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Communication Assessment Using the Common
Ground Instrument: Psy chometric Properties

Forrest Lang, MD; Ronald McCord, MD; Leo Haxvill, PhD; DeliaS Anderson, MS

Background and Objectives: Recent guidelines from the Association of American Medical Colleges
and from the Accreditation Council for Graduate Medical Education strongly suggest that commu-
nications teaching and assessment be part of medical education at all levels. This study’s objective
wasto vali date an instr ument to assesscommunications skill s. This instr ument, Common Ground, is
linked to the core, generic communication skills emphasized by the consensus statements of Toronto
and Kalamazoo. Methods: A total of 100 medical students wererecruited from two medical schools and
tested with four-gtation, communi cations-focused objective structured clinical examinations. Usng Com-
mon Ground, trained raters performed chedklist and global rating assessments. Experts globally as-
sessed 20 representative interviews. Results: Inter-rater reliability for Common Ground was0.85 for the
overall global ratingsand0.92 for the overall checklist assessment. Generalizability coefficient was0.80
for 50 minutesof testing. Thecorrelation between theratingsof trainedratersand a panel of communica-
tion expertswas0.84. Conclusons The Common Ground assessment instrument assessescore communi-
cation skillswith sufficient reliability, validity, and generalizablity to make decisonsonmedical students

performance.

(Fam Med 2004;36(3):189-98.)

Assesament of the communicationskillsof medical stu-
dents and resdentsis now recognized as a necessary
component of medical education. The Association of
American Medical Colleges (AAMC) recently pub-
lished recommendationsthat all medical schools should
include communication ingruction, practice, and as-
sessment asa part of aclinical competencies curricu-
lum.* The National Board of Medical Examiners
(NBME) isdeveloping an objective structured clinicd
examination (OSCE) that includesassessment of com-
munication kills as part of its United States Medicd
Licensure Examination (USMLE), and the Accredita-
tion Council for Graduate Medical Education
(ACGME) directed all resdenciesto teach and assess
communications as a coreclinical skill.? Recent con-
sensus statements by internaiond experts identify a
discrete set of core communication skills® with com-
pelling evidence of their positive effect onmedical com-
munications.* If all medical schools and residencies
teach and assess communi cation skillsasrecommended,
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how should this assessment be performed when it is
linked with high-stakes outcomes, such as passing
courses, completing graduation requirements, and se-
curing medical licensure?

Thecurrent emphasis by expertsinthefield expands
the communications domain thought necessary for ef-
fectivecommunications. For example, both consensus
statements include an emphasi s on those patient-
centered skills with which family medicine research
hasbeen so closely associated. New assessment instru-
mentsare neededto evaluate communication skills, es-
pecially patient-centered skills, such as establishing
focus, activeligening, and the use of communication
to reach common ground.>”’

Attemptsto assess communication skillshave proven
challenging on a number of fronts. Some of the prob-
lemsindude a high case-to-case variation in the Kills
to be assessed and the way in which learning demon-
srates those kills.#* Such variation led one author to
date that “No universal set of communication kills
exigsthat can be assessed.”? | ndeed, anumber of sud-
ies using a variety of assessment techniques demon-
strate inadequate inter-rater agreement and poor
generalizability,>*? particularly when using faculty to
assess learners communicationskills.
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Certain assessment methodsthat have demonstrated
reliability and generalizability havebuilt their assess-
ment on a more limited domain of communication as-
sessment,?** some appearing to measure a single di-
mens on of assessment, suchasoverall satisfaction. Al-
though seveal of theeffortsto assess a wider domain
of communicationskillsin ahigh-stakesstuation have
demonstrated reasonable success, such successes are
limited by thar need to use expert faculty to peform
the assessment™ or by the unrealitic requirements for
time of observation (2.5 hours or at times much
longer).*

Toaddressthese concerns, we devel oped anew com-
muni cations assessment instrument, Common Ground,
built on the template of the Toronto and Kalamazoo
Consensus Statements. Theresearch reported here ex-
plores whether Common Ground can reliably, validly,
and efficiently (acceptable generalizability) assess
learners communication kills during peformance of
a patient-centered interview.

