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Realist Evaluation is a form of process evaluation
which aims to answer the question: what works,
for whom, in what circumstances, in what re-
spects, to what extend and why?

Thistlethwaite 2016: 11

Abstract: After focusing on the theory, didactics and practice of medical
interviewing in the preceding parts of the handbook, the following con-
tributions will deal with problems, methods and results concerning
evaluation (§ 40-43). In a first step (§ 40.1) we start with the problem of
complex learning, which has been described as a "black box" that ap-
parently does not allow direct conclusions between input and output. In
this context, a distinction must be made between certain levels of learn-
ing and evaluation, at which specific evaluation tools are to be used.
Further methodological issues of evaluation arise in the development
and use of evaluation instruments, which must take into account spe-
cific coding, rating, normativity, and fitting problems.

In a second step (§ 40.2), the methodological approach of compara-
tive conversation analyses will be described, which can take their start-
ing point initially from smaller conversation units (sequences) before
progressing to the comparison of larger conversation phases and finally
of (groups of) whole conversations (in pre-post design). In this process,
quantitative and qualitative methods of analysis can be productively in-
tegrated, for example, when the analysis of dialogue role structure is
combined with narrative analysis and "talking in a stretch" is analyzed
as a patient narrative.

In a third step (§ 40.3), the development of communicative compe-
tences is to be differentiated into learning stages in which, despite all
the individuality of learning, typical learning curves emerge for individ-
ual learners, which are to be taken into account in a correspondingly
differentiated manner in group learning. Finally, the general evaluation
problem that the testing of communicative competences is in principle
subject to the observer paradox, in which "distortions" of a "demon-
strated" conversational behavior are to be expected, will be addressed.
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40.1 Evaluation of communication competence

Despite all the progress made in the evaluation of physician-patient
communication, which is to be improved by a wide variety of training
and continuing educational measures, it is by no means possible to as-
sume that there is one gold standard which all detailed studies would
be prepared to follow.! Rather, we must continue to assume competing
standards (pl.) that refer to different theories and models of physician-
patient communication with a corresponding evaluation vocabulary that
provides more or less normative presuppositions (§ 2.6). These norma-
tive premises also come into play, more or less reflected, in coding and
rating systems in which the development of communicative competence
is to be evaluated on the observable conversational behavior of learners.
However the "results" turn out in detail, the complex learning process it-
self eludes reflexive evaluation, in which connections between input and
output can often only be vaguely assumed.

40.1.1 Complex learning processes: The "black box"

Although the normative orientation towards theories and models is re-
flected in the didactic mediation up to the conversation manuals with
anchor examples, nevertheless no uniform results can be expected on
the level of changing concrete conversation behavior. Obviously, learn-

1 Del Piccolo, Finset (2012) already complain about this deficiency in the ti-
tle of their introduction (editorial) to nonverbal communication ("Assess-
ment of nonverbal communication in clinical encounters: many methodo-
logical approaches, but no gold standard"). For overview articles, please
refer to the extensive literature cited in § 2, 3, 8, 26, of which the works of
Ley (1988), Mead, Bower (2002), Uitterhoeve et al. (2010), Dwamena et al.
(2012), Moore et al. (2013), Légare et al. (2014), Zill et al. (2014), Hauser et
al. (2015), Haskard-Zolnierek et al. (2021), Lelorain et al. (2023), Bruch et
al. (2025) are mentioned here again as examples, some of which also take
into account studies on specific broader effects (satisfaction, adherence,
health, etc.). Hillen et al. (2025) provide an overview of coding systems.
Specific methodological problems of evaluation are discussed below. The
concept of competence itself has been discussed in detail above, including
extensive references to the literature (§ 2, 3, 7).
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ers can benefit differently from education and training measures, espe-
cially since they already start at different learning levels (§ 40.3). In a
paper on this topic, Thistlethwaite (2016) first places five C-terms at the
center of her consideration of evaluation (Collaboration, Cooperation,
Communication, Contact, Competencies) and then describes the complex
learning process as a "black box" (Box 40.1) in which seemingly compa-
rable inputs can result in different outputs.

Box 40.1 The "Black Box": Questions and Problems of Evaluation

Evaluation of outcomes presupposes that there is a linear causality be-
tween input and output. However, the space between input and output
has been referred to as the "black box" [Astbury, Leeuw 2010] and it is
seldom apparent from quantitative approaches what is going on inside
that box. Why do some students develop skills in teamwork and others
not, when the intervention has been the same? How do educators ensure
that students achieve the same defined learning outcomes from clinical
programmes, which offer different experiences depending on location,
preceptor, length, timing, and access to patients? Moreover, the complex-
ity of health professional education initiatives is such that they are rarely
binary: neither "effective" or "ineffective," and students are rarely "compe-
tent" or "not competent" to perform complex tasks, even if we can de-
scribe what competence looks like.

Thistlethwaite 2016: 8

Central here is the question posed by Thistlethwaite of how it can be
'ensured' that learners 'achieve the same defined learning outcomes.' It
may not always be possible to convey and achieve all learning objectives
equally; rather, as in other learning contexts, a differentiation of learn-
ing objectives must be assumed within a process in which individual
learners begin at different levels and finish with different outcomes (§
40.3). Furthermore, evaluation must take into account varying degrees
of difficulty. For instance, while the opening of a conversation can soon
be (equally well) 'mastered' by all members of the learning group when
interacting with real or simulated patients, the learning outcomes for
empathic communication vary considerably.

Thus, in our examinations according to the OSCE procedure (§ 13,
41), we also regularly make the experience that students almost always
receive full marks (according to our Cologne Manual & Evaluation of
Medical Communication (C-M+EMC), see appendix 40.5.1 of this chap-
ter) for conversation openings and closings, while empathic communica-
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tion (§ 20) or completion of the anamnesis ("detailed exploration") (§ 21)
leaves more or less something to be desired.

In this context, it can be assumed that the input is approximately
the same not only in terms of content and didactic-methodological as-
pects (§ 13, 14), but also in terms of "personnel’, since some of our lec-
turers give up to four courses per semester. But even with this "person-
nel union", "heterogeneous" learning successes are to be expected,
which, among other things, already indicate a different starting level, for
example, in empathic communication, which is also not as easy to teach
and learn as conversation openings and closings or medical (active) lis-
tening or questioning.

Just as some learning goals are more complex, evaluation may also
prove more difficult because empathic communication (§ 20) can be op-
erationalized less stringently than, say, active listening (§ 19), which is
characterized by paraphrases or simple word repetitions that may also
be as easy to "count" as certain types of listener signals (hmm, yes) that
seem to "speak" overall for "good" listening skills. However, as we have
already seen, it is not only the "multiplicity" of listener activities that
can "count" but also the "singleness" of good interventions, such as a
key intervention in a particular conversational context (§ 20, 21).

The traditional distinction between quantitative and qualitative
methods in conversation analysis and evaluation plays a role here, and
will be discussed below (§ 40.1.3) before we return to other perspectives
on competence development in individual and differentiated learning (§
40.3).

40.1.2 Kirkpatrick’s four-level model

Although the complex problems of a black box described by This-
tlethwaite in 2016 are not easy to solve, it is possible to distinguish be-
tween different levels of learning at which specific problems in the eval-
uation of learning processes can be differentiated. An initial orientation
is provided by Kirkpatrick's general framework model (1976/1998),
which has undergone diverse further development and application in
medicine (St. Pierre et al. 2004, Yule et al. 2016, Parker et al. 2018, Al-
driwesch et al. 2022, Alsabri et al. 2022). According to Kirkpatrick's
learning and evaluation model, four levels can be distinguished (Fig.
40.1), which are already provided with specific medical learning content
and learning objectives below.
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1. Reactions of learners who may respond differently to a learning
programme (relevance, engagement, satisfaction, etc.) (self-
reports, surveys, etc.).

2. Learning achievements covering medical knowledge, attitudes
(e.g. towards patients) and skills (medical history, examination,
diagnosis, therapy, etc.) (self-assessments, tests).

3. Behaviour of learners that is directly observable as specific
communication behaviour in communication with patients and
colleagues (rating and coding systems).

4. Results that manifest themselves in the long term as outcomes,
for example in patient satisfaction, patient safety and health im-
provements (health indicators (blood pressure, HbAlc, etc.), re-
duction in complications and mortality rates, etc.).
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/ N . \ i1l
Training — Evaluation
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/ Competence \

SR —
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1 v — Ensuring understanding
1 I X
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Fig. 40.1: Framework model for the Cologne Medical Communication Training (C-MCT) (cf. § 13)

Various evaluation tools can be used at different levels of learning, and
these can also be used in combination (questionnaires, ratings, etc.).
These tools can be applied both to the learners themselves and to pa-
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tients, who can, for example, rate their satisfaction with communication
(cf. § 40.2.5). The fact that even "hard" training effects such as improved
health or risk reduction can be empirically proven has already been ex-
plained above (§ 2, 5, 8) and is taken up again in the evaluation of con-
tinuing medical education (§ 42, 43).

In the case of a learning program in student training that is based,
for example, on competence development through manuals and multi-
media as well as practical exercises in simulated conversations with
(feedback of) simulated patients (SP) (§ 41), results in terms of health
improvement can only be expected in the future when better-trained
doctors meet their real patients in professional practice.

Medical communication training in student education as part of the
Cologne Communication Curriculum (CCC) has already been described in
detail (§ 13, 14). Reference is made once again to the manuals on medi-
cal communication, which are also used as evaluation tools at the level
of simulated or real communication behaviour (§ 2, 13, 14, 17-23, 29, cf.
Appendix of this chapter 40). These are ratings of medical communica-
tion based on empirical conversations, which, like coding procedures,
have specific methodological problems that will be discussed below.

