Supplemental Digital Appendix 3
	1) Rate the following statements according to their importance as problems for didactic and clinical training in DP (0 = irrelevant, 10 = very important)

	Alleged problems in DP training
	 Q1
	Median
	Q3
	Mean
	SD

	Insufficient direct supervision and feedback in live clinical interviews
	8
	8
	9
	8.00
	1.61

	Inappropriate current practices: lack of continuity of care, copy-and-paste culture, etc.
	8
	8
	9
	7.90
	1.61

	Diagnosis oversimplification due to DSM-like classification systems
	7
	8
	9
	7.90
	1.51

	Gaps or shortfalls in psychiatry curricula regarding DP knowledge / contents
	7
	8
	8.75
	7.89
	1.02

	Lack of qualified trainers/supervisors who can train residents in DP
	7
	8
	9
	7.81
	1.47

	Lack of assessment requirements regarding DP (knowledge and clinical use)
	7
	8
	8
	7.80
	0.89

	Pending bridge between theoretical knowledge and clinical practice
	7
	7
	8
	6.95
	1.18

	Time constraints for training in DP
	6
	7
	8
	6.90
	2.05

	Psychiatrists/residents do not consider DP relevant/interesting
	4.75
	7
	8
	6.15
	2.21

	Available literature on DP is heterogeneous or not good enough
	5
	5
	7
	5.38
	2.13


	2) Rate the following proposed contents according to their importance for DP didactic training (0 = irrelevant, 10 = very important)

	Proposed contents for DP didactic training
	 Q1
	Median
	Q3
	Mean
	SD

	Epistemology of DP: basic principles, mental symptoms as hybrid objects, mental symptom formation theory, relevance for practice and research, etc.
	8
	9
	10
	8.45
	1.70

	Contemporary authors / texts
	8
	9
	10
	8.43
	1.69

	Classic authors / texts
	8
	8
	9
	8.10
	1.22

	Historical background and development of DP
	8
	8
	9
	8.00
	1.41

	Importance of the dialogical relationship and its implications for DP: personal meaning, sociocultural context, and the patient-clinician interaction
	7.75
	8
	9
	8.00
	1.78

	Prototypes, clinical features, and clinical reasoning
	8
	8
	9
	7.90
	1.30

	Social sciences: anthropology, history, philosophy, psychology, sociology, etc.
	6
	8
	8
	7.05
	2.13


	3) Rate the following proposed social sciences according to their importance to be included within DP didactic training (0 = irrelevant, 10 = very important)

	Proposed social sciences for DP didactic training
	 Q1
	Median
	Q3
	Mean
	SD

	History: general history, historiography, history of ideas, history of psychiatry
	7
	8
	9
	7.90
	1.41

	Psychology: basic principles, health psychology, neuropsychology, etc.
	7
	8
	8
	7.65
	1.09

	Phenomenology & Hermeneutics applied to DP
	6
	8
	8
	7.19
	1.94

	Philosophy: basic principles and concepts, philosophy of science, etc.
	6.75
	7.5
	8.25
	7.15
	2.01

	Psychological schools: psychodynamics, cognitive-behavioral, Gestalt, etc.
	6.75
	7
	8
	7.10
	1.25

	Ethics, Values, and Law
	7
	7
	8
	7.05
	2.04

	Anthropology (biological & sociocultural), evolution and psychopathology
	6
	7
	8
	6.90
	2.19

	Sociology and psychopathology
	5
	7
	8
	6.60
	2.01


	4) Rate the following classic and contemporary authors according to their importance to be included within DP didactic training (0 = irrelevant, 10 = very important)

