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Swmmary

Tl impertance of the doctor-patient
relationslip bas been increasingly
recognized, especially during the past
tinee decades. With tlis recoqnition has
followed the need for adequare
measurement mstriements with wiich to
study it

Tl paper veviews 8 methods that bave
been despymned to mieastre the doctor-
patient intevaction i family practice. In
addirion, to provide appropriate
backaround and perspective, two other
drosps of instrenents are described;
namely, those developed by the client-
centved therapists and those commonly
referved to as systematic interaction
analysis methods, Botl sets of
instrioments are older and bave been nsed
extensively. However, they were not
destined spectfically for the context of the
doctor-patient interaction and are shown
to be inadeguate for its measurement,

T, there is a need 1o develop new
methods to deseribe and analyze the
doctor-paticnt interaction in_family
practice. Some of the newer methods bave
denomstrated validity and reliability
and one bas even shonwn an assoctation
between the doctor-patient interaction
and patient outcomes. The work
CONTINTES,
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Introduction

The realization that the doctor-patient
relationship is of tremendous
importance is not a new one. In 1927
Sir Francis Peabody was so bold as to
declare that: “The significance of the
intimate personal relationship
between physician and patient cannot
be too strongly emphasized, for in an
extraordinarily large number of cases
both diagnosis and treatment are

| directly dependent on ir, and the

failure of the voung physician to
establish this relationship accounts
tor much of his ineffectiveness in the
care of patients™.!

Forty vears later the following

| statement appeared in an editoral in

the Lancer: “Care of the doctor-
patient relation has for oo long been
left to chance; because of its
importance to general practice it
must now be examined, defined, and
taught, for only then can it be
practiced effectively.™ Indeed, during
the past three decades much
examination, definition and tcaching
of the doctor-partient relationship has
occurred;*** and the need to
demonstrate a relationship berween

| process and outcomes has been

emphasized.”® But to do that, we
need to be able to measure the
doctor-patient interaction,

The primary purpase of this paper is
to review the methods that have been
developed specifically to measure the
doctor-patient interaction in family
practice and the reader may wish to
turn directly to that section. How-
ever, in order to provide appropriate
background and perspective, T shall
tirst briefly describe two older and
widely used groups of instruments;
namely, those developed by the client
centred therapist and those produced
by the svstematic interaction analysts.
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Genuiness, Unconditional
Positive Regard and Empathy:
The Measurement Instruments
of the Client-Centred
Therapists

These instruments consist of a
number of scales for rating the
characteristics or conditions oftered
bwv the therapist to his client and are
based on the work of Carl

anc“ﬂ 19,11,1215
LTS,

The charactenistics first described and
now referred to as the core
dimensions, were: empathy,
unconditional positive regard, and
genuiness. Measurement scales for
these dimensions were first described
by Truax in 1961."* Each scalc
consists of a number of defined
stages along a continuum. For
example, the genuiness scale includes
at its lowest level, such descriptions
as “... there is explicit evidence of a
very considerable discrepancy
between his (the therapist’s)
experiencing and his current
verbalizations:™ whereas, at the

Don’t settle for what is
measurable; go on trying to
measure what you really want
to know

highest level, “there is an openness to
experience and feeling by the
therapist of all types - both pleasant
and hurtful - without traces of
defensiveness or retreat into
professionalism... ™' As research
progressed several new dimensions
including respect, concreteness, self-
disclosure, confrontation, and
immediacy were added,'®®
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The use of these scales, particularly
those of the core dimensions has
been extensive. Most typically, the
scales have been applied to brief
samples of three minutes duration
excerpted from andio-tape recordings
of psvchotherapy. Reliabilities for the
three core dimensions (expressed as
P'earson Correlations) have ranged
from 0,42 to 0,79 for the empathy
scale, from 0,23 to 0,84 for the

In an extraordinarily large
number of cases the diagnoses
as well as the treatment are
directly dependent on the
docror-panent relationship

unconditional positive regard scale,
and from 0,20 to 0,62 for the
genuiness scale as reported by Truax
and Mitchell in a review of more than
thirty-five studies.'