40.1.3 Specific evaluation tools

On initial controversies, in which quantitative and qualitative methods
were still discussed as strict alternatives, a mediation of methods is now
also propagated and practiced in research on doctor-patient communi-
cation (Ehlich 1982, Inui, Carter 1985, Skelton, Hobbs 1999, Roter,
Hall 2006, Heritage, Maynard 2006, Britten 2011, Salmon 2013, Koer-
fer, Albus 2018). Before we demonstrate an integration of quantitative
and qualitative approaches in the comparative conversation analyses,
we will also discuss the methodological problems common to estab-
lished evaluation instruments.

Variety of coding and rating systems

In recent decades, a number of coding or rating systems have been de-
veloped and subjected to a wide variety of developments and applica-
tions (the abbreviations of the following evaluation instruments are giv-
en here as examples: VRM, RIAS, MIPS, VR-CoDES, CASES, Calgary-
Cambridge Guide, SPIKES, NURSE, SEGUE, CoMeD-OSCE, CLECI,
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ComON Check, etc.). Many of these evaluation instruments claim gen-
eral application, while others are tailored from the outset to specific
subject areas (such as emotions, empathy, SDM) or areas of action (on-
cology) (e.g., MIPS, VR-CoDES, SPIKES, NURSE, DEEP-SDM, OPTION).
We had already dealt in detail with the NURSE categories (Pollak et al.
2007, Walczak et al. 2018), which are frequently adopted in other in-
struments as well, in the preceding section (§ 20.4) in comparison with
our Cologne Manual & Evaluation of Medical Communication (C-M+EMC)
(see Appendix 40.5.1).

Regarding the history of the development of evaluation instruments,
which began at the latest with Bales (1950) (Interaction Process Analy-
sis), as well as their systematics and problems in coding (or rating), we
can only give examples here and otherwise refer to selected literature on
evaluation research (§ 2), in which partly the specific evaluation in-
struments listed above are justified and applied, partly critical over-
views are given (e.g. Bales 1950, Mishler 1984, Stiles, Putnam 1989,
Rehbein, Mazeland 1991, Stiles 1992, Baile et al. 2000, Ford, Hall
2004, Connor et al. 2009, Del Piccolo et al. 2011, Clayman et al. 2012,
Elwyn et al. 2013, Finset et al. 2013, Laws et al. 2013, Mortsiefer et al.
2014, Bell, Kravitz 2014, Makoul, Dulmen 2016, Maatouk-Blirmann et
al. 2016, Sanders et al. 2017, Radziej et al. 2017, Denniston et al.
2017, Grayson-Sneed et al. 2017, Stortenbeker et al. 2022, Stamer et
al. 2023, Abdulzahra 2025, Hillen et al. 2025). Here, from a historical
perspective, it should only be noted that specific category systems have
long been applied to classroom instructional analysis (Bellack et al.
1966) before they were used for physician-patient communication. The
most well-known category system for medical communication, which is
an adaptation of Bales (1950), is probably RIAS (Roter Interaction Analy-
sis System) (Roter 1977, Roter, Larson 2002), on which the author al-
ready reported in 2011 that "over 150 communication studies" (Roter
2011: 717) had been conducted worldwide on this category system.

The reduction problem of categorical evaluation instruments

Compared to rating systems, coding systems are considered to be more
resource-rich and less practicable, especially since their methodological
problems often start with the transcription of conversations and the
formation of units. However, these methodological steps are supposed
to be "simplified", as it were, with a kind of online coding, which Roter
(1989) suggested early on for the RIAS method (see below). However, the
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further methodological problems of category formation apply equally to
coding and rating systems, which practically manifest themselves in the
categorical rating or coding work, for which intensive training must pre-
cede not by chance (if only because of the reliability problem). For all
their differences, both procedures have methodological problems in cat-
egory formation and application in common, which must be subjected
to critical reflection.? In this methodological reflection of evaluation in-
struments, not only their normative premises but also the reductions
that accompany the classification work have to be revealed. The theoret-
ical and practical problems in classification work can only be exempli-
fied here and taken up again later (§ 40.2) when the subject and meth-
ods of a comparative approach to evaluation are discussed.

The meaning and purpose of doctor-patient conversations remains
underexposed, especially when the method of choice is reduced to cer-
tain frequency analyses according to formal categories that inadequate-
ly capture the essential actions and themes, motives and intentions of
the actors. In an analogy to common category systems, Inui, Carter
(1985/2013) countered the reductionist character by drawing a compar-
ison with a "Hamlet" description (Box 40.2), in which the play is cap-
tured exclusively on the basis of formal categories that would miss the
meaning and purpose of the drama.

Box 40.2 The "Hamlet" Drama as a mere description in numbers

To date, the most commonly applied analytic strategy has been to devel-
op communicator profiles based on frequencies of behaviors of various
types. This approach is analogous to describing "Hamlet" as a play with
21 principal characters, ghost, a group of players, and various numbers
of lords, ladies, officers, soldiers, sailors, messengers, and attendants -
one of whom is already dead, one of whom dies by drowning, one by poi-
soned drink, two by poisoned sword, and one by sword and drink!

Inui, Carter 2013: 116

2 The problem of classification affects not only coding systems but also rat-
ing systems, albeit in a "milder" form, because here individual utterances
do not have to be subsumed and "counted" with the formation of units, but
oversummative impressions are created, which lead to overall assessments
(on scales) via intermediate balances (§ 18-23), as in our Cologne Manual &
Evaluation of Medical Communication (C-M+EMC). The differences between
coding and rating procedures are often presented as more or less serious
(Stiles, Putnam 1989, Stiles 1992, Grayson-Sneed et al. 2017).
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Just as one could not do justice to a Hamlet review in this interpreta-
tion-poor way if only the actors were listed according to their rank and
gender as well as their modes of death, so meager would remain in doc-
tor-patient communication a pure frequency analysis according to for-
mal categories, which could only insufficiently capture which topics and
interests, emotions and motives, decisions and intentions the interlocu-
tors pursue or also avert.

Just as in Shakespeare's drama the changing perspectives of the ac-
tors in the dialogue across scenes and acts are to be reconstructed as
dramatic developments of conflicts, the conversational sequences and
developmental phases in doctor-patient conversations must also be
analyzed, which are determined by misunderstandings and understand-
ings, acts of conflict and consensus, but also by the emotions and the
atmosphere between the interlocutors. Although quantifying analyses
like to "abstain" from more interpretative terms (asymmetry, manipula-
tion, control, dominance, power, etc.) when forming categories, these of-
ten come into play indirectly when interpreting what was previously
counted out in an apparently "value-neutral" way.

Problems of reflexive coding

Already at the level of frequency analysis, normative premises enter,
which are not always disclosed, but tacitly transported (Koerfer et al.
1994, 1996, 2008). Whoever "counts out" something assumes positive
or negative numerical ratios, which, moreover, are to be changed into a
preferred tendency by appropriate interventions (training and further
training measures). The normative objectives that are tracked in the fre-
quency analyses roughly follow the pattern:

e The less of X, the better
e The more of X, the worse
e The more of Z, the better, etc.

For example, listener signals or word repetitions (as active listening) (§
19) are counted, and their increase is evaluated positively, whereas, for
example, the use of certain questions of a certain type (e.g., suggestive
information questions) (§ 21.2) should decrease or, preferably, should
not be used at all. Such objectives were already pursued with the early
intervention studies, which were initially limited to a few categories (Ev-
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ans et al. 1987, Putnam et al. 1988, Branch et al. 1991, Koerfer et al.
1994). For example, Putnam et al.'s (1988) intervention program to
change physicians' conversational behavior was intended to lead to the
following exemplary effects:

e Decrease in truncators
e Increase in acknowledgements
e Decrease in physician questions

Although the expectations (due to lack of significance) could hardly be
fulfilled anyway, the problem of category formation and coding remains.
Putnam et al. (1988), for example, make a problematic distinction be-
tween so-called truncators versus acknowledgements on the basis of a
two-part list of examples of forms whose communication-curbing func-
tion, as in the case of "okay" or "right" as well as the communication-
promoting function of "hm" or "yeah" are apparently assumed without
reservations. As can be shown by conversational analyses in context,
these forms can also perform functions other than those assumed in
each case, so that there is an overgeneralization of a possible function
of forms here (Koerfer et al. 1994). The situation is similar with physi-
cian questions, which are supposed to decrease overall. Here, the prob-
lem of unit formation often arises, as in some of the following example
utterances (Koerfer et al. 1994), some of which we had already analyzed
here in detail in the context beforehand:

e yes, this is no fun

e well, but the work seems to really get to you, no

e yes, so that you also always have the feeling that you are actually
selling yourself short, no

e that means you are in quite a fix

e not an easy life

e yes, this miscarriage has been very hard on you

e thatis, you have what is called stress

To illustrate the problem, we have omitted here the punctuation at the
end of the example utterances, which would have to be taken into ac-
count in the coding. It would have to be decided whether a question
mark would have to be placed before the utterance in question would be
coded as a question (of which type) (§ 21). Also, it would have to be de-
cided during coding whether only the attached tag-question ('right",
"no") makes the respective preceding utterance a question (of which
type) (or not) or whether it is to be "counted" as an independent unit, so

Part VI: Evaluation - 11


http://www.verlag-gespraechsforschung.de/

Armin Koerfer, Christian Albus

that the preceding utterance unit is assigned to a completely different
category (than the question category), etc.

