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A study investigated the. relationships among the
social perception processes, person-centered communicative’ )
strategies, and the mediating factors of empathy and context-relevant
beliefs of physicians. Subjects, ‘46 first-year medical students, were
first interviewed on a series of structured tasks that assessed their
constructs for perceiving people, apd the 'person-centeredness” of
their communication in situations frequently faced by physicians.
After the interviews, the subjects completed a mail questionnaire
designed -to assess their attitudes about the medical interview and
their levels of empathic motivation. In the final phase of the study,
each subject interviewed a recently admitted patient at a university
hospital to isolate the patient's present conditién and to find out
information about his or her medical history, the medical history of
thé patient's family, current treatment,~and life style. These

. results showed that person-centered communication was consistently
related to medical students' ability to construe the dispositional
and motivational characteristics of their patients. It appeared that
when the physician's goal was to regulate, advise, or solicit
information from a patient, those with more sophisticated
interpersonal.construct systems were more likely to conceive the
patient's perspective and to use it in formulating patient-centered
communication strategies. (FL) )
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. * . SOCIAL PERCEPTION PROCESSES AND'PERSQN- .
CENTERED COMMUNICATION IN THE MEDICAL SETTING: v
RESEARCH FINDINGS AND IMPLICATIONS FOR MEDICAL i BRI
EDUCATION -

! X ' L 4 /
:Persons both inside and outside of the medical profession have ; - ;
come to realize the importance of clear, efficient and interpersdﬁally
effective commnn1cat1on between physicians and their patients (e. g., ' .
Bennett, 1976; Berger, 1977; Harlen, 1977; Ley 3 Spelman, 1967). |
Researchers have begun‘to document the impact of communication skills -
on patient compliance and satisfaction witﬂ a physicien!s medical,
advice (e.g., Korsch, Freemon § Negrete, 1971; Korsch, Gozzi & Francis,
: 1968). 0the£-researchers have emphasized the importance of communication
skills in- allev1at1ng the general percept1on that medical encounters
‘ lack "warmth and understand1ng" (e.g., Fletcher, 1980; Koos, 1955).
K Because of ‘these findings scholars such as Sanson-Fisher and Maguire
C aé;ocate communication skills as an 'integral part of the medical . .
education' (Sanson-Fishexr § Maguire, 1956, p. 523).
As part of the broad concerh with the quality‘of physician-patient
/- ' o interac;ions, reseéarchers have begun |to identify specific skills necessary
for effective physician-patient communication. Diverse skills ﬁa; be‘
reiated to three general objectives identified by communication
t;eorists to reside in any speaking siiuation:‘.a task objective (i.e.,

{
v 5'reaching a desired goal); a relational objective (i.e., negotiating

an agreed upon relationship); and idehtity objectives (i.e., seeKing C e

' a desired identity .for each interactant) (Clark & Delia, 1979). Medical

< '
communication researchers have«disqﬁvered that accomplishment of a
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, _ Physician's task obfective such as obtaining diagnoses-and seéuring
patient compliance is dependént upon the relaéionship and identity the
physician has crehted.wity his or he? patient. Specific skills such’

* . as expressing emﬁathy and cla&ifyiqg éatient cues have been found to
relate positively to accuracy of diagnoses (Mafks, Goldbe;g & Hillier;
1979). Moreover, researchers have found that Various'commﬁnication
skills affect the outcome of medical procedures. For example,
studies show that patiénts who are provided an opportunity to discuss
their feelings and concernsfand who are given infﬁrmatién and reassurance
about upcoming procedures and fheigkattendant sensations require less
medication, feel less distress and have easier ﬁbst-operative,;eégvgriesb

§Visintaine£ & Wblfef, 1975; Langer, Janis § Wolfer, 1975; Schmitt

- & Wooldridge, 1973; Janis, 1958). .

Physicians' communicative behaviors also affect the likelihoodﬂ

that patients will comply with medical advice (for examplé see the

review; of Marston, 1970; Sackett § Haynes, 1976). ‘Research suggests .

compliance is greater when physicians appear friepdly and c;fiﬁg-rather

than businesslike,” a, demeanor apparently facilitat®d by physicians’

discussing non-medical matters and experiences simiiar to those'of

patients, granting patients freedom of choice in what to discuss, giving

feedback, discussing expectations for treatment, actively involving
‘patients in the treatment process and establishiﬁg a continuing ;el;tioﬁ-
ship with patients (e.g., Chamey et al., 1967; Davis, 1966; 1968; _
1971)..* ) T, y

o In aqditibn to greager patient c&yplfQ;Ze; physicians' communicative

i
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skills have also been demonstrated to:affeég fatienf satisfaction with
meqicél care (%hompson & Anderson, 19%2). For example, Fisher (1971)
found thatlmore satisfied patients report that’ "doc:tors tell ydu eno'ugh
about your sickmess'; "thex take eﬁﬁqggripterést'in you"; and "they ‘

. 'give‘;ou a chance to tell them exactly what-xhe‘;rouble is", Sigilarly,
Korsch and her associates (1968) found.that mothers! satisfaction is
increased when their phyfiiians:éncdyrage them to discuss their corcerns.,

" In light of this research‘it seems that'piysiciaqs who lack

. effective interpersonal skills mﬁy 5e0pdfd12e the:medi;al care process.,

Several researchers have found, for example, that p;tiént dissatis-
faction with ihpersonal ﬁédicaljéa&éhis negatively réiated éo'compf;ance
with medical advice, keeping of appo1ntments use of check-ups
- Select10n of physicians, 'and even the 1ﬁst1gat10n of malpract1ce
suits (Blum, 1969; Vaccarino, 1977,-Mechan1c, 1978, ﬁare, Snyder &
Wright, 1979). Unfortunately, researchefs have fbunu that fourth . .
year medical students tend to be s1gn1f1cant1y less support1ve, less
. fac111tat1ve, less concerned about patients® emot1ona1 preblems and -
less sk111ed in history-taking than younger medical students (Helfer &
Ealy, 1?72, Scott, Donnely § Hesg, 1975). Maguire and Rutter (1976)
also f;unq'inadequate histoty-taking skills in fifty medical students:
Since interpersongl skills seem crucial to effectivé‘physician-
patient interactions; it is tﬁus not_surprisigg to see-the growing
interest in teaching interéersonally-oriented\interviewing'ékills'in
medical settings’ (e.g.,.Bi?d, 1973; Enelow & Swisher, 1972; gngel'
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ﬁfMorgane 1973; Stevenson, 1971), Effective interviewing stratééies .