	Classic authors
	 Q1
	Median
	Q3
	Mean
	SD

	Jaspers
	8
	9
	10
	8.79
	1.27

	Kraepelin
	8
	8
	9
	8.33
	1.24

	Bleuler
	7
	8
	9
	8.26
	1.15

	Schneider, Kurt
	7.5
	8
	8.5
	8.05
	1.03

	Ey
	6
	7.5
	8
	6.83
	1.62

	Kretschmer
	6.25
	7
	8
	6.83
	1.69

	Conrad
	5.25
	7
	8
	6.83
	1.82

	De Clérambault
	5
	6.5
	7.75
	6.28
	1.67

	Minkowski
	6
	6
	8
	6.39
	1.97

	Cotard
	5
	6
	7
	6.18
	1.74

	Esquirol
	5
	6
	7
	6.17
	1.62

	Kleist
	5
	6
	7
	5.59
	1.66

	Chaslin
	4
	6
	7
	5.56
	2.45

	Llopis
	4.25
	6
	6.75
	5.33
	1.94

	Séglas
	4
	5.5
	6.75
	5.50
	2.01

	Cabaleiro Goás
	3
	4
	6
	4.65
	2.15

	Contemporary authors
	 Q1
	Median
	Q3
	Mean
	

	Berrios
	8
	9
	10
	8.85
	1.39

	Marková
	7
	7
	8
	6.84
	2.12

	Fuchs
	5.25
	7
	7.75
	6.56
	1.58

	Stanghellini
	5.25
	7
	7
	6.56
	1.92

	Kirmayer
	5
	7
	7.75
	6.28
	1.84

	Sass, Louis
	5
	6.5
	7.75
	6.39
	1.69

	Parnas
	5
	6
	8
	6.32
	2.08

	Sierra
	5
	6
	8
	6.05
	2.34


	5) Rate the following basic, advanced, and specific books according to their importance to be recommended within DP didactic training (0 = irrelevant, 10 = very important)

	Basic books
	 Q1
	Median
	Q3
	Mean
	SD

	Sims A, Oyebode F. Sims' Symptoms in the Mind 
	7
	8
	9
	8.17
	1.25

	Fish F, Hamilton M. Fish’s Clinical Psychopathology
	7
	7
	8.5
	7.68
	1.38

	Jansson L, Nordgaard J. The Psychiatric Interview for Differential Diagnosis
	5
	7
	8
	6.56
	2.22

	Scharfetter C. Allgemeine Psychopathologie [General Psychopathology]
	5
	7
	7.25
	6.44
	1.50

	* only available in Spanish
	
	
	
	
	

	* Berrios G. Hacia una nueva Epistemología de la Psiquiatríaa
	7
	8
	9
	8.24
	1.20

	* Luque R, Villagrán JM. Psicopatología Descriptiva: Nuevas Tendencias
	6
	8
	8
	7.24
	1.52

	* Vallejo J. Introducción a la Psicopatología y la Psiquiatría
	5.75
	7.5
	8
	7.00
	1.46

	* Eguiluz I, Segarra R. Introducción a la Psicopatología
	5.5
	7
	8
	6.53
	1.77

	Advanced books
	 Q1
	Median
	Q3
	Mean
	

	Berrios GE. The History of Mental Symptoms
	8
	8.5
	10
	8.72
	1.32

	Berrios GE, Porter R. A History of Clinical Psychiatry
	8
	8
	9
	8.33
	1.19

	Jaspers K. Allgemeine Psychopathologie [General Psychopathology]
	8
	8
	9
	8.06
	1.35

	Schneider K. Klinische Psychopathologie [Clinical Psychopathology]
	7
	8
	9
	8.00
	1.37

	Ey H. Études psychiatriques [Psychiatric Studies]
	7
	8
	8
	7.40
	1.24

	Minkowski E. Lived Time
	6
	7
	8
	6.65
	1.93

	Specific books
	 Q1
	Median
	Q3
	Mean
	

	Conrad K. Die beginnende Schizophrenie [Incipient Schizophrenia]
	7
	8
	8
	7.65
	1.62

	Kretschmer E. Der Sensitive Beziehungswahn [Sensitive Delusion of Reference]
	7
	7
	8
	7.29
	1.40

	Marková IS. Insight in Psychiatry
	5
	7
	8
	6.82
	1.81

	Sierra M. Depersonalization
	5
	7
	8
	6.53
	1.84

	Amador X, David AS. Insight and Psychosis
	4.25
	6
	7
	5.70
	2.36

	* only available in Spanish
	
	
	
	
	

	* Ey H. Estudios sobre los delirios
	6
	8
	8
	7.00
	1.46

	* Berrios GE, Fuentenebro de Diego F. Delirio
	6
	7
	8.25
	6.94
	1.81


	6) Rate the following general and didactic measures or methods to improve training in DP according to their importance (0 = irrelevant, 10 = very important)

	Proposed general and didactic measures to improve DP training
	 Q1
	Median
	Q3
	Mean
	SD

	Case discussions with emphasis on dialogical and DP aspects
· case discussions with peers and supervisors
· multi-disciplinary case discussions with other professionals
	8
	9
	10
	9.10
	0.89

	Adapt DP training throughout residency: introductory and advanced levels
	8
	9
	10
	8.76
	1.14

	Make DP training compulsory in psychiatry curricula and assess DP knowledge
	7.75
	9
	9.25
	8.50
	1.36

	Videos involving clinical interviews with real patients 
· videos may have been recorded by expert staff or residents themselves
· supervised discussions on dialogical and psychopathological aspects derived from viewing the videos
	8
	8
	9
	8.43
	1.16

