorded and stored, the tape 

can be replayed as often as desired without any additional 

cost. 

Videotape is usually viewed as an adjunct for use in 

combination with another teaching method, usually for review 

by performance evaluators in rating interviews (Engle,. 

Saltzman, Walker, & Wolf, 1981), for students to obtain 

feedback (Soule & Gulledge, 1977; Waldron, 1973), or both 

(Engle, Resnick, & Levine, 1976). The interview may be taped 

with the equipment out-'of-sight (Werner & Schneider, 1974) or 

within clear view of the participants (Waldron, 1973). 

Patients may be real (Bryans & Crothers, 1979), simulated 

(Hutter, et al., 1977) and even instructors or students 
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(Connolly & Bird, 1977). Viewing of the videotape is usually 

done at a time after the interviewing is completed and is 

often done several times.· 

In some instances, videotape is the principle 

training tool. A study by Vaughan and Marks (1976) compared 

the "traditional approach" with interview training conducted 

using videotapes. Training took place in a five-week session. 

To evaluate the differences in effectiveness as a result of 

the videotape program, the study was conducted using 28 

third year medical students divided into two equal groups, 

one experimentation, the other control. All students 

received the same initial training which consisted of 

lectures in psychiatry and other subjects and all interviewed 

patients and presented histories. The control group then 

made ward rounds and attended clinics for the remainder of 

the course. Their training was directed toward the patients' 

illnesses and away from interviewing. Only the experimental 

group received the videotape instruction on interviewing 

technique and videotape discussion sessions covering both 

interviewing and patient problems. Upon completion of the 

course students performed interviews for evaluation purposes, 

the scores of which were later compared using scales and 

evaluation criteria selected for the study. Since only the 

experimental group had been given the special videotape 

training, comparison of .its performance to· that of the 

non-trained control group provided a method to evaluate the 



effectiveness of the videotape training compared to ward 

practice with real patients. The results showed that 

students trained with videotape obtained the same amount of 

factual data as did traditionally trained students, per

mitting the conclusion that videotape is as practical and 

effective in this area. The videotape trained students, 

however, placed more emphasis on the process of the inter

view and let the patient talk more. In conclusion, the 

authors determined that the use of. videotape was as effec

tive a training method as the traditional approach and 

offered numerous possibilities for future development. 
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Pilowsky (1978) described an interview teaching 

technique where students were shown a 40 minute videotape of 

a patient interview which was subdivided into several 

segments, some with sound and others without. The sequence 

was as follows: II (a) the first 5-10 seconds of the interview 

without sound; (b) the first 3-5 minutes with sound;" (c) 

the first 6-10 minutes with sound: and (4) the remainder of 

the interview" (p. 257). Students were asked to report their 

observations after the 5-10 second segment. After a thorough 

discussion of the observations, they determined how well 

their observations were confirmed in the viewing of the next 

section. Students were asked to make judgments and state

ments about the patient based on what they saw and heard in 

the segments. The system had the advantage of making students 



aware of what occurred during interviews in terms of the 

biases and early judgments which are often formed. Further, 
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behavioral data were presented in a form that made the student 

aware of its existence and usefulness. 

Videotape recording and playback equipment makes it 

possible to record and evaluate every minute aspect of verbal 

and non-verbal communication (Mai, 1972). It permits the 

instructor to have a valid and realistic picture of what the 

student is able to do and allows identification of both 

strengths and deficiencies. The instructor is able to 

observe the student performing in the interview process 

rather than simply relying on a written report of the 

interview by the student. Often the student's reporting 

skills and interviewing skills may not be the same (Dobbs & 

Carek, 1972). Videotaped interviews offer a potential 

method of standardized and economical evaluation of inter

viewing abilities (Naftulin, Wolkon, Donnelly, Burgoyne, 

Kline, & Hansen, 1977). 

Role Playing 

Role playing is a training approach used because it 

produces a controlled "patient-physician" interaction. 

Experiences in management and industrial trELining as well as 

in the social sciences have indicated that role playing is an 

effective method to help students "tryout" different modes 

of behaving, allowing them to see which are most effective 



for them. Role playing involves assuming the role of some

one else. When both students and instructors role play, 
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the student is allowed to interact in a realistic patient

physician situation in which the instructor can become 

familiar with the student's thought processes and provide 

the necessary instruction accordingly. Role playing permits 

the student to observe or act in the roles of both the 

patient and the physician under controlled conditions, thus 

affording an understanding of the feelings of both parties. 

Schneider and De Perrot (1970) discussed role 

playing and the use of this technique as a method for con

ducting research toward a better understanding of the 

physician-patient relationship. They identified two 

principle characteristics of this relationship that make 

teaching it difficult. First, the physician-patient relation

ship "takes place in time, and is therefore irreversible" 

(p. 92). This must be taken into account when planning 

training. Second, in making medi:cal decisions, the physician 

must· be knowledgeable of many things, and must be capable of 

choosing from among them. But the acquisition of this 

clinical knowledge does not mean the physician has acquired 

any degree of knowledge about how to choose when that is 

necessary. Further, making a deci.sion doesn't help the 

patient in the least. He or she is only helped when cooper

ation is gained, and the decision is implemented. Only 
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through the interaction of the student with people can the 

skills necessary to the creation of an effective physician

patient relationship be developed. It cannot be done with 

theoretical instruction alone. Worki.ng with people however, 

has numerous problems including the inability to control the 

course of the interview process. This can lead to the 

introduction of unwanted variables which might negatively 

affect the student's training. Role playing is effective 

because it overcomes these problems. 

Smilansky et ale (1978) described a role playing 

teaching method in which the student played the role of 

physician and the instructor played the multiple roles of 

patient, intern, and laboratory technician with knowledge in 

all test results. These roles provided the student with 

access to any data he/she might request. Once the interview 

began, the instructor guided the session as was deemed 

appropriate. He/she was readily able to identify deficien

cies on the part of the student, and could call attention to 

them as they occurred, explaining not only what the 

deficiency was, but how to correct it. Because the instructor 

was playing the role of the patient, he/she could react to 

the student's interview methods as an actual patient might, 

thus making the student aware of how a patient might feel in 

the interview situation. A major advantage of this method was 



that students were given the opportunity to interact with 

the "patient" as well as with other members of the health 

delivery team. 
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A role playing method was used to develop inter

viewing skills in sixth year medical students in psychiatry. 

Students worked in groups of ten with one student playing 

the patient, another a physician, and the rest functioning 

as student observers. Trained observers were also used to 

later critique the interview and facilitate group discussion. 

By role playing, students were given the opportunity to try 

various techniques and methods in a harmless environment and 

could choose and develop those skills that worked best. This 

prepared them for the actual medical environment to which 

they were later exposed in their training and allowed them 

to build confidence and improve their skills prior to that 

occurrence. The immediate feedback received from the role 

playing situation itself, and from discussions with their 

colleagues, was considered very beneficial (MacNamara, 1971). 

A study using 20 volunteer first-year medical students 

was conducted to determine the effects of a 40 hour training 

program designed to increase interpersonal process skills 

(Pacoe et al., 1976). It included 20 hours of role play

ing. The study consisted of comparing a trained group of 

13 first-year. volunteer medical students to a non-trained 

group of seven students from the same class. Comparison 
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was done using pre- and post-training measures which 

evaluated the students' degree of interpersonal skills. The 

training consisted of 16 sessions, each 2 1/2 hours long. 

Eight sessions consisted of role playing and feedback and the 

remaining eight were experiential. The purpose of the role 

playing sessions was to improve the empathatic understanding 

of the student while that of the experiential sessions was to 

increase the students' comfort in dealing with a diversified 

range of topics. In the experiential sessions, students 

selected and presented problems from their own lives. 

Participation of the group was solicited in discussing and 

examining methods to handle them. Scoring was done using 

the Wells Emphatic Communication Test (WECT), the Index of 

Facilitative Discrimination (IFD), and the Personal Orien

tation Inventory (POI). Evaluation of the scores of the 

students on the various tests allowed the examiners to 

conclude that use of this method produced significant 

improvement in empathic responses in the experimental group. 

Further, these changes were a result, in part, of a change 

in values and attitudes of these students. Results demon

strated that the interpersonal relationship skills necessary 

for successful interviewing can be taught, and that training 

not only improves methods and techniques, but also changes 

the attitudes and beliefs of those trained. 
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In a method begun in 1968 at another medical school, 

8 to 12 third or fourth year students and between one and 

three teachers volunteered to participate in a group train

ing session each semester. Meeting in 1 to 1 1/4 hour 

sessions, the group studied the physician-patient relation

ship. When an area of interest arose, a role playing 

situation was developed to depict that situation with the 

group members taking various role parts. The role playing 

continued until a natural conclusion was reached. The group 

then discussed the role playing activity which took place 

and the event which caused its development. This role play

ing enabled the students to understand that they must both 

identify with and yet remain apart from the patient in order 

to allow them to examine the doctor-patient relationship 

(Schneider & De Perrot, 1970). 

Role playing was used in a 1976 study to determine if 

training would improve the empathic responses of medical 

students (Fine & Therrien, 1977). To test this hypothesis 

students were offered an opportunity for interpersonal skills 

training. Twenty volunteers were selected as an experimental 

group and 23 others as a control group. The training con

sisted of two types of role playing and was given only to 

the experimental group. In the first type, teachers played 

the roles of patients with students responding to the 

"patient'sll statements. In the second, students played all 
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the roles rotating through physician, patient, and evaluator. 

Training took place during eight weekly 1 1/2 hour sessions. 

Before and after the training sessions, students in both 

groups were asked to write their exact respones to audio

tapes of role played patients. Responses were graded by 

experienced raters using the Truax Accurate Empathy Scale. 

Comparison of the pre- and post-tests showed that the 

experiment group, who took the course, had a greater degree 

of empathic responses and were better able to relate to the 

patient rather than just the patient's disease. 

While the many benefits of role playing have already 

been noted, it must be remembered that the role play is an 

artificial situation that requires considerable time for 

preparation on the part of the instructor since absolute 

familiarity is required with the details of the role being 

played if the student is to view the encounter in a realistic 

manner (Smilansky et al., 1978). Role playing represents the 

real patient only to the extent that the players are cog

nizant of what real patients feel, how they act, and what 

they display. To gain maximum effectiveness, the roles may 

have to be studied, rehearsed, and critiqued before being 

played. Spontaneous role playing may provide erratic results. 

Further, failure to ·produce a realistic situation can easily 

lead to a lack of interest or seriousness on the part of the 

student. 
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Evaluation of knowledge gained through the role play 

process is difficult to assess. Role playing is non-standar

dized, perform~nce ratings are subjective, and the degree of 

learning will be very dependent upon the quality of the role 

play interactions. Despite these problems, its value as a 

tool cannot be totally discounted. 

Programmed Instruction 

The concept of the standardized training/response 

method of learning called programmed instruction, which has 

worked well in other fields, has also been tried in inter-

view training for medical students. It offers the advantage 

that the instruction provided is usually thorough, well 

tested, and standardized. It is generally mass produced for 
. -

individualized instruction with little or no assistance from 

anyone except the student. Thus learning can be achieved by 

a large number of students with little outlay of faculty time 

or training funds. 

Enelow, Adler, and Wexler (1970) employed the 

principle of programmed instruction to develop a method for 

effectively teaching interviewing skills. A ten-part pro-

grammed interview training system was designed to teach 

interviewing to second-year medical students. Each part was 

developed around a specific skill such as asking open-ended 

questions or the use of confrontation. The sample interviews 

for each section were conducted using simulated patients with 
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the interview being interrupted at a "choice point". The 

student would then select a course of action from several 

listed in a multiple choice format. Each of the possible 

choices was demonstrated on the program, beginning with the 

most effective decision first, so that students could witness 

the consequences of their actions. The program ended with a 

review of the principles and goals for that program. Thir

teen classes were tested and trained on the program and the 

cognitive learning skills were evaluated by pre- and post

course tests. All but two classes showed learning improve

ment as hypothesized by the intent of the course and six of 

those showed improvement that was signi~icant at the p = .01 

level. 

In another use of programmed instruction, a programmed 

manual (Froelich & Bishop, 1977) taught basic skills of 

interviewing to students by a self~study method with simu

lated patients as sample cases. Sample dialogues were pre

sented and the reader was directed to select appropriate 

directions for the interview or to evaluate what had occurred 

from a list of supplied responses. The most correct response 

was then presented along with a rationale for that response. 

Topics in the manual included initiating the interview, 

assisting the patient's narrative, and closing the interview. 

Four practice interviews and simulations were included as 

well as communication exercises and interview evaluation 

forms. 
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One principle disadvantage of the use of programmed 

instruction is that its standardization may inhibit individual 

creativity and development. Each student sees, reads, or 

responds in exactly the same format as each other student 

because each is given the exact same stimulus. The word 

"programmed" is not misused here. It is literally a step by 

step instruction of the skill to be learned. Thus, if a 

student has problems with any phase of the training, he/she 

has no alternative. The method does not allow for deviation 

from the standard line of progression. 

Real Patients 

According to Bryans and Crothers (1979), real patients 

with documented illnesses and histories who volunteer to be 

used as patients for student examinations are an important 

resource for medical education. They can be used for many 

purposes including training in interviewing, history-taking, 

physical examination, and disease management. 

Pfouts and Rader (1962) observed all interviews 

which fourth year medical students conducted with new patients 

during one academic year. Discussions with each student about 

his/her relationship with the patient were conducted 

immediately after the interview. These discussions revealed 

that students were able to obtain factual data from the 

patient, but had problems obtaining the more subtle data 

involved in feelings and patient motivations. No 



quantitative scoring was done; however, the content of the 

discussions with students showed that training was needed 

and would be helpful in developing the interpersonal skills 

students required. 

In a 1979 paper, Bryans and Crothers documented the 

contributions which real patients made to the field of 
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medical education as well as the factors that motivate them 

and the benefits which they receive. They also questioned 

whether the use of real patients in a teaching setting was 

bothersome to the patients and determined that some patients 

may view the process as an imposition. By examining the 

demographic characteristics, socio-economic backgrounds, and 

medical histories of 500 volunteers, they also determined that 

a variety of circumstances and a wide range of patient 

variables were available for use in training and that the 

Teaching Patient Registry, which they created, contained 

patients with characteristics well suited to the varied skills 

and interview capabilities of the students. Thus, the 

students were able to benefit not only from the reality of 

the setting of the interview, namely the physician's office 

or hospital clinic, but also by gaining experience with real 

patients having real medical problems. Further, by video

taping the interview', having close observation using trained 

personnel, and conducting post-interview sessions for 

discussion in which students received feedback from the 
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patient, the learning process was enhanced because the 

student was made aware of those interview techniques which 

needed improvement as soon as they occurred and could discuss 

the performance, reviewing it on tape, if necessary. 

Kimball (1970) described an interview training course 

in which students beginning their studies in clinical 

medicine were provided with introductory information and 

written material in order to prepare for a series of inter

view sessions. Six to eight students participated in the 

patient interviews which were conducted at bedside. Pre-

.ceptors were present to focus the interview around a par

ticular area or activity. Several interviews were conducted. 

The first lasted only five minutes and the student asked 

simple questions such as, tlHow are you feeling?tI Interviews 

were gradually lengthened and became more complex with the 

last being one hour long, covering a full medical history. 

Upon completion of the interview, group discussion provided 

feedback to the students. 

A training approach was described by Tapia (1972) in 

which students combined reading, lectures, and practical 

experience to improve their skills in interviewing techniques. 

Students were taught to facilitate the production of infor

mation from the patient and to understand the non-verbal 

commuriication which occurred. Interviews were audiotaped and 

reviewed soon after taping. Because it was found that after 

three interviews and review sessions a diminishing rate of 
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return in skills improvement occurred rapidly, each student 

was only required to complete two taped interviews for 

review. Student problems with interviewing such as assuming 

what the patient meant were discussed either individually or 

in groups and the students were given the opportunity to 

critique their own performances, an experience that often 

showed the students to be a tough critic of their own work. 

Using the Patient-Physician Simulation Test, Zisook 

et al. (1979) conducted a study of an interview training 

course designed to teach skills necessary to the develop

ment of the physician-patient relationship. Ninety-one 

students received 7 1/2 hours of lectures on various 

interviewing and interpersonal contact topics, attended two 

hours of group discussion concerning the physician-patient 

relationship, and participated in 7 1/2 hours of actual 

patient interviews. The interviews were conducted in groups 

of five to six students with a preceptor present to provide 

feedback, discuss skills and deficiencies, and assist in 

facilitating the group discussion. Results showed that after 

training, students demonstrated an increase in understanding 

responses while hostile responses and reassuring responses 

declined. Evaluation responses remained unchanged. Thus, 

it was determined ,that students could be taught these skills 

using this training method and that receptivity to patients 

could be increased. 
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An experimental interviewing course was conducted 

for first year students in which fifty to sixty volunteer 

patients were interviewed by six volunteer students over a 

10-week period (Goroll, et al., 1974). The students were 

charged with covering the four principle areas included in 

interviews for primary patient care which are: (1) the 

desires and concerns of the patient in seeking help, (2) 

medical data and symptoms of disease, (3) psychological and 

behavioral data that might help to understand the patient's 

complaint, and (4) social data that might be important to the 

structuring of a course of treatment. Interviews were 

recorded by a trained instructor using videotape equipment. 

After completing the interview, the students discussed the 

interview and the case. A review session was held weekly 

for the students to critique their own performances and to 

develop new strategies. Interviews were also rated by 

trained raters. It was concluded from the study that using 

this method students could be taught the techniques, patients 

were not jeopardized, and patient care was not impaired. 

However, considerable facility time was consumed in the 

training. 

Training in medical interviewing involving real 

patients often sets up contrived situations between the 

student and the patient. The interview is generally 

watched by an instructor or grader, and may be taped for 

later review so the student can get immediate feedback, as 



well as review the tape at a later time. The principle 

contribution of real patients is that they are able to 

provide a wide spectrum of actual problems, personalities, 

and backgrounds for student interaction and evaluation. 
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Also, hospitalized patients are logistically readily avail

able. This availability combined with the ability to recruit 

non-hospitalized patients, allows for a wide diversity of 

patient situations and helps to overcome the problem of 

qualified patient shortages which occurs predominantly in the 

introductory level classes (Bryans & Crothers, 1979). 

Volunteers occasionally progress past the stage of being 

simply a patient who responds to student's questions. They 

sometimes assume the role of assisting in the educational 

process. They instruct, criticize, evaluate, and give 

advice to students in a competent, consistent, and reliable 

manner (Bryans & Crothers, 1979). 

Real patients, however, involve numerous problems 

for student education. Namely, they cannot always be 

depend~d upon to be available when needed, the breadth and 

depth of their experience may not always be compatable with 

the needs of the student at any specific time, and time 

limitations on the use of the patient may make thorough 

evaluations by students difficult. Finally, students dealing 

with a real patient can sometimes lead to the occurrance of a 

detrimental situation. The fact that an actual patient is 

involved can sometimes be intimidating to the student in the 
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early stages of skill development (Smilansky, et al., 1978). 

Since students often have difficulty practicing their skills 

on live patients this often makes the method impractical 

or inappropriate. A teaching method is needed that does not 

have these drawbacks but that also provides: (1) situations 

real enough to allow for exploration of affective issues 

between student and patient without risk to either, (2) 

situations covering a variety of clinical cases, (3) 

situations varying in complexity for the student, (4) oppor

tunities for students to collect data, and (5) methods that 

can be objectively scored so that students can be compared 

with themselves and other students (Jason, et al.,1971). 

It is readily seen from the literature presented that 

all the methods discussed for developing interviewing skills 

in students have been reported to improve the student's 

skills and all have benefits and drawbacks. Some, like role 

playing, can require considerable hospit~l and staff time, 

but create realistic situations. Others are relatively 

inexpensive but may not provide the best situation for 

student learning, as in observing others in videotaped 

interviews. Realistic situations, as with real patients, 

may be inappropriate at times and may inhibit the student's 

performance. The method which will now be discussed, the 

simulated patient method, combines the benefits of these 

other methods and eliminates many of their drawbacks. 
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Simulated Patients 

Simulated patients are a practical approach to 

solving the problems of the interview training process. 

Simulated patients are volunteer or paid people who are 

trained to present any combination of medical or psycho

logical problems in an unvarying manner for use in training 

sessions. For all practical purposes they are patients with 

problems. Students may question, examine, and evaluate them 

as often as necessary without risking the problems associated 

with real patients. They provide much greater degree of 

realism tpan the tapes, books, films, or other training aids 

which have been used (Barrows, 1·971). 