Methods
Case Scenarios

We began by identifying the core communication
skills specified by the Toronto and Kalamazoo Con-
sensus Statements.** We created a set of standardized
patient (SP) scenarios, each built to allow multiple as-
sessments of these core communication skills: rapport
building,® information management, agenda setting,’
activelistening,® addressing feelings,'” and negotiations
to reach common ground.®®

To limit case-gpecific variation, the casesinvolved a
variety of common office-based problemsrangingfrom
sore throat to abdominal painto cervical arthritis. To
take advantage of the meritsof both checklistsand glo-
bal assessments®® we developed an assessment in-
strument called Common Ground that both checkedthe
performance of skillsin regponseto the built-inoppor-
tunities/cluesand also developed aglobal, criteria-based
rating guide for each skill and for the interview as a
whole. For casesthat did not involve an opportunity to
developaplanincorporating shared decisionsbetween
clinicians and patients, the Common Ground assess-
ment section was left off the assessment instrument.

Qbjects

Faculty and studentsat two medical schoolspartici-
patedin testing the communi cation assessment system.
One of these schools provided students with extensive
experience with SPs in clinicd teaching and assess-
ment but provided little (limited to 2 hours of lecture
and demongration during the first-year orientation
week) communicationinstruction—the minimal inter-
viewing curriculum. The other school uses SPswork-
ing with experienced faculty as part of eight 2-hour
communication workshops during the second year.
Skillswere reinforced a the second school during the
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third year since studentsareobserved and critiquedthree
timeswheninterviewing SPsduring their family medi-
cine derkship.

Two cohortsof 25 students wererearuitedfrom each
schoal. One cohort of studentswas recruited from the
entering classes of each schodl in August 1998. A sec-
ond oohort was recruited from each school from stu-
dents about to becomejuniors. This second par of co-
horts was used to assess communication skills at the
interface between preclinical andclinical curriculaand
was tested an additional time at the end of the junior
year. Students were compensated for their time.

During each assessment period, sudents conducted
videotaped interviews with four SPs each for 10 min-
utes® Two SPscaseswere used incommon inall three
assessments.

SPsand Raters

SPtrainingoccurred prior totesting and included an
assessment of thedelivery and the timing of presenta-
tion of cluesembeddedin the cases. SPswere certified
for usewhenthey were abletodeliver 85% of the clues
accurately and on time.

Ratersfor the project were recruited and trained us-
ing aguidebook developedaspart of thisproject. Four
ratersresponded toanewspaper adfor individualswith
at least 2 yearsaf college education. Our a priori accu-
racy goal (agreement of raingswith the consensusrat-
ing of two of the authors) to begin official rating was
set at 80%. One of theratersfailedtoreachthislevel of
accuracy and did not continue. One trained rater’s
schedule changed, limiting her availability to peform
ratings. Two of theraters, a college student (rater #1)
andaretiredteacher (rater #2), performedthe majority
of study ratings.

Rating Process

The case scenarioswere randomized sothat students
from bath schools performed avaridy of case scenarios.
Raters were blind to the school and year of the sudent
in each interview. The data obtained from trained rat-
erson each videotaped interview induded percentage
scores for each of the six core kills. The percentage
scores were determined by dividing the number of
points obtained for a skill by the maximum number of
points possble. An overall examination percentage
score wasalso calculated from the unweighted percent-
age scoresof thesx skills. In addition, ratersrecorded
a global rating of each skill and of the overall inter-
view based on thecriteria-based globd rating scale.