includeslistening farefully to the patient, réassﬁring the pafier{te ‘Nﬁ)
AeveIOping empathy, veggally inviting/expressi;nggf the patient's
concerns, avoiding assumptioné by giﬁcussing tﬁem with the patient, \
displaying nonpossessive warmth and genuinenesé, etc, (Helfer, § Hegga'
1970; Junek, Burra ;nd Leichner, 1979; Kauss et al. 1980; Truax &
Carkhuf?, 1967). Several medical educators have reported instrqgtional
programs designed to teach these medicallinterviewing skills (e.g.ﬁ
Cassata, Monroe § Clements, 1977; Ward § Stein, 1975; Yalom, 1975). o
Aside from the development of instructional programs., there has i ;‘
been little research o; the processes underlying coﬁmunic;tion between
physicians and patients. We are concerned that éhe medical behavior oA
literature Affers very little in answer to such qusstions as: "What \
are the personality énd background qualities that are associated yith \\
the natural development of “effective’ and ineff?ctive communicative } .
styles}" The present study begins to answer th;s question. |
! A number of researcpers-have shown that the ability to communicate

in ways sensitive to the needs and feelings of listeners is partially

depend?nt up&é various social perception processes (e.g., Clark

.& Delia, 1976; Delia, Kline § Burleson, 1979). For example, resegrch

conducted within the‘constructivii% per5pectiv; has examiried the
relationships between social percéption processes and communicative
strategies (e.g., Delia, O'Keefe é O'Keefe, 1982). Within the
constructivist'perspective social perception is conceived to occur .

through a system of bi-polar dimensions called "constructs" (Delia,\

-
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1977). Comstructivism posits that.with age and social experience éﬁ)
' individual's interpersonal construct system beqpme; more differentiated,
abstract and organized (e.g., Crockett, 1965; Scarlett, Press &
Qrgckett, 19?1). 'Re;earch conducted within ;he'constructivist B .
framework has demonstrated that individuals’with relatively more
' gomplei éysteﬁﬁ of inte;personal coﬁspructs tend to erect hore org;nized,

2

- stable and psychologically centered impressions of others than °

' ' .individuals whose interpersonal éoe;Zruct systems are relatively non-

a complex.(e.g., Delia, Clark % Switz s 1975). Since it is the

+ > impression oné¢ forms of gnéther :hat serves as the basif for message

adaptation, individuals who form more differentiated.impressions ghould
produce messages Fhat ;relﬁet;e¥ tailo?ed;to a li%tener's perspective. /
This supposition has been supported across a variet§ of communication
tasks calfing upon ind;gidua{s'fo gersnade others or to deal with
others' distressed feelings ge.g.,:Clark & Delia, 1977; Deiié, glihe
& Burléson, 1979 0'Keefe § Delié, 1979). ‘

Fogsexample; Applegate (1978; 1980a; 1980b) investigated the.
interpersonal perceptions and communicative behaviors of parents, day ,

care teachers; student teachers, college students and children.

‘// From structured interviews and naturalistic observation Applegate

~

>

' {
found that those persons with more elaborated interpersonal construct

- Y

systems were more likely to use communicative strategies that. were

sensitive to listeners' specific beliefs and feelings. In separate

studies, Borden (1979) and Burleson (1979; 1981) found similar support

for the relationship between interpersonal construct system development
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; : «-and listenerysensitivity in conteéxts requiring recognition and response
Y !

. 2 : . ‘
to diverse affective-states in others. In addition to an elaborated °

; construct system, thése researéhefs.have also foundtthat the ability

to engage in person-centered communication is also related to

*

\ : motivational factors (Borden, 1979; Burleson, 198% Kline, 1981). That
is, in prder'to engage in sensitive communication, persons must
" ) not ‘only passess a ﬂ%ll developed intexrpersonal construct,Systeé

but also be motivated to adapt to the specific needs and beliefs of
5

listeners,
. The fbregoiné studies employed systems for message analysis built*
off a distinction introduced by Bernstein between "person-centered"
-and "position-centered” speech @etnste%p,lQ?l; 1974). These
researchers argued ghax.individuals who form differentiated,and ’
] individuated conFeptiongtof others tend to engage in "person-centéred"
communication, that is, communication whichjfocgses on the unique
N qualitiss of others} Person-centered speech assumes that the
uktivations, intentions and feelifigs of individuals are ﬁnique; :
consequently, autho;ity distinctions must reiy on the recognition
and elaboration of individuai differences, and behavioral norms must
be gdj;sted to the demands of,ghe barticular situation (Apglegate &
a
/ Delia, 1980, p. 253). By contrast, "position-centered” spe%ch‘
emanates from the tacitly held assumption that individuals'\ﬁdenti-

‘ties and meaning of their. behavior can be understood in terms of

:
social and institutional roles, and that both parties accept these

v
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roles, the authority d1st1nct1ons inhering in them and the behavioral \-

. »

norms operating within the role-based relationship (Applegate G

Delia, 1980, p. 254) . Consequently; position-centered communicators

.

- are'less likely than their person-centered counterparts to construe l

a:listemer's internal states and then imtegrate such information with R
v

their own’ communicative goals and the normative demands of the situation.

- The present study extends‘this analysis of individual differences

, .
. in communicative behavior to the medical setting, It should be noted

that previous work on person-centered and position-centered communi-

cation is not straight-forwardly applicable to this domain, for a .

hysician's communichﬁive work encompasses more than persuading
P Y mp in p

-
.

pat1ents or deallng with their feelings. A major purpose of the
clinlcal interview is to obtain information from patlents for diagnosis

and to dlssemlnatev;nformatlnn topatients’ regara1ng treatment.