Werner and Schneider (1974) conducted a study to 

evaluate the effectiveness of a course using simulated 

patients that was developed to teach interviewing skills to 

first-year medical students. The ten week course consisted 

of instruction by specially trained full time college faculty 

or clinical people, including introductory interviewing 

information, orientation to the concept of simulated patient 

interviews, actual interviews with simulated patients, and 

skills evaluation. In order to evaluate the effects of the 

course, two approaches were taken. The first attempted to 

determine the effect of the course on the students as the 

students perceived them. The second evaluated the behavioral 

changes of the students as a result of the course. Two 
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groups each consisting of 38 first year medical students were 

formed. The first group took a pre-course test to determine 

affective sensitivity. The course work was conducted using 

smaller groups of four to five students formed from the two 

larger groups but keeping the control and experimental groups 

of students separate. At the end of the course, the entire 

class, which included the experimental group of 38, were 

given the same test. The actual interviews of simulated 

patients conducted by the students were rated by trained 

raters using criteria for effective communication as put 

forth by Kagan, Krathwohl, and Goldberg (1967). The study 

produced some clearly identifiable results. First, scores 

on the sensitivity tests indicated an increased ability to 

empathize accurately on the part of the experimental students 

as compared to the control group. Second, these students 

were better able to understand their own interview habits 

and behaviors which would affect their performance. As a 

result, it was concluded that the program was a step forward 

in the development of a standardized program to teach these 

skills. 

A course designed to teach communica,tion and inter-

viewing skills has been described by Soule and Gulledge 

(1977). The course was based on three premises. First, if 

students were as competent in communication as they were in 

technical matters, the medical care provided would be more 
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effective and efficient. Second, communication skills 

training, when combined with improved understanding of one's 

self, would produce a more humanistic orientation toward the 

patient-physician relationship. Third, learning would be 

more effective if the student participated rather than 

watched. 

The course consisted of eight weekly sessions, 

approximately two hours'long. Students met in groups of 

eight to twelve with one or two teachers present who acted 

as facilitators. Training was broken down into the two 

phases of learning-teaching and final evaluation. In the 

learning-teaching phase, students received two hours of 

orientation toward course expectations and goals, were 

apprised of the role and use of simulated patients in the 

interview training process, and observed a videotaped 

interview which simulated a physician-patient encounter. 

The remaining 14 class hours were devoted ,to interviewing 

with simulated patients who, at this stage, were other 

students. Interviews were also videotaped so the student 

was later able to compare the performance to that of a 

taped "model": interview. 

During the seventh week, students conducted final 

interviews with a simulated patient in the evaluation phase 

of the course. This simulated patient was not a student but 

an actor or actress trained to portray a specified role and 



present certain symptoms. In this phase the students were 

given the opportuni.ty to demonstrate their interviewing 

skills. During the final week, individual conferences were 

conducted in which these performance interviews were 

discussed with the student and evaluations completed using 

videotapes of the interviews which had been made. 
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The success of the course in meeting its goals was 

determined by compiling data from course evaluations com

pleted by the students. Students were asked to rate the 

course on meeting its objectives on a scale of 1 through 10 

(10 being high) of (1) increasing awareness of the student's 

impact on others, (2) teaching interviewing skills, (3) 

increasing awareness of verbal and non-verbal communcation 

skills, and (4) overall rating of the course. In all cases, 

the majority polled (>50%), rated the course as meeting its 

objectives at levels eight, nine, or ten, and more than 80% 

of the students give the course an overall rating of good 

or very good. 

Connally and Bird (1977) reported on a simulation 

experiment in which six students volunteered to have their 

interviews with patients taped. Unknown to the students was 

the fact that the patients were actually practicing psychia

trists. The interviews were being conducted to determine the 

degree of realism that existed in the simulated performances. 

Experienced graders each evaluated the interviews using four 
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scales to measure (2) verbal skills, (2) non~verbal skills, 

(3) the emotional impact that the interview had on the 

patient, and (4) the phenomena elicited. When the interview 

was completed, the patient (i.e., the psychiatrist) graded 

the interview using the same four scales. Next, the student 

was asked to evaluate the patient using a four-point scale 

and rate the amount of anxiety the student believed the 

patient had associated with his/her symptoms. Finally, the 

"patient" explained his/her reactions to being both a patient 

and a physician in the interview. Ratings by the students of 

patient anxiety levels indicated that all believed the patient 

had some anxiety, with four of the six describing a signifi

cant level of anxiety. The experiment demonstrated the 

potential usefulness and realism of the technique of simu

lation in teaching interviewing skills, and showed the 

interest the students' had in receiving feedback on their 

interviewing abilities by trained persons. 

Engle, et ale (1976) reported on a curriculum in which 

a combination of films, discussions, lectures, and interviews 

with programmed patients were used to introduce students to 

the area of "sexuality" and to develop within each student 

the capacity to take a sexual history comfortably. A study 

was conducted to evaluate the effectiveness of the curricu

lum in reducing anxiety and increasing comfort in dealing 

with this subject. Students received preliminary information 
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describing the interview setting and were informed that the 

patient expected to discuss a problem of a sexual nature. 

Prior to the supervised interview with the programmed patient, 

the students filled out pre-interview questionnaires in which 

they rated their own comfort levels on five areas to be 

evaluated. A post-interview questionnaire was also com

pleted after the interview and review and discussion of the 

performance were completed. From the personal comfort 

ratings given by the students, the authors were able to 

determine that the students were less comfortable discussing 

sexual matters with patients than in talking to patients in 

general, but that they become more comfortable and felt more 

skillful in talking to patients about sexual problems as a 

result of the course experience. 

Jason, et al. (1971) reported on an interview 

training program using simulated patients. Students con

ducted a minimum of five IS-minute interview sessions with 

persons trained to act as patients. Each session was 

followed by a 4S-minute review and discussion period in 

which a trained instructor played back and critiqued a 

videotape of the interview. Students completing the course 

showed more ease and comfort in dealing with real patients 

than had previously been noted. 

Several facts and conclusions can be drawn about 

simulation from the studies presented and the literature 
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reviewed. The use of simulation allows the creation of a 

highly realistic set of circumstances while minimizing the 

occurrence of any harmful activity which .might be detrimental 

to the student or the patient. According to Jason, et ala 

(1971), good simulation has several controllable aspects 

which include: (1) the ability to mold the situation to meet 

the needs and abilities of the student, (2) repeatability, 

(3) replay and discussion opportunity so the student can 

obtain feedback from the performance, (4) lack of outside 

distraction and unwanted influences, and (5) standardization 

of performance interaction factors so that scoring can be 

done based on known quantities rather than random variables. 

Simulated patients, because of their training, are able to 

provide a consistent stimulus for the interview sessions and 

thus are able to insure that the students receive uniform 

interviewing experiences. Also, by using simulated patients 

the complexity of .the problem can be readily and infinitely 

varied and thus each session can be tailored to the student's 

needs (Werner & Schneider, 1974). 

The simulation method has been shown to be effective 

as a training tool. Comparison of pre-course and post-course 

testing of students interviewing simulated patients indicates 

that those with least skills tend to benefit most. Pre- and 

post-course tests of students with previous interviewing 

experience showed little change, while scores of students who 
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began with little interview ability improved greatly. These 

results tend to suggest that future efforts might be 

directed primarily to those students with the least developed 

interview skills (Werner & Schneider, 1974). Both the 

regression effect (a statistical artifact of imperfect 

correlation that results in students with extreme pre-test 

scores having post-test scores nearer the mean) and the 

ceiling effect (an artifact of the scale where many students' 

scores approach the maximum possible) could contribute to the 

findings of Werner and Schneider. 

One of the principal benefits from the simulation 

method is that students are still confronted with the tasks 

of eliciting clinical information and establishing a patient

physician relationship in a situation closely approximating 

the real world (Jason, et al., 1971). One major drawback to 

this method has been noted. If simulated patients are not 

well trained, they can make the student feel that the 

situation is contrived and is not to be taken seriously 

(Werner & Schneider, 1974). 

Simulation, of all the methods already discussed, 

offers the best combination and compromise of benefits and 

drawbacks for the establishment of a program to train medical 

students in interviewing skills. It allows the student to 

interact with a real person who has a set of information 

which the student must obtain for a thorough understanding 
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of the clinical problem (Barrows, 1971). It is not a sub

stitute for working with patients, but a complement to that 

final step (Werner & Schneider, 1974). It is a middle 

ground between working with paper and working with patients. 

Simulation permits difficult skills to be learned quickly, 

eliminates the risk to both student and patient, offers a 

realistic situation, allows unlimited repeat performances 

for additional training or evaluation, and makes student 

interviewing skills easier to evaluate because of the 

removal of many outside variables. The simulated patient 

can closely and accurately observe the student's performance 

and can readily record and evaluate his/her interviewing 

approach (Barrows, 1971). 

Programmed patients differ from simulated patients 

in the degree to which they are trained to present a standard 

set of information. As Werner and Schneider (1974) have 

noted, the simulated patient provides a reasonably consis

tent portrayal of a patient with a problem allowing each 

student the opportunity to have a similar experience. 

Programmed patients are different from simulated patients 

because they are given a well controlled history with 

specific pieces of information which the student is expected 

to obtain. Programmed patients, therefore, place more 

emphasis on the gathering of information than on communciation 

skills. 



While there is probably some validity to these 

statements, the important factor to consider in evaluating 

programmed patients is not whether the emphasis shifts from 

one skill to the other, but the degree to which it shifts. 

Further, it must be remembered that medical interviewing is 

directed towards several goals, one of which is the ability 

to gather accurate factual data. The clinical interview is 

not a social chat, it is part of the diagnostic process. 

Content must be taught also while not neglecting process. 

Many programs, like the one at The University of Arizona, 

have balanced the le.arning process while using programmed 

patients.so students learn both content and process skills 

in their training. 
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Early studies using simulated patients were conducted 

with the dual purpose of improving the pediatric interviewing 

skills of medical students while not expending additional 

staff and instructor time (Helfer & Levin, 1967). Several 

attempts had been made there to train students using real 

mothers who were randomly selected at the clinic as focal 

points for interview training. The problems of standard

ization and comparison which resulted led to the use of 

simulation using trained women (Helfer, 1970) and the develop

ment of an experimental model to objectively measure inter

viewing skills (Helfer & Hess, 1970). The simulation 

technique and the scoring model were both evaluated to 
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determine their effectiveness and sensitivity (Helfer, 1970; 

Helfer & Ealy, 1972) and to investigate any effects peculiar 

to the use of simulation (Helfer, Black, & Teitelbaum, 1975). 

As a result, it was determined that simulation was an 

effective method to train medical students in interview 

skills, and that the use of simulated mothers was an effec

tive approach (Helfer, et al., 1975). 

From the University of Colorado work and other 

studies, the Pediatric Interviewing Program was begun at 

Michigan State University (Helfer, Black, & Helfer, 1975). 

Taught by non-physician mother-teachers, the program con

sisted of a combination of interviews, feedback sessions, 

videotaped reviews and follow-up interviews with the 

student and mother-teacher, meetings ,and' discussions between 

the mother-teacher and the pediatrician in charge of the 

program about the student's abilities and progress, and 

feedback to the student by the pediatrician. Comparisons 

were later conducted using videotapes of 13 mother-teacher 

interviews and 13 pediatrician interviews to assess the 

ability of the non-physician mothers in their functions 

compared to physicians in the same role. In all areas 

tested, the mother-teachers performed as well or better than 

the physicians. They were more consistent in sticking to 

agreed upon information, elicited more involvement by the 

student, generated more feedback, and covered more infor

mation than did the physicians. They were also better able 



to instruct the students on errors and omissions than the 

physicians because they were more intimately familiar with 

the details of their case, having spent numerous hours in 

training and preparation for their mother-teacher job 

(Helfer, et al., 1975). 

In 1973, another program using simulated patients 

was developed which combined initial introduction to 

communication skills, demonstration interviews, interviews 

with simulated patients, and finally clinical work, to 

teach interviewing skills. Twenty-five students were used 
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in a study to determine the effects of this program which 

covered a 15 month period. The experimental group consisted 

of 13 students and 12 students served as the control group. 

Both groups received the same initial training using the same 

instructors. The difference in curriculum between the groups 

was the new interview sequence. The evaluation was made by 

scoring standard pediatric interviews. Real mothers were 

trained to give consistent interviews about their own 

children's histories and were evaluated on their abilities. 

Once trained these mothers served as interview subjects 

for the students. Students in the test group conducted two 

interviews with the simulated patients, one at six months 

after the training began, the other at 15 months when it 

concluded. The control group had only one interview session 

at the 15 month point. 
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Results of the study confirmed the usefulness of the 

course in improving interview skills. Test students who 

scored well (>80%) on the six month interview continued to 

perform at that level nine months later. These test 

students, who did relatively poorly on the initial evaluation 

improved both the process and content scores by ten percent 

or more. Average scores for the test group in the 15 month 

interview were 86% on process and 76% on content. The control 

group average scores for the same interview ratings were 47% 

and 62% respectively. The conclusion drawn from this study 

was that a practice-oriented training program could greatly 

improve the interviewing skills of the students involved 

(Hutter, et al., 1977). 

Olness (1980) reported on the recruitment of:real 

parents to act as simulated parents of children patients for 

student interviewing. Live patients offered many problems. 

Finding patients with the appropriate problems for students 

was difficult or impossible. Patients often resisted 

interaction with inexperienqed students and had been known to 

give them erroneous information. Patients often were not in 

either emotional or physical condition to handle a student 

interview. The use of trained parent volunteers alleviated 

these problems. Students could be trained at the level they 

required without infringing on patients or families at 

inopportune times, and without detrimental effects to the 



students. Written histories and problems were prepared for 

each parent. Interviews were conducted by staff members 

with these parents to be certain they had learned their 

material. Student interviews (N=80) were conducted in all 

using 72 sophomore students. 

Several conclusions were drawn from the results. 
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First, both students and trained parents were enthusiastic 

about the experience. Second, a trained mother produced 

optimal learning. Unlike Werner and Schneider (1974) who 

experienced high monetary expenses and considerable time 

investment, training costs to teach the mothers were minimal, 

and mothers were generally available for interviewing for 

three years after training. 

Patient Instructor Program at The University of Arizona 

The Patient Instructor (PI) Program at The University 

of Arizona is based on modifications of the simulated 

patient programs that have been used since 1974 to teach 

interviewing skills. Since its inception, it has been 

expanded to employ PIs to teach first, second, and third year 

medical students as well as pediatric houseofficers. 

To determine the effectiveness of trained mothers to 

teach interviewing skills to medical students a study was 

conducted by Stillman, et al. (1976). Thirty-six students 

were randomly assigned to four groups, two groups having a 

pediatric clerkship of 6 weeks, and two having a clerkship 



of 12 weeks. One group in each 6 and 12 week clerkship 

constituted the control group, the other was the experi

mental group. Experimental group students received an 

initial interview with a randomly assigned mother-teacher 
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in the first two weeks of the clerkship including a feed

back session in which a videotape of the interview was 

reviewed. During the feedback session, the mother gave con

structive criticism on weaknesses of specific parts of the 

interview and offered suggestions for improvements. 

Strengths were also identified and verbally reinforced. Thus 

students were evaluated and given feedback on their per

formance on both the content and process of their interviews. 

This training constituted the only difference between the 

control and experimental groups. Between four and six weeks 

into the clerkship, each student, whether in the control or 

experimental group, was asked to interview a trained mother. 

Students in the experimental group were specifically 

assigned to be interviewed by a mother-teacher other than 

the one who conducted the initial interview with them. Both 

content and process were evaluated. Results of the experi

ments calculated using a two-way analysis of variance 

confirmed that students in the experimental group who were 

given the additional training performed better in both 

process and content than the control group (p<.Ol). The 

conclusion drawn was that the 1 1/2 hours spent in the 
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initial interview with the trained mothers was beneficial 

in increasing the students' abilities to interview patients. 

A second study was conducted to confirm the results 

of the 1974-75 study which demonstrated improved student 

interview skills as a result of training using programmed 

mothers (Stillman, Sabers, & Redfield, 1977). Twenty-eight 

pediatric clerkship students from a total population of 60 

pediatric clerkship students constituted the test group. 

The remaining 32 made up a control group. Students in the 

test group conducted two interviews with programmed mothers 

separated by a six week time period. Each student partici

pated in an individualized feedback session with the 

programmed mother after each interview. The first session 

was considered the learning session and the second interview 

was for evaluation. Control group students only interviewed 

one PI in an evaluation session. All students received the 

same pre-interview training, and no student interviewed the 

same programmed mother twice. Statistical analysis of 

student performance in both interview content and process 

indicated that experimental group students performed 

significantly better than control group students in both 

areas on the evaluation interview. 

One year later in a follow-up study, the same 

students who were part of the initial programmed mother 

evaluation study, were again given interviews with 
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programmed mothers. Again, no student interviewed the same 

programmed mother twice. Evaluation of the results of this 

follow-up study indicated that maximum learning occurred 

with the first interview and that incremental learning 

from additional interviews did not justify the expense. 

From these studies, it was concluded that (1) inter

viewing skills can be taught to medical students and that 

skill levels can be evaluated objectively, (2) programmed 

mothers are an effective method to conduct the training, 

(3) long term and short term retention of these skills are 

approximately equal, and (4) one interview with a trained 

mother is sufficient to provide optimal learning of skills 

and these skills are maintained for at least one year. 

Data gathered by The University of Arizona over the 

last six years of the program (graduating classes of 1979-

1984) were reported by Stillman, Burpeau-Di Gregorio, 

Nicholson, and Stillman (1982). All six classes of students 

had been required to perform an adult interview. A pediatric 

interview was an additional requirement for the Classes of 

1981-1984. The psychiatric interview was added as a 

required component of the program for the Class of 1984. 

Thus, students knew what the expectations were for their 

interviewing skills and were able to familiarize themselves 

with the skills to be assessed. This was done because 

knowledge 'of expectations allowed the student to concentrate 



60 

on those areas. In addition, teaching and assessment of the 

program would be easier (Newble, 1973). 

The data were analyzed to (1) examine the relation

ship between the scores on history content and process 

(ACIR Scale) for each interviewing specialty area over the 

past six years, (2) determine the degree to which students 

learn from their interviews with PIs by assessing the gain 

in scores between the first and second interviews for 

students who performed two interviews in a single specialty 

area, (3) examine the relationship between the scores 

students obtain on their first interviews with two different 

PIs in two different specialty areas, and (4) determine if 

there has been any change in the mean score obtained by each 

of the successive classes of medical students on first 

interviews since the implementation of this program. 

Results indicated that PIs are an effective and 

efficient method for teaching and evaluating medical 

interviewing skills. PIs provide a consistent reliable 

stimulus so that any student1s performance can be compared 

to that of other students while permitting individual zed 

instruction so that detected areas of deficiencies can be 

remediated. The program is designed to assume that each 

student is proficient and achieves preset criteria. 

Correlations between content and process scores 

obtained by students in the past six classes on the first 
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adult interviews ranged from .30 to .62. For the past four 

classes, the correlations between content and process 

scores achieved by students on the first pediatric interview 

ranged from .36 to .68. The positive correlations between 

history content and process scores are not surprising and 

would be expected. They suggest that, though each is 

unique, they share some cornmon variability. It would be 

expected that students who demonstrate the best interviewing 

skills are able to obtain the most complete and relevant 

historical information from their patients. 

If the training from the PI program was effective, 

then students should score higher on the .second interview 

after receiving feedback from the PI. To test for this 

effect, dependent sample t-tests were conducted for 

students over the past six years who performed two inter

views in a specialty area. For the adult interviews, the 

mean content and process were significantly higher on the 

second interview than on the first (Tables 1 and 2). 

Similar results were found for the pediatric and psychiatric 

interviews. Each of these gains is higher than can be 

explained by regression towards the mean. The significant 

gain scores achieved by students who interviewed two 

different PIs in the same specialty area thus provide 

evidence that PIs are effective teachers. 
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Table 1. Analysis of content scores on first and second 
interviews for adult content score. 

Class N 

1979 41 

1980 36 

1981 25 

1982 60 

1983 22 

1984 12 

*Subscripts 1 
respectively. 

74.1 

62.5 

62.2 

58.8 

68.5 

71.6 

and 2 

SD * 1 

11.9 

11.7 

11.5 

13.8 

12.8 

15.9 

refer to 

Table 2. Analysis of process 
adult interviews. 

Class N Mean1 * SD * 1 

1979 41 75.9 11.2 

1980 35 61.0 10.3 

1981 25 80.4 11.2 

1982 59 70.7 11.1 

1983 23 77.4 8.2 

1984 12 88.5 6.4 

*Subscripts 1 and 2 refer to 
respectively. 