At present, the measurement scales
are being used in a modified form in
human development progams.'**
These scales have not to my
knowledge been applied to any great
extent to the doctor-patient
interaction in family practice,
although Lehman used the empathy,
warmth, and genuiness scales as
outcome measures in a study called,
“Intake History and Physical
Examination and Its Association with
the Doctor-Patient Relationship™®

Bales, Roter, Stiles and Katz:
Systematic Interaction Analysis
Systematic interaction analysis, as the
term implies, refers to the use of a
system for analyzing the interaction.

| Inui et al*? have characterized a
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| system of analysis as consisting of the

following four elements:
1} an observational stratcgy,
2) a specific process of interest,

3) an exhaustive taxonomy for
Categorizing encounter cvents,
and

4) an operational approach to
measuring these events.

Four representative systems of
interaction analysis will be briefly
mentioned here.

Probably the best known and most
widely applied system of interaction
analysis to the doctor-patient
interaction is thar of Bales’
Interaction Process Analysis.®
Researchers who have applied Bales
method to chimcal interactions
include: Korsch et al,® Francis et al,*
Dravis,®™ and Stewart.*™* In this
system, the observational strategy is
left to the discretion of the
rescarcher, who may code from
transcripts, audio-tapes, or first-hand
observation. The unit of analysis is
the smallest speech segment thar can
be assigned a classification.

Empathy
Unconditional positive regard
Genuiness

Communication units are classified
according to a set of 12 murually
exclusive categories. 5ix of the
categories reflect the affective nature
of the encounter {show solidarity,
tension release, agrees, disagrees,
shows tension, antagonism ); the
other six categories document the
information exchange process of the
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interaction (gives suggestion,
opinion, orentation, asks tor
suggestion, opinion, orientation),
Reliability of this method has been
found to be high with 91,6% inter-
observer agreement for unitizing and
82,4% agreement for categorizing.®
Bales system deals best with the
relationship aspect of the encounter
in that it is sensitive to the feelings of
the doctor and patient toward each
other. However, its classification of
information transfer is inadequate for
the doctor-patient interaction and the
system as a whole does not take
CONEEXL into account.

Roter's method® for interactional
analysis is a modification of Bales’
System that was originally devised to
study patient question-asking
behaviour. Eight categorics are used
to document information transfer;
affect is measured by a global rating
scale. As with Bales® system, the
immediate context of the interaction
1s not measured and sequence 1s not
taken into account.

Stiles’ Verbal Response Mode
System®** was designed specifically
for the analysis of dyadic exchanges.
His raxonomy of verbal responses is
meant to define a mutually exclusive
and exhaustive set of eight basic
maodes, Each mode is intended to
describe the particular function that
the verbal act was meant to achieve.
The unit of analysis is the utterance,
which Stiles defines as “the
grammatical equivalent of one
psychologic-unit of experience.” This
system best describes the ways in
which information is transferred in
the encounter; affect is omitted as is
any analysis of content or conrext of
the interaction.

Katz’s system of Resource Exchange
Analysis™ defines resources as
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important goods or services (such as
information, greeting, diagnosis),
and categorizes the modes of
exchange as being either ininating or
responding. The unit of analysis 1s
the interact, which consists of the
initiation of a response by one
communicator and the response to it
by the other. This system emphasizes
the content and the social context

of the doctor-patient interaction and
has the additional advantage of a
conceptually appealing unit of
analysis. The interact potentially
allows for analysis of interaction
sequence. Problems with the resource
exchange system include difficulty in
the designation of interacts and the
fact that some interaction sequences

Assessing the consultation has
to do with the interaction
between doctor and patient -
not only each one’s behaviour
1n 1solation

do not fit casily into the resource
exchange model of initiating and
response modes. Two recent reviews
of systematic interaction analysis®***
have emphasized the need for the
development of new ways of
analyzing consultations that are
specific for the context of the
interaction. None of the
representative systems of analysis
reviewed ([ Bales’, Roter's, Stles” and
Katz’s) are ideally suited to the
doctor-patient encounter. None of
them for example, adequately
identifies a patient’s effort to raise an
issuc which may be critical for
determining the patient’s real reason
for artendance. This would be a
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particularly serious deficiency for an
instrument being used to assess the
interpersonal process in family
practice.