	Readings: provide a list of must-read books and have supervised discussions
	7
	8
	10
	8.24
	1.61

	Train the trainers in both content (DP) and form (how to train residents)
	7
	8
	9
	7.95
	1.43

	Improve status and visibility of PD in psychiatry research, congresses, etc.
	7
	8
	9
	7.85
	1.27

	Assure DP knowledge/contents through theoretical lessons
	6.75
	8
	9
	7.45
	2.06

	Workshops: simulation with actors, one-way mirror experiences, role-playing...
	7
	7
	8
	7.00
	2.12

	Residents as DP teachers for students, junior residents, the department, etc.
	6
	7
	8
	6.95
	1.56


	7) Rate the following proposed measures or methods for clinical training in DP according to their importance (0 = irrelevant, 10 = very important)

	Proposed measures to improve clinical training in DP
	 Q1
	Median
	Q3
	Mean
	SD

	Direct supervision, which consists of three sequential elements:
1. Observation: live patient-resident dialogue, with the supervisor present
2. Discussion: immediate resident-supervisor discussion on the encounter
3. Feedback: the supervisor gives immediate feedback to the resident
	8.75
	10
	10
	9.20
	1.06

	Make DP training compulsory in psychiatry curricula and assess its clinical use
	8
	9
	10
	8.52
	1.36

	Longitudinal training, encourage residents to follow-up patients
	8
	8
	9
	8.43
	1.12

	Train supervisors in DP and how to supervise residents
	7
	8
	10
	8.30
	1.22

	Time to conduct comprehensive interviews and direct supervision-discussion
	7
	8
	9
	8.30
	1.53

	Observe the supervisor: the resident is present during a live patient-supervisor interview, then discusses the case with the supervisor  
	7
	8
	9.25
	8.20
	1.58

	Emphasis on ethical, values-based clinical practice 
	7
	8
	10
	7.95
	1.90

	Reinforce didactic training in DP: theoretical lessons, readings, videos, etc.
	7
	8
	9
	7.76
	1.45

	Indirect supervision: deferred resident-supervisor case discussion; the supervisor was not present during the patient-resident interaction/interview
	7
	8
	8
	7.60
	1.05


	8) Rate the following characteristics according to their importance for a supervisor in clinical training in DP (0 = irrelevant, 10 = very important)

	Characteristics for a clinical supervisor in DP
	 Q1
	Median
	Q3
	Mean
	SD

	Experience in clinical practice
	9
	10
	10
	9.33
	1.02

	Interest in DP and its training
	9
	9
	10
	9.24
	0.89

	DP knowledge
	8
	9
	10
	9.00
	1.10

	Motivating/engaging persona, keen to open debate
	8
	9
	9.25
	8.95
	0.76

	Experience in clinical training/supervision
	8
	9
	10
	8.86
	1.06

	Empathy and adaptability towards the patient's and the resident's needs, creating safe clinical and learning environments
	8
	9
	10
	8.85
	1.04

	Professionalism and high ethical standards
	8
	9
	10
	8.85
	1.18

	Provides the resident formative feedback that is meaningful (considering a particular patient-resident interaction) and focused (regarding DP)
	8
	9
	9
	8.80
	0.95

	Advanced dialogical-psychopathological assessment skills
	8
	8
	10
	8.29
	1.74


	9) Rate the following proposed measures to improve supervisors' expertise for clinical training in DP according to their importance (0 = irrelevant, 10 = very important)

	Measures to improve clinical supervisors' expertise
	 Q1
	Median
	Q3
	Mean
	SD

	Value the importance of supervisors and give them recognition / incentives
	8
	8
	9
	8.48
	1.03

	Improve training and assessment in DP for current psychiatry residents, as they will be clinical supervisors in the future
	8
	8
	9
	8.24
	1.04

	Boost an educational culture within psychiatry departments, incorporating principles of medical education and offering faculty development programs.
	8
	8
	9
	8.19
	1.17

	Include DP within continuous professional development programs for staff members of psychiatry departments
	8
	8
	9
	8.10
	1.17

	Train supervisors in how to train and organize courses /workshops to improve formative feedback, handling difficult situations with residents, etc.
	8
	8
	9
	8.10
	0.89

	Lessons or conferences by DP experts for clinical supervisors and other staff members of psychiatry departments
	7
	8
	9
	8.10
	1.26

	Workshops for supervisors to train / update them on dialogical skills, how to conduct a semi-structured interview, psychopathological assessment, etc.
	7
	8
	9
	8.05
	1.32

	Promote reading on DP among supervisors; offer them time and the possibility to participate in reading groups
	6.75
	8
	9
	7.55
	1.50