80.7 

78.4 

79.6 

83.2 

81.1 

90.7 

first and 

SD * 2 

9.8 

8.9 

7.6 

7.2 

18.5 

7.7 

second 

t p 

-3.41 .001 

-6.69 .001 

-5.91 .001 

-12.30 .001 

-2.43 .024 

-3.22 .008 

exams 

scores on first and second 

Mean2* SD * 2 t P 

80.6 8.9 -5.81 .001 

87.8 10.7 -11. 74 .001 

90.2 6.6 -3.90 .001 

87.7 6.8 -10.43 .001 

86.8 8.3 -3.36 .003 

96.1 3.3 -3.54 .005 

first and second exams 
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Correlations were calculated on content and process 

scores for those students who performed both adult and 

pediatric interviews to determine if there was a generaliza-

tion of interviewing skills across the two specialty areas. 

If students performed the adult interview followed by the 

pediatric interview the correlations for content (r=.40) and 

process (r=.50) were higher than when the pediatric inter-

view was performed first (r =.30· r =.46) content I process 

although the differences were not statistically significant. 

In each instance, the correlations for content were somewhat 

lower than those for process but all were significant at the 

p=.Ol level. When a student examined ~wo different PIs in 

two different specialty areas there was a significant 

positive relationship between his performance in both 

encounters. 

It was hypothesized that if this program were 

successful and provided the students with explicit learning 

expectations, then over the past few years, students would 

obtain higher mean scores on both history content and 

process on their initial interviews. To test this hypothesis, 

analyses of variance were conducted for content and process 

scores for the adult interview, the only specialty with 

significant data to complete the analysis. Statistically 

significant F values were found for both content and process 
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(p's less than .001). Duncan post hoc tests were then 

conducted. The most recent class showed consistently higher 

means on both content and process than any of the preceding 

classes. One of the most exciting aspects of this program 

has been the overall improvement in students' interviewing 

ability over the past six years. This suggests than when 

students are given an encounter with a realistic patient 

problem, receive specific feedback and evaluation, and are 

provided with the opportunity to practice, they are able to 

improve their skills. 



CHAPTER 3 

METHOD 

Procedure 

This chapter is devoted to the discussion of 

general procedures used in this study. Topics discussed will 

will include: (1) Sampling of students and patient 

instructors, (2) Instruments, (3) Administration and 

scoring, (4) Selection and training of patient instructors, 

(5) Data collection, and (6), Analysis of data. 

Sample 

Student Sample 

Data were gathered from six classes of second year 

medical students (1979-1984 proposed graduation dates) at 

the College of Medicine at The University of Arizona. Class 

size was 88 for most years. There was a general trend for 

an increase in the percentage of female students over the 

six classes. The trend was less obvious for minority 

students who made up 10.2% of the class of 1979 and only 

5.7% of the class of 1984. Students entering The University 

of Arizona College of Medicine in the classes of 1983 and 

1984 had a variety of incoming academic backgrounds 
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ranging from no degree to a doctorate. Grade point averages 

were relatively stable over the six entering classes with 

the entering values ranging from 3.56 (class of 1984) to 

3.63 (classes of 1981, 1982, 1983). The percentage of the 

class being Arizona residents ranged from 97.7 to 100.0. 

Of these Arizona residents, the percentage of urban 

students ranged from 78.4 to 89.8. The percentage of 

Arizona residents attending either high school or college 

in Arizona ranged from 83.0 to 90.9. Most students were 

admitted on their first application with the range being 

from 72.7% to 80.7% (see Table 3). 

The graduating classes of 1979 through 1984 were 

selected for analysis in this study because they had all 

been required to participate in the segment of adult 

interviewing as part of their curriculum in Preparation for 

Clinical Medicine (PMC). PMC is the clinical companion 

course to the basic sciences which begins during the first 

week of medical school and runs until the start of the 

first clinical rotation. The objective of PCM is to 

provide medical students with the skills and knowledge 

necessary for entrance into clinical clerkships. PCM is 

divided into three parts: (1) clinical problem solving, 

(2) free-standing course segments (e.g., logic & bio-

statistics), and (3) patient evaluation. The patient 

evaluation segment of PCM, including clinical interviewing 
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in the sub-specialty areas of adult, pediatric, and 

psychiatric interviewing is the emphasis of this study. 

In addition to the adult interviewing segment, the 

pediatric interviewing segment was offered to some classes 

(1980-1983) as an option. It was not required due to time 

constraints on the students. It was a requirement in the 

class of 1984. The segment of psychiatric interviewing 

was begun in the middle of the academic year for the 

1984 graduating class. 

Table 4 shows the classes by year and the sub

specialties (adult, pediatric, and psychiatric) in which 

each had participated and for which sufficient data were 

available for analysis. 
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Table 4. Classes by years (1979-1984) and the interviewing 
sub-specialties (adult, pediatric, psychiatric) 
offered to each year. 

Class of Adult Pediatric Psychiatric 

1979 X 

1980 X 

1981 X X 

1982 X X 

1983 X X 

1984 X X X 



Patient Instructor Sample 

Another group of people playing a role in the 

interviewing program is the Patient Instructor. PIs are 

recruited from the general community and are trained to 

act as patients for the students thus creating controlled 

stimuli for the simulated patient encounters. PIs are a 

diverse group of people from a variety of age, social, 

economic, and occupational backgrounds. 

The 17 interviewing PIs trained to date range in 
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age from 23 to 59 with a mean age of 37.4. Sixteen PIs were 

Caucasian and one was Hispanic. Fifteen PIs were female and 

two were male. PIs reported their occupations to include 

graduate student, dental hygientist, teacher (nursery school 

through junior college) , homemaker, office manager, school 

psych.ologist, nurse (retired), corporate executive, and 

self-employed. Demographic data on the PIs upon entry into 

the program are shown in Table 5 presented by interviewing 

specialty. 

Instruments 

.-.. There are two major components of the medical inter

views which are evaluated: Content and process. The 

Patient History Checklist was designed to measure the 

content obtained by the Interviewer. The Arizona Clinical 

Interviewing Rating (ACIR) Scale was developed as an 
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instrument for rating student interview techniques. Both 

instruments will be discussed in this section. 

Table 5. Demographic data on Patient Instructors (PIs) upon 
entering program. 

Age Groups by Years 

23-34 35-47 48-59 
Sub-specialty 
of Interviewing 

(n) (n) (n) (n) (n) (n) 
M/F W/NW M/F W/NW M/F W/NW 

Adult 

Pediatric 

Psychiatric 

0/4 

0/3 

0/0 

M/F = male/female 
W/NW = white/non-white 

4/0 

3/0 

0/0 

0/1 

1/3 

0/1 

1/0 

3/1 

1/0 

Patient History Checklist 

0/1 

0/0 

1/2 

The Patient History Checklist was designed to 

measure content information obtained by the interviewer 

concerning the PIs' medical history. Content is the 

1/0 

0/0 

3/0 

pertinent information obtained by the interviewer about a 

patient's medical problem. This pertinent information is 

conotained within six sections of the interview: (1) 

introduction, (2) chief complaint and history of the 

present illness, (3) past medical history, (4) family 

history, (5) social history, and (6) review of systems (in 

adult interview) (Appendix B) and the mental status exam 

(in the psychiatric interview). 
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I. 

The amount of information obtained by the 

interviewer is evaluated by the use of a content check

list. The checklist contains all relevant aspects of the 

patient's case history listed as separate pieces of 

information. The interviewer receives one point for each 
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piece of relevant information he/she is able to obtain during 

the course of the interview. 

Each PI has a checklist rated for his/her medical 

history. Sample checklists for an adult, pediatric, and 

psychiatric interviewing PI are presented in Appendix C. 

Each history is reviewed by a select panel of physicians 

to verify the authenticity of the medical history. Check

lists range in length from 70 items to 85 items, with a 

mean of 79.8 item per checklist. 

Interview Process Scale 

The second component to be evaluated is the process 

of· the interview. The process refers to the technique, or 

style, used by the interviewer to obtain information from 

the patient. The process used by the interviewer in 

eliciting information from the patient is evaluated by 

using the ACIR Scale. 

The ACIR Scale was developed as a method of rating 

student interview techniques similar to other rating 

scales (Adler & Enelow, 1966; Barbee, Feldman & Chosey, 

1976; Hess, 1969; Jarrett, Waldron, Burra, & Hadnforth, 
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(1972). Physicians who were considered to be experts in the 

techniques of interviewing were observed to determine 

specific interviewing skills which were necessary for 

successful interviews. Sixteen such skills were identified. 

A rating sheet was then created with each skill descriptive

ly defined on a rating scale of five-points with three 

anchoring statements. A score of five points is excellent, 

three points is average, and one point is poor. Specific 

performance criteria have been defined for all five levels 

of competencies. A process score, which provides a quanti

tative value for the qualitative evaluation of the student's 

interviewing skills, is produced from the sum of these 

ratings and provides a method by which the interviewing 

techniques of the student can be objectively evaluated. In 

1980, the sixteen-item ACIR Score was reduced to fourteen 

items as a result of combining two items into one and the 

deletion of a third item which was considered repitious. 

The fourteen-item scale is shown in Appendix A and its 

internal consistency has ranged from an alpha coefficient 

of .60 to .72 (Stillman, et al., 1982). 

The present scale lists fourteen process skills 

which are grouped into the following six categories: 

(1) organization, (2) timeline, (3) transition statements, 

(4) questioning skills, (5) documentation of data, and 

(6) rapport. Three additional items examined skill 
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areas associated with the mental status examination are 

included on the ACIR Psychiatric Scale (Appendix D) . 

The specific 14 skills areas of the basic ACIR are: 

(1) organization, (2) timeline, (3) transition statements, 

(4) questioning skills: types of questions, -(5) question

ing skills: delays in dialogue, (6) questioning skills: 

duplication, (7) questioning skills: summarizing, (8) 

questioning skills: jargon, (9) documentation of data, 
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(10) rapport: eye contact, (11) rapport: interrupting the 

patient, (12) rapport: possible concerns, (13) rapport: 

positive reinforcement, and (14) rapport: encouragement of 

questions at end of interview. 

Data were collected for establishing both inter

and intra-judge reliability on the ACIR Scale at The 

University of Arizona (Stillman, Brown, Redfield, & 

Sabers, 1977) using the two PIs who were then working in 

the pediatric interviewing segment. 

Inter-judge Reliability of the Interview Process Scale 

Data were collected in two separate sessions with 

two different interviewers in each. Inter-judge reliability 

dealt with the reliability of the ratings which the separate 

judges had given. The first session was videotaped in 

order to establish the rating criteria for the scale. This 

session was conducted by a physician. The videotape was 
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then critiqued by a second physician and the two PIs 

using the scale to assess the techniques of the interviewer. 

A reliability coefficient for the ratings was calculated 

using a method described by Ebel (1951). 

This procedure is based upon analysis of variance 

and uses an interclass formula to average the inter-

correlations. It "may be applied both in the special case 

where a complete set of ratings from each of K sources is 

available for each of n subjects, and in the general case 

... , K ratings are available for each of 
n 

the n subjects" (Ebel, 1951, p. 407). A special advantage 

of this interclass formula is that it can be used when the 

"available set of ratings are sometimes incomplete" 

(Ebel, 1951, p. 407) which would be useful in the case where 

a PI did not score an item. 

Evaluators were required to analyze each item of 

the interview individually and justify their scores with 

specific reasons. Discrepancies which arose between scores 

were discussed until an agreement was reached on the proper 

scoring of each item. Scoring procedures were then 

corrected to adjust for discrepancies which had been found. 

The second session consisted of two medical 

students interviewing one of the two trained PIs. This 

interview was also videotaped. Each PI then evaluated one 

student using the ACIR Scale to rate the process skills. 
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After two weeks, the same PIs viewed the videotape and 

rated the student, whom they had not previously rated, that 

took part in the interview. A physician also rated both 

videotaped interviews. A reliability coefficient of .87 

was calculated again using Ebel's method. Based on these 

ratings, Stillman, et ale (1977) concluded that when the 

ACIR Scale was used, comparable scores were obtainable 

using different evaluators. 

Test-Retest Reliability of the Interview Process Scale 

Intra-judge reliability was determined using the 

same two PIs as were used in the inter-judge interviews. 

Each viewed a videotape of the interview which he/she 

conducted with a medical student. The PIs then evaluated 

the interview and the student's skills using the ACIR 

Scale. The office of Preparation for Clinical Medicine 

received these scores. The PIs were not given advance 

knowledge of the fact that they would be required to 

review and evaluate the same interview again. 

Two weeks later, the evaluation took place. 

Reliability coefficients for the separate spaced interviews 

were obtained by computing Pearson product-moment 

correlation coefficients between each PI's first and 

second interview. Reliability coefficients thus computed 



for each PI were found to be .90 and .85 suggesting a 

high stability of the ratings assigned by PIs over time. 

Averaging the two reliability coefficients, using Fisher's 

g transformation and final value interpolation indicates, 

on the average, that the reliability of the scale is .877. 

Administration and Scoring Procedure 

Interview Session 

Each second year undergraduate medical student was 

required to attain mastery in (1) adult interviewing, (2) 

pediatric interviewing (classes of 1981-1984), and (3) 

psychiatric interviewing (class of 1984 only). Mastery is 

defined as having received a passing score on both the 

history checklist and the process scale. A passing score 
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is obtained by receiving 80 percent of the possible process 

score and 75 percent of the possible history content score. 

The adult and pediatric interviewing sessions each required 

1 1/2 hours. Up to forty-five minutes of this time is 

allowed for the interview portion of the session. The 

remaining forty-five minutes is used by the patient instruc

tor to give feedback to the student and evaluate the student 

on the process and content of the interview. The psychiatric 

exam was lengthened by thirty minutes to allow students 

time for the inclusion of the mental status exam, a test 

which looks at psychological functioning. Each second year 



student was notified of the PCM interviewing requirement 

by letter prior to the fall semester of that year 

(Appendix E) . 
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There was no preset order for taking the interviews. 

For example, a student could sign up to do a pediatric 

exam first, then a psychiatric exam, and finally an adult 

exam. If mastery was not obtained with the first exam, 

subsequent exams could be scheduled in any order the 

student desired. Students were allowed the option of 

scheduling early in the academic year or waiting until 

late in the second semester. 

The ACIR Scale was given to the students prior to the 

interview so that they would have time to familiarize them

selves with the skills to be assessed. Students in the 

class of 1984 also received a copy of the mental status 

examination form to be used in the psychiatric exam. With 

the exception of the class of 1980, all other classes had 

attended The University of Arizona, College of Medicine 

during their first year and had received a University of 

Arizona interviewing course. 

Interviews were conducted on Monday evenings, during 

the academic year, from 6:00 to 7:30 and from 7:30 to 9:00. 

Psychiatric interviews were conducted from 5:30 to 7:30 and 

from 7:30 to 9:30 because of their increased length. 

Clinic rooms at the Arizona Health Sciences Center were 
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reserved for .the interview sessions. Students arrived at 

this location at a date and time which was pre-scheduled. 

The PIs were waiting in the designated rooms. During the 

first five to ten minutes, the PI reviewed the ground rules 

for the session with the student: 

Tonight, we are going to work on your content and 
process interviewing skills. My name is , 
and I will be functioning as an lIadult interview ll 

patient ..• then as a teacher and evaluator after 
you complete the interview with me. I encourage 
you to take notes during the interview to assist 
you in remembering what you've already covered. 
Physicians usually take notes during an interview 
so it more nearly approximates an actual setting 
if you do so. You may use your review of systems 
during your interview, but no other notes are 
allowed. The interview itself should take no 
longer than forty-five minutes (or 30 additional 
minutes for the psychiatric interview). I will 
have to stop you if you go "overtime". I will 
use the remainder of the time to give you feed
back on the interview. The feedback part of 
the interview is very important ••• adequate time 
is necessary to review your strengths with you 
and to make suggestions on ways in which you 
could become a more proficient interviewer. Do 
you have any questions before we begin? (Pause) 
If not, you may leave the room and come in as 
if we've never met, if you like. 

The interview itself then began. The PI remained in his 

role until the interview was concluded. The PI then 

became a teacher and evaluator offering feedback on the 

student's performance and suggestions for improvements. 

A score was calculated for the process and content of the 

interview. Students were requested to evaluate the 

program on a form provided for that purpose (Appendix F). 
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Selection and Training of PIs 

It was determined that the PIs need not be medically 

sophisticated since they were to verbalize a pre-determined 

set of symptoms related to appropriate ailments. They must 

be simply able to master new vocabulary and evaluation 

instruments. Physical and mental stamina were necessary ·to 

withstand the rigors of several hours of student examina

tion and PI feedback and evaluation in one evening. PIs 

were employed by the College of Medicine as salaried staff 

members and were compensated an hourly wage for their time. 

They generally worked one three-hour evening per week during 

the medical school academic year of August to May. PIs 

have been trained to date in the areas of adult, pediatric, 

and psychiatric interviewing. 

A training manual, Revised Interview Manual For Use 

By The Programmed Patient At The College of Medicine Of The 

University of Arizona (Burpeau-Di Gregorio, Dean, & Stillman, 

1982) is given to each PI. The manual covers the following 

topics: (1) rationale of the history checklist instrument, 

(2) rationale of ACIR instrument, (3) criteria for scoring 

each ACIR Scale item, (4) role of the interviewer, and (5) 

roles of the programmed patient (Appendix G) . 

Training of the PIs on the history content check

list was directed toward the presentation of an authentic 

and consistent medical history during the patient/student 
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interview. To reduce the training period, and to increase 

the "realism" of what was being presented to the student, 

actual information about the PI was incorporated into the 

checklist. Occasionally, fictional material is added to 

meet certain educational needs. Usually, the checklist 

reflects the actual history of the PI with small modifi

cations eliminating complex situations or adding certain 

situations. After review of the history by a select panel 

of physicians, rehearsals were conducted until the PIs were 

able to present a consistent and realistic history during 

interview simulations. These rehearsals included training 

and practice at answering questions which students might 

ask and for which specific, detailed preparation was not 

possible in advance. PIs were instructed to use their own 

medical history beyond the points in the checklist. Thus, 

no matter how closely they were questioned, they would be 

able to supply c6nsistent,believable answers. 

The medical history presented by each PI represented 

the basis by which student interview skills would be 

evaluated. When training of the PIs was completed, a 

"checklist" was developed for each history. A comparison 

of the information which the student actually obtained 

during the int~rview sessions to that which the PI was 

trained to give produced a history content score for the 

student which is expressed as a percentage value. This 



method of obtaining the history content scores was adapted 

from a method developed by Hefler, et ale (1975) and 

Hefler, et ale (1975). 

After reading the training manual, the PIs were 
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familiar with the scoring criteria for each of the fourteen 

process items. Several two hour sessions were'scheduled 

with the PIs to ensure their proficiency and measure their 

ability with the ACIR Scale. During the first session, the 

scoring of each item was discussed and specific examples 

were given of when each of the five possible scores would be 

assigned. This discussion took approximately one hour. 

Then the PIs viewed a videotape.of the author being inter-

viewed by a medical student. The PIs scored the inter-

viewer using the content and process instruments during the 

videotape, but without sharing the scores or rationale with 

each other. Followina the videotape the PIs wrote their 
~ 

scbres for e~ch of the fourteen process items on a black-

board which was situated in front of the PIs. Then each PI 

gave his ACIR Scale to the author who later computed inter-

judge reliability on the session. The scoring of each item 

was discussed by the PIs and each PI was expected to 

provide a rationale for his/her score. Discrepancies in 

scoring were discussed until all PIs reached agreement on 

that item before preceding to the next item. This procedure 

took approximately one hour. 
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The training sessions continued in this manner on a 

bi-weekly basis for 1 1/2 weeks at which time the inter

rater reliability exceeded .85 using a method previously 

discussed in this chapter by Ebe1 (1951). Three video

tapes were prepared so that PIs would not be influenced by 

previous scoring decisions. On all the tapes, the author 

was the interviewee but the student interviewers were 

changed. Thus, the PIs in training only needed to be 

familiar with one history content checklist other than their 

own and could thereby focus on learning to score the ACIR 

during this phase of training. Less time was needed for the 

PIs to reach similar levels of agreement for the history 

checklist. This only required that they become familiar 

with the specific content of the checklist and record 

whether the item was elicited or discovered by the 

interviewer. 

After the PIs were trained to give consistent 

histories and reliable scores on the ACIR Scale, they were 

ready for the final phase of the training session. In this 

phase, student volunteers interviewed the PI in the pre

sence of the author. The interview was carefully observed 

and, in particular, the feedback that was given to the 

student by the PI was noted. Sessions were scheduled until 

each PI was judged to be capable of providing quality 

teaching and instructive feedback to an examiner. After 
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this initial training com)?letion, PIs were "spot checked" 

during the year to insure the maintenance and consistency 

of skills. Retraining seminars were held at the beginning 

of each subsequent academic year. The PIs within each 

subspecialty meet at several additional times throughout the 

year to discuss concerns specific to the sub-group. 