The Doctor-Patient
Interaction: [ts Measurement
in Family Practice

I shall now examine 8 specific
attempts to describe and analvee the
doctor-patient interaction in family
practice.

(1) Balint et al,*® noting the very
complex difficultics inherent in
attempting to rate the doctor-
patient relationship, limited
themselves to, “a very crude
assessment based on the general
practitioner’s own judgment.”
For this purpose they first used a
tive-point scale: hot war, uncasy
truce, peace, friendly
negotiations, and mutual trust.
However, even this proved to be
too complicated, and they
reduced their scales to three
points: negative, peace, and
pﬂ.ﬁ! ove,

(2) As part ofa larger study of
doctor-patient communication,
Gozzi, Morris and Korsch?
devised a method of analysis to
learn how two people in a
medical setting help and hinder
one another in expressing
themselves. Three sets of
categorics were developed. The
facilitation categories designated
staterments which one person
made that were in accord with
the preceding comments of the
ather person. The blocking
categories included statements
which were not in accord with
the preceding ones or statements
that fit one of ten specifically
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defined doctor-block categories.
Examples of doctor-block
categories were the doctor
interrupting the patient or
ignoring the patient’s comments.
The third category was for
interactions which could not be
coded as facilitations or blocks.
The rating for cach doctor-
patient interaction was calculated
from the numbers of doctor
blocks and facilitanions to yield a
percentage of blocks per visit.
This method of analysis has been
applied to a study ot 82 doctor-
patient interactions.™ Criterion
validity for the method was
supported in that those
nteractions which had scored
high in doctor-blocks, showed
proportionately more negative
affective statements by the doctor
as determined by Bales® svstem of
analvsis. No indication of
reliability testing was reported.

Byrne and Long® developed a
method for a detailed analysis of
the doctor’s behaviour in the
consultation. Their method
invalves the use of checklists,
comprised of specific behaviours,
for each of two major categorics
of doctor behaviour: doctor-
centred behaviour and patient-
centred behaviour, The docror-
centred category includes such
behaviours as asking closed
questions, dirccting, and giving
information. Patient-centred
behaviours include the use of
broad questions, reflecting, and
accepting patient ideas or
teelings. A third category,
labelled negative behaviour, is
used to classify behaviour that
rejected or denied the patient in
SOMe way.

In addition, Byrne and Long
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developed a scoring system that
identities a doctor’s basic
consultation style.* The manner
in which this method of
analvzing consultarions was
developed (involving the detailed
examination of the recordings of
over 2 500 doctor-patient
interviews) grants it considerable
validity. As far as T am aware,
there are no reports of others
using this method in their
research and no reports of
reliability testing. One drawback
to the scoring method is that it
requires a transcript of the
consultation because of the detail
required by each of the two
distinct checklists that have to be
completed.

A consultation represents just
one interaction of the many
which make up the doctor-
patient relationship

(4)

177

Bain,™* through the detailed
study of 480 audio-tape
recordings of his own
consultations, developed a
method of analysis using ten
categories (five each for
physician and patient) to classify
the verbal content of the doctor-
patient interaction. He later
increased the number of cate-
gorics to six cach.***! The
categories for classifving the
docror’s verbal behaviour are:
social exchange, faclitation,
asking questions, medical
problem resolutions (answers
regarding medical problems or
treatment), response to social
problems, and instruction, The
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(5)

(6)

categorices for patients are:
presentation of symptoms,
answering questions, response to
instruction, problem-related
expressions, questions, and social
exchange. This method does not
allow sequence to be analyzed,
nor do the categornes selected by
Bain scem to allow for an
assessment of the extent to which
a consultation is patient-centred
other than in the very general
scnse of who does the most
talking.