Psychometric Assessment

A variety of methods were used to assess the psy-
chometric qualities of Common Ground. To assessin-
ternd condstency, each rater’ spercentage scoreswere
compared with their global ratings for each skill and
for the overall interview. To assess test-retest reliabil-
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ity (intra-rater), rater #1 repeatedthe scoring of 12 ran-
domly selected interviews while rater #2 repeated the
scoring of 10 randomly selected interviews with ap-
proximately 15weeks intervening. To assessinter-rater
reliability, both raters scored the same set of 10 inter-
views, Pearson correl ation coefficientswere cal cul ated
betweenthe ratingsand between the percentage scores.
Generalizability coefficientswere used to determineif
the assessments are consistent across anumber of va-
ied clinical cases. The generalizability coefficient (rho
squared) represents the reliability of an assessment
when one sudent is compared to the performance of
others while the dependability coefficient (phi) isthe
reliability of an assessment when a student’s perfor-
mance is compared to an absolute standard rather than
being compared to the performance of others.

Regarding construct validity, we compared assess-
ments of therandomly selected first-year cohort to the
assessments of the randomly selected third- or fourth-
year students with the expedation that performance
should improve with intensive ingruction. The find
validity study was the comparison of theraingsof the
sx skills and overall performance by five patient-cen-
tered communication expertswith the sameratings and
the percentage scores from the raters. The ratings and
percentage scores from the raers were compared with
the meanrating of the five experts. Agreement between
the two groups represents a measure of concurrent va-
lidity and would indicae that trained raers can pro-
videassessments smilar to experts. Thedaa from the
two groups based on the assessment of 20 interviews
was compared with Pearson correlation coefficients.

Five faculty expertsfrom across the United States,
each of whom teach in national faculty devdopment
communications courses, viewed 20 interviews seleded
by the authors. Theinterviewswere selected by purpo-
sve sampling rather than randomly selected to assure
that the interviews included the full range of perfor-
mance from those recaving the higher, thelower, and
the mid-range scores. Theexperts globally rated each
coreskill and the overall interview.

Reaults
Checkligt Versus Global Rating

Intra-rater consstency between the case percentage
scores and the global ratings showed excellent agree-
ment for eachrate. The Pearson correlation coefficients
were 0.95 and 0.91, respectively.

Intra-rater Reliability

The agreement between thetwo assessments of the
sameinterview for specificitemswasexcellent for some
of the killsbut less so for others (Table 1). For rater
#1, theoverall caseratinghadan intra-rater corrdation
of 0.63, and the overall case percentage scoreshad a
correlationof 0.69. Forrater #2, theoverall caserating
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had an intra-rater correlation of 0.87, and the overdl
case percentage scoreshad acorrelationof 0.78. Rater
#1 had higher individud skill correlations while rater
#2 had higher overall case correlations.

Inter-rater Reliability

Correlations for thevariousglobal ratings were: rap-
port building (0.49), information management (0.63),
agenda setting (0.79), activeligening (0.86), addresses
feelings(0.97), andoverall caserating (0.85). Thecor-
relations for the various checklist percentage scores
were: rapport building (0.60), information management
(0.83), agenda setting (0.69), active listening (0.86),
addresses feelings (0.95), and overall case (0.92). We
did not compute correlations for the “reaching com-
monground’ gl obal rating or percentage score because
half of theinterviewsassessed did not include thiscom-
ponent.

Generalizability

Generdizability codficients are presented for the
risngjuniorsin Table2. Similar analyses with similar
results were completed on the groups of entering stu-
dents and students at the end of the third year but are
not reported here. Whenusingall four casesinthe analy-
siswith the dependent variable of overall case percent-
age score, it wasdetermined that five caseswere needed
to achieve a generalizability coefficient of 0.80 or

Tablel

Intra-rater Reliability—Pearson Correlation
Coefficients Between Repeated Scoring
of Randomly Selected Interview for Two Raters