Data Collection 

Over 500 students interviewed PIs from 1977 to 

1982. Each" student received two scores from each PI: 

(1) a history content score expressed as a percentage of 

obtained items over possible items, and (2) a process 

score expressed as a percentage of obtained over possible 

process score. The PI placed both the history content 

score sheet and the process score sheet in a manila envelope 

and mailed them to the PCM office. The scores on the 

instruments were transcribed into a grade book so it could 

readily be determined when each student had reached the 

mastery level. The raw data sheets were given to the 

author who verified the computational accuracy of the 

scores. The raw data were then keypunched for analysis. 

Several factors had to be considered both during 

and after the data collection process in order to determine 

viable data and separate it from data that would produce 

erroneous or misleading results. Some PI's histories 
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proved to be more complicated than those of others. 

Students who interview the PIs with more complicated 

histories were required to accomplish a more difficult task 

and their scores could have been influenced by the 

difficulty and may"have been lowered. This situation was 

rectified by comparing the average scores given by each PI 

for the students during the year who interviewed that PI. 

These average scores were then compared among PIs. 

Thus, the process and content scores given by each 

PI were adjusted using a linear transformation for all PIs 

in each sUb-specialty per year in order to insure compara

bility in scoring among PIs. Scores were adjusted using 

the first exams from each PI to adjust for the second exam. 

Data from PIs who conducted less than seven first inter

views were omitted due to the unstable range that existed 

with such a small number of samples. The data from these 

same PIs were also omitted for students on their second 

exams since no comparability adjustment had been calculated 

for them on their first exams. These linearly adjusted 

scores were used in all analyses. 

As discussed earlier, students were required to 

repeat an interview in each sub-specialty until mastery was 

reached. Some students reached mastery in a sub-specialty 

after one interview while other students required multiple 

interviews. For those students who reached mastery on 
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their first interview in a subspecialty, the score for that 

interview was used. When multiple scores were available in 

a subspecialty, the first two chronologically ordered inter

viewing scores were used whether mastery was demonstrated or 

not. This was done because the number of students having 

more than two scores in a subspecialty area was small or 

non-existent per year. 

Analysis of Data 

Consistent with the hypothesis to be tested in the 

present study, the following sets of analysis of the ob

tained data were employed. 

First, a factorial analysis of variance procedure 

(Kirk, 1963) was utilized to determine the differences in 

the obtained skills in different groups of students. The 

two independent variables in the factorial analysis of 

variance were two levels of sex and the subspecialty areas 

available for each year. The dependent measure constituted 

the ratings assigned by the PIs for the process and content 

areas. Such an analysis permitted the examination of the 

main effects due to sex and subspecialty areas as well as 

the interaction between sex and. subspecialty areas. If 

necessary, appropriate post hoc procedures was applied to 

determine the differences between intended groups. 
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Second and thirdly, another factorial analysis of 

variance procedure was utilized to determine the differences 

in the obtained skills with the two {ndependent variables, 

the levels of age and the subspecialty areas available for 

each year. A third analysis of variance was utilized with 

prior occupational background and the subspecialty areas 

available for each year as the independent variables. In 

both cases, the dependent measure constituted the ratings 

assigned by the PIs for the process and content areas. 



CHAPTER 4 

RESULTS 

This chapter is devoted to the presentation of 

the results obtained from the analysis to substantiate the 

major hypothesis stated earlier. Consistent with the 

purposes of the study, several separate analysis were 

performed. First, the ratings were analyzed for the 

determination of reliability by a procedure developed by 

Ebel (1951). Second, a factorial analysis of variance 

(ANOVA) design was used to examine the effects of the four 

primary independent variables, category (adult, pediatric, 

or psychiatric subspecialty), age, sex, and occupation, on 

the two dependent measures, namely, process and content 

scores. 

Reliability of Obtained Ratings 

Prior to the examination of the obtained data for 

the testing of the previously stated hypothesis, reliability 

of the obtained ratings was determined by a method 

suggested by Ebel (1951) for inter-rater consistency. 

Reliability of the average ratings was obtained at six 

different occasions and the reliability coefficient ranged 

from .80 to .99 with a median reliability coefficient being 
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.84. These indices suggest desirable consistency of the 

obtained ratings by different raters across six different 

occasions. 

Effect of the Independent Variables on the Process Score 

The results obtained from a 3-way factorial 
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analysis of variance are summarized in Table 6. Examination 

of this data with regard to the impact of the variables of 

category, age, and occupation indicated that the main 

effects due to category (adult, pediatric, or psychiatric 

interviewing subspecialty area) resulted in a significant 

difference in the ratings for the three categories 

(Table 6). Similarly, the main effect due to age was also 

found to be significant as the obtained F ratio suggested 

that there were marked differences in the process scores of 

the groups varying in age. For the purpose of the analysis, 

two age groups were created by dividing the entire group 

into young/old categories in the light of the average age 

of the entire group. More specifically, students below 

the average age at the time of the interview were classified 

as young, whereas, students at the mean or higher were 

considered old. 
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Table 6. Summary of analysis of variance by process 
(RACIR) by category, age, and occupation for class 
of 1984. 

Source df SS MS F P 

Main effects 4 1995.222 498.805 8.221 .001 
Category 2 1464.544 732.272 12.069 .001 
Age 1 334.848 334.848 5.519 .020 
Occupation 1 42.506 42.506 .701 .403 

Interaction Effects 
2-way 5 410.804 82.161 1.354 .242 
Category x age 2 350.214 175.107 2.886 .078 
Category x 

occupation 2 28.094 14.047 .232 .794 
Age x occupation 1 3.164 3.164 .052 .120 

3-way 2 262.165 131.082 2.160 .118 
Category x age x 

occupation 2 262.165 131. 082 2.160 .118 

Residual 237 14379.414 66.673 

Total 248 17047.605 68.740 

Inspection of 2-way and 3-way interaction effects 

indicated that these interactions were not statistically 

significant. 

A Newman-Keuls simple effects post hoc test for the 

examination of the differences in the process score for the 

three subspecialty categories suggested that category two 

and three, pediatric and psychiatric, were not significantly 

different. However, a significant difference for these two 

categories when compared to category one, adult were sus-

tained by the post hoc analysis. 



It is interesting to note that whenever an 

additional variable of sex was thrown into the analysis of 

variance, the main effect due to this variable did not 

result into significant difference in the process score. 

Data from a larger sample were also used to examipe the 

impact with regard to adult and pediatric categories 

(Table 7). Similar findings were noted with regard to the 

impact of the variables of category, age, and occupation 

(Table 11}. The addition of sex as a variable in the 

analysis did not result in a significant main effect 

difference. 

Effect of the Independent Variables on the Content Score 
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The results obtained from a 3-way factorial analysis 

of variance are summarized in Table 8. 

Examination of this data with regard to the impact 

of the variables of category, age, and occupation indi

cated that the main effects due to age was significant 

(Table 10). The obtained F ratio suggested that there were 

marked differences in the content scores of the groups 

varying in age. 

Inspection of the 2-way and 3-way interaction 

effects indicated that these interactions were not 

statistically significant. 



Table 7. Summary of analysis of variance process (RACIR) 
by category, age, and occupation for classes 
1982-1984. 

Source df 88 M8 F P 

Main Effects 3 1667.606 555.869 7.246 .001 
Category 1 745.429 745.429 9.723 .002 
Age 1 640.580 604.580 7.881 .005 
Occupation 1 68.772 68.772 .896 .345 

Interaction Effects 
2-way 3 74.257 26.419 .344 .793 
Category x age 1 12.073 12.073 .157 .692 
Catetory x 

occupation 1 1. 221 1.221 .016 .900 
Age x occupation 1 61.490 61. 490 .802 .372 

3-way 1 187.809 187.809 2.448 .119 
Category x age 

x occupation 1 187.809 187.809 2.448 .119 

Residual 239 18335.040 76.716 

Total 246 20269.712 82.397 
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Table 8. Summary of analysis of variance content score (CS) 
by category, age, and occupation for class of 1984. 

Source df S8 MS F P 

Main Effects 4 1105.387 276.347 2.510 .043 
Category 2 338.854 169.430 1. 539 .217 
Age 1 535.541 535.541 4.864 .028 
Occupation 1 22.262 22.262 .202 .653 

Interaction Effects 
,! 2-way 5 542.375 108.475 .485 .427 I 
I, 

Category x age 2 142.299 71.149 .646 .525 
Category x 

occupation 2 161.847 80.924 .735 .481 
Age x occupation 1 133.315 133.315 1.211 .272 

3-way 2 63.952 31.876 .280 .748 
Category x age x 

occupation 2 63.952 31. 876 .280 .748 

Residual 237 26083.088 110.097 

Total 248 27804.813 112.116 

Data from a larger sample were also used to examine 

the impact with regard to adult and pediatric categories 

(Table 9). 

Similar findings were noted with regard to the 

impact of the variables of category, age, and occupation 

(Table 11). The addition of sex as a variable in the 

analysis did not result in a significant main effect 

difference in the content score of either group. 

The means and the standard deviations for process 

and content variables for both samples are presented in the 

Tabl~s 10 and 11. 
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Table 9. Summary of analysis of variance content score (CS) 
by category, age, and occupation for classes 
1982-1984. 

Source df SS MS F P 

Main Effects 3 1256.168 418.723 2.406 .068 
Category 1 40.427 40.927 .235 .628 
Age 1 828.232 828.232 4.759 .030 
occupation 1 46.472 46.972 .270 .604 

Interaction Effects 
2-way 3 412.720 137.573 .791 .500 
Category x age 1 15.873 15.873 .091 .763 
Category x 

occupation 1 98.598 98.598 .567 .452 
Age x occupation 1 233.673 233.673 1.343 .248 

3-way 1 "11.299 11. 299 .065 .799 
Category x age x 

occupation . 1 11. 298 11.298 .065" .799 

Residual 234 41543.936 174.033 

Total 246 43274.123 175.911 
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Table 10. Means and standard deviations for process and 
content for class of 1984. 

Process Content 
Variables X SD X SD 

Category 
Adult 89.4320 6.1986 83.9766 12.8362 
Pediatric 83.7351 9.0543 82.7650 10.8230 
Psychiatric 85.6102 8.3456 85.5109 8.2933 

Age 
Young 85.3421 8.6084 82.8530 11. 5901 
Old 88.0313 7.3118 86.3173 9.001 

Sex 
Female 87.4149 8.0282 84.5723 9.1351 
Male 85.8471 8.3140 83.9194 11.5171 

Occupation 
No prior 

experience 86.0265 8.3669 83.7964 10.9798 
Prior experience 80.0221 7.2863 86.8674 7.2320 
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Table 11. Means and standard deviations for process and 
content for classes of 1982-1984. 

Process Content 

Category X SD X SD 

Category 
Adult 85.9220 8.5981 81.1830 14.5328 
Pediatric 82.7324 9.3446 81.0512 11. 3271 

Age 
Young 83.4037 9.3537 79.7347 13.3488 
Old 87.2316 7.7582 84.0098 12.9033 

Sex 
Female 85.9344 8.4539 81.8599 13.6160 
Male 84.2785 9.1748 80.9720 13.1953 

Occupation 
No prior 

experience 84.4522 9.1392 80.9101 13.5090 
Prior experience 88.3196 7.6430 85.0940 9.9762 

Using another approach for partioning the age 

variable, a 3-way factorial analysis of variance was run 

(Appendix H). For the purpose of the analysis, two age 

groups were created by dividing the entire group into 

young/old categories in light of the median chronological 

age of the student at the time of the interview .. Students 

below the median for the group at the time of the interview 

were classified as young while those students at the median 

or above were classified as old. Such analysis confirmed 

the results by previous analysis. 



CHAPTER 5 

SUMMARY, CONCLUSIONS, AND IMPLICATIONS 

Summary 

This chapter is devoted to the summarization, 

discussion, and interpretations of the major findings of 

the study. 

The literature on the topic clearly indicates that 

the ability to obtain a complete and accurate medical 

history from a patient is of critical importance to the 

physician. The interaction between the patient and 

physician provides important information for clinical 

decisions (Engel, 1976) and creates the patient-physician 

relationship. Traditionally, medical students have been 

exposed to interviewing skills via a type of on-the-job 

training in which they were assigned to interview real 

patients on the ward. After the interviews, the written 

records of the histories were reviewed by a physician in 

charge and each student's ability to interview was 

determined from these records. 

This traditional method had serious deficiencies. 

It was difficult to ascertain whether all relevant infor

mation had been obtained from only a review of the 
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written history, when, typically, the instructor had never 

interviewed the patient. Also, the instructor was unable 

to accurately assess the student's interviewing or inter

personal skills from reading a written account. Objective 

evaluation of the students' skills along with comparison 
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to their classmates was further compounded by the fact that 

students were assigned to patients with differing person

alities and verbal abilities. According to McCarthy (1970) 

interview training composed of didactic presentation, 

including readings from texts and the question and answer 

sessions used around the bedside of real patients, have not 

been successful in the development of problem solving 

abilities and the transfer of knowledge. The more student

centered approaches such as simulation or role playing come 

closer to addressing the issue of transfer. The process of 

teaching and learning any 'skill necessitates practice 

by the student combined with constructive criticism of the 

performance by experts (Helfer & Hess, 1970). Learning of 

the skill should not be dependent upon completing a written 

record of a patient encounter. 

Eight years ago at the University of Arizona College 

of Medicine, a student-centered competency based program was 

initiated to teach and evaluate interviewing skills. 

Simulated patients, called Patient Instructors (PIs), were 

used to teach these skills to students. The PIs were highly 
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trained non-physicians who functioned as patients, teachers, 

and evaluators. The first PIs were taught to simulate 

"mothers" who gave their "child's" medical history. The PI 

program has now expanded to include other interviewing areas. 

PIs are a cost-effective way of training medical students. 

Use of these paraprofessionais reduces the need for using 

more costly and scarce physician-instructor time. 

As shown in the literature, the teaching methods 

using simulated patients compared favorably with the other 

methods used. 

Further, the non-physician teachers were able to 

"help students organize an interview, develop questioning 

techniques, learn how to listen, and expand their ability 

to build rapport" (Helfer, et al., 1975, p. 1057). 

The PI approach focuses on specific targeted 

behaviors which need to be developed for successful 

interviewing. Students are trained through behavior 

rehearsal or modeling and discrimination training. Feed

back, an important component in instructional design, is 

given to the student by the PI. 

Conclusions 

Significant differences were found in category sub

specialty areas of adult, pediatric, and psychiatric. Post 

hoc tests indicated that the 'adult sub-specialty differed 

from the pediatric and psychiatric. This may be explained 



by considering that PIs are more adept at role playing 

themselves. All of the adult history content checklists 

were based upon actual experiences of the PIs. The 
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pediatric and psychiatric history content checklists, however, 

were not based as entirely on actual events and situations 

in the PIs own life, but often involved more acting and 

projection by the PI. Less biases may occur when the 

responses of the PI are real, as when actually present in 

the PIs own life, rather than when contrived as in pure role 

playin~. Many of the pediatric and psychiatric PIs were 

given a role that was unfamiliar to them in their actual 

lives thus perhaps producing an interview situation which 

was more difficult for the examiner. 

Results of the data analysis indicated that age, 

as defined by median and mean age categorizations, did make 

a difference in the content and process scores. The 

exception was of process skills of the larger sample using 

median age as the categorization level. That older 

students scored higher than younger students in most process 

categories may be related to additional time they have had 

to develop social skills and additional opportunities to 

apply and synthesize content/knowledge and process infor

mation. Also, older students may score higher in content 

areas as a result of the social pressures attached to being 



an older student. That is, having been out of school for 

several years and then finding themselves in an academic 

setting populated predominantly by younger students, may 

cause them to feel that they must work harder to keep up 
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and thereby causing them to master more content or knowledge 

from classwork. 

Results of the data analysis did not indicate 

significant differences in terms of sex of the interviewer 

in terms of process or content of the interview. This 

finding may be because there are no significant differences 

in male and female interviewers in terms of the variables 

measured. Another factor which should be considered is 

the sex of the PI. Since all but two of the PIs were female, 

this factor was not included in the analysis. More research 

needs to be conducted in the interactive effects of the sex 

of the interviewer and the interviewee. 

Two levels of occupational experience prior to 

entering medical school were used in the analysis. Students 

who had academic degrees or prior occupational experiences 

in social work, pharmacy, clinical psychology, nursing, 

counseling, or physical/respiratory therapy, for example, 

were felt to have had exposure to interview skill training 

through practicums or work experience. These students were 

therefore classified as having had experience in a health

related profession. 
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Prior occupational experience did not make a 

difference in content or process scores. This could be due 

to the classification procedure used to divide students into 

occupational levels. Or, the occupations represented in 

the student population represented skills normally used at 
, 

lower level health-related tasks which may not have 

relevance to medical training or may be less academically 

demanding than medical training. In medical interviewing, 

what is needed is basic skills knowledge and the development 

of an ability to process that knowledge. 

This study ~ndicated significant difference in 

terms of. process and content of the interview. This is not 

surprising. 

As Ward and Stein (1975) determined, skills neces-

sary to obtain content differ from those required to 

perform the process of obtaining the content. Direct 

questions elicit direct answers. But, while the authori-

tarian approach generates adequate information about those 

areas questioned, the intuitive process produces more 

information overall. Because the skills differ, the 

training must differ and performance may differ. Thus, it 

is highly possible to perform well in deriving content 

simply by memorizing a checklist and asking the right 

questions and still have poor process skills. There appears 

not to be a direct relationship between the ability to 



gather content, and the ability to perform the interview 

process. 

Implications 

The generalizability of these findings is some-
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what limited because the task and the study were contrived 

and were not based on actual events. Barrows (1971) states 

that "the student's performance in simulation can be 

assumed to closely parallel his/her performance in the real 

life situation" (p. 4). However, some data suggests that 

simulation may not be generalizable. Although somewhat 

distantly related to interviewing skills, support for the 

nongeneralizability concept was cited by Mishra (in press) 

in which 'the scoring biases on an intelligence test were not 

reported to parallel actual non-contrived responses to the 

test. 

These contrary findings may indicate that more 

research is needed in the area of transfer of interviewing 

skills. That is, it has been shown that students can 

acquire and demonstrate successful interviewing skills 

through exposure to PIs. However, more research needs to 

be addressed to the issue of transference of these acquired 

skills to the actual settings in which the interviewer 

functions. The use of PIs as with any instructional tech

nique, needs to be submitted to careful scrutiny and to 

controlled assessment. 
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It can also be concluded that measurement 

technology for evaluating interviewing process skills is in 

its infancy and that additional psychometric research is 

warranted before measures are put into general use for 

other purposes. Swanson, Mayewski, Norsen, and Musklin 

(1981) videotaped residents conducting interviews that 

were later scored by four trained raters in order to 

evaluate the construct validity of the two most common 

interview measurement forms - rating scales, such as the 

ACIR, and interaction analysis. The psychometric methodol

ogy used was to (1) examine inter-relations among measures 

of similar constructs, and (2) examine scores of groups 

which should be expected to show significant differences. 

This was done for each of the several rating instruments 

being evaluated. The study produced low intercase 

reliability where relatively high (.85) is desirable, and 

resulted in no important differences across the three 

resident years examined where differences would be expected 

to exist. The authors concluded that their findings did not 

imply that interaction analysis and rating scales are not 

useful and important tools for evaluating interviewing 

process skills since they are beneficial in providing 

feedback on individual performance, but that there may be 

limitations to their usage. 

The major implication from the research that the 

full potential for using PIs has not been met. The PI 
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concept can be expanded to many areas of professional 

training and evaluation. PIs have the distinct advantage 

of providing a consistent stimulus so that students can be 

readily compared and evaluated with others. The program 

allows for individualized one-on-one instruction so that 

interviewing skill weaknesses,once detected by··the PI, can 

be remediated. Future research should examine the useful

ness of the concepts used in the PI technique in other 

professional service areas such as business, teaching, 

counseling, law enforcement, and other health service 

delivery areas. 



APPENDIX A 

ARIZONA CLINICAL INTERVIEW RATING SCALE* 

*Used with permission of author, Paula Stillman, M.D. 
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Total Obtained Score 
--~7~O~Total Possible Score 

Examiner's Name 
Patient's Name 
Date 

ARIZONA CLINICAL INTERVIEW RATING SCALE 
Programmed Patients 

Evaluation of Medical Student Interviewing Skills 

I. Organization 
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1. The interviewer elicits detailed documentation 
of the patient's current problem (onset, 

5 duration, location, quality, intensity, setting, 
significant positives, significant negatives, 
aggravating and alleviating factors) and all 
additional data relevant to the problem under 
discussion (past medical history, family and 
social history). 

4 
The interviewer elicits detailed documentation 

3 of the patient's current problem but fails to 
obtain all additional data relevant to the 
problem under discussion. 

2 
The inteviewer fails to elicit detailed docu-

1 mentation of the patient's current problem. 