Such decisions often require analytical reflection in the coding work
to an extent that can hardly be achieved ad hoc even by a coder (howev-
er trained). However, as was also formulated early on for the established
RIAS procedure (Box 40.3), coders should be able to make their coding
decisions "online," as it were.

Box 40.3 Coded directly from audiotapes

In this system of coding, first of all, identification and classification of
verbal events are coded directly from audiotapes, making transcription
unnecessary. The unit of analysis remains quite similar to Bales', but
now coders unitize speech as they listen to the audiotape.

Roter, Hall 1989: 165

Spontaneous coding may be tempting because it is economical, espe-
cially if it can be used computer-based. However, this creates further
problems, which are introduced precisely by the lack of reflexivity.
While coders are also supposed to be guided by "tonal qualities" of ut-
terances, which may also contain "affective cues," intonation alone
could pose interpretive difficulties. How difficult coders can find them-
selves in their work becomes clear if, for example, one uses the method
of thinking aloud and listens to them while they are coding (Rehbein,
Mazeland 1991). Then the coding problems come to light openly, which
otherwise tend to be concealed. When coding spontaneously along a
tape-recorded conversation, doubts have to be "suppressed" in a matter
of seconds, not to mention the problem of determining in all haste also
the units which are finally to be assigned to the individual, discrete cat-
egories in the coding process.3

3 At this point, attention should be drawn to the fundamental problem of
multiple coding in classification systems, which was already pointed out by
Stiles and Putnam (1989) with reference to Bales (1950). Accordingly, in
his own category system (Verbal Response Mode = VRM), Stiles has made
complex codings according to form and intent and illustrated them many
times: "For example, 'would you roll up your sleeve?' is coded QA, which is
read as 'Question in service of Advisement', that is, Question form (invert-
ed subject-verb order) but Advisement intent (guiding the other's behav-
ior)" (Stiles 1992: 17). On its own terms, this differentiation is intended to
accommodate the common distinctions between form and function in
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When dealing with doubts, meta-rules for coding can be followed,
which may also be applied "tacitly". If in case of doubt between a cate-
gory A and B, coding should always be done in favor of A, this preferred
coding behavior may perhaps have a "favorable" effect on intra- or inter-
reliability. If one applies this procedure unreflectively as an example to
the problems of coding questions, the number of questions could devel-
op in an extreme direction, if necessary, depending on the meta-rule.
From the result it could come to a "doubling" or "halving" of the number
of questions, depending on preference, if one is supposed to "decide"
"without doubt" and "automatically" in a certain predisposed direction
on the basis of a formal meta-rule. Thus, a spontaneous coder could
soon learn to "overhear" questions where they were obviously meant as
such in the context by the physician and understood as such by the pa-
tient as listener and answered accordingly, etc.

Interested coders are referred back to the explanations on the typolo-
gy of questioning and interpreting (§ 21) and invited to make the acid
test of coding (for example on RIAS or VRM) on the many preceding ex-
amples from an extensive corpus of conversations: Here, already the
(respective) transcriber had often enough also made it difficult enough
to make decisions in punctuation alone, with which in reflection a bal-
ance had to be found, which for the suspension of doubts should not
succumb to the mere alternatives of preferences between the extremes
of a deflation and inflation of "question marks". Experts will find enough
"disputed" cases in which, for example, the role of tag-questions (right,
no, isn’t it, etc.) was unsatisfactorily taken into account, which, under
the claim of a "classification" in coding, would naturally "weigh" differ-
ently, if one were to "count" either this way or just differently.

The problems of quantification on the basis of a classification system
are by no means limited to medical questions or tag-questions. Attention
had already been drawn to corresponding coding and evaluation prob-
lems with the simple NURSE scheme (§ 20.4) under the aspect of indi-
rect versus direct verbalizations of patients, when the deficits and their
compensation in empathic communication were discussed.

speech act theory or conversation analysis (§ 7.3). In this sense, some of
the preceding (interrogative) examples would be codable as "QR" (reflection)
or "QI" (interpretation).
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40.1.4 The normativity problem: Gold standards

Although the gold standard of "good" doctor-patient communication has
yet to be spelled out in detail, there is a basic consensus on the mean-
ing, purpose and effectiveness of intervention measures to promote
communicative competence. Numerous quantitative and qualitative
evaluation studies as well as meta-studies have demonstrated the
teachability and learnability of "good" doctor-patient communication and
the effectiveness of corresponding interventions in medical education
and training.* Despite the diversity of approaches, such studies initially
share the common problem of normativity, which they address at differ-
ent levels of reflection.

The normative foundations of evaluation

In all of these evaluation studies, a normative model of "good" doctor-
patient communication is more or less explicitly assumed, as was made
clear in advance by our contrast-typological comparison of different
types of conversation, relationship building, and medical care (§ 2, 3, 6,
17-23). Although occasionally explicitly denied, studies of doctor-patient
communication, even when claiming a purely descriptive approach or
avoiding the distinctive name "evaluation," cannot escape the methodo-
logical problem of normativity (§ 2) (Koerfer et al. 1994, 1996, 2010,
Koerfer, Albus 2018). Already the assumed connection of the "good"
doctor and "good" conversation (§ 6) points to the evaluative basic vo-
cabulary (§ 2.5), which is often only implicitly expressed.

Although in basic research approaches (e.g. Mishler 1984) the em-
pirical analyses are guided by theories of ideal doctor-patient communi-
cation, often less "theory-loaded" terms are used, sometimes even spe-
cifically claiming "value-neutral" descriptions or at least relatively "eval-
uation-free" analyses (Koerfer et al. 1994). If the evaluative premises are
not explicitly disclosed from the outset, as in theory-guided works, they

4 We refer again to the exemplary literature on evaluation research (§ 2) and
to systematic reviews by, for example, Dwamena et al. 2012, Légaré et al.
2014, as well as the specific reviews by Comert et al. (2016) on rating pro-
cedures for student OSCE and Radziej et al. (2017) on the development and
justification of their new approach (ComOn Check) in comparison to other
approaches.
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can nevertheless be inferred from the context in which specific detailed
observations are communicated and more or less critically commented
upon, not by chance.

In the following collection of prototypical but fictitious examples, the
evaluative premises in the bracket expressions "[...]" are made visible in
terms of surface structure, so to speak (Box 40.4). In this context, the
statements of type (I)-(IV) refer to the empiricism of real conversations,
which, moreover, are subjected to a quantitative comparison as under
type (I), whereas the statements of type (V)-(VI) might rather have been
taken from a didactically oriented conversation manual (§ 18-23).

Box 40.4  Evaluative premises of conversation analysis

()  This patient in this conversation has a speech percentage of [only]
35 percent, that patient in that conversation [nevertheless] of 55
percent [which is considerably better, because ...].

(I) In this doctor-patient conversation, this patient presents his or her
concerns in the form of a free description of the complaint, (a) right
at the beginning of the conversation, (b) in his or her own words,
and (c) coherently [and this is good in each case because ...].

(III) The physician asks [too] many closed questions, especially sugges-
tive questions [which prevents the patient from freely describing his
or her complaints] [and this is bad because ...].

(IV) The physician allows the patient's subjective theory of illness to de-
velop fully [and this is good because ...] by expressing interest in it
through situationally appropriate listening signals and comprehen-
sion questions.

(V) Avoid interruptions [because they cut off the patient's narrative
flow] [and that's bad because ...]|.

(VI) Maintain a non-directive conversational style by asking open-ended
questions as much as possible and avoiding leading questions [be-
cause otherwise ...] [and that would be bad because ...].

Koerfer 1994: 56

In these statement types, certain target states of conversations are for-
mulated explicitly to a certain degree, while higher-ranking statements
remain implicit in each case. Thus, all statements in the bracketed
omissions contain further normative premises at a different depth struc-
ture in each case. While first-order premises are made explicit in the
(filled) bracketed statements, higher-order basic theoretical statements
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would still have to be revealed in the omissions of the dependent be-
cause sentences, so that the architecture of a theory of the good doctor-
patient conversation can gradually emerge.

Only in this way can a learning goal taxonomy be developed and jus-
tified (§ 2, § 3), in which conversational maxims on the observation level
of concrete conversational behavior (§ 18-23) can be derived from higher-
ranking objectives of a biopsychosocial and dialogical medicine (§ 4, 7)
or a biographical-narrative anamnesis survey (§ 9, 19). In this context,
the possible alternatives, which are presented at the level of conversa-
tional maxims, for example, as commandments or prohibitions (§ 3),
should be made explicit not only in didactics but also in evaluation.

Model alternatives

The alternatives in medical interviewing can be formulated in reverse
conclusions, as it were, if the connections between models of (1) medical
interviewing, (2) relationship management, and (3) medical care are ex-
plicitly established and justified. Since these interrelationships were re-
peatedly pointed out in the course of the Handbook and discussed in
empirical contexts by way of example, the alternatives are to be
summed up here in an extreme typological comparison, in which the es-
sential differences are once again contrasted in short theses and antith-
eses, some of which are formulated in a pointedly polemical manner.

e Whoever as a physician wishes to adhere to an authoritarian-
paternalistic form of relationship (§ 10, 24) and a purely biomedical
approach to care (§ 2, 4), no longer has to "mess around" with his
traditional way of conducting the conversation in the sense of
Balint's "usual anamnesis" (§ 9, 17), but can "leave everything as it
is". His way of conducting the conversation, which is essentially in-
terrogative, in which the patient is questioned as in an "interroga-
tion" and may be "interrupted" at will in the interest of a speedy an-
amnesis (§ 19), "fits" his way of shaping the relationship and medical
patient care.

e In contrast, a biopsychosocial approach to care (§ 4) requires a dif-
ferent way of shaping the relationship and conducting the conversa-
tion in the sense of dialogic medicine (§ 7), if only because other,
namely biotic, psychological and social issues are to be "brought up"
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in conversation with the patient, which can hardly be asked about
because of their originality, sensitivity and intimacy, but must be told
in the patient's own words (§ 9, 19). A more narrative way of talking
presupposes here at the same time a different, cooperative and part-
ner-like relationship with the patient (§ 10), who must be encouraged
to active, trusting cooperation, in which his subjective self-
exploration can succeed.