(n=12) (n=10)
Score—Global Rating* Rater #1 Rater #2
Rapport building -0.12 0.62
I nf ormation management 0.76 0.53
Agendasetting 0.79 0.38
Active listening 0.90 0.75
Addressesfedings 0.67 0.58
Common ground 0.07 0.23
Overall case 0.63 0.87
Score—Checklist %**
Rapport building 0.09 0.53
I nformation management 0.50 0.46
Agendasetting 0.88 0.75
Active listening 0.80 0.95
Addressesfedings 0.83 0.33
Common ground 0.67 0.60
Overall case 0.69 0.78

* Rating refersto theglobal raing of thet skill (see Appendix B for Globa
Rating Guide)

** O scoreref erstothe performanceonthe behavioral checklistasapercent
of the maximum possible score (See Appendix A for Common Ground
Checklist)
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Table?2

Generalizability Coefficients If Different Numbers of Stations/CasesAre Used—Rising Juniors

Rapport building %

G Sudy If nof

nof cases=1 cass= 2 3 4 5 6 8 10
p** 031 0.48 0.58 0.65 0.70 0.73 0.78 0.82
@* 0.27 0.43 0.53 0.60 0.65 0.69 0.75 0.79
Infor mation management %

G Sudy If nof

nof cases=1 cass= 2 3 4 5 6 8 10
p° 034 0.51 0.61 0.68 0.72 0.76 0.81 0.84
¢ 033 0.49 0.59 0.66 0.71 0.74 0.80 0.83
Agenda setting %

G Sudy If nof

nof cases=1 cass= 2 3 4 5 6 8 10
p* 023 0.37 0.47 0.55 0.60 0.64 0.71 0.75
o 022 0.36 0.46 0.53 0.59 0.63 0.70 0.74
Active listening %

G Sudy If nof

nof cases=1 cass= 2 3 4 5 6 8 10
p* 0.36 0.53 0.62 0.69 0.74 0.77 0.82 0.85
o 026 0.41 0.51 0.58 0.63 0.67 0.73 0.78
Addr esses feelings %

G Sudy If nof

nof cases=1 cass= 2 3 4 5 6 8 10
p° 027 0.42 0.52 0.59 0.64 0.68 0.74 0.78
o 024 0.38 0.48 0.55 0.61 0.65 0.71 0.76
Common ground %

G Sudy If nof

nof ceses=1 cases= 2 3 4 5 6 8 10
P> 013 0.24 0.32 0.38 0.44 0.48 0.55 0.61
¢ 013 0.24 0.32 0.38 0.43 0.48 0.55 0.61
Over all case%

G Sudy If nof

nof ceses=1 cases= 2 3 4 5 6 8 10
P> 045 0.62 0.71 0.77 0.80 0.83 0.87 0.89
@ 038 0.56 0.65 0.71 0.76 0.79 0.83 0.86

*  p? represents the reliability of an assessment when one student is compared to the performance of others.

** represents the reliability of an assessment when astudent’s performanceis compared to an absolute. Bolded figures indicae the smallest number of

casesfor which a coefficient of .80 isachieved.

greater (0.80) andthat eight caseswould provide ade-
pendability coefficient of 0.80 or greater (0.83).

Val idity

Regarding congruct validity, during the first week
of medical school, sudentsfromthe minimal interview-
ing curriculum school scored dightly higher (but sta-
tistically significant) than students at the interview-
intensve curriculum school scored. Later, in both as-
sessments of clinical year students at the interview-
intensive curriculum school, students at the inter-

view-intensve schoal outperformed sudents at entry
to either school on five of six of thecore skillsand on
the overal interview percentage scores and on all rat-
ings (Figure 1). At the minimal interviewing curricu-
lum schoal, there were no statistically significant dif-
ferences on any of the core kills or on the overall in-
terview assessment between entry-level students and
thosetested at d@ther time in ther clinical years.
Regarding concurrent vdidity, the findings are pre-
sented in Table 3. Therewas good agreement between
the expet mean rating and the rater ratings and pe-
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Figure 1

Third-year Students Communication Performance

I ntensive Communications Curriculum School Versus Minimal Communications School
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centage scores for the skills
of information management,
active listening, and ad-
dresses feelings, as well as
fortheoverall peformance.
Thecorrelations for rapport
building, agenda setting, and
reaching common ground
were not as good. The cor-
relation for the overall per-
formance between the expert
meanrating and the rater rat-
ing was 0.84 and between
the expert mean rating and
the rater percentage score
was 0.83.