II. Timeline 

2. The interviewer obtains information pertaining 
to the Chief Complaint and History of the 

5 Present Illness in a logical, systematic and 
orderly progression, gathering all necessary 
information, starting with the first signs 
and symptoms of current illness and following 
their progression to the present and obtains 
most of the pertinent information. 

4 
At times, the interviewer does not obtain 

3 information pertaining to Chief Complaint and 
History of Present Illness in a chronological 
order, but is still able to obtain most of the 
pertinent information. 
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2 
The interviewer obtains information pertaining 

1 to the Chief Complaint and History of Present 
Illness in a haphazard and unrelated fashion, 
resulting in the omission of pertinent data. 

III. Transitional Statements 

3. The interviewer always progresses from one sub-
5 section to another, utilizing transitional 

statements which assure the patient that the 
information being sought is necessary and 
important. 

4 
The interviewer sometimes (about half of the 

3 timet introduces subsections with transitional 
statements, but fails to do so at other times. 

2 
The interviewer progresses from one subsection 

1 to another in such a manner that the patient is 
left with the feeling of uncertainty as to the 
purpose of the question. 

IV. Questioning Skills 

4. The student starts information-gathering with 
5 open-ended questions. In areas where the 

student is required to deal with a large amount 
of potential information (e.g., History of 
Present Illness and Review of Systems), she/he 
does so by asking direct and forced-choice 
questions which will allow him to narrow in on 
the pertinent positive and negative points 

4 
that need further elaboration. 

The interviewer often fails to begin a line of 
inquiry with open-ended questions but rather 

3 employes direct and forced-choice questions to 
obtain information. 

2 
The interviewer asks many leading questions, why 

1 questions, and multiple questions, e.g.: 
I: "Your child has never had diarrhea, has he?" 

"You want your child to have a tetanus shot, 
don't you?" 
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5. The interviewer asks questions and/or takes 
5 notes in a manner which results in an interview 

that progresses smoothly with few unnecessary 
delays in the dialogue. 

4 
At times, the interview is marked with unneces-

3 sary pauses which temporarily break the 
continuity of the interview. 

2 
The interview is conducted in such a manner that 

1 long pauses occur which break the continuity of 
the interview. 

6. The interviewer doesn't repeat questions, 
seeking duplication of information that has 

5 previously been provided, unless clarification 
or summarization of prior information is 
necessary. 

4 
The interviewer occasionally repeats questions 
seeking the duplication of information. Such 

3 information is not sought for the summarization 
or clarification of information, but is a 
result of the interviewer's failure to 
remember the data. 

2 
The int~rviewer frequently repeats several 
questions, seeking information previously 

1 provided because he fails to remember data 
already obtained. 

7. At the end of specific ·line of inquiry (i.e., 
History of Present Illness, Past Medical 

5 History), the interviewer summarizes the data 
obtained in an effort to verify and/or clarify 
the information or as a precaution to assure 
that no important data was omitted. 

4 
The interviewer sometimes summarizes the data at 

3 the end of a specific line of inquiry but fails 
to do so it consistently. 

2 
At the end of a specific line of inquiry, the 

1 interviewer fails to summarize the data 
obtained. 
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B. Questions asked, as well as information provided 
to the patient during the interview,are concise 

5 and easily understandable: content is free of 
difficult medical terms and jargon. If jargon 
is used the words are immediately defined for 
the patient. 

4 
The interviewer sometimes uses medical jargon 
during the interview, failing to spontaneously 

3 define the medical terms for the patient 
unless specifically requested to do so by the 
patient. 

2 
Questions asked, as well as information provided 

1 to the patient during the interview, are 
confusing and difficult to understand: content 
contains numerous difficult medical terms and 
jargon. 

V. Documentation of Data 

9. The interviewer seeks specificity and verifi-
5 cation of the patient's responses, e.g.: 

4 

P: "I am allergic to penicillin." 
I: "How do you know you are allergic? 

What kind of reaction have you had 
when you have had penicillin in the 
past?" 

The interviewer, at times will seek specificity 
3 and verification of the patient's responses, 

but not always. 
2 

The interviewer makes no attempt at verification 
1 of the patient's responses, accepting infor

mation at face value. 

VI. Rapport 

10. The interviewer maintains good eye contact with 
5 the patient during the interview. 
4 

The interviewer makes some eye contact; however, 
3 the frequency could be increased. 
2 

The interviewer makes no attempt to maintain eye 
1 contact with the patient. 



11. The interviewer is attentive to the responses 
5 to the patient and allows him to complete 

statements without undue interruptions. 
4 

The interviewer is usually attentive but on a 
3 few occasions interrupts the patient 

unnecessarily. 
2 
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The interviewer is nothing more than a detached 
data-gatherer, frequently interrupting the 

1 patient's statements without allowing him to 
complete his train of thought. 

12. The interviewer seems alert, sensitive,and 
responsive to possible concerns expressed by 

5 the patient regardless of whether such concerns 
are immediately relevant to the patient's 
present physical problems: (e.g., marital 
problems, child discipline problems, depression, 
etc.), and is able to explore them in 
sufficient depth. 

4 
The interviewer is able to detect concerns 

3 expressed by the patient unrelated to the 
present physical problems, but fails to 
explore them in sufficient depth. 

2 
The interviewer seems unalert and/or insensi
tive to possible concerns expressed by the 

1 patient if such concerns are not directly 
related to the present physical problem. For 
whatever reasons the interviewer tends to 
avoid discussing possible problem areas which 
could have either immediate or future impli
cations for the mental or physical health of his 
patient. 

13. The interviewer provides the patient with inter
mittent positive social reinforcement and feed-

5 back; e.g., an occasional smile, nodding the 
head in a positive manner, praising the patient 
for proper health care technique. 

4 
The interviewer is neither overly positive or 

3 negative in dispensing feedback ,and reinforcement. 
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2 
The interviewer provides the patient with little 
support or positive social reinforcement. Stress 

1 is on negative rather than positive attributes 
of the patient. 

14. At the end of the complete interview, the 
interviewer encourages the patient to discuss 

5 any additional points or ask additional 
questions and provides him with an adequate 
opportunity to do so. (e.g., "We've discussed 
many things. Are there any questions you might 
like to.ask or anything at all that you would 
like to bring up or discuss further?lI) 

4 
At the end of the complete interview, the 
interviewer provides the patient the oppor-

3 tunity to discuss any additional points or ask 
additional questions but neither encourages nor 
discourages him. (e.g., "Is there anything 
else?") 

2 
At the end of the complete interview, the 
interviewer does not provide the patient the 

1 opportunity to discuss any additional points or 
ask any additional questions. 

Paula Stillman, M.D., 1975 
Revised 1981 
All Rights Reserved 
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SYMPTOMS AFFECTING ORGANS AND SYSTEMS OF THE BODY 
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SYMPTOMS AFFECTING ORGANS AND SYSTEMS OF THE BODY 

1. Skin 

2. Eyes 

3. Ears 

4. Nose & Sinuses 

5. Mouth 

6. Throat 

7. Breasts 

8. Heart 

9. Circulation 

10. Lungs 

11. Intestines 

12. Liver and 
Gall Bladder 

Itching, sores, rashes, growths or lumps, 
color changes, hair or nail changes. 

Blurred vision, pain, redness, infection 
or redness, discharge, eyestrain, 
"turning" in or out, watery eyes. 

Puss, runny ears, noises, poor hearing. 

Stuffy nose, discharge, bleeding, head
pain, nose congestion. 

Sores, bad taste, sore tongue, bad 
teeth. 

Sore throat, hoarseness. 

Lumps, nipple discharge, bleeding, pain. 

Chest pain or pressure, rapid, irregular 
or pounding heart beat, shortness of 
breath, cough, swelling of feet, trouble 
breathing when flat in bed, weakness 
with exertion, fatigue, fainting. 

Cold hands or feet, swelling, leg cramps, 
varicose veins. 

Cough, chest pain, sputum, bloody cough, 
wheezes, chest noises, shortness of 
breath -------------------------------------
Poor appetite, indigestion, trouble 
swallowing, belching, nausea, vomiting, 
blood, gas, cramps, diarrhea, consti
pation, change in bowels, bleeding from 
rectum, hemorroids, swelling of the 
stomach, weight change. 

Jaundice (yellow skin or eyes), indi
gestion, dark urine, pale-colored 
stools, pain in upper abdomen, aversion 
to taste of tobacco. 



13. Kidneys and 
Bladder 

14. Genitals 
Male 

15. 

16. 

17. 

18. 

19. 

Female 

Muscles, Bones 
and Joints 

Hematopoetic 

Endocrines 

Nervous System 
Central N.S. 

Mind (Mental) 
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Painful urination, bloody urine, puss 
in urine, frequent urination (how many 
times?), trouble starting or stopping 
urine, trouble holding urine. 

Puss or "drip" (from penis), painful 
urination, sores on the penis, 
painful or swollen testicles. 

Vaginal bleeding, menstrual-like pain 
or cramps, vaginal discharge, absent 
periods, hot flashes, change of life, 
vaginal itching, change in menses. 

Arthritis, red swollen or painful 
joints, stiffness, muscle cramps, weak
ness, neck or back pain, arm or leg pain. 

Paleness, bruising, weakness, pounding 
heart, bleeding anywhere, swollen 
glands. 

Feeling hot or feeling cold all the time, 
weight gain or weight loss, loss of 
appetite, thirst, change in skin or 
body hair, frequent urination, fatigue, 
change in general appearance. 

Headache, weakness of an arm or leg, 
numbness, "blackouts", dizziness, 
fainting, convulsions (fits), trouble 
speaking, trouble walking, trouble 
with balance, trouble thinking, 
failing memory, difficulty controlling 
bladder or bowels. 

Worry, "nervous" tension, fear, blue
ness or depression, bad dreams, trouble 
sleeping, suicidal thoughts, sexual 
trouble, "bad" thoughts, tiredness, 
memory trouble, crying, hopeless, 
drinking or drug problem, uncontroll
able thoughts or behavior. 



20. Non-specific 

Pathologic Processes 

Fever, weight change, nausea, fatigue, 
poor appetite. 
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A part of diagnostic thinking is to identify the 
pathologic process which is creating an organ/system disorder. 
Always consider the possible symptoms which might correlate 
with pathologic processes, such as: fever - inflammation; 
colicy pain - obstruction; itching - allergy; weight loss -
neoplasms or chronic infection. 

There are many exceptions to the above; in general, the 
symptoms that accompany pathologic processes are rather non
specific. Taken with the rest of the history, however, they 
may be of significant diagnostic help. 



· APPENDIX C 

ADULT, PEDIATRIC, AND PSYCHIATRIC SAMPLE CHECK LIST 
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TC>TAL POSSIBLE SCORE· . 76 
TOTAL SCORE 

Examiner's Name. 
Patient's Name --------------
Date 

History: Gertrude 

I. INTRODUCTION 

1. Introduces self. 
2. Student explains his role and position. 
3. Obtains and/or uses patient's name. 
4. Asks patient's age. 

II. CHIEF COMPLAINT AND HISTORY OF PRESENT ·ILLNESS 

---

1. Chief complaint: trouble with bowel 
movements. 

2. Onset ten years ago. 
3. Always had problem since then but getting 

worse over past 6 months. 
4. 3 day constipated followed by 3-4 day 

loose bowel movements. 
5. Loose bowel movement tend to cluster. In 

A.M. - first one, which is more formed 
occurs 15 minutes·before breakfast and have 
2 - 3 more in next hour which become 
progressively looser. (frequency or 
description)· 

6. Abdominal cramps just prior to every bowel 
movement and relieved by bowel movement. 
(pain) 

7. No blood. 
8 • No mucous. 
9. No black bowel movement. (color) 

10. Bowel movement never awakens patient from 
sleep. 

____ 11. No change in appetite. 
____ 12. No change in weight. 

13. No nausea or vomiting. ----14. No temperature. 
----15. No medications. 

----16. Doesn't take anything with laxative or 
constipative effect. 

17. No history of travel outside country. 
----18. No food intolerances. Told by friends to 

avoid rough foods because they irritate 
bowels, so never eats salads or fresh fruit. 

____ 19. Brother (26 years) might have similar problem. 
20. Divorced for six months. 

----21. Active social life. 



III .. PAST HISTORY 

Significant Illness 

1. Common childhood diseases. 
2. No sequelae. 
3. Kidney infection at 16 years 
4. Seen by M.D. treated with antibiotic for 

10 days. 
5. Then OK - no sequelae. 
6. Infectious Mononucleosis 24 years. 
7. Sore th~oat, loss of appetite, swollen 

glands in neck seen by M.D. Diagnosed as 
Infectious Mononucleosis with blood test. 

8. Recovered after 3 - 4 weeks. 

Surgery 

9. Two moles removed - hand (inpatient) and 
foot (outpatient) at age 6 and 19. 
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10. Not sure of diagnosis; doctors disagreed as 
----- to whether it was melanoma. 

Hospitalizations or accidents 

_____ 11. In 1973 I had a bad sledding accident, 
compression fracture and cracked vertebrae 
in neck. 

-----12. Hospital 3 weeks, brace for 9 months. 

Skin Tests 

_____ 13. TB and cocci ~egative within past year. 

Medications 

-----14. Vitamins takes two One-A Day with iron daily. 
IS. No asp1r1n. 

-----16. No birth control pills. 

Alcohol 

17. Occasionally social drinker. 
-----18. How much - 3 glasses/week. 

Tobacco 

_____ 19. No. 



Allergies 

_____ 20. Medications - penicillin. 
_____ 21. When I was 3 years old my face swelled up 

from taking penicillin. 
22. I went to a doctor and was told to never ----- take it again. 
23. Inhalents - no. -----

IV. FAMILYHISTORY 

1. Two brothers 26 and 23. 
2. 23 years has allergies to pollen. 
3. Mother 56 years. 

119 

4. High blood pressure and elevated cholesterol. 
5. Father 63 
6. Lupus since 27 years old. 
7. Followed by doctor. Major manifestations are 

on the skin. 
8. Maternal grandfather died at 63 heart attack. 
9. Maternal grandmother 80 years, high blood 

pressure. 
10. Paternal grandfather died in late 70s 

----- heart attack. 
11. Paternal grandmother died in late 70s 

----- heart attack 
12. Maternal grandmother has 6 sisters; all have 

----- diabetes • 
. 13. Heart disease, strokes run in family. 

-----14. Maternal uricles and cousins have hemophilia. 
_____ 15. Aunt died of lung cancer. 

V. REVIEW OF SYSTEMS 

Special Senses 

1. Eyes nearsighted since age 12. 
2. Three eye infections during past six months. 
3. Seen by M.D. each time. 

Psychologic 

4. Afraid to stay by myself. 
5. Afraid that won't get good grades. 

Menses 

6. 12 years, 27 day, 5 day. 
7. Never pregnant. 



Neuro 

8. As a child would get hit on head or fall 
several times a month and vomit and pass 
out. 

9. Seen by doctor and no sequelae. 

Hematology 

-----10. Bruises easily. 

Social History 

1. Born in Danville, Virginia and stayed in 
Virginia through college. 

2. Moved to Arizona 3 years ago. 
3. Working on Ph.D. at U of A. 
4. Lives alone in rented apartment. 
5. Health insurance through the University. 

COMMENTS: 
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Total possible Score 85 Examiner's Name 
Patient's Name 
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Date ------------------

History: John 

I. INTRODUCTION 

1. Introduces self 
2. Obtains and uses mother's name 
3. Obtains and uses child's name 
4. Asks child's age - 8 years 
5. No other children 

II. CHIEF COMPLAINT AND HISTORY OF PRESENT ILLNESS 

1. Gagging & vomiting at mealtime. 
2. Started 3 weeks ago at home - wasn't too 

concerned because ate at school, now 
started at school 

3. Gags when sees food. Spits out almost every
thing put in mouth. Vomits within five 
minutes 

4. Keeps down chips, crackers, cookies, soda, 
and water 

5. Vomiting not projectile - runs down face 
6. Vomitus color of whatever food he has 

eaten. No blood, no mucous 
7. Activity level - same high level, seems to 

be in good mood 
8. No fever 
9. No change in bowel pattern 

----10. Doesn't complain of abdominal pain and can't 
tell if there are any other complaints -
no speech 

----11. No history of food allergies 
_____ 12. Perfectly well until 6 mos when had prolonged 

convulsion 
____ 13. By time got to the Emergency Room baby was 

limp and had stopped breathing 
_____ 14. Nurse resuscitated baby, and baby was 

hospitalized for 1 week 
15. Diagnosis was seizure disorder of unknown ---- cause; sent out on medication 
16. Has continued to have convulsions since 

--- illness 
17. Has been on Phenobarbital ----18. Dosage currently 1 teaspoon twice a day -----



~ ___ 19. Had been developing normally - sitting up, 
rolling, pushing up. After illness could 
not hold up head. Developed very slowly -
is now severely retarded. Dr. said would 
improve at 8 months. At 11 months said 
would be hopelessly brain damaged and 
retarded 

_____ 20. Walked at 5 years 

-----21. Said first words at 5 years 
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----22. Toilet trained at 7 1/2 years; dresses self; 
limited verbal language; throws' and catches 
ball but is clumsy and hyperactive 

_____ 23. Has been in special programs since age 2. 
Now in trainable mentally handicapped class. 

_____ 24. Making good progress in school and home. 
Learning many new skills, seems to enjoy 
school 

____ 25. Was banged on head with bat 2 months ago 
26. Knocked unconscious, had seizure taken to ---- Emergency Room and told he had concussion 

____ 27. Only change in last 3 weeks - new bus 
driver increased length of ride to/from 
school; unhappy about getting on the bus; 
has 2 1/4 hr ride each way; leaves 6:45 a.m. 
gets home 4:15 p.m. 

III. PAST MEDICAL HISTORY 

A. Prenatal, perinatal 

1. Only pregnancy 
2. Term pregnancy 
3. Vaginal bleeding & cramps 4th month 
4. Seen by doctor 
5. No treatment given - told to take it easy 
6. Took vitamins and iron 
7. No history of infection/exposure 
8. Vaginal delivery 
9. Birth weight 6 lb 11 oz 

10. Baby cried right away 
-----11. No complications at birth 
_____ 12. Mother and baby discharged 3rd day 
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B. Nutrition 

1. Breastfed 6 months 
2. Bottle till 2 1/2 years 
3. Similac until 18 mos,.then milk 
4. Solids at 18 months 
5. Always had trouble chewing, swallowing and 

occasionally swallows food whole. Picky 
eater - doesn't like vegetables or food 
that needs chewing 

C. Immunizations 

1. Up to date 
2. 3 OPT's, 3 OPV, first year Booster of OPT and 

OPV 11/2 and S MMR 1 year 
3. Valley fever and TB skin test negative 

O. Past Hospitalization 

1. No other 

E. Past Illnesses and Injuries 

1. Chickenpox - spring 1980 
2. Ear infections 2 - 3 times 1 year until age S 

F. Allergic History 

G. 

1. No known drug allergy 
2. Allergic to pollens, cats l rabbits, & 

guinea pigs 
3. ~yes water; occasionally wheezes; nose runs, 

face puffs up, when exposed to pollens or if 
holds animals 

Family History 

1. Mother age 30 
2. Good health 
3. Father 31 
4. Hayfever 
5. Maternal grandmother age 54 
6. High blood pressure 
7. Maternal grandfather age 5S 
8. Good health 
9. Paternal grandmother age S6 

10. Good health 
11. Paternal grandfather age S6 
12. Colitis 
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IV. SOCIAL HISTORY 

1. Mother works - elementary school aide 
2. Has babysitter 1/2 hr/day. Has had 20 

babysitters can't handle more than 1/2 hour. 
Has no relief - must take him wherever she 
goes 

3. Father copper miner 
4. Divorced May 1980 
5. Sean's behavior improved since divorce. 

Quieter. Ex husband takes 1-2 days per 
month and comes back wild 

6. Mother has no family in town. Feels lonely 
and burdened Sean must be watched constantly 
- gets into everything. Unaware of dangers. 
and is destructive. Few friends that don't 
really understand the problem 

7. Maternal grandmotehr blames mother for Sean's 
retardation - has rejected both mother and 
Sean. Father couldn't handle situation -
married short time before illness - reason 
for divorce 

8. Considered institutionalization but programs 
no longer accept children into institutions. 
Entered school at age 2. 

V. REVIEW OF SYSTEMS 

1. Skin - no problem 
2. EENT - teeth - in bad shape, hard to find a 

dentist to work on Sean - tongue thrust -
vision can't be tested but appears to be 
normal. No other problems 

3. Cardiorespiratory - no problems 
4. GI - no other problems 
5. GU - no problems 
6. Neuromuscular: no other problems 

VI. OTHER CONCERNS 

1. Mother's guilt 

Comments: 



Total Possible Score 
Total Score 

77 Examiner's Name 
Patient's Name 
Date 

History: Dorothy 

I. INTRODUCTION 

1. Introduces self. 
2. Student explains his role and position. 
3. Obtains and/or uses patient's name. 
4. Asks patient's age. 