A physician who continues to rely solely on the patient's "obedience"
in the sense of the paternalistic relationship model can stick to the
traditional prescription talk (§ 10, 26), because he knows anyway,
qua medical competence, what is to be done or not done for the good
of the helpless patient. The patient's immaturity and dependence on
the physician does not become a problem as long as the physician's
regime is observed, i.e. the patient behaves adherently. However, the
physician must not complain about a later non-adherence or about a
change of physician of his patient, who stays away because he fears
the authoritarian reaction (instruction, rebuke, exposure, etc.) of his
physician.

In contrast, a relationship based on partnership (§ 10) requires that
the physician and the patient discuss the opportunities and risks of
alternative therapeutic concepts in a "genuine conversation" (in the
sense of Buber 1954/1986) (§ 7) and, on the basis of individual pref-
erences and medical necessities (in the sense of evidence-based med-
icine) (§ 5, 10), reach a joint decision that is ultimately to be imple-
mented by consensus of both partners in the best interests of the pa-
tient. The patient's "active cooperation" (in the sense of Gadamer
1993) (§ 7) is sought and encouraged by the physician in his mid-
wifery function (maieutics) from the outset in a conversation (§ 9.5),
in which the two actors meet as unequal but equal partners in their
respective expert roles (in the sense of Tuckett et al. 1985) (§ 10) on
an equal footing.

If a physician, whether in a paternalistic role or as a service provider,
sees from the outset the "blame" for non-adherence solely in the
hands of the intransigent, recalcitrant patient, it does not even occur
to him to see the causes of the patient's "misconduct" in inadequate
medical relationship and communication offers during anamnesis,
clarification and decision-making itself (§ 9, 10, 19, 22, 26). The
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possible break-off of contact by the patient then usually comes as a
surprise to the physician because he has not perceived his partner's
dissatisfaction, let alone openly made it an issue in conversation.

e On the other hand, a cooperative relationship requires constant crit-
ical reflection of the mutual communication behavior, which is to be
subjected to continuous control in the sense of the self-reflective me-
ta-physician (according to v. Uexkull, Wesiack 1991, 2011) (§ 2, 3,
0). In the case of disturbance or even in the case of doubt, the com-
munication and relationship is first of all to be "improved" by the
professional role bearer, before the patient can be taken to task,
whose behavior contrary to expectations (e.g. non-adherence) is to
be clarified or, if necessary, corrected, etc., without, however, having
to fear sanctions by the physician (§ 10). Open, trusting communica-
tion and relationship building can usually withstand criticism from
both directions and turn it around productively.

What was contrasted here in roughly abbreviated theses, with which
only the extreme typological alternatives were to be characterized, leav-
ing out the manifold mixed forms (§ 10, 17), had been differentiated in
the preceding empirical conversation analyses, which were essentially
carried out as qualitative conversation analyses. However, selected indi-
vidual case analyses had already been supplemented by quantifying
analysis procedures, for example, to establish the connection between
speech portion and patient narratives, which, as is well known, claim
conversational space that can be opened up by the physician, but also
obstructed (§ 19). Thus, quantitative and qualitative conversation anal-
yses enter into a productive alliance, if the evaluative premises as a
whole become sufficiently clear, under which the various "results" are
finally interpreted.

Before we elaborate on this perspective in the methodological ap-
proach of a comparative conversation analysis (§ 40.2), we will first
compile a fictitious sample list of possible quantitative and qualitative
aspects of conversation analysis in which specific evaluative premises
are conveyed more or less clearly, in order to finally differentiate more
or less "successful" conversations in a critical comparative perspective
that will be subjected to an acceptance test.
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Acceptance tests

Anyone who complains in everyday life that the interlocutor does not let
them have their say ("You keep interrupting me") subjects the conversa-
tion to an acceptance test, following a more or less explicit theory of
"good" conversation (Koerfer 1994/2013). In the imputed case, it was
probably not a singular but the repetitive interruption that was "deci-
sive". Obviously, this conversation was about the perception of a viola-
tion of everyday rules of communication that can only be "overridden"
under certain institutional conditions, such as in psychoanalytic con-
versation (§ 9.3), in which, however, it is not about (too) frequent inter-
ruptions but about (too) long silences (Koerfer, Neumann 1982). Never-
theless, "violations" of everyday rules of communication can be accepted
there because of specific therapeutic objectives (association rule), as
long as the "deviations" can ultimately be "kept within limits".

The medical consultation also involves a specific theory of the "good"
doctor-patient conversation, the validity of which is expressed more or
less explicitly from different perspectives - be it from the experiential
perspective of doctor and patient or the scientific perspective of an ex-
ternal observer who, for example, follows a specific coding or rating sys-
tem (§ 40.1.2), the evaluative premises of which can often only be in-
ferred indirectly.

Without already assuming a specific system here, the following list of
examples (Box 40.5) is intended to illustrate, at best, the spectrum of
evaluative premises that can be inferred ex negativo: Those who, in
quantitative or qualitative analyses of doctor-patient conversations,
wish to "lament" or even merely "note" the deficits of a particular type of
(non)-verbal intervention (e.g. "Overall (too) few listener sig-
nals/empathetic feedback") or seek to demonstrate physician compe-
tence advances in comparative pre-post design of intervention studies
(e.g., "Significantly fewer interruptions/multiple questions"), already set
more or less (critical) evaluative premises (Box 40.5) that apparently fol-
low a theory of "good" conversation.
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Box 40.5 Conversation evaluation ex negativo

A theory of "good" conversation is already expressed ex negativo when we
critically judge individual (or many) conversations in each case when we
look at them more closely:
e The doctor hardly let the patient get a word in
e The doctor interrupted the patient (too) often
e The physician asked (too) many (suggestive) informational ques-
tions
e Both interlocutors have talked past each other (too often)
e They did not speak the same language
e No common thread has been developed
e The physician did not/barely inquire about the patient's subjec-
tive theory of illness
e The physician has (deliberately) ignored (warded off) all (essential)
emotional cues of his patient
e The physician gave (too) little empathic feedback
e The patient‘s concern remained unclear
e Likewise, the patient's expectations that might be associated with
the concern, his hopes, fears, preferences, etc., remained unre-
solved
e The physician did not know anything/very little about her pa-
tient's pre-existing conditions/pre treatments
e The conversation ended without any discernible perspective for
further action
e Overall, the conversation atmosphere was (rather) frosty
e cetc.

The spectrum of these critical interview assessments is certainly still
very heterogeneous and requires further differentiation and systemati-
zation. Some judgments are based (as ratings) on qualitative impres-
sions ('frosty atmosphere"), others may be based (after coding) on
counts (e.g., of interruptions/multiple questions), whereby graduating
quantifications ("hardly at all," "(too) little," "(too) often") may lead to
problematic standardization (cf. Inui, Carter 1989, 2013, Luborsky
1988, Korsch et al. 1995, Koerfer et al. 1994, 2009, 2010, Skelton
2011, Koerfer, Albus 2015, 2018, Abdulzahra 2025, Hillen et al. 2025).
The question of what makes a "good" medical communication is here of-
ten narrowed down to the question of a "good" number.
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Despite this problem, to which we will return shortly, the commonal-
ities of the preceding (types of) conversation judgments shall first be
highlighted from a methodological point of view: With such judgments
we subject the conversations in question to a general procedure of ac-
ceptance testing that already assumes alternative forms of communica-
tion that would have been "better" (Koerfer 1994 /2013, Koerfer et al.
1994, 2004, 2008, 2010). Obviously, essential rules, norms or maxims
have been violated in the previously assumed conversations ("Avoid in-
terruptions!", "Speak comprehensibly!" etc.), the self-evident validity of
which we only notice at all because they have just been more or less
frequently disregarded in the medical conduct of conversations.

This kind of acceptance test provides us with an excellent method for
obtaining evaluative standards, which finally ("in the long run") allow us
an "evaluation" in the systematic comparison of conversations, which
stands up to an intersubjective examination of what should "count" in
the conduct of medical conversations.

40.1.5 The fitting problem: What should “count”

The question of what should "count" in conversation and how raises a
number of methodological problems of comparative evaluation of con-
versation. First, let us sum up the methodological point of our compara-
tive analyses of conversation (§ 40.2): What "counts" in conversation
cannot always be "counted" (Inui, Carter 1989, Luborsky 1988, Korsch
et al. 1995, Koerfer et al. 1994, 2009, 2010, Skelton 2011). In no case
should (positively) "count" if the conduct of the conversation would be
characterized by an "inappropriate" accumulation of certain "conversa-
tion techniques" out of "overzealousness", which may have been rightly
taught beforehand as "conversation promoters" in a training activity.
Here there is also the danger of "too much of a good thing", which can
have a negative effect on a conversation in (over-)summative effects, be-
cause simply the mixture is no longer right.