Discusson
Therater-to-independent-
expert validity check of the
Common Ground instru-
ment providesevidence that
the Common Ground instru-
ment checklig and global
assessments capture impor-

Table3

Concurrent Validity—Agreement Between Trained Raters and Experts

Pearson corrdation coefficients (n=20)

Expert rapport building (RB) mean rating

Expert information management (I M)
mean raing

Expert agendasetting (AS) mean rating

Expert ective listening (AL) mean rating

Expert addresses fedings (AF) mean rating

Expert common ground (CG) mean rating

Expert overall mean rating

Traned rater RB rating

Traned raer RB %

0.55

Traned raer IM rating

0.62

Traned raer IM %

0.81 0.90
Traned raer ASrating Traned raer AS%
0.57 0.37

Traned raer AL rating

Traned raer AL %

0.84

Traned raer AFrating

0.85

Traned raer AF %

0.82

Traned rater CG raing

0.81

Traned raer CG %

0.33

Traned raer overall raing

0.62

Traned raer overdl %

0.84

0.83
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tant elementsof acompetent patient-centered interview.
In Boon and Stewart’s 1998 review of 44 assessment
ingruments, only the Maadricht History Taking and
Advise Checklist had comparable convergent validity
with global expert ratings?

Even though Common Ground assesses a more ro-
bust domain of communicaion skillsthan the Educa-
tiond Commissionfor Foreign Medical Graduatesand
NBME, the number of cases needed to assure a sable
and representative assessment with Common Ground
isless than withother ingrumentsin theliteraure®4
We attribute this efficiency in assessment to (1) the
choice of routine office cases as opposed to selecting
casesrequiring case-specific communicationsskillsand
(2) scenariodevel opment that providesmultiple oppor-
tunities to demongrate each of the core Kkills within
each case. The more opportunity tha a person hasto
demondrate Kills, or thelack of them, the more stable
the profile of performance becomes. We are confident
that when an interviewer fails to respond to multiple
gimuli in three to four interviews, skillsin that pa-
ticular areaaretruly deficient and require remediation.
There is, however, a downside to incorporating mul-
tiple opportunitiesto demonstrate each of the skillsin
each case. The multiple clues may eventually prompt
an interviewer’'s response (thus inflating the perfor-
mance assessment), whereasalonge set of interviews
with fewe clues might not gain the attention of the
same interviewer.

Thedatain thisstudy support the pramise that there
isa set of generic or core communication skills** that
have applicability to awiderange of everyday encoun-
tersand that these skills can bereliably assessed. This
study should encourage programs to use communica-
tion scenariosand assessment ingrumentsthat aretied
to exiging consensus satements and evidence-based
communications research.

Limitations

This project is limited in several ways. The
generalizahility of assessment islimited to communi-
cation skills with patients who have everyday symp-
toms or problems. It is not possible to genealize to
handling special, challenging situations like breaking
bad news, counseling with patientswith alcoholism, or
interviewing apsychotic patient. Handling such situa-
tionsisimportant and should bea part of every com-
munications curriculum but is not part of the commu-
nications Kills assessed by Common Ground.

Certain areas of skill assessment appear to need ad-
ditional work. The rapport-building correlations be-
tween raters and experts were relatively weak. We are
in the process of assessing theinfluence of verbal rap-
port-building statements (“ positive speak” on the as-
sessment instrument) and nonverbal skills
(paralinguigtics and proximics) on rater and expert as-
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sessment. | naddition, assessng Common Ground skills
needsfurther work. Weand othe researchersarein the
process of clarifying these skills and their impact on
successful interviewing.