An interview rating scale for
general practice has been
designed and tested by Verby et
al #24* The scale consists of 17
items. Eleven of these items
could be classified as starements
of interview technique, three of
the items describe nonverbal
aspects of communication, and
the remaining three relate to
verbal content. Each item is
scored on a four point scale, The
items for this rating scale were
carefully chosen and the scale
would appear to be a valid way of
assessing patient-centred care.
However, this method of rating a
consultation does nor allow for
the examination of any particular
interaction sequence between
docror and patient, and it
requires either direct observation
or the use of video recordings to
assess the nonverbal 1rems.

Pendleton et al* has devised a

consultation rating scale based
on 7 tasks for the consulration.
These tasks are:

{1} to define the reasons for the
parients’ artendance,

{2) to consider other problems,

(3) to choose (with the patient) |
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(7)

an appropriate action for
each problem,

to achieve a shared
understanding of the
problems with the patient,

4

to involve the patient in the
management of the
problems,

—
N

(6) o use nme and resources
approprately, and

to establish or maintain a
relationship with the patient
which helps to achieve the
other rasks.

(7

Each part of cach task is rated
scparately such that there arc 14
items on the scale, each
consisting of two opposing
statements linked by a line. The
rater places a mark on the line to
show how much he agrees with
the opposing statements. For
example, the first item consists of
the statements: nature and
history of problems inadequately
defined/nature and history of
problems adequately defined.
The 14 items provide for a
comprehensive assessment of the
consultation taking into account
both the interpersonal and the
technical skills of the physician.
This seale 1s specifically intended
to provide feedback to trainees.
The theoretical base for the
instrument 1$ well ardculared. No
studies have been reported with
it to date.

Becently, the patient-centred
clinical model developed at the
University of Western Ontario,*
has been defined in operational
terms and a method devised
specifically for scoring patient
centredness.® This method
would qualifv as a system of
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interaction analvsis as defined by
Inui et al.** The observational
strategy emploved may be that of
direct observanion, audio-tape, or
audio-video recording, Tts
process of particular interest is
that of the doctor's verbal
response to what the paticnt savs,
Its taxonomy for categorizing
encounter events involves firstly,
classifyving the paticnt’s
COMMUNICALIONS a5 eXpecrations,
feelings, tears and prompts, and
secondly classifying the doctor’s
response as to whether he
acknowledges (or not) and cuts
off {or not) the patient’s
communication. In addinon, the
facilitating behaviours of the
physician are listed. All the terms
used for categornizing events are
operationally defined. The
scoring system involves assigning

Non-verbal behaviour 1s an
important part of the doctor-
patient communication

a score from 1 to 4 to each of the
five categories of physician
behaviour; namely, his responses
to cach of the four categorics of
patient COMMUNICAtons
(expectations, feelings, fears and
prompts) and his facilitating
behaviours which are listed
separately. This method would
appear to be the most specific
methad thus far developed for

measuring the concept of patient-

centredness in thar it focuses
directly on the patient’s agenda,
as defined in terms of patient
expectations, feelings and fears.
It also provides for the analysis
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of sequence to some extent, in
that the patient’s communication
1s recorded verbatim and then the
doctor’s response to that
commumcation 15 classified.

However, this method is still in
its developing stages and needs
turther work. Firstly, more
categories for classifying patient
communications would be
helpful (for example, there is no
provision for classifying a
paticnt’s thoughts abour his
illness). A second related
problem is that the expecration
category 1s defined very broadly
{it includes everything that is not
a feeling or a fear). Thirdly, a
broader range of categories of
doctor responses representing
varying degrees of patient-
centredness might allow the
INstrument greater sensitivity in
differentiating between
physicians with regard to this
factor. A fourth problem is that
of different raters recording
different patient statements so
that it is different aspects of the
same interview that are being
scored. A fifth area that needs
attention is the mechanics of the
scoring system. As it stands, each
category of patient behaviour is
given equal weight so that
different numbers of patient
offers in different categories
results in unequal weighting of
those offers. Because it is very
difficult to weigh individual
patient cues according to their
potential significance, it would
scem better, at least for the
present, to assign equal weight to
the doctors response to each of
these cues.

