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Abstract 
Promoting peace with patients requires clinicians to be skilled in helping 
patients feel safe, respected, and heard. Close listening is a teachable 
skill set that enables clinicians to focus sensory attention on a patient 
and to cultivate space for reflection before speaking. While 
communication skills are taught in health professions education, close 
listening is rarely formally emphasized as an equally important skill. This 
article draws on musical arts education methods to suggest strategies 
for teaching close listening that can be applied to peace promotion in 
patient care. 

 
The American Medical Association designates this journal-based CME activity for a maximum of 1 AMA PRA 
Category 1 Credit™ available through the AMA Ed HubTM. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity. 
 
Not every patient can be saved, but his illness may be eased by the way the doctor responds to him. 
Anatole Broyard1 

 
Clinical Close Listening 
To provide patient-centered care, enhance patient dignity, and relieve patient suffering, 
physicians must promote peaceful health care environments where patients feel heard 
and understood by those caring for them.2 Fostering such peaceful environments starts 
foremost with physicians listening to their patients. Nevertheless, while 87% of 
physicians self-identify as “good listeners,”3 studies demonstrate that physicians ask for 
their patients’ agendas only 36% of the time, and, when they do inquire, they interrupt 
their patients after a median of 11 seconds or an average of 36 seconds.4,5 It is thus no 
surprise that consumer websites, such as Healthgrades and WebMD, abound with 
criticisms of physicians’ deficiencies in communication skills, with patients often 
perceiving their physician as “too busy to listen and too distant to care.”6 While many 
systemic reasons—from insurance pressures to hospital schedules—can affect patients’ 
perceptions of physician listening, we need to ask whether physicians are actually 
taught to be good listeners in the first place. 
 
According to patients, physician listening is a defining feature of a “good” doctor that is 
perceived not only (1) to increase data gathering and diagnostic accuracy but also (2) to 
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create and maintain good patient-physician relationships and (3) act as a healing and 
therapeutic agent in itself.7 Physician listening skills—such as the use of reflective 
listening, wherein physicians restate a patient’s comment in order to demonstrate 
empathy and ensure shared understanding—have been shown to be correlated with 
patient feelings of physician-supported autonomy,8 as well as medication adherence in 
diabetic patients.9 Moreover, a curricular review of physician empathy training found 
that the physician skills and behaviors that elicited an increase in patient-perceived 
compassion included “(1) sitting (versus standing) during the interview; (2) detecting 
patients’ non-verbal cues of emotion; (3) recognizing and responding to opportunities for 
compassion; (4) non-verbal communication of caring (e.g. eye contact); and (5) verbal 
statements of acknowledgement, validation, and support.”10 Interestingly, the review’s 
authors also highlighted that all the empathy trainings included in their review had 
considered the role of listening in developing the aforementioned skills and behaviors, 
with the authors explicitly noting the need for future curricula to focus on educating 
physicians on the particular importance of listening.10 Given the key role that listening 
plays in patient-perceived compassion and the significant correlation between patient-
perceived empathy and greater patient satisfaction, strengthened patient enablement, 
decreased thoughts of litigation, lower patient anxiety and distress levels, and better 
clinical outcomes for diabetes,11,12,13 improving physician “close listening” skills seems a 
promising approach to amplifying peaceful patient experiences. 
 
Close Listening Skills in Medical Education 
According to the Association of American Medical Colleges (AAMC), oral communication 
skills, including listening skills, are considered requisite professional competencies for 
admission to medical school.14 Once admitted, however, listening skills are not explicitly 
tested or routinely taught to medical students. While sincere efforts have been made to 
instruct and assess listening skills in medical education, a 2020 review found that 
historical teaching methods employed to improve the listening competence of medical 
students, such as standardized patient encounters or objective structured clinical 
examinations, placed little emphasis on specific listening skills, were insufficiently 
standardized, and would benefit from medical educators’ increased collaboration with 
specialists from other fields, such as the arts and humanities.15,16 
 
At the same time, as acknowledged by the 2020 AAMC report, “The Fundamental Role 
of the Arts and Humanities in Medical Education” (FRAHME), the arts and humanities 
have been explicitly called upon to develop medical student skills and attitudes.17 The 
most common arts and humanities approaches have dealt with “close reading” 
pedagogies, such as narrative medicine, and “close looking” pedagogies, such as Artful 
Thinking or Visual Thinking Strategies. In fact, 71% of the arts and humanities 
modalities used in medical education to date have been from visual art, literature, or 
writing-related categories, while the musical arts have composed just 3% of modalities 
used.18 Nevertheless, while arts and humanities medical education curricula related to 
close looking and close reading skills have been widely developed and implemented, no 
such standardized curriculum yet exists in medical education for the teaching of close 
listening skills.19  
 