Whilethe positiveimprovement inskill performance
after ingruction isreassuring, it isnot possible to say
how muchtrainingisrequired to approach amaximum
benefit. It ispossble tha identical results would have
occurredwith half theworkshops/practice, butit isalso
possiblethat the behavioral impact would have doubled
if twice the practice time had occurred. Morestudy is
necessary to establishtheideal amount and optimal tim-
ing of communication ingtruction.

Conclusons

The Common Ground Communi cations A ssessment
Ingtrument provides areliableand valid assessment of
patient-centered communications kills for everyday
office vidts, consgent with the expectations of the
Torontoand Kalamazoo Consensus Statements. When
paired with cases designed to provide multiple oppor-
tunitiesto demondratethese Kills, it becomesfeasble
to assess these complex skillsin high-stakes examina-
tions.
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Common Ground Checklist/Global Assessment
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Appendix B

Global Rating Guide of Core, Common Ground Interview Skills

Repport Building—Globd Criteria

5.

1

Demonstratesrapport-buil ding skillssuch that most patientswould subsequentlygo out of ther way totell friend orf amily about thisintervienverwith extreordinary
interpersond skills. Usudly indudetwo or more dements of “positive spek” and expressions of nonverbd interest that are excgptiondly warm.

4. Notebly warm and makes effective connedtion viaidentifigble dements of both verba and norveba connection
3.
2. For the most pat professiond and respectful. Absent of spedific effective eforts & repport building. Present are some comments, expressions, or nonverba

Clearly professiond, respectful, and interested but minimd or ineffective sped fic verbd or nonvebd ef forts to make amore personad connetion.

behaviors that might have anegaive reception by & lesst some patients.
Absent are positive dements of rdationship building. Presst are dearly negative comments or expressions, which would leave mod pétients with negdive
feelings ebout thre interviewer.

Agenda Setting—Globd Criteria

5.

PN WS

Explaes complete agendaat the beginning until the point thet the patient says, “Nothing dse” If severd agendaitems, prioriti zes amongst them. Explores for
additiond agendaa end.

. Explaes complete agendabut may rot summaize or prioritize or may not explaefor more agendaat end.
. Explaes for agendapati dly with & least two efforts at agenda setting. One can bea beginning and orea end.
. Asksonly ance a the beginning, eg, “Wha brings you intoday?’ or “How can | beof hdp?' or & theend, “I s there anything dse?’

Doesn't explorefor agendaat beginning but begins addressing an esteblished problem. Doesn’t return to agendaa any poirt.

Information Management—Qobd Criteria
5. Beginsintaview with open-ended question and nondirected fadlitation. Cortinues inthis mode (with occasiond dosed-ended points of darifi cation) until most/

PN WA

dl of patient’sinformation about the condition hasbeen expressed. Performs gopropriat esummary(s). A sksappropriate f ocused (d osed) questionstoward the end.
Begins with open-ended questions. Mixes open- and dosed-ended questions Uses some form of patid summary.

Uses some open-ended and dosed-ended questions from the beginning Doesn’t summaize or does so weskly.

Mostly dosed-ended questiors. No summary or inadequate summary.

Mostly dosed-ended questiors. May uselesding questions or repegts questions.

Adtive Listening to Understand the Patient’s Perspective on lliness—Gobd Criteria
5. Vay dfedtivea identifying the petient’s perspective on iliness(PP1) (i e what the patient thinks mey be gang m, the grest est concam about the problem, andthe

2.

1.

expectati ons for thevisit). The PPl is repestedly explored using adtive listening to understand the meening behind the patient’s “dues.” Once the PP is disdosed,
these dements are acknowledged, nommadized, and used as pat of aplan to address the medical diagnosis and the PAI.