A modification of the method
piloted by the University of
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Western Ontano, Henbest

et al* # has attempted to solve
some of these problems and in an
initial trial, has demonstrated not
only validity and reliability but
also an association with patient
OULCOMES.

This method assessed the doctor-
patient interaction specifically in
terms of its patient-centredness
with patient-centredness defined
as care in which the doctor
responds to the patient in such a
way as to facilitate the patient’s
expression of all his or her
rcasons for coming to the
doctor, including svmptoms,
expectations, thoughts, and
feelings. A score sheet is used to
record the offers (any potentially
significant response) made by the
patient and to score the doctor’s
response(s) to cach offer ona 4
point scale as follows: (0) if the
doctor ignored the offer
altogether, (1) if closed
responses were used, (2) if open-
ended responses were given, and
(3} if the doctor specifically
facilitated the expression of the
patient’s expectations, thoughts,
or feelings. In addition to
demonstrating validity and
reliability, this method has also
shown sensitivity in that the
patient-centred scores varied
significantly among the
practitioners studied and also
varied significantly for the
responses to different categories
of patient offers; symptoms
received the most patient-centred
responses followed by thoughts
and expectations, with feelings
receiving the least patient-centred
responses. The method was also
found to be practical in thar it
was cheap, could be used ina
variety of situations, and showed
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potential for being very time
cffective as the scorce for the first
two minutes of the consultation
was highly correlated with the
patient-centred score for the
entire consultation (rg= 0,806

p = 0,001).% Perhaps most
important of all, this method has
been able to demonstrate that the
doctor’s responses to a patient do
make a difference: patient-
centredness was found to be
associated with the doctor having
ascertained the patients reasons
for coming and with resolution
of the patient’s concerns.*

IMiscussion

The measurement of the docror-
patient relationship will be discussed
in terms of three major properties:
validity, rcliability, and practicality.

Validity

Four main approaches to the study of
validity are commonly distinguished:
face validity, content validity,
concurrent or criterion validity, and
construct validity.®

It would seem that for a method for
analyzing the consultation in family
practice to have face validiry, that
three things would have to be taken
into account. First, the categories
used for classifving and scoring
behaviours should be appropriate to
the doctor-patient interaction.

| Second, the method should allow for

interaction sequence to be identified
and evaluated. In order to assess the
appropriateness of what the
practitioner says or does it is
important to know whart has
immediately gone on before. For
cxample, a statement that sounds
facilitating when taken in isolation,
may be entircly inappropriate when
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considered in conrext. Third, the
context of the interaction itself; that
is, as part of an ongoing doctor-
patient relationship, needs to be
taken into account.

The measurement instruments used
b the clicnt-centred therapists are
inadequate for assessing the family
practice consultation primarily
becausc they do not cover the full
range of family doctor behaviours or
responsibilities. The instruments
developed by the interaction analysts
also lack face and content validity in
that the categories used are not
specific for the doctor-patient
interaction and on the whole, they do
not allow for the assessment of the
doctor’s specific response to a
patient’s specific offer or complaint.

The newer methods, developed
specifically to assess the doctor-
patient interaction, appear to have
more appropriate categories for
classifying behaviours as well as
broader ranges of items assessed. The
categories used by Byrne and Long,*

| Bain,*® Verby et al,* Pendleton et

al,** and the University of Western
Ontario {UWQ),* all seem well
suited to the family pracnice
consultation and cover most of its
content. However, only the methods
described by Gozzi et al¥, and
Henbest et al +7 allow for interaction
sequence to be taken into account.
The UWO* method has
demonstrated critenion validity using
appropriate categorics of Bales’
System for comparison.*

| The method developed by Henbest et

al, in initial trials, has also
demonstrated criterion validity, both
with the UWO method and with the
Empathy Scale used by the client-
centred therapists.® In addition, it
has demonstrated construct validity
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in that patients who had experienced
interviews that were assessed as being
more patient-centred were
significantly more likely to report
that their reasons for coming had
been ascertained and that they had
felt really understood by the doctor,
than paticnts who had experienced
interviews assessed as less patent-
centred.