The "good" mix: variety and diversity
The art of conducting a medical interview (§ 17) consists not only in

asking questions of a certain type at all (§ 21), but also in acting on the
basis of form, content, function and placement in the interview with this
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individual patient with an extensive fit (§ 2, 3, 17). The problem of fit is
also taken into account by a "basic evaluative vocabulary", which was
previously identified as constitutive for conversation analysis (§ 2.5).
This basic vocabulary must obviously also be used in quantitative anal-
yses, as Skelton, Hobbs (1999) (Box 40.6) make clear, before they use
the example of eye contact to refer to the contextual conditions under
which a certain behavior may or may not be meaningful.

Box 40.6 "... it all depends"

The difficulties of quantitative studies are best illustrated by the frequen-
cy with which behavioral marking schedules introduce solely subjective
terms, such as: "Performs the history taking and the review of symptoms
properly" or "Gives appropriate advice". This shortcoming might matter
less if the measurable behaviors generated were not so easily rote-
learned and performed - a machine can be programmed to "greet the pa-
tient". Quantitative studies also beg the question of how much of each
criterion is desirable: is a lot of eye contact better than a little? The ans-
wer can only be: it all depends.

Skelton, Hobbs 1999: 108

In addition to the qualitative aspect of fit, which is captured by modifi-
cations ("properly", "appropriately"), there is obviously another quantita-
tive aspect to consider, which can be formulated loosely on the motto:
"A lot does not always help a lot". According to Eibl-Eibesfeldt and Hass
(1994), if a physician maintains uninterrupted eye contact, this can be
experienced as aggressive staring (§ 18.5). Avoiding eye contact during
the entire greeting scene, however, is more likely to be experienced as a
disturbance in establishing a relationship, in which the patient may not
feel sufficiently appreciated as a newcomer.

However, if the doctor reads out his findings ("blood values") from the
monitor later in the conversation, the patient must also expect less eye
contact for "factual reasons". However, eye contact should not be bro-
ken even when informing the patient about findings (from the comput-
er), if only because the physician must not "lose sight" of the effect of
his (read-out) words on the patient, in order to be able to react in good
time to any "visible" irritations. This kind of "attention" to the patient
thus serves in many respects to maintain the relationship, which
should retain its priority despite external constraints ('reading aloud"),
as long as eye contact does not threaten to "tip over" into staring.
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Apart from phase-specific "tendencies" and "dominances" in a certain
conversational behavior in certain conversational courses, to which we
will return in a moment, we can still extend our example list of "recom-
mendations" and "warnings" (§ 17.3) to include gaze behavior and re-
formulate the fitting problem in physician conversation as a dosage
problem (Table 40.1), in which a negative development becomes appar-
ent when a preferred conversational behavior is obviously "overdone."

On the way to an "optimal" conversational behavior, there may be
critical peaks (as with inverted U-curves) at which further increases in
paraphrases or word repetitions (§ 19), for example, which initially serve
active listening in a well-dosed manner, become unproductive in the
sense of an overdose. If patients were to be confident enough, physi-
cians would have to reckon, for example, with the replication, "Doctor,
you're not my parrot!" in the case of high-frequency word repetitions.
Similarly, excessive use of listener signals ("hm," "yes") could give the
impression of merely "mechanical" listening, which might raise the pa-
tient's suspicion of pseudo-understanding.

Recommendations Warnings

less of the same more of the same too much of a good thing

information questions
Ignore emotions
Rebuke
Teach
Instruct
Change of subject
Look away

Speeches Silence (= letting speak)
Interrupt Listener feedback
Information questions Comprehension questions
Suggestive Active listening

(repetitions, paraphrases)
Appeal to emotions
Praise
Educate
Recommend
Topic reactivation
Eye contact

Table 40.1: The dosage problem: recommendations and warnings

If, however, listener signals and further feedback are not forthcoming,
"silent" listening, if it lasts too long as mere silence, can also lead to a
patient reaction that calls for a reversal of the distribution of speaker
roles: "Now you should say something again, doctor”. Such a role rever-
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sal is demanded by patients in psychoanalytic conversations (Koerfer,
Neumann 1982), for example, in which therapists are known to listen
silently for a long time (they may or must) so that the patients can have
their say at length according to the association rule. However, as has al-
ready been explained under this aspect (§ 9.3), even in psychoanalytic
conversation the '"right measure" for following or violating everyday
rules of communication has to be found, so that here "the bow should
not be stretched too far" not only from the patients' point of view.

This risk of exceeding certain threshold values would also be present
if a doctor or therapist were to "interrupt" the patient too frequently
(19.3), so that the patient in turn did not have enough to say, or if the
doctor did not allow a narrative and thematic flow to emerge in ques-
tions with changing topics (§ 9, 19), as developed, for example, in the
"interrogation conversation" (§ 19.6), in which every narrative approach
was nipped in the bud. All in all, therefore, in a "good" conversation cer-
tain limit values must neither be significantly exceeded nor fallen short
of, as they can already be depicted in a formal-dialogical representation
of the dialogue role structures (§ 40.2.2), which are still to be differenti-
ated in a comparative perspective of conversation analysis.

However, the evaluation is complicated by the fact that it is not only
a matter of the respective numerical ratios of interruptions, listener
feedback, questions, answers, etc. (of a specific type in each case) in a
specific conversation with a specific total duration. Rather, conversation
phases are to be differentiated in which specific functions (of anamne-
sis, education, decision-making) must be performed (§ 8, 17). Thus, we
had already assumed asymmetries in the right to speak of physicians
and patients, which can arise phase- and topic-specifically. Accordingly,
it should not come as a surprise that the physician's share of speech
increases relatively in the patient education talk, at least in comparison
to the medical history interview, in which the patient should be able to
have more to say, etc.

However, the doctor's increased right to speak in the educational
conversation must by no means be "exaggerated" into an educational
monologue, as we have already seen in the empirical example of in-
formed consent discussion before an operation (§ 22.3). Again, quantify-
ing analyses of the dialogue role structure of speaker and listener can
certainly contribute to the evaluation of conversations, if these analyses
go beyond the mere comparison of the speech shares of the interlocu-
tors in the whole conversation (§ 40.2). This requires a quantitatively as
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well as qualitatively oriented conversation analysis, which combines the
longer "talking in a stretch" with a narrative analysis, for example.

The "good" individual action and key intervention

While in many conversations it is the "good" mixture that counts, char-
acterized by a "variety" of intervention types, the "singular" can also be
decisive. For example, the "singular" is the friendly "greeting", which can
only be given once and cannot be repeated as often as desired, nor can
it be "overly" cordial. It is to be carried out just appropriately at the first
time, including the "famous" medical greeting handshake. Here the
"omission" of patients is noticed as well as the already mentioned avert-
ing of the gaze, which can already be directed to the medical index card
or the monitor instead of to the patient. As we have seen in detail, for
example, in the case of the act of greeting (§ 18), it is precisely in the
case of singular or exposed acts that the "quality" of the execution is
important, which can have a particularly negative "impact" in a deficient
case. °

Above all, however, what "counts" is the individual key intervention
of the physician, "well" placed in the context of the conversation, which
is so called precisely because it is able to open up something that was
previously closed (§ 17, 19-21). The key intervention then proves to be
"soft-setting" for the further development of the conversation, which can
subsequently manifest itself in a completely different quality of conver-
sation (for example, the patient's self-opening for new kinds of, for ex-
ample, emotional topics), etc.

Such conversational developments qua key intervention, which can
have a wide range in the conversation, must be reconstructed both lo-
cally in the immediate context and further in the course of the conver-
sation, which is characterized by a change of certain thematic key sym-
bols, the accumulation of which can be recorded in a quantitative analy-
sis precisely on the basis of the key intervention (§ 19). All in all, we do
not want to speak here of a dichotomy of quantitative and qualitative

S It should be noted here that we are currently experiencing a phase of up-
heaval in which the medical handshake tends to be "suspended" probably
for hygienic reasons. However, the irritations of patients in this phase of
upheaval make the traditional validity of this ritual clear once again, espe-
cially since physicians who follow the new regulation still feel obliged to
give reasons.
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analyses, which we still try to integrate and whose strengths are to be
used productively, as this will be shown in the perspective of a compar-
ative conversation analysis.

40.2 Subject and methods of evaluation

What ultimately constitutes a "good" conversation can be determined
primarily by comparative conversation analyses, which initially take
their starting point from conversations that prove to be "unsuccessful"
without any ifs and buts ("worst practice," e.g., § 19.6). This specific
method of investigation to gain insights into the structure and function
of conversations has been formulated by v. Uexkull (1987) (Box 40.7) in
his treatise on "Thoughts on the Workings of a Conversation" as follows
in analogy to the comparative method in medicine:

Box 40.7 Learning from experiences of failure

The study of the techniques that prevent the emergence of shared reali-
ties (...) (contributes) to our understanding of the function and structure
of conversation; for we learn physiology from pathology and the condi-
tions for success from the experiences of failure, and especially from the
techniques that prevent success.

v. Uexkull 1987: 125

This method of investigation, oriented as it were to the "unlucky case",
is also familiar in analytic philosophy of language, in which Austin
(1962/72), for example, systematically derived the conditions of success
of speech acts (assertions, requests, promises) from the analysis of their
"failures" (§ 7.3). Just like "failed" cases of speech acts, whole conversa-
tions can also be examined under the heuristic aspect (Koerfer
1994 /2013) in order to conclude from the analysis of "negative" cases
on the regularity of successful communication.

The comparative method proposed by v. Uexkull can be applied in
the sense of learning from both positive and negative models not only in
research, but also for the didactics of medical interviewing (§ 13.4). In
this context, a comparative approach has proven its worth as a method
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of research-based learning in our clinic as well, in which extreme typo-
logical ("worst" versus "best practice") examples are first contrasted and
then more or less successful cases of doctor-patient communication can
be differentiated, which will be promoted more strongly in the following.