£

Thus, among other things, the present study was designed to permit
) ’ ) .
extension of the analysis of person- and position-centered communication o

to the\informatiqﬁ gathering fUnctioﬁ of comhunicatio%. Howéver,

, the study is primarily aimed at-ahvaqqing dnderstanding of the
in;erpersonai perception processes underlying the spontaheéus
adoption of one communicative orifntation or another.

As we -have just noted, the clinical interview is an indispensable

" tool of medical practice, for it is in the interview that a physician

obtains information critical 'to diagnosis and treatment. A

)

suctessful interview, however, also requires that the physician eXpress

-

the warmth, concern.and Sensitivity necessary to create'a trusting

|
)
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. lationship wiihikhe patient. Both of these comﬁunicative goals
must be accomplished w1thin a physiczan S tlme and role’ constralnts.
These constraints may explain, at 1east partlally, medical
. ' pract1t10ners' tendenc1es.tq rely upon institutionalized modes of.
conduct with patients, The ihstitutionally‘sedigented physician-
batient relationship is one that fi;es the patient role as coSperative ”
and pessive and the doctor role as wythoritative and active. The
physician's expertise is seen to give the physician the right to
N " assume that the patient's concerns are essentially about matters
) of clinical treatient. The authority of the physician is seen to
-" "establish the right to expect patients' compliance with medical advice.
Thus tQ,take a positﬁon-centerea orientation in a physigian-patient ,
. relationship is to use role-defined attributes and power differenceg \\

I
in defitning the meaning of medical en ounters.1

' To take a person-centered oriéntatién, therefore, a physician
must conceptualize the patient and ﬁis or her own role in non-
institutionalized, iddividuated ways. The physician must perceive
the patient as having unique feelings, motivations and beliefs that
affect significaﬂtly'the character of interaction. ﬁoreover, the-
physician must.conceptualize his or her own interactional roles as
requiring variations in approach, flexibility in accomodation to
emergent circumstances, and the pursuit of interpersanal as well as

* instrumental obgectives;' Taking a person-centered orientation will

at the very least lead a physician to learn his or her patient's

needs, attitudes and feelings and use such information in diagnosis
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and treatment., Presumably, the physician's capacity to form such
. . Al /-
perceptions is facilitated by various cogqétive capacities,

including most directly the development'of cognitive bases that

¢

allow differentiation among persons' pyschological characteristics.

Thus our iisearch was directed at identifying abilities and use of
. P . N
: : £ S . .
person-centered communicative strategies in interactions with patients,
1

The following are the re&search questiéné.posed in this study:

1. Are medical students' social perception processes (i.e.’
construct: system development gnd empathic motivation)
significantly related to students' beliéfs about the
medical interview context? -
2, - Are medical students',social perceptidn processes

significantly_relatez?to their use.of person-centered

N ~ communicative strategies in medical contekxts? Are

students* beliefs about the medical interview ~

context significantly related to-their use of -
person-centered communicative strategies in medical

contexts? . /

' s . -
. ' “

/ - ' »
3,- To what extent are medical students' social perception
processes and fontext-relevant beliefs significant

predictors of person-centered communicative

e strategies in medical contexts?
. Ll . (
» ' /
’ METHOD
’ . »
Subjects ’ '

Particiﬁants in the study were fqréyasix first year medjcal
studeﬂ;s (27 males, 19 fe&éieé) enrolled in the.medic;i school of a
southexn uniQorsity. éubiects ranged in ége from 22 to 34 y;hrs
(mean age was 25). All subj;cts volunéeered to.participate in the

three-part study. However, since four subjects did not complete all

of the expefimental tasﬁs,egample sizes vary slightly across
\ ; ;

L

. , -,
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statistical analyses.- )

General Procedures

The research” involved three phases.2 Firs£ the medical students
were interviewed by three female,~traine& experimenters on a series ‘
of sfructuQed tasks that assessed the character of student's constructs '
f?r perceiving people and ;he person-centdredness of their communication.
) in situations §requently faced with patients. All of the tasks weré ’

. counterbalanced acros; the audio~taped interviews, which averaged'

thirty-five minutes in length. After the interviews subjects

’ » .

. completed a mail questionnaire, which assessed subjects' sttitudes
. about the medical interview and ﬂéir level of empathic motivation.
In éhe final phase of the regearch,eécﬁ supdent-intérviewed a -
recently admitted patient at the ﬁniQersity hqspital.\ Students
were instructed to isolate the patient's present eondition and
‘ fiﬂd out the patient's medical history, family medical history,
current treatment and fgcts about <¢he paéient's personal life-style.
;. The iﬁterViews, which were videotaped with th% agreement of the
_ ‘/ patientstyayeraged thi;ty—five‘ﬁinutes in length. Specific tasks

. and megsures relevant to the research questions are described
» ' : - ' ” .‘
///// " below. . . '

. . Tasks \ i : v

N b

- ~ Role Category Questt&ﬂnaigg. Subjects were adhinistgred

the Role Category Questionnaire,® task designed by Crockett (1965)

1

‘M/ to measure interpersonaf cons:iruct system development. In this '
task'subjects‘are asked to describe two self-selected peers, one
» .
1" l :




. 1ikéd and one dislikéd. Subjects were encouraged to st%e.every\thing‘

both liked. and disliked about each o‘ their peers.

-

_ Empathic Motivation rQuestionnge, ‘As part of the mail

questionnaire subject$ completed an abridged version of an empathy

-scale developed by Mehrabian and Epstein (1972). Subjects completed

twenty ‘items of the ongmaL t'hirty-three item scale; only twenty
items of the. scale were %ﬁmimstered in an effort to shorten the

scale. . .

Beliefs about The Medical Interview. As %art of the mail -

questionnaire subjects responded to a series of -questions concerning
their beliefs about the medical interview. The questions included:

(1) "What do you believe is the purpose of the medieel—@terview?"

[

and (2) "How w would you define the role of yourself as physician in
the medical interview?! Subjects.were encouraged R use\as much
written space as they thought was necessary to answer each question.