An important, but difficult reality to
take into account, is the fact that
most often in family practice, a
consultation represents just one
interaction of many that make up the
doctor-patient reladonship. None of
the methods described in this paper
provide a measure of the overall
relationship.

One further validity issues requires
mention, the measurement of
nonverbal as well as verbal
communications. Nonverbal
behaviour is recognized to be an
important part of communication,
but much more work is necessary in
order to develop a method to assess it
in the context of the doctor-patient
interaction. Only the method
described by Verby et al*? takes
nonverbal behaviours into account
and only to a small extent,

8152

Relialnlity

Reliability or reproducibility 1s a

measure of agreement between

repeated measurements on the same

subject*. Two aspects would seem

important here:

(1) the recording of the
consultation, and

{2} the scoring of the consultation.
Methods that require recording of

the consultadon in some way include
those deseribed by Byrne and Long,*
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Bain®®, UWO,* and Henbest et al*.
Bain provides some evidence for the
reliability of his method by showing
that two independent raters had put
the same number of units of
expression in each of five

| categores,™ but it is not clear that

the same units of expression were
placed in the same categories.
Henbest et al* found that two rarers
independently recorded over 80% of
the patient offers identified by the
other rater.* The main difference
between the raters was the extent to
which they grouped the patients
offers , especially symptoms,
together. Reliability of the scoring of

Encouraging progress has been
made towards developing
practical, valid and reliable
measurement instruments

consultations has been reported for
the method described by Verby et al*?
i Pearson Correlation Coefficients
0,87 and 0,80 for inter- and intra-
rater reliabilities respectively) UWO*
{Pearson r = 0,687; 0,835; and
0,803 for inter-rater reliabilities), and
for Henbest et al,* {Spearman Rank
Correlation Coefficients r§ = 0,91;
p=10,001; and r§ = 0.88; p=10,002
tor inter- and intra rater reliabilities
respectively).

Practicality

The main practical considerations are
the resources and time required for
measurement. The measurement of
nonverbal behaviour, for example
Verby er al,*® requires either direct
observation or video equipment. The
completion of detailed checklists such
as those compiled by Byrne and
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Long® requires transcripts. The other
methods presented can be scored
cither from direct observation or
from audio-tapes. The time required
for scoring either matches the length
of the consultation if direct
observation is uscd or may be longer
if audiotapes are used (which allows
for replay for careful scrutiny of the
interaction), Of note, the method
developed by Henbest et al,¥ in an
initial trial, showed a high positive
correlation between the patient-
centred score determined from the
first two minutes of the audiotape of
the consultation and the score
determined from the entire tape of
the consultation, The use of a two-
minute score would prove very useful
especially in large scale studies.

Conclusions

Encouraging work has been done
towards the development of a
measurement instrument suitable for
assessing the doctor-patient
interaction in family practice with
initial studies demonstrating validiry,
reliability, and practicality for some
methods.

It would seem especially important
thar the assessment of the
consultation pay attention to the
interaction between the doctor and
patient, rather than just observing the
doctor’s or patient’s behaviours in
isolation,

At present, no methods are available
for measuring the total doctor-patient
relationship, rather than single
consultations.

In 1964, Pellegrino, in an article
titled, Patent Care - Mystical Research
or Researchable Mystigue?, stated that;
“Investigators seem to have settled
for whart is measurable instcad of

SA Huisartsprakovk Mei 1991



measuring what they would really like

r ME3

to know,

The study of the doctor-patient
relationship is an important task, but
not an casy one. Let us not settle for
simply measuring the measurable.
Rather, let us continue to strive
towards developing the means for
measuring what we would really like
to know; namely, what makes for an
effective doctor-patient interaction,
one thart is satisfving for both doctor
and patient and thart leads o
improved patient outcomes?
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