This comparative method is to be carried out first in pairwise com-
parison of dialogue sequences and conversation sequences, conversa-
tion phases as well as of (types of) conversations among themselves and
finally in systematic (group) comparison (with a specific pre-post-
design). Since we have repeatedly applied the comparative method of
conversation analysis in advance in this handbook, we can refer back to
exemplary problem and case analyses in various chapters in the follow-
ing presentations, in which the questions on the more or less "good"
conversation in the medical consultation had already concretely arisen,
for example, when the medical conversation was characterized by early
interruptions or suggestive information questions or a lack of empathic
feedback.

40.2.1 Comparative conversation analyses

On the way to a gold standard of medical conversation management,
which is to be recorded completely in all communicative and clinical
facets, comparative conversation analyses are to be carried out above
all. As a rule, for heuristic and economic reasons, these should begin
with manageable individual case analyses in pilot studies in order to be
able to gain critical aspects of analysis or to be able to test them in al-
ternation with "epistemological" theories (§ 2, 7-12).

First, exemplary smaller and larger units of investigation of individu-
al conversations are chosen, which are then compared in pairs and fi-
nally systematically contrasted with other (types of) conversations. The
perspectives of investigation can be switched in both directions between
theory and empiricism as well as between smaller and larger units of
investigation (top down - bottom up). The specific approach of compara-
tive conversation analysis has been described, practiced and used for
teaching purposes elsewhere (Koerfer et al. 1994, 1999, 2008, 2010,
Koerfer 1994 /2013). The following is a summary of some key aspects of
comparative conversation analysis that have been considered repeatedly
throughout the Handbook (§ 2, 7, 13, 17, 19-23) and will be elaborated
on here.
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Smaller units: Pair sequences

The empirical and, at the same time, evaluative analysis of conversa-
tions can certainly start with smaller units of investigation and con-
centrate on individual conversation sequences in which neighboring
utterances (pair sequences) between doctor and patient (e.g. speech
interruption, question-answer pattern) are "critically examined" on
the basis of selected aspects (conversation maxims) (cf. appendix
40.5.4). However, individual interruptions or suggestive questions are
seldom "decisive" for the entire course of the conversation — which of
course they can certainly be in individual cases (§ 19, 21).

Larger units: Conversation phases and conversation progressions

On the other hand, in order to go beyond individual phenomena to
evaluative statements of tendencies, it is necessary, in the sense of
Habermas (1981), who certainly recommends his theory of communi-
cative action for application to empirical communication analyses, to
assume a "prevailing use of language" if the aim is to provide empiri-
cal evidence of differences between a "strategic" and "communicative
action" for entire conversations (§ 7). Accordingly, empirical conver-
sation analysis has to be switched from local to global conversational
developments. Thus, beyond singular conversational sequences
(question-answer, proposal-objection, etc.), longer conversational
phases for different purposes of action (anamnesis, patient educa-
tion, decision-making, etc.) (§ 8, 17, 19-23) and, finally, entire con-
versational developments have to be investigated and evaluated (§
40.2.4). This also includes content-analytical evaluations of the pro-
gression of topics in conversations, for example, in order to be able
to make statements about the initiation, development and linking of
biotic, psychological and social topics according to the biopsychoso-
cial model (§ 4, 19. 40.2.3).

Multimethod conversation analysis

A multidimensional but resource-rich variant consists in conducting
the conversation analysis with different methods and under diverse
(quantitative as well as qualitative verbal, nonverbal, psycho-social
aspects) on the same video material (§ 40.2.5) (e.g. Kruse, Tress
2010, Szirt, Langewitz 2010, K6hle et al. 2010, Obliers et al. 2010,
Koerfer et al. 2010, Lausberg 2011). In this way, evaluations can be
obtained with statements about tendencies toward which the con-
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versations develop in an overall balance, on which the medical con-
versation in question can be evaluated (in toto) as more or less suc-
cessful from several perspectives of analysis (§ 40.2.5-6). Although
congruencies in the direction of evaluation between the results from
different analysis approaches are gratifying (as is any agreement),
discrepancies can also be an incentive for further reviews and cor-
rections of the previous analysis methods.

Contrast typological conversation analyses

In addition, comparative conversation analyses are to be carried out
in which entire conversations are critically compared with one an-
other in order to differentiate them, for example, on tendencies to-
wards interrogative versus narrative styles of conversation (§ 9, 19).
In this context, a contrast typological approach is useful, in which
the differences between extreme expressions (worst versus best prac-
tice) are worked out, in order to then also be able to differentiate
more or less successful mixed forms. We had already tried to use
this comparative approach for communication theory (§ 13, 17, 19).

Everyday and institutional conversation types

On the other hand, if possible, the medical consultation or visit
should also be compared with other types of conversation. The spe-
cific validity of communication rules in a particular type of conversa-
tion can best be determined in a contrastive study, just as the self-
evident rules of one's own familiar culture can best be determined in
comparison with other cultures. To determine the specifics of doctor-
patient conversations, comparisons lend themselves not only to eve-
ryday conversations but also to forms of institutional communication
(administration, school, court, etc.)(Hoffmann 1983, Ehlich, Rehbein
1986, Koerfer 1994/2013). If an "interrogation conversation" in the
police or in court already seems "alienating," it must be judged all
the more "inappropriate" in consultation hours (§ 19) or rounds (8
24). Here, the comparison with other types of conversation reveals ex
negativo how the conversation between doctor and patient should
not be conducted in principle.

Medical and psychotherapeutic conversation types

In order to make the evaluation more sensitive to nuances, a com-
parison with similar types of conversations (close "relatives") can be
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made, where similarities and differences can be differentiated, which
are reflected in different characteristics of the conversation. Thus,
the psychoanalytic or psychodynamic initial interview (Argelander
1970, Flader, Giesecke 1980, Grimmer 2014, Buchholz 2014) is a
good candidate for comparative studies with, for example, the prima-
ry care physician's initial interview. In both cases, it is about the ex-
ploration of individual medical histories, concerns and expectations
of patients, who should therefore "have their say" in detail, especially
at the beginning of the conversation. In both types of conversation,
the principle of "association" should apply (§ 9, 17), albeit to differ-
ent degrees. Although the medical consultation or ward round
should not be confused with psychoanalytic therapy in this respect
(Lakoff, 1982, 1983, Koerfer, Neumann 1982, Flader 1990, Heenen-
Wolff 2014), minimal approaches to an associative flow of speech
and thoughts on the part of the patient should not be nipped in the
bud by an interrogative style of conversation on the part of the phy-
sician. As already stated (§ 2, 17), according to Morgan and Engel
(1977: 41), the physician must not "conduct the anamnesis in the
manner of cross-examination." Rather, he must find an appropriate
balance ("right middle") between the "two goals" of "encouraging the
patient's spontaneous associations and guiding the anamnesis"
(ibid.). This is one of the essential conflicts of maxims (§ 3, 17) that
the physician must balance (cf. Appendix 40.5.4).

e Systematic group comparisons in pre-post design.

The "royal road" of a comparative interview analysis is certainly the
systematic comparison of groups of interviews which have taken
place before or on a training or continuing education measure and are
critically compared with each other in order to be able to demon-
strate the possible increase in competence in medical interviewing
(pre-post design). The already enormous effort, which results from
the large number of cases necessary (already for statistical reasons),
is further increased if a multidimensional approach in individual in-
terviews (§ 40.2.5) is to be transferred to a large number of inter-
views. The main results of such a multidimensional evaluation study
(with pre-post design) will be presented separately (§ 40.2.6).

All in all, comparative conversation analyses should contribute to the
differentiation of more or less successful conversations, whereas pre-
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cisely on v. Uexkull (1987) (Box 40.7) it is also possible to learn from
obviously unsuccessful conversations. The fact that conflicts between
maxims of conversation are often resolved in favor of a "cross-
examination" (Morgan, Engel 1977: 41) is manifested again and again in
the practice of conversation (cf. Appendix 40.5.4) This happens often
enough through forms of strategic action in which physicians dominate
the conversation events with a "predominantly" interrogative style of
conversation, with which they block any of patients' own initiatives al-
ready at the beginning and then in the further course of the conversa-
tion: With cascades of physician questions, the conversation is "condi-
tioned" both interactively and thematically (§ 9, 19) in such a way that
the patient's scope for acting is narrowed to appropriate answers. This
question-answer format of communication between doctor and patient
has been pointedly formulated by Balint in his critical dictum on tradi-
tional anamnesis, combined with the "better" alternative of listening,
which should be given priority ("first of all").

Box 40.8  Asking versus listening

On our experience it is like this: if the doctor asks in the style of the usu-
al anamnesis, he just gets answers to his questions — but nothing more.
If he wants to arrive at a "deeper" diagnosis, he must first learn to listen.

Balint 1964/88: 171

The scope of this criticism of the "usual anamnesis" had been consid-
ered throughout this handbook with the corresponding evaluation per-
spective, as well as the practical alternative of replacing a "predomi-
nantly" interrogative with a "predominantly" narrative interview style (§
19). In this context, medical questions are by no means obsolete, but
they are only to be put into the right relation to medical listening at the
right time (§ 9, 21). This, in turn, cannot be reduced to mere silent lis-
tening, but must be perceived as active listening (§ 19), with which the
patient's narrative self-exploration is "appropriately" promoted and kept
going.