Commm:.cat:.on Tasks. In the oral interviews subj ects were

presented with hypothetlcal but reahstic representat.‘lons of medical

encouniters  Four hypothetical situations were dfveloped for-the
, <
study; two situatiofis had subje(;ts regulate a pa;:ient's behavior
. /and two situations had’ subJects advise a d1str%ssed patient I one
regulative s1tuation sub;ects were asked to reco;qpend a particular

diet to an overwe:.ght pat1ent with a lugh cholesterol 1eve1 The
v ?o
_ patient has 1gnQ\red prev:.ous advice to diet. In a second regulatlve

situation, sub)ects were given a situat:.on smilar to the one just

described except that th\ subJect was told the pa.t:.ent also ppssesses

1 . .
_u 3 . ] ‘ .

e
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[
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a very low self—concept (1.e., the patient has always felt :lnsecure,

.unattractive and generally unaccepted). In the advn,sory,g:.tuat:.ons,

subjects wefe asked to talk to a patient who sus}p:-/gmhat, a. family

" member has a serious dril}king problem. The pai’ i¥ worried and

ik 1
does not know what to do. Subjects were asked to. prov1de help and

i‘nfomatmn to the patient., In another. advisory situation sﬁbjects

-

were presented with 2 situation sm;.lar ‘to. the one Just descnbed

except that the subject is also told the pat:.ent feels partially

responsible and consequently guilty for the family member's dr1nk1ng

problem. Again, subjects were asked what help and information they

would provide the patient, ‘

\

Because of time constraints subjects were only presented with

two s1tuat1ons~ one randomly “selected regulative s:.tuat:.on and

one randomly selected advisory situation, Subjects were instructed
to tell the in‘terviewe'r what th.ey would specifically say in each
situation, . Subjects were vi.n".;ft:i:uct:ecl to avoid saying what they would
say or do, but rather to "say the words' just as though you were
engaged in actual conversatio:." After subjects gave their messages,
they were probed for any additional comments they would make to

v

their patients.

Subjects' responses to hypothetical communication situations
have been found to approximate responses made by the same subjects in
naturally occurring contexts (e.g., Applegete, 1978; 19805; 1986b).
The ecological \}a?id'ity of the specific situations used in this

study was further determined "in twe ways. Initially hospital staff




" of the four situations (using a 1-7 point scale with its end points |,

13

3
»

who tayght & communication skills training course fop‘medical personnel

L

found them to be realistic. Then the sifuations were prsipsted

with 22 undergraduaté students pursuing health-related majors who

<

were also enrolled at the same university, Students thought that at
= - -, - - . .’
some point in their careers they were likely to find themselves in' each

defined'as very uniikely and very likely, mean scale ratings were 5.4,

4.7, 4.7 and 4.5).

‘Medical® Interview. As part df a required first year wedical school
A v

class designed to expose students to the broader issues they will face

as physicians, subjects were required to interview an admitted patfent

at the universitj'hosnital._,AsHs1ated~beforyguallwpatienis—voiuntarfiy ST T

- at level one of the hierarchy were primarily physical attrihutes (e.g.,

¢

.. ) : s s
* was for the students to gain’ information abput the patient's present

agreed to be taped during the interviews, The purpose of the interview

condition and life-style, All interviews were video-taped in the’

patient's hospital room by trained medical-media personnel.

Measures

Const¥uct System Abstractness. Subjects' person descriptions

»

generated by the Role Category Questionnaire were content analyzed for
their relative degree of abstractness. Each non-repeated attribute
contained in the descriptiohs was coded .within a four level hierarchy

developed by ‘the second re;earcher (Kline, 1982). Attributes coded

"she's tall and blonde'); attributes coded at level .two were specific
roles, behavioré,:interests or beliefs (e.g., '""she's a student and

doesn't party"); .attributes coded at level three were general




-

"this coding.system have been found to possess ‘construct validity

14-
r3

-
’

beliefs or interests (e.g.,'"she's athletic and 11bera1"),

and attributes‘coded at level four were dispositional or motivational

R

characteristics (e.g., nshe's generous and caring"). Versions of. . ;

(6:z., Applegate, 1978; Borden, 1978; Bugleson, 1981; Delia, Clark §&

Switzer, 1974). . - ’ ' ' ;
The attyibutes contained in the éeqr descriptigas were each

scored and summed t§ form a genefal ind;x of construct system ~

abstractness.3 Scores ranged from 59 to 201 (Mn = 101;28; §.D. =

29.28). Peliability was obtained by two independent coders on twenty

. peicent of the protocols and was found to be .98 by Pearson correlation,

Empathic Motivation: -Thg abridged‘version of Mehrabian and’

Epstein's empathy scale was scored gpcording to their stated procedures
(Mehrablan and Epste1n, 1972). Summed scored ranged from 65 to
99, with a mean of 84.10 and standard deviation of 7.63.

Contextual Belieﬁs,, Subjects' responses to the two questions
conc;rning their ﬁeligﬁs about the medical interview were scored
individually. Responses concerning the role of the physician in the "~
medical interview were scored for the number of discrete
activities, intentions or attitudes attributed to the role of the-
physician in the medical interview. \QQS total number was taken as the
quantitative score for each subject; resulting scores réngéd f£rom

1 to 8 (Mn = 3.63; S.D. = 1.97). Reliability was achieved by two

independent codexs scoring twenty percent of the protocols; the *

%

#esulting Pearson correlation was .93.
f A Y
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Subjects' responses to 7ﬁe qpestion concerning the purpose,

of the medical interv1ew were ‘scored in a similar fashion. Eadh«

. response was given a quant?tative score by computing the number

!
of specific or general goqéé or 1ntentioﬂs the subject mentioned

as the purpose of the msdical 1nterv1ew. Scores ranged from 1 to &
with a mean of 2.74 and standard devxation of 1.74. Reliability\

'

of 100 percent exact agreemetn was reachéd between two independent.’