	Encourage staff psychiatrists to jointly conduct interviews with real patients from time to time, thus facilitating mutual feedback between peers on DP-related issues 
	7
	8
	8
	7.33
	1.56

	Establish accreditation requirements / courses to become a clinical supervisor
	6.75
	7.5
	8
	7.30
	1.72


	10) Rate aspects of DP that could guide the supervisor during direct supervision, which involves observing a real patient-resident interview, discussing the case with the resident, and giving feedback (0 = irrelevant, 10 = very important)

	Guiding aspects for direct supervision
	 Q1
	Median
	Q3
	Mean
	SD

	Mental state examination
Conducts an exhaustive, comprehensive mental status examination that considers the entire patient experience, without limiting the assessment to conform to standardized criteria. Pays attention to the form and content of the symptoms, as well as their objective and subjective characteristics.
	8.75
	9
	10
	8.95
	1.10

	Dialogue
Engages in a facilitating dialogue and conducts a phenomenological (semi-structured) interview; uses interview skills and shows flexibility/adaptability.
	8.75
	9
	10
	8.85
	1.35

	Empathy and understanding
Applies an empathetic approach, which involves trying to understand the subjective states of the other. It encompasses the patient's self-understanding, possible differences between the patient's and resident's understanding, and the extent to which the patient shares the resident's narrative or meaning.
	8
	9
	10
	8.85
	1.09

	Attitude / willingness
Shows appropriate attitudes towards the patient and the encounter: appearance, curiosity, naturalness, patience, respect, warmth, etc.
	8
	9
	9
	8.75
	0.97

	Knowledge-practice bridge
Uses knowledge on DP / mental symptoms as a valuable guide to eliciting aspects of the patient’s experience, not as a set of fixed pathological phenomena. May be able to suggest readings that can enrich the discussion.
	8
	8
	9.25
	8.55
	1.10

	Mental symptom formation
Considers both biological and psychosociocultural factors (both patient’s and resident’s) that may have shaped the co-construction of mental symptom(s). Pays attention to meaning and its relationship with context and situation.
	8
	8
	9
	8.39
	0.98

	Implications for decision-making
Considers DP and its implications (e.g. behavioral phenocopies) for differential diagnosis, treatment decisions, etc.
	8
	8
	9.5
	8.26
	1.56

	Written report of the encounter
Collects and integrates relevant information, which may include verbatim quotes when appropriate. The report provides a detailed and meaningful mental state description, but avoids over emphasis on technical or interpretative terms.
	8
	8
	9
	8.15
	1.27


	11) After observing a real patient-resident interview, the supervisor may ask the resident about his/her consideration of involved psychosociocultural configurators and their influence for DP assessment.  Rate the following questions according to their relevance / usefulness  (0 = irrelevant, 10 = very important)

	Useful questions for supervision: psychosociocultural configurators
	 Q1
	Median
	Q3
	Mean
	SD

	What meaning do the symptoms currently have for the patient? Have the symptoms / meaning evolved over time and, if so, how could it have happened?
	8
	9
	10
	8.58
	1.26

	What role do the patient’s psychosocial factors play in the emergence of the symptoms? Why may have the symptoms appeared at this particular time?
	8
	9
	9
	8.42
	1.35

	What repercussions do the symptoms have on the patient and his/her social environment (significant others, family, friends, work / class, etc.)?
	8
	8
	9
	8.42
	1.07

	Do you think that you know the person you have talked to? Is this patient a good self-descriptor? Would you need other information sources?
	8
	8
	9
	8.32
	1.42

	How do the patient’s psychosociocultural configurators influence the meaning or explanation that he/she gives about the symptom(s)?
	8
	8
	9
	8.21
	1.03

	What symptom mediating agent (biological or substance-related, psychosociocultural, dialogical) do you consider that predominates in this particular case?
	8
	8
	9
	8.16
	1.17

	The patient's sociocultural characteristics seem to be in disagreement with his/her current functioning, how could this be related to psychopathology?
	7
	8
	9
	8.11
	1.33

	How do your own psychosociocultural configurators (background, education, setting, expectations...) influence your understanding of this patient?
	8
	8
	9
	7.89
	1.41

	What therapeutic implications do psychosocial configurators have in this case?
	7
	8
	9
	7.68
	1.42

	What should you explore more here on psychosociocultural configurators?
	7
	8
	8
	7.58
	1.43


	12) After observing a real patient-resident interview, the supervisor may ask the resident about his/her empathetic approach towards the patient.  Rate the following questions according to their relevance / usefulness  (0 = irrelevant, 10 = very important)