In order to be able to "speak up" with the "right" words in good time
in the face of changing (individual, social, situational and not least dis-
ease-specific) conversational conditions, clinical and communicative
competence is required with which an "appropriate" selection can be
made from the entire medical repertoire of actions (§ 3, 8-12, 17-23). As
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became clear in the empirical and at the same time evaluative conversa-
tion analyses, the overall balance of physician conversation is about a
more or less good fitting (§ 3.3, 17.2, 40.1) of verbal and nonverbal in-
terventions that lead to more or less good conversations in the dialogical
exchange with the patient.

40.2.2 Formal dialogical conversation analyses

In the evaluation of doctor-patient communication, a patient-centered
approach is usually assumed, which is then also referred to as such ex-
pressis verbis in evaluation studies (e.g. Maatouk-Birmann et al.
2016). In a historical overview, we had already shown the stages of de-
velopment that research on medical communication has taken (§ 7). Af-
ter that, it was initially plausible that with the move away from the ex-
treme of doctor-centered communication, the pendulum should swing
toward patient-centered communication, before increasingly advocating
for a relationship-, interaction-, or dialogue-centered approach (§ 2, 7)
(Olesen 2004, Beach 2013, Koerfer, Albus 2018). In all accentuations, it
is generally assumed that the patient with his or her complaints and
concerns is at the center of the conversation, which should therefore at
least be conducted in a patient-centered manner, which must be demon-
strated accordingly in evaluation studies. Initially, formal dialogical
conversation analyses can contribute to this, which can be followed by
further qualitative (e.g., narratological) and quantitative (e.g., content-
analytical) studies.

The non-directive conversation method and omission test

As mentioned above, the "classics" such as Roger, Balint and Engel can,
despite all their differences, each in their own way be regarded as pio-
neers of a patient-oriented approach to conversation, which in Rogers'
case continues to be practiced in patient-centered therapy. It is a histor-
ical merit of Rogers not only to have described the non-directive method
of conversation, as he called it, which was applied and further devel-
oped in many different forms of practice, but also to have investigated it
empirically at an early stage on the basis of tape recordings (Rogers
1942/85). For this purpose, he proposed a simple and elegant test pro-
cedure to distinguish directive from non-directive conversations.
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The procedure is related to the deletion test in linguistics, which is
used there for grammatical analysis of sentences, for example, to dis-
tinguish obligatory from optional sentence elements, which can be ex-
tended to text analysis. Rogers applies such a procedure to recorded
and transcribed conversations, in which the professional utterances are
simply deleted and the remaining client utterances are each examined
for their independent coherence of meaning. Non-directive conversa-
tions are now revealed by the fact that the omission test yields mean-
ingful passages of conversation for which the therapist's or counselor's
professional interventions are apparently not constitutive (Koerfer et al.
1996, 2000, 2005, 2010). Successful interventions in the sense of the
non-directive conversational method are apparently characterized by the
fact that they seem to be dispensable in principle. This corresponds to
the midwifery function of the physician in the maieutic conversation (§
9.5), whose contributions can be subsequently erased following the joint
work on meaning without the meaning of the remaining patient utter-
ances being lost.

In contrast, the corresponding omission test for directive conversa-
tions results in meaningless conversation fragments without any con-
text. In addition, however, mixed forms of directive and non-directive
conversations are also possible, in which meaningful and meaningless
patient-side conversation segments alternate with the omission test.
The test procedure proposed by Rogers is above all suitable for distin-
guishing types of conversations on the basis of their degree of non-
directivity in a first step, which can be followed by further quantitative
and qualitative form and function analyses, as will be shown below.

Formal representation of the dialog role structure

The procedure for detecting non-directive conversation has already been
presented in detail elsewhere and tested and further developed on many
examples, primarily to contribute to a narrative analysis (Koerfer et al.
2000, 2010, Koerfer, Kohle 2009, Kohle, Koerfer 2017) (§ 9, 19). In this
context, a formal representation of the dialogue role structure proved to
be productive, where, as it were, the relevant conversational passages
can be identified as candidates for patient narratives in a bar chart.
This procedure has also been presented and explained several times in
the handbook preceding individual analyses (§ 17, 19), so that we can
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focus here on the comparative analysis perspective of three initial con-
versations (Fig. 40.2).
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Conversation A: Talk ratio: P 49% - D: 51%.
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Conversation B: Talk ratio: P 67% - D: 33%.
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Fig. 40.2: Dialog role structure for conversations A-C (explanations in text)
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However, the large-scale diagrams in the preceding figures should be
used for comparison, as the details are more visible there (§ 19) (Figs.
19.3, 19.7). As already described (§ 17.3.6), for purposes of comparative
conversation analysis, a progress diagram on the dialogue role structure
is created for each conversation, if possible, which serves as a basis for
quantitative and qualitative follow-up analyses. All speech contributions
of a conversation are arranged continuously and alternating between
the speakers doctor and patient on the X-axis (Fig. 40.1): The patient's
contributions are mapped positively ("as columns up") and the doctor's
contributions correspondingly negatively ("as columns down") on the Y-
axis, with the respective contribution length (column size) measured in
words.

It should be emphasized again the methodological point in this for-
mal presentation that mere listener feedback in the function of "auditor-
back channel signals" are not coded as independent speech contribu-
tions and accordingly are deliberately not "counted" in this analysis
context (Flader, Koerfer 1983). According to Duncan (1974), this type of
listener feedback (hm, yeah, okay, etc.) allows for "speaker-auditor in-
teraction during speaking turns" so that the speaker can continue in
his speech "as if uninterrupted.”

Accordingly, the doctor's listener feedbacks are marked in the repre-
sentation of the dialog role structure only by small cross lines (in the
columns), which is no longer visible here in the comparative figures (Fig.
40.2 A-C), but remains easily recognizable in the large-scale representa-
tion (§ 19: Fig. 19.7). All in all, the formal representation follows the
functional analysis, on which the doctor's sparse listener feedbacks do
not represent interruptions of the flow of speech or narration, but ra-
ther keep it going interactively, in that the doctor merely proves to be an
attentive listener.

Even a purely comparative examination of these formal representa-
tions of three conversations allows one, at a glance, to recognize exem-
plarily different dialogue role profiles. Without knowing the content of
the conversations, one can already draw conclusions about the respec-
tive conversational quality of the three examples (A)—(C). The formal rep-
resentation makes it immediately apparent which conversation partner
speaks when, for how long, and in which conversational phase they
hold the floor — which they may use for specific, as yet to be deter-
mined, communicative purposes. What can later be corroborated
through further multimethod conversation analysis (§ 40.2.3) may al-
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ready become apparent from the dialogue role structure itself, which
can be used as a kind of ‘litmus test’ for conversation analysis to differ-
entiate successful from less successful conversations.

A conversation such as (A), characterized by an extremely 'flat' dia-
logue profile, is unlikely to prove a 'better' conversation upon further
analysis. The patient can hardly 'get a word in,' let alone 'speak at
length' — for instance, to present her concern at the beginning or to
narrate her medical history over the course of the interaction. None of
her contributions exceeds the already low threshold of 40 words; her
longest turn amounts to merely 28 words, in which she mentions a pre-
vious treatment ('tonsillectomy’'). Otherwise, the conversation consists of
a sequence of short questions and brief answers, which is why, after de-
tailed analysis (§ 19.6), it was characterized as a typical 'interrogation-
style' conversation, dominated by an exclusively interrogative interview-
ing style on the part of the physician.

In contrast, the dialogue-role structure of conversation (C) immedi-
ately reveals that the patient is given ample opportunity to speak, with
several very long turns ('pillars’) that exceed the higher threshold (>80
words) multiple times and, in four cases, substantially (>100 words).
This already provides initial indications of patient narratives, which
were confirmed by the corresponding narrative analysis (§ 19.8). As in
conversation (C), conversation (B) also clearly allows the patient to 'hold
the floor' continuously right at the beginning, making these conversa-
tions positive counterexamples to the frequently observed early 'inter-
ruption' (after an average of 18 and 23 seconds, respectively) by the
physician — a phenomenon rightly criticized in the relevant research (§
19.3; Beckman, Frankel 1984, Marvel et al. 1999, Makoul 2003).

Thus, in the detailed analysis of conversation (A), which took into ac-
count the patient's gaze behavior, it had already been worked out how
the doctor had interrupted the patient's initiative contribution extremely
early (after 3 words) with a funneling technique (§ 19.6), hardly having
begun, whereas she clearly wanted to continue.

In contrast, the doctor in conversation (B) allows his patient to speak
for a longer time at the beginning, which she can use for an elaborated
description of the complaint, but this initiative description of the com-
plaint is at the same time her longest contribution in the entire conver-
sation, so that the patient here, in comparison to conversation (C), can
speak less "at a stretch", which already gives indications of a deficient
narrative development possibility of the patient.
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As further analysis of the conversation revealed, on the basis of
which the few longer speeches, which hardly exceed an already low
threshold (> 40 words), did not prove to be candidates for narratives,
this conversation (B) moves in a middle position between the two other
extremes, which can be identified as prototypical examples of failed
conversations (A) (worst practice) versus successful conversations (C)
(best practice).

In this context, the formal-dialogical conversation analysis can form a
heuristic starting point for further, multimethod conversation analyses,
the results of which make certain conversations appear suitable as con-
trast-typological model conversations also for teaching (Koerfer et al.
1996, 1999, 2008, Koerfer, Albus 2018), in order to be able to differen-
tiate more or less successful conversations also for purposes of re-
search-based learning (§ 13.4).