~ coders ‘scoring twenty, percent of the.protocols.-

~
. ’ 3
¢

> . .
Person-Centered Communication.. Subject ‘responses to the two

commmication situations were scored using modified verSigns of the

coding systems developed by Applegate (1978;.1980). _ Applegate used ‘o

" Basil Bernstein's theoretical work on person-centered and pogipion-"-

centered forms of speech to construct two coding hierarchies = -
(Bernstein, 1971; 1974). Our coding hierarchies.also employ
Bernstein's distinction. Each hieraréhy is composed of three major
levéls with three sublevels nested within each of the.mgjor levels..
At the first major level of dacy coding hierarchy the communicative
strategies reflect:the subsumption of tﬁe patient's individuality
within the normative expectations, roles and status diffefences
implicit in the physician-patient relationship., At the second

¥

major level the communicative strategies imply recegzition of the
indi;idual feélings, beliefs and motivations of the,%atient.
At the third major ievéi the s;zategies integrate acknowledgement and
elaboration of the patient's individual perspective with pursuit
of the institutiohally prescribed agenda in the situation. A
fescription of the coding systems, with examples, ig contained in
Table 1. v

‘ (Table 1 about here)
e scored the medical students' responses to each regulative and

advisory situation
advicory cituntion for the dominant level of response. -

17y
L

@
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_ Applegate has provided initiallvalidity for coding systems

similar to the ones presented above (Applegate, 1978). Reiiability

. was computed on twenty percent of the protocols by two independent

coders, the resulting Pearson correlations were 93 for the regulative

v

message codings and .06 £nr the advisory message codings.

= revealed ’
, Prelinminary snalyses of subJects' messages Tovealad no signifgcant
differencqs in rosponse 19vel in the tvwo regulative compunication

Y

situatlonso(t = ,27, df = 45, '2_4.01) or in the advisory situations ¥

-

( t.= 03"d‘ = 45, p'<L 10). So as to ‘in fease sample sizes-the

+
1

RS responses ‘given in the two regulative sa uations were combined to

Y

. T forn an 3’erall regulatlve commnnication index, similaf procedu:es

L4 t -~

:A’q;.b,.. v ‘s
These overall commnnication “indexes . ‘were: used as dependent measuxes

[

L in the study. -

Person-Centered Commmication - Medical Interview. Each

. subjects' medical interview was initially scored for the number of
discrete topics covered during the intepviews. These topics were
(scored chronologically so that specific or general topics, if
. returned to, would be scored as many times as they were discussed.
Bach subject was given a total nunber of topics score; resulting
scoreo ranged from 11 to 36 (Mn = 21.48; S.D. = 6.,45). Reliability
was teached by two independent coders scoring twenty percent of the
. pprotocols resulting in a Pearson correlation, \
Each topic segment of each subject's jpterview was thern scored .
using a modified version of the coding system used for the hypothetical

communication situations. Specifically, each topic segment was

scored for the dominant level of response using the informational

appeal system described in Table I. Subjects' responses on each

X RS - wers;: fblioued for’the responses glven in the two‘advisory situationSws-~"‘wé—ﬂ—-——

pe e




topic were scored, summed and divi
topics in the interview, resulting

ranged from 4.25 to 7,75 (Mn = 5.7

i e 231

A

ded by the total number of

in dominant level scoyes that

0f $.D. = 0.61). Two coders

scoring twenty percent of the protogols reached an interrater

reliability of .88, as assessed by

Summary, To sumarize, this study investigated thé relationship

earson ‘cogrelation.

{

between seven measures.. The following four measures assessed the
. . I N

medical students' .social perception processes.and context-relevant

beliefs: construct system abstractness, cnpathic motivation, \

he purpose of the medi interview

P

differentia;tion of belngs ahout t

and differentiation of beliefs about the physician's rdle in the

interview.._The remaining three mea.iures assessed the person-
. . R

centeredness of medical students’ communication with patients in

regulative contexts, interpersonal
! [ -
gaining context.

v,

Lol

contexts and an information-

~

“~

I e
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and context-relevant beliefs.,

18

RESULTS N
2 —~ . \
. The.first research question posed in this study is whether |
medical students' social percept'ion processes' are related to their
beliefs about the medical interview context. Table II presents
intez;correlatioQ of the measures of social perception processes
. (Table I1 about: here)

It should first be noted that construct system abstractness and

N . -
empathic motivation are not related (r = .12, ns).” This finding is

similar to Burleson's (1981), who has also reported no-significan
relationship between ccnstruct system abstractness and empathic .
motivation. However, inspection of Table II reveals that construct % ’

systsem aiastractness is s1gn1f1cant1y cofrelated with d1fferent1at1on

of beliefs about the physxc:.an s role in the med:.éai ;yé’xj;\ew ‘ ..
(x = 31, p <.05) and the.x‘mterv:.ex.v s purpose (r = .30, p < .01). ° ’
Empathic motivation is also moderately related to beliefs z'zbout the .
phys:".cian's.' role in the interview (r = .34, p < .01) but po't .
related to beliefs about the interview's purpose (r = .20, ns).
Thus it appears that construct system abstractness is cofisistently
related to the differentiation of beliefs about the meciical context,
whereas empathic- motivation is not. The significar;t correlations,
howeve_r, are only of moderate 1ev.els of magnitude.

The second Itesearch_'question posed on this stuc}y is whether o

medical students' social perception processes and beliefs about the

medical interview context are related to students'! communicative

\ 2 ' : , '
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abilities. TaBle III presents the correlations between measures
ph .
of social perception processes, context-relevant. beliefs and person-

centered communicatioft.

(Table III about here)

e Inspection of Table III reveals that construct system abstract-

ness is significantly related to person-centered communication in

-+ -

all three contexts investigated. Specifically construct sy"s.t,em

'

abstractmess is modgrately related to the use of person-centored
. o

. communicative str?tega.es in contexts where the goal is d’to regulate
vt . . @ -
Cna patient's behavipr;’iadviSe a distressed patient or solicit

informat:.on from a patient (rs were .43, .57 and .54 p < .01

A .
4 . i —
respect:wely)* ’hewms are simlar to those of past.

. researchers (e. g., Applegate, 1978; Delia, Kline & Burleson,

* 1979). T

) ‘;' - .* Not as strong or consistent relationships were found for

empathic motivation and measures of person-centered communication,

~

Empathic motivation was moderately related to person-centered

communication in the regulative contexts (x =.39, p < .01),

.24, p  .10).

nearly correlated in the interpersonal contexts (r

.

and not correlated in the informational context (r

.