. Demonstratesgenuinei nterestinthe PPl by using activel istening a leest partof thetime Doesexplore the dues initidly but notdwaysfully. Once identified, PP

will be partidly addressed with some dements of acknowledgment, namdization, and bulding aplan based onthe PRI.

. Demonstrates someinterest in the PPl through occasiond exploration of dues (efforts may not be effective). May not pck up ondues but rather asks about the

paient’sidess.

Fals to demonstrate ef etiveinterest in what the patient thinks may be goingon, his’her greatest concam about the problem, and the expectations for the visit.
(Cludess)

Adtivd y discourages or devaues the PPl .

Addressing Fedings—Gobd Criteria

5.

RN

Respondsto dl goportunities to address fed ings. When the petient expresses afeding, these are acknowledged, normalized, or legitimized and are addressed with
afollow-up, which & least explores how the pati ent would like these fedings to be addressed. Also seeks out the “potentid feelings’ when situaions with high
likdihood of fedings surfacein theinterview.

. Acknowledges feding when expressed and patidly normdizes them and atempts afollow-up plan. Does notfully address potentid feding situations.
. Acknowledges fedings but does rot use the other skills mentioned ebove

May supefidally acknowiedge one of asmadl portion of the fedings expressed. May not acknowledge any of thefedings of the case
Comments or respondsin away tha demeans, aitidzes, or devaues paients fedings.

Reaching Common Ground—Jobd Criteria

5.

Works vay df ectivdy a bridging dfferences between theintaviewer and the patient. Requires afull exploration of the PP and use of the PPl to reech comman
ground. Uses anumber of the more eff ective skillsin resching common ground, eg, full exploration of the PP, dedsion andysis, reframing, patient-centered
suggestiors, aiteriaseting, brainstorming, compromise, etc. Avoidslesseff ective methods, eg, useof authority, persond gpped, repetiti on of seriouscomplicaions
or chance of degth. Would likdy fadlitate adesirable changein behavior toward hedth.

. Demonstrates dear skills in reeching common ground. Does obtain most of the PPl and atempts to use a least some (but notadl) of itsdementsin aplan. Usesa

mix of strategies toreach the plan. Heavier useof themore ef fediveskills, eg, full exploration ofthe PRI, dedisionandysis, ref raming, patient-centered suggestions,
aiteria setting, branstorming, compromise

. While does not connect the plan with PP, uses abadanced mix of skills to reech commonground thet indudes & least one of the more eff ective strategies.
. Does not usethe petient’s issues to help toresolve the difference. Uses more of theless ef ettive strategies in trying toareate aplan, eg, use d authority, persond

goped, repdition of saious complications or risk of degth. For most patients this plan would not sgnificantly & fect the long-tem behavior in question.

. Usssless ef ective strategies dmost exdusivdy. In missing the patient’s issues and inusing authority or thregt, the patient would be urlikdy to change long-tem

behavior and would probably leave upset with theinterviener’s gpproach to problem solving

Oveall Gobd Raing Criteria

5.

PN WA

At thelevd of an expaienced dinidan who is expat in usingdl communications ills effectively. Skills demonstrated such tha apatient wouldlikdy nde such
skillsto friends and family.

Uses dl communication skills effecti vely; minor suggestions for change are noted, which are unlikely to have measurableimportance on encounter.

Uses most communication skills eff ecti vely; someinteview behaviors present tha, if modified, could leed to an even more eff ective impact on ared encounter.
Uses some communication skills effectivey and others ineff etively; catan areas of communicetion might causedinicd problems (patient dissdtisfaction.)

. Inadequate communicetion sKills; likdy to create significent dinical problems (patient dissatisf acti on)

In general, the numbers abovetrandateinto the following:5=exemplary, 4=very effective, 3=competent/adequate, 2=margind, 1=neads improvement