This imbalance is perhaps unsurprising, given that both close reading and close looking 
pedagogies have been shown to be teachable concepts, with reviews demonstrating 
that close looking education can facilitate the development of clinical observational 
skills, while close reading education can result in the modification of skills, attitudes, 
and knowledge.20,21 Notably, claims have been made regarding the transferability of 
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close reading skills to close listening skills via improved quality of perceptive attention.22 
However, these claims have been problematized for conflating orality with literacy, as 
literary close reading skills are distinct from the dynamic, oral close listening skills 
required during real-time, interactive physician-patient encounters.23 
 
Given the documented need for greater physician listening skill training, the lack of a 
standardized close listening curriculum for medical education, the novel AAMC curricular 
recommendations contained in the FRAHME report, the musical arts’ gross 
underrepresentation in medical education, and the musical arts’ refined, professional 
approach to close listening, we propose a new approach to teaching listening in medical 
education. The musical arts can be uniquely leveraged to train medical students as 
close-listening peacemakers in health care by fostering the skillful formation of medical 
student motivations, behaviors, speech acts, and responses to high-stakes tension and 
conflict. In turn, these attitudes and skills can promote the consequential peace of mind 
and body that patients and doctors alike feel when they are being heard. 
 
Teaching Close Listening 
The historical connection between music and medicine has been long established: 
Apollo was the god of healing and music; and it was to Apollo that Hippocrates 
dedicated his exalted oath, asserting “there is art to medicine as well as science.”24 This 
connection between art and medicine resonates today, as it is estimated that at least 
70% of medical students have received some musical training,25 which might be 
reflected in the prevalence of choirs, a cappella groups, small instrumental ensembles, 
and musical theater programs in medical schools.19 

 
In fact, limited evidence suggests that students with a music education who enter 
medical school might outperform their peers in certain areas. For example, learning the 
skills of listening to lung sounds is frequently difficult for medical students, with many 
experiencing awkwardness, uncertainty, pressure, and intimidation; however, those 
students “who had studied music reported finding it easier to be attentive to the 
frequency and rhythm of body sounds and find ways to describe them.”26 Beyond 
exhibiting this listening skill, medical students with a music background have been 
shown to have higher levels of empathy than those without a music background, and 
physician trainees who took a “music and medicine” course regarded the course as an 
academically valid approach to humanism training.27,28 

 
In sum, despite the limited empirical evidence of the value of music in medical 
education, there still exists a significant repository of academic claims regarding the 
usefulness of music in developing physician attitudes and skills.29 For example, medical 
students engaging in music-based educational interventions have reported that these 
pedagogies support professional identity formation, enhance reflective capacity, 
increase interest in human dimensionality, develop critical thinking and openness to 
new perspectives, and improve ability to appreciate nonverbal interactions.30,31,32,33 

Additionally, academic medicine scholars have posited that the musical arts might 
contribute to medical education through musical-medical lessons on shared concepts 
like improvisation, performance, and ensemble.34,35 These claims encompass a broad 
range of benefits—from improved communication, auditory, improvisational, and 
interviewing skills to increased coping abilities, greater self-awareness, increased 
metacognitive capacity, and greater tolerance of and appreciation for 
ambiguity.34,35,36,37,38,39 
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Nevertheless, given the gap between what is claimed about the affordances of music 
and what has been explicitly demonstrated in medical education research, further 
investigation into the ability of music to develop clinical close listening skills is 
indicated.29 As such, we propose that an ideal musical close listening skills framework 
for medical education must address both the attitudinal elements of close listening and 
the behavioral skills required of close listeners. While we do not have space to offer a 
formal framework here, we suggest elements of music education pedagogies that can 
be offered in medical training in close listening skills. 
 