II. CHIEF COMPLAINT AND HISTORY OF PRESENT ILLNESSES 
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1. Chief complaint: "I've had a lot of problems 
after car accident." 

2. Onset after accident 2-1/2 months ago. 
3. My car was broadsided by motorcycle 

(Describe accident). 
4. Para-medics rushed to scene but cyclist 

apparently died instantly. 
5. I was rushed to E.R. Jolted, dizzy, light

headed, but no injury, glass allover, no 
cuts, and husband took me home. 

6. Feel guilty about death of cyclist when I 
wasn't even hurt. 

7. Terrified, some trouble sleeping, a little 
shaky, but really did pretty well for 2-3 
weeks. 

8. About 2-3 weeks after accident I started to 
have nightmares about accident. 

9. Stopped driving, too nervous, afraid it will 
recur. 

10. Trouble concentrating at work (teacher for 
T.U.S.D.) . 

11. Recalls event when around students (remind 
me of young man who died). 

12. Sensitive to noise, confusion, as in class
room. Startled easily. 

13. Tries to avoid thinking, tries to distract. 

Medications 

14. Tried over-the-counter sleeping pills-
Sominex. Doesn't help. 

15. Multivitamins with iron secondary to fatigue. 



DAILY LIVING 

Typical day 

16. 

17. 

18. 
--19. 
--20. 
--21-

Sleep disturbance, trouble falling asleep, 
trouble staying asleep. Gets up in early 
morning and usually stays in bed until 
husband gets up. 
Doesn't do much about breakfast anymore 
(used to make special things for husband) . 
Goes in carpool to work. 
Teaches full day in classroom. 
Husband does most of grocery shopping. 
Housework is poor. 
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--22. Appetite is O.K. but has always had problems 
with weight. Don't enjoy food as much as 
used to. 

Social Life 

23. 

24. 
--25. 

26. 
--27. 

28. 

Used to be active socially, always was the 
one to get a group together and organize 
things. But now doesn't get out of house 
much. 
Marriage relationship - I guess it's O.K. 
Used to feel that had really good relation
ship but since accident have been drifting. 
Doesn't want to go camping anymore. 
Feels withdrawn. Husband complains she's 
distant. 
Decreased sexual interest. 

III. PAST HISTORY 

Alcohol 

1. Used to seldom drink--one to two glasses of 
wine a year. Since accident, husband gives 
drink to her nightly. 

Tobacco 

2. No. 

Recreational Drugs 

3. No. 



Significant Illnesses 

Common childhood diseases, such as:. 
Tonsillectomy and adenoidectomy, age 6. 
Possible ulcer, summer of 1980. 
Upper GI, showed possibility. 
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4. 
5. 
6. 
7. 
8. Meds: Tagamet 300 mg., one at meals and 

bedtime, for 3 months. - Now watch diet and 
take Maalox. 

9. 
--10. 

Allergies 

Occasional headaches. 
Tylenol for headaches. 

11. Have allergic reaction to something in spring, 
maybe orange blossoms. 

12. Sneezing, eyes water. 

IV. FAMILY HISTORY 

1. Any similar problems; negative. 
2. Any mental illness; negative. 

V. SOCIAL HISTORY 

1. Education - through M.S. degree in oollege. 
2. Moved to Arizona in 1974. 
3. Married in 1976. 
4. Husband working on Ph.D. at U of A. 
5. Health insurance through T. U. S. D. 

VI. MENTAL STATUS FORM 

A. Observed by examiner 

1. Appearance - dark circles, somewhat haggard. 
2. Behavior - sits quietly, not much activity, 

seems preoccupied. 
3. Manner of relating - cooperative, pleasant, 

and somewhat distant. 
4. Level of consciousness - alert. 
5. Language - speech slow deliberate. 
6. Emotion - affects blunted mood depressed. 
7. Logic - intact. 
8. Perceptual symptom - none observed 
9. Symptom of thought content - none. 
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B. Motor 

10. Test or observe gait. (slouched, little arm 
swing) 

11. Alternating movements. 
----12. Rapid movements. 

Primitive reflexes 

13. 
--14. 
--15. 

Snout 
Glabeller. 
Palmo-mental. 

C. Cognitive Testin~ (AHSC--white form) 

54321 16. Orientation - intact. 
54321 ----17. Attention and concentration - decreased digit 

54321 
54321 
54321 
54321 
54321 
54321 
54321 
54321 
54321 

18. 
--19. 
--20. 
--21. 
--22. 
--23. 
--24. 
--25. 
--26. 

COMMENTS: 

span. 
Serial 7's - has problems. 
Recent memory - intact. 
Remote memory - intact. 
Information - intact. 
Vocabulary intact. 
Abstract thinking (proverbs) - intact. 
Abstract thinking (similarities) - intact. 
Judgment - intact. 
Perception and Coordination - intact. 



APPENDIX D 

ARIZONA CLINICAL INTERVIEW RATING SCALE - PSYCHIATRIC* 

*Used with permission of authors, Paula L.' Stillman, M.D. and 
John La Wall, M.D. 
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Total Obtained Score 
----Total Possible Score 

Examiner's Name 
Patient's Name 
Date 
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----------------------------
ARIZONA CLINICAL INTERVIEW RATING SCALE - PSYCHIATRIC 

Programmed Patients 
Evaluation of Medical Examiner Interviewing Skills 

I. Organization 

1. The interviewer elicits detailed documentation 
of the patient's current problem (onset, 

5 duration, location, quality, intensity, 
setting, significant positives, significant 
negative, aggravating and alleviating factors) 
and all additional data relevant to the 
problem under discussion (past medical history, 
family and social history). 

4 
The interviewer elicits detailed documentation 

3 of the patient's current problem but fails to 
obtain all additional data relevant to the 
problem under discussion. 

2 
The interviewer fails to elicit detaled docu-

1 mentation of the patient's current problem. 

II. Timeline 

2. The interviewer obtains information pertaining 
to the Chief Complaint and History of the 

5 Present Illness in a logical, systematic and 
orderly progression, gathering all necessary 
information, starting with the first signs and 
symptoms of current illness and following their 
progression to the present and obtains most of 
the pertinent information. 

4 
At times, the interviewer does not obtain 

3 information pertainint to Chief Complaint and 
History of ·Present Illness in a chronological 
order, but is still able to obtain most of the 
pertinent information. 

2 
The interviewer obtained information pertaining 

1 to the Chief Complaint and History of Present 
Illness in a haphazard and unrelated fashion, 
resulting in the omission of pertinent data. 
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III. Transitional Statements 

3. The interviewer always progresses from one sub-
5 section to another, utilizing transitional 

statements which assure the patient that the 
information being sought is necessary and 
important. 

4 
The interview sometimes (about half of the time) 

3 introduces subsections with transitional state
ments, but fails to do so at other times. 

2 
The interviewer progresses from one subsection 

1 to another in such a manner that the patient 
is left with the feeling of uncertainty as to 
the purpose of the question. 

IV. Questioning Skills 

4. The student starts information-gathering with 
open-ended questions. In areas where the 

5 student is required to deal with a large amount 
of potential information (e.g., History of 
Present Illness and Review of Systems), she/he 
does so by asking direct and forced-choice 
questions which will allow him to narrow in on 
the pertinent positive and negative points that 
need further elaboration. 

4 
The interviewer often fails to begin a line of 

3 inquiry with open-ended questions but rather 
employs direct and forced-choice questions to 
obtain information. 

2 
The 

1 why 
I: 

interviewer asks many leading questions, 
questions and multiple questions, e.g.: 
"Your child has never had diarrhea, has he?" 
"You want your child to h~ve a tetanus shot, 
don't you?" 

5. The interviewer asks questions and/or takes 
notes in a manner which results in an interview 

5 that progresses smoothly with few unnecessary 
delays in the dialogue. 

4 
At times, the interview is marked with unneces-

3 sary pauses which temporarily break the 
continuity of the interview. 



2 
The interview is conducted in such a manner 
that long pauses occur which break the 

1 continuity of the interview. 

6. The interviewer doesn't repeat questions, 

132 

5 seeking duplication of information that has 
previously been provided, unless clarification 
or summarization of prior information is 
necessary. 

4 
The interviewer occasionally repeats questions 
seeking the duplication of information. Such 

3 information is not sought for the summarization 
or clarification of information, but is a 
result of the interviewer's failure to remember 
the data. 

2 
The interviewer frequently repeats several 
questions, seeking information previously 

1 provided because he fails to remember data 
already obtained. 

7. At the end of specific line of inquiry (i.e., 
History of Present Illness, Past Medical 

5 History), the interviewer summarizes the data 
obtained in an effort to verify and/or clarify 
the information or as a precaution to assure 
that no important data was omitted. 

4 
The interviewer sometimes summarizes the data 

3 at the end of a specific line of inquiry but 
fails to do it consistently. 

2 
At the end of a specific line of inquiry, the 

1 interviewer fails to summarize the data obtained. 

8. Questions asked, as well as information provided 
5 to the patient during the interview are concise 

and easily understandable: content is free of 
difficult medical terms and jargon. If jargon 
is used the words are immediately defined for 
the patient. 

4 
The interviewer sometimes uses medical jargon 

3 during the interview, failing to spontaneously 
define the medical terms for the patient unless 
specifically requested to do so by the patient. 
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2 
Questions asked, as well as information provided 

1 to the patient during the interview, are 
confusing and difficult to understand; content 
contains numerous difficult medical terms anq 
jargon. 

V. Documentation of Data 

9. The interviewer seeks specificity and verifi-
5 cation of the patient's responses, e.g.: 

4 

P: "I am allergic to penicillin. II 
I: "How do you know you are allergic? What 

kind of reaction have you had when you 
have had penicillin in the past? II 

The interviewer, at times will seek specificity 
3 and verification of the patient's responses, 

but not always. 
2 

The interviewer makes no attempt at verification 
1 of the patient's responses, accepting informa

tion at face value. 

VI. Rapport 

10. The interviewer maintains good eye contact with 
5 the patient during the interview. 
4 

The interviewer makes some eye contact; however, 
3 the frequency could be increased. 
2 

The interviewer makes no attempt to maintain 
1 eye contact with the patient. 

11. The interviewer is attentive to the responses of 
5 the patient and allows him to complete state

ments without undue interruptions. 
4 

The interviewer is usually attentive but on a 
3 few occasions interrupts the patient 

unnecessarily. 
2 

The interviewer is nothing more than a detached 
1 data-gatherer, frequently interrupting the 

patient's statements without allowing him to 
complete his train of thought. 



134 

12. The interviewer seems alert, sensitive and 
5 responsive to possible concerns expressed by 

the patient regardless of whether such 
concerns are immediately relevant to the 
patient's present physical problems: (e.g., 
marital problems, child discipline problems, 
depression, etc.), and is able to explore them 
in sufficient depth. 

4 
The interviewer is able to detect concerns 

3 expressed by the patient unrelated to the 
present physical problems, but fails to 
explore them in sufficient depth. 

2 
The interviewer seems unalert and/or insensitive 
to possible concerns expressed by the patient 
if such concerns are not directly related to 

1 the present physical problem. For whatever 
reasons the interviewer tends to avoid discus
sing possible-problem areas which could have 
either immediate or future implications for the 
mental or physical health of his patient. 

13. The interviewer provides the patient with inter
mittent positive social reinforcement and feed
back; e.g., an occasional smile, nodding the 

5 head in a positive manner, praising the patient 
for proper health care technique. 

4 
The interviewer is neither overly positive or 

3 negative in dispensing feedback or reinforce
ment. 

2 
The interviewer provides the patient with little 
support or positive social reinforcement. 

1 Stress is on negative rather than positive 
attributes of the patient. 

14. At the end of the complete interview, the 
interviewer encourages the patient to discuss 

5 any additional points or ask additional 
questions and provides him with an adequate 
opportunity to do so. (e.g., "We've discussed 
many things. Are there any questions you might 
like to bring up or discuss further?" 



4 
At the end of the complete interview, the 
interviewer provides the patient the oppor-
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3 tunity to discuss any additional points or ask 
any additional questions but neither encourages 
nor discourages him. (e.g., "Is there anything 
else?") 

2 
At the end of the complete interview, the 
interviewer does not provide the patient the 

1 opportunity to discuss any additional points 
or ask any additional questions. 

OVERALL ACIR EVALUATION TO BE USED WITH 
MENTAL STATUS EXAMINATION (COGNITIVE TESTING SECTION) 

15. Introduction and Explanation. 

5 Explained nature and purpose of exam. Explained 
why the exam was done and what results were 

4 

used for. Answered questions about it. Was 
reassuring and left little uncertainty. 

Explained exam but was incomplete; did not 
3 allow adequate time for questions. 
2 

Did not explain examination at all or completely 
1 failed to provide useful information. 

16. Rate of examination. 

5 Examiner gave adequate time for each item, did 
not rush the patient, but proceeded rapidly 
enough to ensure efficiency. Gave adequate 
pauses if required. 

4 
3 Proceeded fairly rapidly, but did not vary pace 

much. Didn't seem to notice need for pauses. 
2 
1 Rushed through exam. 



17. Facilitation. 

5 Used good questioning skills. Also gave 
patient enough feedback and prompting without 
giving away answers. 

4 
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Used good questioning skills, but did not give 
patient adequate feedback or prompting or used 

3 poor questioning skills but gave patient enough 
feedback and prompting without giving away 
answers. 

2 
Used poor questioning skills and did not give 

1 patient adequate prompting. 

ACIR Scale by Paula L. Stillman, M.D. 
Copyright 1975 
Mental Status Examination by John La Wall, M.D. 
1981 
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July 31, 1981 

MEMORANDUM 

TO: Class of 1984 

FROM: Paula L. Stillman, M. D. 

RE: Year II Fall Semester Schedule 

Welcome back! The third semester should be an interesting 
and exciting one for all of you. lId like to describe the 
various components of PCM scheduled for Year II, Fall 
Semester and tell you what the requirements are for passing 
the course. 

PATIENT INSTRUCTOR SESSIONS 

Patient Instructors (PIs) have been trained to teach 
and evaluate your skills in the following areas: 

(a) normal physical examination 
(b) medical interview (adult, pediatric and 

psychiatric) 
(c) cardiovascular examination 
(d) pulmonary examination 
(e) musculoskeletal examination 
(f) examination of the painful knee 
(g) examination of the painful shoulder 
(h) normal neurological examination 
(i) breast and pelvic examination 

We anticipate training additional PIs in other specialty 
areas throughout the year. 

All sessions with the PIs are scheduled for Monday evenings, 
beginning August 17, 1981, from 6:00-9:00 P.M. in the 5th, 
6th, and 8th floor clinics. A sign-up sheet will be 
posted on the PCM bulletin board. We would like you to 
assume the responsibility of signing up for the required 
sessions. The early slots must be filled before the later 
ones or we will re-assign you. Please mark down your 
appointments in a book. If you fail to show up for a 
session you will be billed for the PIls time ($8.00/hour) 
and will not be allowed to pass PCM until any outstanding 
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debts are paid. If you fail a session, sign up for a 
repeat session with a parallel PI until passing criteria are 
achieved. If you have passed and if extra sessions are 
available, you are free to sign up for additional PIs. You 
will be given copies of all of the evaluation forms prior 
to August 17th, but you are not allowed to bring them to 
the examination with you. 



APPENDIX F 

PATIENT INSTRUCTORS EVALUATION FORM 
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PREPARATION FOR CLINICAL MEDICINE 
EVALUATION: PATIENT INSTRUCTORS - (INTERVIEW) 

CLASS OF 1984 
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You have just participated in an innovative program in which 
non-physician Patient Instructors are being used to teach 
and to evaluate medical students. 

Kindly take a few moments to complete this brief question
naire. Your comments and criticisms will be helpful as we 
plan for future students. 

The goal of the session with the Patient Instructor was to 
evaluate your strengths and weaknesses in conducting a 
complete interview evaluation and to provide constructive 
feedback to help you improve your skills. 

1. How useful was the session with the Patient Instructor 
in helping you assess your strengths and weaknesses in 
performing a complete interview evaluation?-

extremely useful 1 - 2 - 3 - 4 ~ 5 useless 

2. How useful was the feedback from the Patient Instructor 
in helping you improve your interview evaluation skills? 

extremely useful 1 - 2 - 3 - 4 - 5 useless 

3. What was particularly helpful about the session? 

4. What specific suggestions would you make for improving 
the session with the Patient Instructor? 

5. Should this experience be continued for next year's class? 

1 
Yes 

2 
No 

3 
Undecided 

Thank you. Kindly return the completed questionnaire to 
Dr. Stillman's office. Room 3123 

3981A 
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REVISED INTERVIEW MANUAL FOR USE BY THE PROGRAMMED PATIENT 

AT THE COLLEGE OF MEDICINE OF THE 

UNIVERSITY OF ARIZONA 

Michele Y. Burpeau-Di Gregorio, M.Ed. 

Patricia M. Dean, M.S. 

and 

Paula L. Stillman, M.D. 

February 1982 
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INTRODUCTION 

A properly conducted interview is extremely important 

for patient care. Completeness and accuracy of information 

collected will determine proper diagnosis, management, and 

treatment of the problem. The rapport established between a 

patient and the physician allows the patient to feel 

comfortable about sharing information and is important in 

promoting a patient's compliance with the prescribed therapy. 

This manual has been designed to aid the programmed 

patient in the participation and evaluation of a medical 

interview by providing information about the components of an 

interview, techniques for evaluating the student interviewer, 

and roles of the participants. This manual covers the core 

material which is common to the adult, pediatric, and 

psychiatric interviews. 

Content and Process 

There are two major components of medical interviews 

which are evaluated: content and process. 

Content is the pertinent ~nformation obtained by the 

interviewer about a patient's medical problem. This per

tinent information is contained within six sections of the 

interview: (1) introduction, (2) chief complaint and history 
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of the present illness, (3) past medical history, (4) family 

history, (5) social history, (6) review of systems (in the 

adult and pediatric interview) and the mental status exam 

(in the psychiatric interview). 

The amount of information obtained by the interviewer 

is evaluated by the use of a content checklist. The check

list contains all relevant aspects of the patient's case 

history listed as separate bits of information independently. 

The interviewer receives one point for each piece of relevant 

information he is able to obtain during the course of the 

interview. 

The second evaluated component of the interview is 

the process. The process refers to the technique, or style, 

that the interviewer uses in obtaining information from the 

patient. The manner in which the interviewer asks questions 

and interacts with the patient will greatly influence the 

amount of information obtained, the efficiency of the 

interview, and the success or failure of the physician

patient relationship which is crucial to treatment. 

The process component is evaluated by using the 

Arizona Clinical Interview Rating (ACIR) Scale. The scale 

lists fourteen process skills which are grouped into 

categories. These categories are organization, timeline, 

transitional statements, questioning skills, documentation of 
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data and rapport. The ACIR-Psychiatric Scale includes three 

additional items covering skills unique to the Mental Status 

Examination. 

The ACIR Scale defines five levels of competency for 

each of the fourteen skills. A score of five points is 

excellent, three points is average, and one point is poor. 

Specific performance criteria have been defined for all five 

levels of competency. 

The following presentation will provide a more in

depth explanation and rationale of each of the process skills, 

including some criteria for the scores in order to facilitate 

evaluation. 

Item 1 - Organization 

The organization category refers to the types of 

information elicited about the patient's Chief Complaint and 

History of Present Illness (HPI). The questions include 

detailed documentation of the patient's complaint and the 

incorporation of relevant aspects of other subsections of 

the patients history into the history of the present illness 

(HPI) • 

Detailed documentation involves obtaining specific 

qualifying information about the current illness that is 

reported by the patient. The interviewer must obtain the 

following information which we will demonstrate using the 

complaint of pain as an example. 



Onset: 

When and how did it begin? 

Duration: 

How often does it occur? How long does it last? 

Location: 
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Where is the pain located? If pain is present, does 

it radiate? 

Quality: 

What does the pain feel like? 

Intensity: 

Is the pain a superficial or a deep pain? How "bad" 

is it? 

Setting: 

Under what circumstances does the pain occur? Is it 

associated with the patient's position, physical, or 

social environment? 

Alleviating Factors: 

What makes the pain better? If medication has been 

used, the interviewer shoulddocurnent this by 

recording the name and dosage. 

Aggravating Factors: 

What makes the pain worse? 

Significant Positives and Significant Negatives: 

Significant positives and negatives are obtained by 

asking questions from review of systems that are 
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relevant to the Chief Complaint and History of the 

Present Illness. For example, if the patient's chief 

complaint is abdominal pain, the interviewer should 

conduct a gastro-intestinal review at this time (the 

rest of the review systems will be conducted later 

in the interview). 