Finally, inspection of Table II reveals that.beliefs about the

.11, ns).

purpose of the medical inteérview and of the physician's role in

the interview are both moderately related to measures of person-
‘centered cornmumcatmn (zs ranged from .21 to .44). Beliefs about

the phys1c1an's role appear to be related to person-centered
¢ ) '

»
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communication at somewhat ﬁigher and more comsistent levels

of magnitude (rs ranged from .31 to .44) than beliefs about the

_ interview's purpose’ (rs ranged from .21 to .%6);

In summary, then, it appears that both c;nstnuct system abstract-

-~ .

- ness and students! beliefs about the physician's role in the medical

'intefview are positively corre*ated_with pefsonacentered communication \
in all three contexts investigated. Empathic qotiv&tion and
students' beliefs about the medical interview's pgrposé-dppeér'also
ép be positively correlated with peré&n-éentéred cbhmunication;
L ‘ - N
although not consistently S0 aCTOSS the‘con;éxtk.inves;igatgg.\
The third research question p&ged in this study concerns the
extent to which medical students' social perception processes
and context-relevant beliefs are significant predictors of person
centered communicative strategies. A series of multiple regression
analyses was carried out to assess .the combined influence of

[

construct abstractnéss, empathy and cont?xt-relevant beliefs on
person-céntere&bcommunica?ion. The variables were entered into {
each regression analysis simultaneously, as there was no conceptual
basis for hirearchically ordering them. The resulting ﬁultiple
correlati;né were significant on level of person-centered ;ommunication

in the regulative contexts (R = .6?4 3? =,32, E_(4,35) s

4,20 p <r.01); interpersonal contexts (R = .66, 5?~f .44, g_(4’35)

= 6.86, p < .001); and in the informational interview context
(R = .60, R® .36, F (3,34) = 6.31, p<.01). However, in each

analysis the significant predictors were different. Construct '

* Y
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abstractness and empathy vere significant predictors in the use of
person-centered regulative strategies (b = .37, t = 2.21, p

< «05 and b= .35, t = 2.00 p .05, respectiv‘ely) Construct
abstractness and role differentiation were significant predictors

e

in the use of pexrson-centered advisory stra;egies (b = .60,

t = 3.9C, p<.00l and b =".32, t =" 2.12, p<.05, rgspectively)‘.'
Construc—t abstractdrxess was. the only predictor of person-centered
interviewing strategies (E = .60, t = 3.51, P_{.Oz)l). As a
predictor, construct ébstractness" uniquely expla;ined 10 percent
of the variance in level of regulative strategies (semi«partial
r= ,.31), 24 perfent of the variaﬁce in level of advisory strategies
(semi-partial r = .49) and 23 percent of the variance level of
interviewing strategies‘ (semi-partial r = .48). Empathy uniquely
explained 8 percent of the variance in level of regulative
strategies (semi-partial r =;.28) and role differentiatipn uniquely
explained 7 percent of the Variance in level of advisory strategies,
(semi-partial r = .27) . Across all three behavioral contexts the

interaction effect of the predictor variables on person-centered

communication was not significant predictor of each criterion.




DISCUSSION .

The preceding correlational and regression analyses lend support

’

to our analysis of the relationship between social perception

.
- s

. ) ;,t;processes, person-centered communication and the mediating factors
. . of empathy and context-relevant beliefs. Person-centered communi-'
~ _cation appears to be consistently related to medical students'

ability to construe the dispositional and motivational characteristics.

’ *-,:, A

of their patients. It appears that when th;:nedical'éractitioner's 5
goal s to regulate, advise or solicit information from a patient,
L 4 . .
practitioners with more sophisticated interpersonal construct
systems are more lﬁkely to bg able to'conceive the patient's
perspective and use it in formulating patienf~centered communicative
strategies. When the communicative task becomes more complex
than simply obtaining information from patients, additional proc;sses
became importznt in predicting the use of person-cenéered
strategies. Results of aur regression analyses suggesé that whenv

’ h éhe‘goal is to regulate the behavior of a non-compliant patient,
possession qf an- empathic diSposition; in addition to an,abétract
construct system, increases the likelihood of using person-centered
strategies. lhen the goal is to advise a distressed patient,
possession of a differentiated vféw of the physician's role along
with an abstract construct system increases the lieklihood of
employing person-centered gtrategies. Thu; it appeavrs that the

~

quality of medical students' interpersonal perceptions, empafhic

1S

-
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motivation and beliefs about the medical interview are differen-

> . . .
tially predictive of the level of person-centered communication in

medical students.

We believe these research’ findings have impliéations for the

.training of medical personnel., Instructional programs designed

to acquaint medical students in methods of understanding pdtient
needs medical situations and the physician's role in medical :

situations may encourage medical students to think of, and 'k

]

. perhaps use, patient-adapted conmunicative strategles. Hedical

students who are locked into' rigid percpetions of their patlents
and of their own roles may find themselves constrained within
the perceptions of their communicative alternatives, If

) .

instructional programs can alter these rigid-definitions in such '

" a way as to create a more complex understanding of medical

'situations, then patient-adapted sfrategies may be more frequently

adopted by medical students.
As we have discussed earlier, patients' satisfaction with

medical care becomes rather low when they feel they are. not

‘tredted with "warmth and genuineness." Patients may indeed

recognize physicians who are ﬂprogrammed‘to react to a broad

and' loosely defined group called "patients" rather than be

individually sensitive to the’ needs oé a specific patient on a -
specific occasion. Instructiona; programs, while increasing

a multi-dimensionafapndergtanding of patients, self and situation,’

maf also cncourage physicians to think in more precise tefmg about

their patients, their personal role and the situation in order to

to make informed communicative choices. This may result in more

3

effective and satisfying care for patients. Of course all these




& ‘e
\ o~

S

suggesfions ﬁﬁst be verifiedlin.fhture research, as our study

did not determine whether training medical students in-socﬁfl’

perception processes actually.improves their communicative

abilities, . : )
,;ﬁ, We. also recommend that futﬁre.research investigate the -

) relationship between’sécial_ﬁeréiptioﬁ processes, .person-centéred
céqmunicas}ngiand physician effectiveness. A&ter-integrating ". .
our findings with other: research on communicative effgctivensess,
one could argﬁeithat physigiags:who construe their patients

in diverge ways"and who use persoh-centered communicative
strategies may be the physicians who are more effective with patients. -
It is up to fqture,résearoh.to determine whether physicians
adopting‘a person-centered orientagiph to patients will make
decisions that are wellwinformed,.'wellwreceived, and generally
effective.