In consideration of the key attitudinal orientations required of both musical and clinical 
close listening skills, a first lesson might pertain to affective listening, embodied 
cognition, holistic attention, or internal and external self-awareness of how one’s self or 
instrument is engaging in the encounter.40 For example, students might generate a 
collective word cloud of affective terms to describe what they each heard after listening 
to a particular musical work, with subsequent conversation demonstrating the diversity 
of responses and inducing reflection on how one’s individual identities and 
circumstances might have shaped one’s unique hearing experience in the setting of a 
common stimulus. In addition to affective listening, another important listening attitude 
concerns the concept of ego surrender and learning to “play second fiddle” as a way of 
centering patient voice and bolstering patient autonomy. As an example, in an 
interactive listening exercise with a live music group, musicians can demonstrate the 
unique and integral roles of each ensemble member, underscoring the critical and often 
understated role that harmonists (or physicians) play in supporting and accompanying a 
soloist’s (or patient’s) melody, especially during times of musical (or medical) 
dissonance and uncertainty. A final listening attitude concerns curiosity; musical and 
medical practitioners need to remain curious, to vigilantly examine the unique voices in 
their ensemble and their contribution to the ensemble’s collaborative sound. A lesson in 
this concept might entail asking students to pay special attention to the collective, 
contextual interactions of the different “voices” in the room as they are sequentially 
added to a piece of music, one instrument at a time. Examining how novel “instruments” 
or pieces of clinical information can dynamically alter a musical theme or illness 
narrative can help students develop a heightened respect and appreciation for their 
unique role in contributing to a patient’s diagnosis, treatment, and understanding of 
illness. Moreover, embracing curiosity in this manner might combat selective attention 
bias and foster tolerance for ambiguity—important physician characteristics that can 
affect physicians’ ethical behavior and patient care—thereby encouraging physicians not 
only to listen for heuristic keywords that can enable them to draw down a list of possible 
diagnoses, but also to listen more broadly, to listen for the unexpected, to listen past the 
illness and to the patient.35,41 

 
Teaching key behavioral components of close listening skills might include not only 
attitudinal lessons but also training of particular actions, such as “playing” the rests—
durations of silence indicated in musical notation—and leveraging dedicated silence to 
foster space for ambiguity processing and narrative co-construction. These behaviors 
might be taught through a live small ensemble performance wherein musicians explain 
their use of measured silence or “rests”—by highlighting their use of intentional pauses 
and breaths to ensure simultaneity of attention, space for reflection, and opportunity for 
thematic co-construction—before tasking students with envisioning how similarly 
dedicated silences and deliberate pauses might be applicable to clinical situations of 
uncertainty. Additionally, musicians might offer specific behavioral lessons in nonverbal 
communication by demonstrating how they leverage cues, shared breathing, or 
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alterations in their eye contact, head movements, facial expressions, or body positions 
to facilitate optimal dialogue in real time. Students might practice this lesson through a 
storytelling exercise wherein a pair of students alternate between dedicated storyteller 
and listener roles, with the listener paying special attention to how their nonverbal 
communication behaviors might modify psychological distance and convey 
understanding, validation, or support to the storyteller. Finally, it is vital to master the 
technical listening behaviors required to “build ensemble” and “play together,” which 
may translate to using established clinical communication tools that optimize peaceful 
physician-patient interactions. For example, musicians could demonstrate how 
established musical devices like imitation, repetition, motion, counterpoint, or call and 
response aid the harmonious co-construction of a work’s musical theme. They could 
then offer parallels for how established clinical communication tools, such as the 
elicitation of patient agendas and the use of teach-back strategies, reflective 
statements, empathic statements, and summary statements, might play critical, 
technical roles in harmonizing the physician-patient “performance.” 
 
Ultimately, applying the musical arts-inspired, close-listening attitudes and behaviors 
detailed above to medical education can promote physicians’ close listening and 
improve physician-patient interactions. By ensuring that clinician attention is centered 
on the patient and that space for ambiguity processing and narrative formation is 
cooperatively built and maintained with intention, patients will have the room to speak, 
be heard, and feel at peace. Given that music education has recognized methods of 
instilling these attitudes in and teaching these skills to students, medical education 
should draw upon these lessons to develop an interprofessional curricular framework 
that addresses both the attitudinal and behavioral components required of skillful close 
listeners. 
 
Promoting Patient Peace 
The musical arts—and specifically musical education—have been underutilized in 
medical education, yet they offer a rich repository of pedagogical strategies to teach 
valuable close listening skills. Patient-perceived physician listening skills and actions are 
measurably connected to a myriad of downstream benefits for clinicians—from 
increased patient satisfaction to decreased litigation. Most importantly, physicians’ 
close listening skills serve patients well; they are correlated with lower patient anxiety 
levels and better outcomes. Patients’ hope for peace provides an opportunity for health 
care professionals to help patients feel safe, respected, heard, and confident that their 
concerns are being attended to. To promote this peace for patients, we need to draw on 
music education to teach close listening attitudes and behaviors in medical education. 
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