The organization of this portion of the interview 

also includes obtaining all other information that is 

relevant to the patient's current problem. This information 

includes the relevant parts of the patient's past history 

(Have you ever had this before?), relevant family history 

(Has anyone else in your family had a similar condition?) , 

relevant social history (Do you think there is anything about 

your lifestyle that has influenced your problem?). 

Criteria Statements: 

5. The interviewer elicits detailed documentation of 
the patient's current problem (onset, duration, 
location, quality, intensity, setting, significant 
positives, significant negatives, aggravating and 
alleviating factors) and all additional data 
relevant to the problem under discussion (past 
medical history, family and social history). To 
receive a "5" the interviewer needs to elicit 
between 91-100% of the possible points under section 
entitled Chief Complaint and History of the Present 
Illness. 

4. The interviewer elicits detailed documentation and 
all additional relevant data, however, the infor
mation gathered lacks thoroughness. For example, 
in obtaining information about the location of 
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a pain, the interviewer obtains the precise location 
but fails to obtain information regarding the 
radiation of the pain. Other examples would be 
failure to obtain all significant positives or 
significant negatives, or all of the aggravating or 
alleviating factors, etc. The interviewer elicits 
between 81-90% of the possible points under the 
section entitled Chief Complaint and History of the 
Present Illness. 

3. The interviewer elicts detailed documentation of the 
patient's current problem but fails to obtain all 
additional data relevant to the problem under 
discussion. The interviewer elicits between 71-80% 
of the possible points under the section entitled 
Chief Complaint and History of the Present Illness. 

2. The interviewer omits some components of documen
tation (e.g., failure to elicit information regarding 
duration and quality), and fails to obtain all 
additional data relevant to the problem under 
discussion. The interviewer elicits between 61-70% 
of the possible points under the section entitled 
Chief Complaint and History of the Present Illness. 

1. The interviewer fails to elicit detailed documentation 
of the patient's current problems. The interviewer 
elicits less than 61% of the possible points under 
the section entitled Chief Complaint and History of 
the Present Illness. 

Item 2 - Timeline 

The timeline pertains to the chronological progres-

sion of the chief complaint and history of the patient's 

current illness. To obtain a timeline, the interviewer 

should inquire when the patient was last free of this 

problem, and then follow the progression of the first signs 

and symptoms to the present. By carefully following the 

chronological progression of the symptomology, the inter-

viewer will avoid missing important information. For example, 
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there may have been environmental changes or the usage of 

the different drugs which have alleviated or aggravated the 

patient's problem. By following a careful timeline the 

interviewer will obtain this information most efficiently. 

It may be suggested to the interviewer that a line of 

questioning involves statements such as, " ..• then what 

happened •.. and then what •.. ", in order to obtain a careful 

sequence of events while simultaneously documenting the 

information obtained. If several symptoms are reported; it 

is important that their chronological relationships to each 

other be determined. 

A hapha~ard collection of information would include 

"errors" such as (1) obtaining information during the chief 

complaint and HPI inquiry, in a random manner without 

attempts to follow a progression, or (2) obtaining in for-

mation in a random manner by going from subsection to sub-

section (e.g., obtaining information from the complete 

review of symptoms, and the complete past history) rather 

than following a line of questioning centered around the 

chief complaint. 

Criteria Statements: 

5. The interviewer obtains information pertaining to 
the Chief Complaint and History of the Present 
Illness in a logical, systematic and orderly 
progression, gathering all (100%) necessary infor
mation, starting with the first signs and symptoms 
of current illness and following their progression 
to the present. 
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4a. Most (75-99%) of the pertinent information is 
obtained and is collected in a chronological 
fashion; however, the chronological relationship of 
other symptoms is not established. . 

b. Less than 100% of the pertinent information is 
obtained in a chronological fashion, but the inter
viewer is still able to obtain most of the pertinent 
information. 

3. At times, (50-74% of the time) the interviewer does 
not obtain information pertaining to Chief Complaint 
and History of Present Illness in a chronological 
order, but is still able to obtain most of the 
pertinent information. 

2. Between 25-49% of the pertinent information is 
obtained in a chronological fashion (e.g., the 
interviewer makes an attempt by asking a few 
questions such as "when did it begin?, how did the 
severity, or intensity change?"). The rest of the 
information is obtained in a haphazard fashion, 
however, the interviewer is still able to obtain 
most of the pertinent data. Less than 25% of the 
information is obtained. 

1. The interviewer obtains information p1ertaining to 
the Chief Complaint and History of the Present 
Illness in a haphazard and unrelated fashion, 
resulting in the omission of pertinent data. 

Item 3 - Transitional Statements 

Transitional statements are used between subsections 

of the interview to inform the patient that a new topic is 

going to be discussed and why. For example, "We've been 

talking about why you came to see me today. Now I'd like 

to get some information about your own past medical history 

to see if it has any bearing on your present problem. We 

will begin with your earliest recollections or what you have 

been told about your childhood health progressing to the 



present time." (Pause) "How was your health as a child?" 

with this type of transition, the patient is not confused 

about why you are changing the subject and why you are 

seeking this information. 
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Transitional statements are also important to the 

effective component of the interview. Poor quality or 

complete lack of transitional statements can seriously 

affect the rapport between patient and interviewer, and can 

even result in the creation of a hostile or uncooperative 

patient. Examples of transitional statements that meet the 

criteria for five points on the ACIR Scale are: (1) transi

tion to family history: "Now I'd like to talk to you about 

your family's history. I realize that many people don't 

see the relationship between any problem they may be having 

currently and the cause of death of their grandparents. 

However, there are some diseases that do tend to run among 

blood relatives, and in order to have as complete a picture 

of you as possible and be able to anticipate and treat 

future problems, it is important that we have this infor

mation. Let's begin with your parents. Are they both 

living?" (2) Transition to review of systems: "I've 

already asked you a lot of questions, and you have been very 

cooperative. Now, I'm going to ask questions about the parts 

of your body that we haven't talked about yet, just to be 
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sure we haven't missed anything. This will be very important 

information for me to give me a composite picture of your 

health." 

Criteria Statements: 

5. The interviewer always progresses from one subsection 
to another, (most histories have five sub-sections) 
utilizing transitional statements which assure the 
patient that the information being sought is 
necessary and important, e.g., "Now lim going to ask 
you some questions about your family, because we 
find that there are certain diseases that occur 
among blood relatives, and it will help us to know 
what health risks are in your family." 

4. The interviewer always utilizes transitional state
ments, but they are lacking in quality. e.g., "Now 
lim going to ask you some questions about your 
family. " 

3. The interviewer sometimes (about half of the time of 
the possible subsections in your .history) introduces 
subsections with effective transitional statements, 
but fails to do so at other times. 

2. The interviewer utilizes inadequate transitional 
statements less than half of the time of the 
possible subsections in your history. 

1. The interviewer progresses from one subsection to 
another in such a manner that the patient is left 
with the feeling of uncertainty as to the purpose 
of the questions. (no transitions) 

Item 4 - Questioning Skills -Type of Question 

An open-ended question is a general question that 

could allow the interviewer to obtain a large amount of 

information about a particular area (e.g., with regards to 

past history: "What illnesses have you had in the past?" 



or "Tell me about your general health") This type of 

question should be used to begin a line of inquiry. 
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Direct questions are used to gather specific perti

nent information. Example: "How old were you when you had 

your tonsils removed?" Forced choice questions are used 

to narrow in on pertinent information that needs to be more 

specific. Forced choice questions typically elicit a "yes" 

or "no" answer from the patient, a choice that the inter-· 

viewer has provided, or a very short statement. Example: 

"Have you ever had severe headaches?" 

To gain accurate information in an organized and 

efficient manner, the interviewer should follow a line of 

inquiry that progresses from the general to the specific 

(e.g., starting with, "Tell me about the things that are 

stressful to you," rather than, "Does your job make you 

anxious? " ) • 

Here is an example of a line of inquiry utilizing the 

various types of questions which begins with general 

questions and then funnels down or focuses on more specific 

questions. 

Interviewer: "Tell me about your problem" (Open-ended) 

Patient: "For two weeks, I've been having a constant 

pain in my stomach, right here (patient points) , 

above my navel." 

I: "What does the pain feel like~' (Direct) 

P: "It's a burning sensation." 
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I: "ls it a deep pain or does it feel like its on the 

surface? II (Forced choice) 

P: lilt's a very deep one." 

I: "Does the pain seem to travel around?" (Forced 

choice) 

P: "No." 

I: "What makes the pain feel worse?" (Direct) 

The interviewer should avoid using direct or 

(particularly) forced choice questions in beginning a line 

of inquiry because it restricts the possible flow of infor

mation and makes obtaining the necessary information a 

tedious task. 

For example, rather than beginning with an open 

ended question: "What does the pain feel like," the 

interviewer might inefficiently have to ask several forced 

questions. Interviewer: "Does the pain feel like an ache?" 

Patient: "No"; Interviewer: "ls it a stabbing pain?" 

Patient: "No", Interviewer: "ls it a dull pain? II 

Patient: "No". Furthermore, incorrect use of questions may 

result in erroneous or omission of pertinent data. For 

example, "Which is more difficult for you to tolerate, hot 

or cold?" The patient is forced to decide, and the decision 

is recorded as "patient finds it difficult to tolerate hot" 

or "patient prefers cold". It may be that the patient 

"prefers" neither. This actual "preference" would be 

. ~. 
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accurately reflected from an open-ended question such as 

"Do you have difficulty tolerating temperatures?" 

Leading questions are questions that tend to supply 

a particular answer for the patient. The desired answer is 

implied by the way the question is phrased. They should 

also be avoided, as acquiescent respondents tend to agree 

with the leading questions. (e.g., "You haven't had any 

nausea, have you?") 

"Why" questions often put the patient on the defen-

sive and should be avoided. (e.g., "Why haven't you come in 

before now when you've had the problem for six weeks?") 

Multiple questions are a series of short questions 

asked in succession without allowing the patient to answer 

each individually. The patient can then become confused 

about which questions to answer. (e.g., "What does the pain 

feel like after dinner? Is it different than before dinner? 

Is it sharp? Is it dull?") 

Criteria Statements: 

5. The student starts information gathering with open
ended questions. The areas where the student is 
required to deal with a large amount of potential 
information (e.g., History of Present Illness and 
Review of Systems), she/he does so by asking 
direct and forced-choice questions which will 
allow him to narrow in on the pertinent positive and 
negative points that need further elaboration. 

4. On a few occasions the interviewer fails to begin a 
line of inquiry with open-ended questions where it 
would have been more efficacious to do so. 
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3. The interviewer often (about 50% of the time) fails 
to begin a line of inquiry with open-ended questions 
but rather employs direct and forced-choice questions 
to obtain information. 

2. The interviewer occasionally uses leading questions, 
why questions, or mUltiple questions. 

1. The interviewer asks many leading questions, why 
questions and multiple questions, e.g., 
"Your child has never had diarrhea, has he?" 
"You want your child to have a tetanus shot, don't 
you?" 

Item 5 - Questioning Skills (Delays in Dialogue) 

Unnecessary delays, or silences, in dialogue may 

make the patient feel uncomfortable and/or may make for a 

tiring, time-inefficient interview. Delays may be the 

result of the interviewer's uncertainty of what" to ask next. 

These types of silences may cause the patient to lose confi-

dence in the interviewer. It may be suggested to the inter-

viewer that general open-ended questions (e.g., "What else 

could you tell me about this?") or other statements could be 

used to prevent this situation from occurring. 

Another factor influencing long delays may be poor 

notetaking skills (i.e., writing down everything the patient 

says in complete sentences). Notetaking skills can be 

improved by using short phrases and abbreviations. Delays 

may also be the result of an inability to combine notetaking 

with questions that facilitate a smooth progression of 

dialogue. The interviewer might try beginning the next line 
, 

of inquiry as the last few words are being written. 

, . 

\ 
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I: 

Some delays, however, are necessary such as in 

reflective thinking and are an indic~tion of good inter

viewing skills. For example, if the patient exhibits 

behavior indicating a need to gather his composure or to 

ponder certain points, a delay can be beneficial to an 

interview. Silence is a double edged sword. It can be 

detrimental or beneficial depending on how it is used. 

Criteria Statements: 
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5. The interviewer asks questions and/or takes notes in 
a manner which results in an interview that 
progresses smoothly with few unnecessary delays* in 
the dialogue. 
Interviewer has 1 or 2 delays. 

4. A few long delays* are evident during the interview, 
but are the result of poor notetaking skil~s rather 
than uncertainty or avoidance on the part of the 
interviewer. 
Interviewer has 1 or 2 delays due to notetaking. 

3. At times the interview is marked with unnecessary 
delays* which temporarily break the continuity of 
the interview. 
Interviewer has 3 to 5 delays. 

2. At times (6-10) the interview is marked with 
unnecessary delays* which temporarily break the 
continuity of the interview. 

1. The interview is conducted in such a manner that 
long delays* occur which break the continuity of the 
interview. Has 11 or more delays. 

*A delay is operationally defined as a 5 second 
pause (count one thousand one, one thousand two) in 
the dialogue. 

\ .-
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Item 6 - Questioning Skills - Duplication 

Duplication of information from the patient results 

in loss of rapport and loss of faith in the doctor as a 

competent interviewer. Some areas of the interview are 

more difficult than others for the beginning interviewer. 

For instance, it would be easy to excuse a question regarding 

use of birth control pills when the patient had told the 

interviewer earlier that she had had a tubal ligation if the 

interviewer did not know what a "tubal ligation" was. 

However, on the other hand,if the interviewer asks the 

patient if she has any brothers and sisters after having 

discovered in the HPI that one sister and two brothers also 

suffer from similar headaches, then this is a more blatant 

duplication of information. 

Incorporation of other interviewing skills such as 

notetaking and summarizing appear to aid in reducing the 

amount of duplication of information. Skills such as 

reflective listening and interpretation also need to be 

developed and utilized by the interviewer in an effort to 

avoid unnecessarily repeated questions. 

Criteria Statements: 

5. The interviewer doesn't repeat questions, seeking 
duplication.of information that has previously been 
provided, unless clarification or summarization of 
prior information is necessary. The interviewer has 
o repetitive questions. 



4. The interviewer obtained duplicated information no 
more than ~ or two (lor 2) times. 
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3. The interviewer occasionally (3) repeats questions 
seeking the duplication of information. such infor
mation is not sought for the summarization or 
clarification of information, but is a result of the 
interviewer's failure to remember the data. 

2. The interviewer failed on at least four (4) 
occasions to remember the data, resulting in dupli
cation of information. 

1. The interviewer frequently repeats several (5 or more) 
questions seeking information previously provided 
because he fails to remember data already obtained. 

Item 7 - Questioning Skills - Summarizing 

Summarizing data at the end of each subsection of the 

interview serves several communication purposes. (1) It can 

be a way for the interviewer to "jog" his memory in case 

he/she has forgotten to ask a question. (2) It allows the 

patient to hear how the interviewer understands the infor-

mation. (3) It provides an opportunity to verify what the 

patient has told the interviewer (e.g., "You've also st·ated 

the pain in your lower back is a deep, nagging pain, while 

the pain on the outside of your leg seems more superficial-

is that correct?" Verifying should be done at the eRd of a 

summary, but may also be utilized during the summary if the 

amount of information is extensive, if the patient seems 

reluctant to interrupt, or in an effort to involve the 

patient in active listening. (4) It provides an opportunity 

to clarify information obtained by the interviewer 
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(e.g., "I'm not sure I understand how much your problem has 

been interfering with your attendance at school. Could you 

tell me how many days you've missed since the onset of your 

problem?") . 

When summarizing a subsection such as the Review of 

Systems, it is appropriate to summarize only the positives 

discovered (e.g., "Other than a few headaches each month and 

the constipation that you treat by increasing the roughage in 

your diet, you appear to be fairly healthy. So it seems that 

our only task here is to clear up the problem you're having 

with your back. Is this how you see the' problem?"). 

Criteria Statements 

5. At the end of each specific line of inquiry or 
subsection (i.~History of Present Illness,Mental 
Status Exam, Past Medical History), the interviewer 
summarizes the data obtained in an eff9rt to verify 
and/or clarity the information or as a precaution to 
assure that no important data was omitted. 

4. Interviewer summarizes information obtained approxi
mately 75% of the time or 4 of the 5 subsections if 
you have 5 subsections in your history. (Including 
HPI) 

3. The interviewer sometimes (50%) summarizes the data 
at the end of a specific line of inquiry but fails 
to do it consistently or 3 of the 6 times if you 
have 6 subsections. HFI only, but well summarized. 

2. The interviewer summarizes the data less than 50% of 
the time or I of the 5 times. No HPI summa~y. 

1. At the end of.any specific line of inquiry, the 
interviewer fails to summarize the data obtained. 
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Item 8 - Questioning Skills - Jargon 

Webster's New Collegiate Dictionary defines jargon as 

"The technical or secret vocabulary of a .•. profession ..•. " 

Since one of the skills of an interviewer is the ability to 

communicate with the patient, it is necessary to substitute 

jargon with terms known to lay persons. Even though a 

programmed patient may use jargon in responding, the 

interviewer should refrain from using jargon or difficult 

medical terms. The interviewer often makes assumptions about 

the patient's level of sophistication on the basis of one 

or two medical terms that the patient uses, (i.e., a patient 

may be familiar with "otitis media" if he has had problems 

with his ears, but may know nothing about what the term 

"palpitations" means.) Jargon may also be misleading to a 

patient who does not want to admit to the doctor that he 

doesn't understand the question, (i.e., "productive cough"). 

Therefore, define questionable terms. 

Criteria Statements 

5. Questions asked, as well as information provided to 
the patient during the interview are concise and 

,easily understandable; content is free (0 times) of 
difficult medical, terms and jargon., If jargon is 
used, the words are immediately defined for the 
patient. 

4. Interviewer utilizes one or two (lor 2) undefined 
jargon words in the course of the entire interview. 

3. The interviewer sometimes (3) uses medical jargon 
during the interview, failing to ·spontaneously 
define the medical terms for the patient unless 
specifically requested to do so by the patient. 



2. Interviewer uses medical jargon at least four (4) 
times without defining them for the patient. 
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1. Questions asked, as well as information provided to 
the patient during the interview, are confusing 
because of use of difficult medical terms and 
jargon. (5 times or more) 

Item 9 - Documentation of Data 

In the interest of gaining as accurate a case 

history as possible, the interviewer must document the 

information given to him by the patient. If responses from 

the patient include specific diagnosis or medications, it is 

the task of the interviewer to ascertain if the patient knows 

how the diagnosis was made or to· determine the quantit~ of 

medication. It is through documentation, specifically, and 

verification that the interviewer is able to find out 

(1) that the disease did, in fact, exist, (2) type Or 

degree of severity, and (3) description of treatment 

administered. 

If in the course of the interview, the patient 

utilizes jargon or a specific diagnosis, it behooves the 

interviewer to verify or document that response. 

Jargon Patient - "I have palpitations quite of ten. II 

Interviewer - "Would you describe exactly 

how you feel, please?" 

Diagnosis Patient - "Both my parents have peptic ulcers." 

Interviewer - "Are they under a doctor's care 

for peptic ulcers?"/or "Did they have any tests 



to find out if they had peptic ulcers?"/or 

"How did they know that they had ulcers?" 

Criteria Statements 

5. The interviewer always (100% of the possible 
documentations in your script) seeks specificity 
and verification of the patient's responses, 
e.g.: 
P: "I am allergic to penicillin." 
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I: "How do you know you are allergic? 
reaction have you had when you have 
penicillin in the past?" 

What kind of 
had 

4. The interviewer seeks documentation of data *75 
percent of the time. 

3. The interviewer, at times (*50 percent) will seek 
specificity and verification of the patient's 
responses, but not always. 

2. The interviewer seeks documentation of data *25 
percent of the time. 

1. The interviewer makes no attempt at verification of 
the patient's responses accepting information at 
face value. 

*All percentages are based on the total possible 
number of documentations in your script. 

Item 10 - Rapport - Eye Contact 

As in many affective measures, there is a fine 

balance between too much and too little, and eye contact is 

no exception. It has been decided that "good" eye contact 

should mean that amount of eye contact that is comfortable 

for the patient. In other words, the interviewer should be 

paying attention to the patient, while avoiding staring or 

conducting the interview as if it were an interrogation. 



Criteria Statements 

5. The interviewer maintains good eye contact with the 
patient during the interview. 

4. Interviewer maintains good eye contact, but note
taking interferes with frequency; interviewer-needs 
to improve notetaking skill, using abbreviations 
where appropriate. 
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3. The interviewer makes some eye contact; however, the 
frequency could be increased if the reason appears 
to be a result of focusing on an object near the 
patient instead of the patient in the process of 
thinking through a question. Or, excessive eye 
contact causes patient to feel that the interviewer 
is staring at him/her. 