	Useful questions for supervision: empathy
	 Q1
	Median
	Q3
	Mean
	SD

	How do you think the patient felt during and about the interview? How would you feel if you interacted with a clinician about that problem?
	8
	9
	9
	8.14
	1.71

	When you addressed aspect X, it gave me the impression that patient G (he/she got excited, he/she shrunk back, he/she got tense, etc.). 
Were you able to realize this? What do you think that was going on?
	8
	8
	9
	7.86
	1.46

	How did you feel during the interview? How did the patient make you feel?
	7
	8
	9
	7.81
	2.29

	Did you get along with the patient better / worse than expected? Were there sequences you found difficult and what could have made them easier?
	7
	8
	9
	7.67
	1.46

	How could biographical event B have influenced the patient? How do you think he/she felt? What consequences could it have had on his/her life? 
	7
	8
	8
	7.62
	1.28

	When asking about aspect X, the patient answered A (he/she was silent, lowered his/her gaze, answered badly, etc.) and it seemed to me that S (you were tense, you went blank, you lost the thread, you got angry, etc.). 
What happened? What may you need to work on for similar future situations?
	7
	8
	8
	7.57
	1.50

	Do you consider the patient’s experience/symptoms understandable (given his/her biography, sociocultural context, etc.)? How would you feel if you had that experience? 
	7
	8
	8
	7.52
	1.21

	How does the patient feel about his/her experiences or self? What meaning does the experience have for him/her?  
	7
	8
	8
	7.48
	1.47

	How did the patient respond to your understanding of his/her experience or symptoms? If the patient’s view and yours differ, where do you think these differences come from?
	7
	7
	8
	7.43
	1.63

	What do you think happens to the patient? How do you conceive the patient's inner subjective experience? What form do you think that experience has?
	6
	7
	8
	7.24
	1.41


	13) Rate the following aspects that a supervisor may take into account when assessing the resident’s written report about a clinical interview, according to their relevance / usefulness  (0 = irrelevant, 10 = very important)

	Useful points for supervision: written report
	 Q1
	Median
	Q3
	Mean
	SD

	Collects information obtained through a variety of sources: the patient, relatives and other informants, medical tests, other professionals, etc.
	9
	9
	10
	9.33
	0.73

	Fulfills a detailed, comprehensive mental state description that is not a mere inventory of diagnostic criteria
	9
	9
	10
	9.19
	0.81

	Diagnostic and treatment decisions are coherent with reported psychopathology
	9
	9
	10
	9.05
	0.80

	Avoids copy-and-paste culture
	8
	9
	9
	8.81
	0.93

	Raises points that need to be clarified or require further exploration
	8
	9
	9
	8.81
	0.75

	Refrains from overemphasizing technical terms and avoids theoretically overloaded interpretations; verbatim quotes are reported when appropriate
	8
	9
	9
	8.71
	0.85

	Integrates collected information and detailed mental state description into a narrative that is sensitive towards the patient’s context and given meaning
	8
	8
	9
	8.62
	0.74

	Writing style and quality; the report should be clear and reader-friendly
	8
	8
	9
	8.52
	0.75


	14) Beyond the supervisor who gives the resident verbal feedback immediately after the interview, other sources may provide additional feedback that could help the resident’s learning process in DP. Rate the following sources according to their relevance / usefulness  (0 = irrelevant, 10 = very important)

	Other possible sources of feedback
	 Q1
	Median
	Q3
	Mean
	SD

	The patient, who reflects on his/her dialogical experience with the resident, whether he / she felt understood, etc. If it is safe and feasible, try to do it after the interview
	7
	8
	8.5
	7.58
	1.22

	The supervisor, who was present live in the patient-resident encounter, gives deferred written feedback
	6.5
	8
	9
	7.42
	1.64

	Relatives or friends of the patient, who reflect on their dialogical experience with the resident. If it is safe and feasible, try to do it after the interview
	6,5
	8
	8
	7.32
	1.11

	A senior resident who was present in the patient-resident encounter
	7
	7.5
	8.25
	7.65
	1.18

	A clinical psychologist who was present in the patient-resident encounter
	6.75
	7
	8
	7.10
	2.17

	Other psychiatrists, who were not present in the patient-resident encounter, comment on the resident’s report
	6
	7
	8
	6,79
	1.58

	A mental health nurse who was present in the patient-resident encounter
	5.5
	7
	8
	6.63
	2.27

	A clinical psychologist, who was not present in the patient-resident encounter, comments on the resident’s report
	5
	5
	7
	5.68
	2.16

	A mental health nurse, who was not present in the patient-resident encounter, comments on the resident’s report
	4.75
	5
	6.25
	5.25
	2.02