Finally, in light of the medical communication research

- earlier summarized it appear% crucial for medical e;ucators to )

become concerned not only with teaching medical students“

communication skiils but also with evaluating the 'long-term

. ,-“( »
effectiveness of these skills (Engler, et al,, 1981). Future

research must determine how medical students can be encouraged .

e

& . to continue using their(saphisticated communicative skills. Qur
research suggests ‘that instruction in social §§{ception processes

-

may indeed be a valuable and needed instructional technique.

.2y
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Developing students' potential to think in specifie&’" and .

~ap

@

#lexible ways.about the medical tasks to be accomplished and

those involved in the task may lead to more sensitive and more
o ! .

effective interactions with patients.- Itgis up to f:'uture

research to investigate the adequacy of these pedagogical -

suggestions.
® s - *\
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TABLE I~

Coding Systems® for Person-Centered Communication

A

-

1. Denial of ‘Individual Pexspectives. At this major IJveI the medical practitioner discusses the :

pat1ent ‘other involved parties,

_ the situation, or the normative‘beliafs of .the medical context

in ways that criticize or dxsregard the patient’s feelings, béliefs mot;vat1qns or ‘actions.

1.

2.

Begulat1ve Appeals

Speaker coerces the patignt
. (e.g., threats or verbal
pun1§hment, "If you.don't
begin to comply with the .

diet you're gonna die fairly

soon.")

1

‘Speaker demands the patient
,modify behavior (e.g.,

* commands - or. challenges, "I
have discussed this in the
past and I want you to work
out a solution to this
problem.").

Speaker advocates rules for
desiréd behavior (e.g.,

discusses rules relevant to:
the situation or behavior, '“The
‘only way we can change thidds

by changing your diet.").

) Interpersonal Aggeals

'unfair, "What we need to do
'now 'is to bring in.professionals

Spe of CDndemﬂB ‘the pa-
t ] feelthgs ie g.,
exp‘rcit cr1ti¢;§m or ver-,
bal punishmept, "If you
continue to.worry about it,

your health could decline
further.and you may need to
be hosp1tal1zed ".

Speaker challenges- the
légitimaty of ‘the patient's
féelings {e.q., claims that
fee11ngs are upwarranted or

»

to replace you, ‘ones that are
not,going to take it home with
them."). .

Speaker ignores the patient's
feelings (e.g., advises
patient how to feel or act, -
"If ‘your family member does
these things I just mentioned,
you should tell him to come to

see me.").
h )

P

-Informat1onal Appeals

Speaker requests or compveys
information in ways that

condemiis the patient's view-

point or actions (e.gy, critical
reqii€sts, "Don't you think you'ret
being silly to put off this.
operation?"),

T ’ R
Speaker requests or/conveys

information that challenges
the legitimacy of the patient's
viewpoint or actiops (e.g., "I-

“don't understand How you can be

afraid; this is a/simple

protedure."). , %*

Speaker disregards patient's view-
point or actiops in requesting or
conveying infgrmation that is not
elaborated ox/does not encouiage

elaboration (e.g., speaker shifts

: focus of disicussion after asking

patient abgut his concerns.)

L4

v}
di
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IX. Imglicit Recognition of Individual Perspectives. At this major level the medical practitioner implicitly displays an
understanding of the patient's feelings, beliefs, motivations and actions or those of others involved, and recognizes

the patient's reasoning ability and ‘autonomy in regulating, advising, questioning or informing the patient.

— Ré}glg;iVe Appeals
Q

- Interpersonal Appeals Informational Appeals

Speaker offers unelaborated 4,

reasons to patient for modifying
behavior (e.g., statements of
consequences,.."Peoplé with high
cholesterol .are more prone to
cardiovascular problems, so I'd
really like you to ‘think about
going on a diet.")., . -

. <

Speaker offers elaborated ~ 5,

rationale to patient for
modifying behavior (e.g.,
multiple statements of.
consequences or explanations for
why the consequences are likely,
"Exercise can improve the way
you feel about your body and

you can get to know your body
.better and it raises your energy
‘level."). \

Speaker provides non-feeling 6.

centered explanations of what
constitutes appropriate behavior.

in the specific si on (e.g.,
discusses general principles of
behavior, "But I realize and 1

hope you realize that the only
person who is gonna make this
change or this adjustment is you."),

Speaker httempts to divert the 4,

patient's attention from the
feelings present in the situation
(e.g., offers compensations, other
interpreta}ions, or methods of
repair, “Idon't think you have to
WOTTy, since we are very close
friends. I don't think it's because
of a home situation, but a lot of
outside factors.").

Speaker anticipates or minimally
acknowledges the patient's feelings,
but does not explicitly discuss

those feelings or their causes

(e.g., "How has the drinking affected
you and your work and how have you
related to your nther family members?
Have the children had any problems?
Oh, I'mg1ad.").

Speaker provides non-feel ing
centered explanations relevant to
the specific situation as the basis
for advice (e.g., discusses
generalized social knowledge, "Alco-
holism affects more people than any
other disease--a common thing--and

it makes them realize funny things.").

*

Speaker seeks or provides infor-
mation that minimally specifies

"8 context for understanding (e.g.

confirms known information or
requests details on prescribed
topics, "I'd like you to tell me’
a little bit about your visit to
the hospital; just tell me why yom:
came to this hospital and what
you've done_since you've been
here.').