2. Interviewer purposely looks away from the patient for 
extended periods of time resulting in very little eye 
contact or stares at the patient more than 
occasionally. 

1. The interviewer makes no attempt to maintain eye 
contact with the patient or stares at the patient. 

Item 11- Rapport (Interrupting the Patient) 

Undue interruption of the patient's responses can 

make the patient feel uncomfortable and may result in the 

omission of pertinent data. Sometimes it is necessary to 

gently interrupt a wandering patient and get him back on the 

track (e.g., "I'd like to hear about your cat, Mr. Frank, 

but let me ask you more about your backache and we'll talk 

about your cat later if we have time.") 

Criteria Statement 

5. The interviewer is attentive to the responses of the 
patient and allows him to complete statements without 
undue interruptions. 
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4. The interviewer occasionally (1 or 2 times) inter
rupts the patient; however, apologies are given and 
the patient is asked to continue (thereby obtaining 
all pertinent information). 

3. The interviewer is usually attentive but on a few 
occasions (1 or 2 times) interrupts the patient 
unnecessarily. (with no apologies given) 

2. The interviewer interrupts the patient, 3 to 6 times, 
but still appears to be attentive to the responses. 
This attentiveness is evident in that the interviewer 
is concerned with all· that the patient has to say; 
however, the interviewer insists on having only bits 
of information given to him and does so by 
interrupting the patient. 

1. The interviewer is nothing more than a detached data
gatherer, frequently interrupting (7 or more times) 
the patient's statements without allowing him to 
complete his train of thought. 

Item 12 - Rapport - Possible Concerns 

The interviewer needs to be cognizant throughout the 

interview of the patient's verbal ("I'm really concerned 

about my future; my children are really a worry to me; my 

husband doesn't really understand .••• ") and non-verbal 

cornrnuncation (nervous behavior; body language; avoidance of 

eye contact). 

If the interviewer has been alert enough to detect 

concerns of the patient, it is then his/her responsibility 

to attempt to discover what those problems are. Some 

interviewers are naturally more "blustery" than others. 

However, this is a sensitive area that can be laden with 

emotion, so the manner in which questions are asked as well 

as choice of words become extremely important. If nervous 
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behavior is observed, the patient may be gently confronted 

about his behavior by such a comment as: liThe question 

regarding your marriage seems to be troubling you. Is there 

anything you'd like to talk about?1I 

Student interviewers have expressed that they feel 

uneasy about "delving into the patients' personal matters ll
• 

The interviewers should be informed during feedback sessions 

that it is alright to do so since the information might be 

quite important and, furthermore, patients often hope for an 

opportunity to discuss these concerns with their doctors. 

Also, emotions influence illnesses as well as the inverse 

(illnesses influence emotions). Sometimes just talking to a 

sympathetic interviewer makes the patient feel better. If, 

however, patients are overwhelmed by personal problems, it 

might be advisable for the interviewer to recommend counseling. 

If good rapport has been established up to this point 

in the interview, it may increase the interviewer's chances 

of detecting a serious problem that may be the real reason 

the patient sought medical attention. 

Criteria Statements 

5. The interviewer seems alert, sensitive, and responsive 
to possible concerns expressed by the patient 
regardless of whether such concerns are immediately 
relevant. to the patient's present physical problems; 
(e.g., marital problems, child discipline problems, 
depression, etc.), and is able to explore them in 
sufficient depth. 



4. Very close to criteria for 5, but not quite the 
exploration in depth or patient's responses cut 
short. Interviewer waits later to discuss. 
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3. The interviewer is able to detect concerns expressed 
by the patient unrelated to the present physical 
problems, but fails to explore them in sufficient 
depth. 

2. Interviewer may be alert and sensitive, but nervous 
or unsure as to how to broach the topic. 

1. The interviewer seems unalert and/or insensitive to 
possible concerns expressed by the patient if such 
concerns are not directly related to the present 
physical problem. For whatever reasons the 
interviewer tends to avoid discussing possible 
problem areas which could have either immediate or 
future implications for the mental or physical health 
of his patient. 

Item 13 - Rapport - Positive Reinforcement 

This item is designed to evaluate how well the 

interviewer is able to use certain behaviors to motivate the 

patient toward a cooperative relationship throughout the 

interview. By providing intermittent (occasional) positive 

social reinforcement, the interviewer is responding to the 

patient's statements in such a way that .the patient feels 

encouraged to provide information to the interviewer. Some 

examples of such responses might include nodding, comments 

such as "That's understandable", "Uh huh" or "I see", "Go 

on", occasional smiles or social praise such as "You've quit 

smoking? That's excellent!" or "I'm glad you're doing a 

breast self-exam every month--it's very important as most 

women detect the lumps themselves at horne .... " 
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Criteria Statements 

5. The interviewer provides the patient with inter
mittent positive social reinforcement and feedback; 
e.g. an occasional smile, nodding the head in a 
positive manner, plus verbally praising the patient 
for proper health care technique. 

4. Interviewer is more positive than is listed for 
three points, but quality of feedback is minimal, 
i.e., "that's good." " 

3. The interviewer is neither overly positive or 
negative in dispensing feedback and reinforcement. 
Detached data gatherer. 

2. Interviewer may use non-verbal communication to 
indicate his/her negative attitude toward patient's 
usual health care. 

1. The interviewer provides the patient with little 
support or positive social reinforcement. Stress is 
on negative rather "than positive attributes of the 
patient, (e.g., "I can't believe you smoked for 
twenty years before you stopped."). 

Item 14 - Rapport - Encouragement of Questions at End of 
Interview 

It is important that the interviewer allows the 

patient an adequate opportunity to express questions or 

concerns at the end of the interview. 

Oftentimes during an interview, a patient may think 

of pertinent information that was not obtained by the 

interviewer during a specific line of inquiry, or the patient 

may have concerns or questions that still need to be 

addressed by the interviewer. 
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Criteria Statements 

5. At the end of the complete interview, the interviewer 
encourages the patient to discuss any additional 
points or ask additional questions and provides him 
with an adequate opportunity to do so. (e.g., "We've 
discussed many things. Are there any questions you 
might like to ask concerning your problem and is 
there anything else at all that you would like to 
bring up or discuss further?"). 

4. The interviewer encourages questions or comments, but 
not as adequately as in #5 (e.g., "Any questions 
you'd like to ask" or "Anything at all you want to 
discus!??") . --

3. At the end of the complete interview, the interviewer 
provides the patient the opportunity to discuss any 
additional points or ask any additional questions but 
nei ther encourages nor discourages him. (e. g., "I-s-
there anything else--I don't have anything else so we 
are through."). 

2. The interviewer provides an opportunity for additional 
discussion; however, it is limited to a particular 
area. (e.g., "Are there any other illnesses I may 
have missed that may contribute to your bowel 
problems?") . 

1. At the end of the complete interview, the interviewer 
does not provide the patient the opportunity to 
discuss any additional points or ask any additional 
questions. --

Role of Interviewer 

The initial task of the interviewer is to provide an 

introduction that fulfills several important criteria. The 

introduction is not treated in detail elsewhere in the 

manual; therefore, it is included here. 

In opening an interview, it is the interviewer's 

responsibility to: 
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1. Introduce himself and define his role. 

2. Obtain patient's name, discover what he prefers 

to be called (for use during the entire interview), 

and clarify the patient's role in the interview 

process. 

3. Attend to the seating and physical setting of the 

interview to ensure privacy and comfort. Confiden

tiality should be insured. 

4. Obtain relevant personal data and social history from 

patient. 

5. Begin establishment of rapport with patient. 

Example: "Hello, my name is John Jones. I'm a second-year 

medical student, and I have been asked to take a case 

history from you in order to help us better understand your 

problem. (1) And your name is ? (Patient response) What 

would you like me to call you? (Patient response) Okay, 

Sally. And you may call me John. I'm going to be asking 

you a lot of questions. Some of them may not seem appli

cable, but they are all important if we are to give you the 

best treatment possible. If you have any questions during 

the interview, or if I misinterpret any information that you 

give me, please interrupt me, because it is very important 

that we get as accurate a history as possible. I would like 

to begin with a few necessary questions, such as: What is 
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your address? (Obtain answer) Your age? Are you married? 

Do you have any children? What do you do for a living? 

After the introduction, the interviewer proceeds 

to: Develop and maintain a positive relationship with the 

patient; and obtain as much pertinent information, as 

possible, in a logical and orderly manner. 

The following outline is an example of a medical interview 

progression: 

I. Introduction 

Introduces self 
Explains his/her role and position 
Asks/uses patient's age 
Talk a· little to get interview started and to put 
patient at ease 

II. Chief Complaint 

Uses open-ended question to begin interview: e.g., 
"What brings you here today, Betty?" 

III. History of the Present Illness 

Detailed documentation of patient's current problem: 
onset 
duration 
progression (chronology of the illness) 
aggravating factors 
alleviating factors 
location 
quality 
intensity 
setting 

Relevant Review of Systems .(significant postives and 
negatives) 
Relevant past history 
Relevant social history 

Summarize, clarify and. verify 
Transitional statement into past medical history 



IV. Past Medical History 

Past illnesses: childhood and otherwise--document 
Operations, injuries, accidents--document 
Drugs, medications and habits such as tea, coffee, 
alcohol, tobacco, recreational drugs-- document 
Allergies - drug, food, inhalants--document 

Summarize, clarify and verify 
Transitional statement into Family History 

V. Family History 

Ages and 
Ages and 
Ages and 
Ages and 
document 

health 
health 
health 
health 

status 
status 
status 
status 

of 
of 
of 
of 

siblings--document 
parents--document 
grandparents--document 
spouse and children--
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Significant illnesses of the above mentioned, in the 
past 
Catch all questions: (1) familial incidence of 
arthritis, allergy, cancer, diabetes, etc. (2) any 
other illness that runs in the family 

Summarize, clarify and verify 
Transitional statement to Review of Systems 

VII. Review of Systems--Student is permitted to use a copy 
of the review for this section 

Skin, hematopoietic, head, ears, nose, mouth, throat, 
breasts 
Respiratory system 
Cardiovascular system 
Gastrointestinal system 
Urinary system 
Genital 
Menstrual history 
Endocrine system 
Bones, muscles, joints 
Neurological 
Psychiatric 

Summarize, clarify and verify 
Close the interview - allow the patient to discuss any 
more questions or concerns 
State what the patient will do next and what the 
physician will do next (e.g., "Ilm going to call in a 
prescription for you--I want you to call me in three 
days and tell me how youlre doing.") 
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Roles of the Programmed Patient 

The programmed patient serves a dual role of patient 

and evaluator. 

In fulfilling the role of the patient, it is important 

that you establish a positive rapport with the interviewer 

during the introduction section in order to alleviate any 

possible or noticeable nervousness on the part of the 

student. Although the student is being evaluated as to his 

ability to establish rapport, this is a simulated situation 

in which the student knows he is being evaluated by someone 

who will be clearly aware of his mistakes. The test anxiety 

on his part will prevent you from making ao valid assessment 

of his skills. So try to minimize his nervousness at the 

onset by using positive reinforcement such as an "interested" 

body position (e.g., sitting upright, slightly forward), 

good eye contact, smiles, head nodding, and statements such 

as II okay , fine". Once the interview is under way it 

should be the interviewer's responsibility to maintain the 
-

rapport; and your responses and attitudes may be left to 

your discretion or as your history dictat~ 

It is also important that the programmed patient be 

consistent in delivering the pertinent information about his 



history. This involves giving the same information and 

similar personality to each student in'terviewed in order 

that all students be fairly evaluated as to the content 

obtained and the process skills. 

The patient role also requires being realistic. 

Behaving in a realistic manner will in turn help the 
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student interviewer to assume a more realistic role. The 

following guidelines have been found to be useful for 

simulating a realistic role while also promoting an optional 

learning situation for the interviewer: 

1. Assume the role of patient, as opposed to evaluator, 

throughout the entire interview. Avoid verbal 

(e.g., "why don't you start out with what brings you 

here today" or nonverbal (e.g., a quizzical look 

when the interviewer finishes without having 

inquired about your family history) cues which 

indicate that you are also evaluating the student. 

2. Adopt an appropriate personality. For example, a 

patient whose illness is greatly influenced by 

stress, should make this evident in his behavior 

and statements. Dress in a manner dictated by your 

history, (e.g., A student might bring a backpack. 

~ person under stress might wear makeup to simulate 

shadows under the eyes). 



3. Use responses that would typically emerge from a 

patient being asked a question for the first time. 

For example, use pauses before statements to 

indicate reflective thinking. 
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4. Provide appropriate, or precise responses. This 

involves answering only what is asked and not 

elaborating beyond it (i.e., don't II give awayll 

pertinent information to a poor question). This 

strategy will aid the interviewer in refining his 

questioning skills. A true patient does not 

typically know what types of information a physician 

is trying to obtain, so it is important that 'the 

interviewer ask questions to elicit specific 

desired information about the patient (see question

ing skills in ACIR Scale) • 

The second role of the programmed patient is that 

of evaluator. Here the evaluator must be consistent in 

scoring. Criteria for each score should be kept clearly in 

mind in order that each student be evaluated as fairly and 

as objectively as possible. 

The evaluator also provides feedback to the 

interviewer about his interviewing skills. The procedure 

involves going over the content checklist, indicating to the 
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interviewer information that was obtained and omitted, then 

rating the process skills of the interviewer on the ACIR 

Scale. 

The following guidelines are strategies that have 

been useful in providing an effective feedback session: 

1. Explain the purpose of the checklist and ACIR Scale, 

and encourage the ·interviewer to comment or ask 

questions throughout the feedback session. 

2. Feedback is the most important part of the session, 

30 minutes should be the minimum acceptable time for 

feedback. (Psychiatric PIs need to allow 40 minutes 

for feedback since 10 minutes are needed by the 

student to fill out forms.) Explain the ground 

rules to the student before the interview. Example: 

"Why don't we allow minutes for you to inter-

view me. I will stop you at o'clock if you 

have not completed the interview. This may seem 

very abrupt to you but we feel that you should be 

able to conduct an adequate interview in 

minutes. The feedback part of the interview is very 

important so that I have adequate time to review 

your strengths with you and make suggestions as to 

possible ways you could become a more proficient 

interviewer." 
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3. Refer to the case history as "the patient's" history 

rather than "my history." Referring to the patient 

in the third person will help to clarify your new 

role as evaluator. 

4. Establish a colleague relationship with the 

interviewer. The interaction during the feedback 

session is one which comments from the evaluator 

and the interviewer are equally important for 

providing an effective learning situation. Neglec

ting the interviewer's comments or approaching the 

interviewer in a condescending manner, may interfere 

with productive communication. 
J 

5. Provide positive comments before critical ones. For 

example, "In general you did a good job and I felt 

very comfortable with you. Your organization was 

good, but your timeline needs some improvement," or 

"You began collecting timeline information in a very 

systematic way, however, you didn't follow through, 

and the remaining information was collected in the 

Review of Systems." This type of feedback will 

illuminate strong points as well as weak areas, and 

prevent the student from behaving defensively. 

6. Include a rationale for your score, and cite 

specific examples from the interview. For example, 

"You've scored four points on documentation 
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because you specified and verified information most 

of the time, but not always. You did a good job in 

documenting information pertaining to the chief 

complaint, history of present illness, and family 

and social history; however, you did not document 

the patient's past history of hepatitis," or "You've 

scored a three on this item because most of your 

questions were concise and easy to understand, but 

you used jargon three times making it necessary for 

the patient to request a definition. In one 

instance you asked the patient if she had palpi

tations, another time you asked if she had experi

enced dysphagia, etc." This type of explanation will 

avoid debates over the score and will demonstrate 

your objectivity as well as providing specific 

information. 

7. If the interviewer scores poorly on an item, 

provide some information about the possible conse

quences of his weak process skill and a rationale 

for the importance of doing it correctly. 

For example: You should document the family 

history as well as you documented other areas of 

the interview. The patient stated that her mother 

had a hypothyroid problem, but you did not 

document this information. Perhaps the patient's 
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mother is very fat and she continually makes 

excuses for her obesity by telling the family that 

she has a thyroid problem (self diagnosed). The 

patient then gave this diagnosis to you, and you 

accepted it at face validity. You can see how 

important it would be to document how this diagnosis 

was made. II Previous information about the ACIR 

Scale will provide some useful examples to relay to 

the interviewer, along with your own personal 

experiences, e.g., "At time, I've left the doctor's 

office wishing I had given him some more information, 

but he rushed through the interview and never gave 

me an opportunity to tell him other things that he 

hadn't specifically asked about." 

8. Provide information on how to improve a particular 

area. In providing this information, it may be 

helpful to model the behavior for the interviewer. 

For example, you might try collecting the infor-- . 
mation by using an open-ended question such as 

"What does the pain feel like?" 

9. Summarize the results of the feedback by delineating 

both the strong points and the areas that need 

improvement, and ask if there'are any more questions 

or comments the interviewer would like to make. This 

will allow the interviewer an opportunity to clarify 

any last minute concerns. 
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10. Figure all scores out to the hundreths (2 decimal 

places). Let the student know that the evaluations 

I are kept in the PCM office and that he can request 
I 

to see them at any time. Drop the evaluations in 

campus mail immediately after the sessions so that 

the students can review their scores as soon as 

possible. 

11. Ask the student to complete a student evaluation 

form and return it to the PCM office. This infor-

mation is very valuable to you as an instructor. 

You should call the PCM office and arrange to see 

your evaluations several times during the year. 
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Summary of Analysis of Variance Process (RACIR) by category, 
Mage, and sex for classes 1982-1984. 

Source df SS MS F P 

Main effects 3 996.796 332.265 4.262 .006 
Category 1 720.071 720.071 9.236 .003 
Mage 1 167.755 167.755 2.152 .144 
Sex 1 117.198 117.198 1.503 .221 

2-way Inter-
actions 3 155.655 51.885 .666 .574 
Category x 

Mage 1 41.041 41.041 .539 .463 
Category x 

sex 1 95.619 95.619 1. 226 .269 
M age x sex 1 .638 .638 .008 .928 

3-way Inter-
actions 1 144.414 144.414 1.852 .175 

Category x 
M age x 

144.414 sex 1 144.414 1.852 .175 

Residual 245 19100.618 77.962 

Total 252 20397.483 80.942 
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Summary of Analysis of Variance Process (RACIR) by category,M 
age, and sex for class of 1984. 

Source df SS MS F P 

Main effects 4 1834.435 458.609 7.317 .001 
category 2 1486.498 734.249 11. 715 .001 
Mage 1 260.734 260.734 4.160 .042 
Sex 1 91.805 91.805 1. 465 .227 

Interaction 
Effects 
2-way 5 171.161 34.232 .546 .741 
Category x 

Mage 2 58.584 29.292 .467 .627 
Category x 

Sex 2 62.718 31.359 .500 .607 
M age x 

sex 
1 46.856 46.856 .748 .388 

3-way 2 22.609 11.304 .180 .835 
Category x 

M age x sex 2 22.609 11. 304 .180 .835 

Residual 245 15229.766 62.674 

Total 254 17257.970 67.945 
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Summary of Analysis of Variance Content (CS) by category, 
M age, and sex for class of 1984. 

I' 
I 

Source df SS MS F P 

Main effects 4 1171.145 292.786 2.561 .039 
Category 2 330.509 165.254 1. 445 .238 
Mage 1 785.118 785.118 6.867 .009 
Sex 1 .309 .309 .003 .959 

2-way inter-
actions 5 276.093 55.219 .485 .789 
Category x 

M ag-e 2 64.576 32.288 .282 .754 
Category x 

sex 2 191.133 95.566 .836 .435 
!-1 age x 
sex 

1 27.884 27.884 .244 .622 

3-way inter 
action 2 237.654 118.827 1. 039 .355 
Category x 

M age x 
sex 2 237.654 118.827 1.039 .355 

Residual 245 27781. 470 114.327 

Total 254 29466.363 116.009 



Summary of Analysis of Variance Content Score -(CS) by 
category, M age, and sex for classes 1982-1984. 

Source df SS MS F P 

Main effects 3 747.193 249.064 1.418 .238 
Category 1 13.826 13.826 .079 .779 
Mage 1 700.4~7 700.437 3.957 .047 
Sex 1 15.463 15.463 .088 .767 

2-way inter-
actions 3 521.658 173.886 .990 .398 
Category x 
Mage 1 188.720 188.720 1. 074 .301 
Category x 
sex 1 289.821 389.821 2.291 .138 
M age x sex 1 .310 .310 .002 .967 

3-way inter-
actions 1 428.841 428.841 2.441 .120 
Category x 
M age x sex 1 428.841 428.841 2.441 .120 

Residual 245 43046.972 175.702 

Total 252 44744.665 177.558 
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