Speakeér seeks or provides infor-
mation that elaborates a context
for understanding and which anti-
cipates the patient's viewpoint
(e.g., "Why don't you tell me a -
little bit about why you're here
and what brought you here....So
there’s a spot on your lung and
they don't know what it is?...Like,
and X-ray?...I see...Was that in
Kentucyy?"). '

Speaker seeks or provides non-
feeling centered explanations
relevant to the specific
situation as the basis for ‘
understanding the patient (e.g.,
"Why don't you just ask the

doctors?...Why is that?'),
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III. Explicit Recognition of Individual Perspect1ves. At this major level the medical practitioner explicitly
acknowledges and elaborates upon the patient's feelings, beliefs, motivations and actions or those of others
involved in the situation. At this level the medical pract1tioner integrates a differentiated understanding
of the patient's viewpoint and actions with an understanding of the medical situation as a basis for
regulating, advising, questioning of informing the patient.

Regulative Appeals

. Speaker uses a truncated

explanation of the view-

points involved as the

basis for modifying behavior
(e.g., "Yes, I think it's
difficult to change your eating
habits but sometimes it's very
necessary...I'd like to go over
this diet with you and tell you
why we're cutting out certa1n
things.").

. Speaker uses elaborated

explanations of the view-
points involved and/or explana-

¢tions for why the viewpoints are
a reason to modify behavior (e.g.,

"I know you've had a problem in

“the past of not being able to

stay on the diet and it's hard,
and I understand.

for yourself.").

But we have to
" think about your health and your
future and exactly what you want

7.

.Interpersonal Appeals

Speaker uses a truncated 7.
explanation of the feelings

involved as a basis for

advice (e.g., simple

reassurances, "I can see that

you're run down and are worried

about your husband.").

.,-_17‘

~

N

5\ .
Speaker uses an elaborated ‘8.
explanation of the feelings
involved as the basis for advice
(e.g., "First of all you have
to realize that alcoholics are
very good at guilt grips and that

this person does have a drinking

problems, you may feel like it's your
fault but it's really not. It's that
alcoholism is a disease that's
caused by a lot of factors. You have
not driven this person to alcoholism.').

Informational Appeals

Speaker seeks or provides a
truncated explanation of the
viewpoints invelved as the
basis for understanding the
patient's states and motiva-
tions (e.g., 'You've turned
something unfortunate into a
real growth experience.").

Speaker seeks or provides an
elaborated explanation of the
viewpoints involved as the
basis for understanding the
patient's states and motiva-
tions (e.g., '"How do you feel
about all of this?...Does

it make you anxious?...Does it
bother you? Does it hurt

_or is it just uncomfortable?

I can just imagine how it
feels.").
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Regulative Appeals

9. Speaker helps the patient 9,
gain perspective on him/
herself, involved others, ,
or the situation in order to
understand the reasons for
modifying behavior (e.g.,
"Look at yourself in the
mirror now and say, 0.K.,
- this is how I am now, but as
you start losing weight, just
look at yourself and see the
difference and start feeling
good about yourself. If you
sit here and assess all the
things that are good, and the
things that are bad, I bet the
-column of good things outweigh
the column with the bad.").

}

Interpersonal Appeals
Al

Speaker explicitly encour-

ages the patient to gain
perspective on his/her own
feelings and to relate thenm

to others involved or to the 7
broader context as the basis )
for advi&e (e.g., "I&now your're
concerned, and when You're
concerned, about somebody other
than yourself, it's almost worse
than something wrong with you
because if it's wrong with you,
you can fix it, but if it's
somebody else, your hands are
tied. I run into that problem

all  the time as a physician so what
I would suggest is that we explore
different areas.').

Speaker requests or conveys
information that helps the
patient gain perspective on .
him/herself and to rélate *
his/her viewpoint and actions

to others or to the broader
context (e.g., 'When is—your
baby due, when's the due-date?
February 24th. Other than the
problems you're having now, has
the pregnancy been uneventful?
You mention you have two other
children so I guess you're used
to the feelings....Well, if it
makes your husband feel any
better, my Dad and I did the
exact same thing this summer....
so tell your husband not to beel
bad, even entering medical
students can read temperatures
wrong.'")."

l

|
Informational Appeals

|

!




35

TABLE 11
Intercorrelations of Social Perception &}
Processes and Context-Relevant Beliefs LAY .
‘ N
N . . \
. ‘ ]
Variable -1 2 3 4 . )
A
/ ‘ | S
I. Construct’ - .
System. . ) 3 , 7
+Abstractness -- -
2. Empa&nic : . <
Motivation .12 -
. 3. Beliefs about ’ . " v n
interview . ~ :
Purpose LA40** .20 -
4. Beliefs about
v Physician's .
Role J31* .34 L 4w -

Note: Ns range from 40-46. Subscripts denote the following: *** =
P£.001; ** =p <.01; *-= P <.05. )

h
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TABLE III e
. " Correlations of Social Perception Processes and
Context-Relevant Beliefs with Measures of
Person-Centered Communication
Person-Centered Construct Syste’m Empathic Beliefs Beliefs
Communication Abstractness Motivation About Interview About Physician's
Purpose Role
1. Regulative_‘ . .
Context LAJkrx . 39** . .26*% YA
2. Interpersonal .
. Context Nyl .24% . 214 ‘ 44 ¥
3. Informational ' ) \
Context . c54% s A1 _ .26 .31%

Note: Ns range from 40-46._7 Subscripts denote the following: ##* = P < .001; **=1p <  01;
*.=p .05 #=p .10,

.
[

{.

.
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. FOOTNOTES - ¢

“lA position-cenfered orientation is similar to the models of
S
the physician-patient relationship that Szasz.amd Hollender (1975)

. ) call activity-passivity and guidance~cooperation.

2A more detailed presentation of the methods and results of this

investigation is given in Janet M. Ceropski, An investigation of the

relationship between social perception processes and person-centered

.

communication in medical students, Masters thesis, University of
ka .

North Carofina at Chapel Hill, in preparation.

31t should be noted that this measure of construct system
developmeﬁt conflates two construct system properties, the number of v
constructs with their relative degree of abstractness. Since we
wanted to employ a general measure of construct system development
and since we were not interested in examining the differential *
influence of these construct system prcperties on level of adaptive *
communicaticn, we decided to employ & summed rather than 2 mean

abstractness score as the general measure of construct system

abstractness.