40.2.3 Multidimensional conversation analyses

As has already been made clear, one single method alone can hardly be
effective if the whole spectrum of a more or less "good" conduct of con-
versation is to be captured in the evaluation. It is true that the formal
dialogical analysis of conversations can already reveal essential charac-
teristics of conversations, which already allow conclusions to be drawn
about dialogical (a)symmetry (§ 7.5) between the interlocutors. However,
in order to gain further insights into the interactional and thematic de-
velopment of conversations, further comparative analyses are neces-
sary, both for the (extreme) typology of conversations as well as for fur-
ther internal differentiation of conversation types, which are to be dis-
tinguished on the basis of specific structures and functions in specific
phases of conversation.

There may be differences between initial and follow-up interviews, as
well as between anamnesis, clarification and decision-making inter-
views, which may need to be specified as prescription interviews (§ 26).
We focus here first on initial interviews, in which ideally all functions
can already be performed in the course of the interview. At this point,
however, we can only provide an overview of comparative interview
analysis in four steps and refer to previous and subsequent chapters of
the handbook as well as further reading for details.

Part VI: Evaluation - 37


http://www.verlag-gespraechsforschung.de/

Armin Koerfer, Christian Albus

Since resources are often limited and one cannot compare everything
with everything under all aspects at the same time even with a compar-
ative analysis method (Koerfer 1994 /2013), certain first-choice methods
should be able to make the beginning of the investigations, which, how-
ever, should be opened with an overall comparative perspective. Thus,
one can also start with a content analysis for topic development and lat-
er combine it with the formal-dialogical analysis to identify the thematic
"speech opportunities" for both speakers, which in turn pursue, achieve
or fail to achieve certain typical or individual purposes of action, which
is the subject of a specific interaction analysis, etc.

The following differentiations of a multidimensional conversation
analysis focus on different levels of analysis, whereby the results can be
achieved step by step, but are to be integrated in intermediate balances
as well as in an overall analysis.

e Dialogue analyses

The method of formal representation of the dialog role structure de-
scribed above first provides initial indications of (a)symmetries in the
perception of speech opportunities, which are to be examined in fur-
ther analysis steps as opportunities for interaction, content and par-
ticipation. For this purpose, extreme-typological model conversations
had already been differentiated in advance, which can be hypothesis-
forming. If patients in extremely "flat" dialog profiles remain below an
already low threshold (< 40 words) (Fig. 40.2: Model conversation A),
all other chances for active participation in the conversation are ra-
ther "poor", while they are rather "good" if a higher threshold (> 80
words) is exceeded several times (Fig. 40.2: Model conversation C),
because here, for example, patient narratives can also be expected,
which already require a larger conversation space from the outset.

e Interaction Analyses

Whether this "narrative" conversational space is not only passively
granted by the physician but actively promoted through forms of ac-
tive listening (§ 19), empathic feedback (§ 20) or via relevant topic in-
vitations during detailed exploration (§ 21) must be revealed by fur-
ther interaction analyses, which are likewise comparative in nature.
Depending on the stage of development, one can refer to results from
pilot studies on exemplary conversations that have already been an-
alyzed extensively and in detail in the preceding chapters: Whereas
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the model interview (A) was characterized by an interrogative interac-
tion style of taking the patient's medical history (§ 19.6), in which
possible patient narratives were "nipped in the bud" by the doctor's
funnel technique of an "interrogation" interview, the model interview
(C) was characterized by a biographical-narrative interaction style, in
which the patient repeatedly had his say (§ 19.8). For further details,
we can only refer back to the preceding exemplary conversation
analyses (§ 19, 24, 25), in which the dialogue analysis was combined
with an interaction analysis, which was also conducted as a narra-
tive analysis (§ 9, 19, 20) (Koerfer et al. 2000, 2005, 2010, Koéhle,
Koerfer 2017).

Content analyses

Narrative analyses can be combined well with formal dialogue anal-
yses, not only because of their constitutively longer right to speak,
but also just as well with content analyses for topic development.
Compared to mere patient reports, patient narratives already bring
other forms and contents of communication to bear, with which, for
example, the emotional experience can be dramatically expressed (§
9, 19). Here, the development of a specific emotion vocabulary can
be analyzed as a seismograph for patients' narrative self-exploration.
Not only explicit emotion words ('fear," "anger," "sadness") but also
specific metaphors ("getting the first crack," "depressed") are relevant
for this, whose lifeworld relevance as a guiding metaphor for an indi-
vidual patient's life narrative is to be reconstructed in a qualitative
metaphor analysis (§ 11, 19.8).

The introduction and reintroduction of emotion words or metaphors
can be analyzed, especially in empathic communication, as the de-
velopment of thematic key symbols that serve the common under-
standing of doctor and patient, in which they follow the red thread in
the conversation on the basis of a common basic vocabulary (§ 19-
21). Such developments had been reconstructed in the preceding ex-
emplary conversation analyses under the central evaluative premise
that a biopsychosocial medicine (§ 4) must eventually also manifest
itself (in the sense of Smith, Hoppe 1991) (§ 9.1) in a biopsychosocial
thematic progression conversationally.

A prototypical example was the conversation (C), in which a change
from a primarily biomedical to a biopsychosocial topic progression
had taken place in the ongoing interaction through the central phy-
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sician key interventions and patient narratives (Kéhle, Koerfer 2017,
Koerfer, Albus 2018 (§ 9, 17, 19) (Fig. 40.3). Whereas the conversa-
tion had initially been dominated by lengthy patient reports and nar-
ratives about medical (pre-) treatment in a long-standing medical
history ("stomach complaints"), the physician, through skillful, in-
sistent interventions, succeeded in promoting a narrative self-
exploration by the patient that had manifested itself in a biograph-
ically relevant life narrative ("thrown off track") (=longest red col-

umn).
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Fig. 40.3: Dialogue role structure of doctor and patient for conversation (C) (cf. Fig. 40.2):
Narrative interview style and bio-psycho-social theme development
(Bio = blue, PS =red, BPS = green). (cf. Kbhle, Koerfer 2017, Koerfer, Albus 2018)

This life narrative, which began with exam failure and ended in a per-
sistently problematic career choice with permanent frustration, led to a
thematically new conversational quality, in which the persistent stom-
ach complaints could be placed in a biopsychosocial context in the fur-
ther course of the conversation, which was put in a nutshell, for exam-
ple, in a metaphorical intervention by the doctor ("well, but work really
seems to be hitting you on the stomach, doesn't it?") (§ 19.8). In other
conversation analyses (e.g., § 19.7, 20.9), it was also possible to com-
bine content analysis of biopsychosocial theme progression with interac-
tion analysis for the promotion and further processing of narratives, af-
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ter formal dialogue analysis had provided the first analytical clues to
specific narrative and thematic conversation developments.

e Participatory analyses

From an evaluation point of view, participation is relevant not only
for the (discussion phase of) decision-making, as this has been ex-
plained in detail theoretically and examined on the basis of empirical
practical examples (§ 10, 22, 26), but also for the entire course of the
conversation, in which patients should be able to have their say in a
sufficiently narrative manner, clarify their need for information by
asking questions, or adequately express their preferences regarding
alternative forms of treatment. In the participation analysis, the re-
sults of the dialogue, interaction and content analysis can already be
integrated. On the basis of the share of speech in the overall conver-
sation alone, the differences between the conversation (A), in which
the two partners participate approximately in half, and the conversa-
tions (B) and (C) become clear (Fig. 40.4: A-D), in which the respec-
tive physicians withdraw to a share of speech of 33% and 21%, re-
spectively, while another comparative conversation (D), to which we
will return later, shows the extreme possibilities in the direction of a
non-directive conduct of the conversation with a physician's share of
speech of only 16%.

169
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Fig. 40.4: Speech proportions of doctor ] and patient[ ]| for conversations A - D

In further interaction analyses, it is then necessary to examine how
the two interlocutors use their respective parts of speech, for exam-
ple, in that the patient narrates and the physician actively listens
and gives empathic feedback, or both partners mutually ask ques-
tions and give answers, or in negotiation processes register or dispel
doubts or objections to treatment options, and so on.
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Accordingly, in combination with detailed interaction and content
analyses, it can be reconstructed which of the two interlocutors has
taken a topic initiative and how often, to which the other has re-
sponded by responding or by ignoring it with an abrupt change of
topic, i.e., has upgraded or downgraded the relevance of topics in the
ongoing interaction (§ 17, 19-22). For the connection between coop-
eration and participation, it makes a significant difference whether
the interlocutors tend to talk past each other or develop a common
thread, which in turn manifests itself in the interaction through the
introduction, resumption and execution of thematic key symbols in
specific speech acts.

Despite all the role asymmetry between doctor and patient, the as-
pect of dialogue symmetry (§ 7.5) is relevant for the participation
analysis, on the basis of which the patient has an equal opportunity
to speak freely, which he can use to freely choose speech acts and
topics without being significantly restricted by the doctor. Rather,
the physician's conduct of the conversation must be "evaluated" pre-
cisely on the basis of the extent to which the patient is granted and
encouraged to take advantage of the corresponding opportunities for
conversation, which should not be limited to answering the physi-
cian's questions, but should contribute to narrative self-exploration
and participatory decision-making.

All in all, the classical dichotomy of quantitative and qualitative methods
has to be abolished in time in a comparative conversation analysis.
Thus, both methods should go hand in hand as soon as, for example,
"longer" columns (> 80 words) are identified in the quantitatively orient-
ed dialogue analysis, which offer themselves as candidates for the study
of patient narratives, as this can then prove to be the case in the quali-
tatively oriented narrative analysis (§ 9, 19). The contexts in which such
narratives may develop are then examined. In this extended contextual
analysis of narratives, the neighboring utterances (Fig. 40.3: red col-
umns) are put "under the microscope" of conversation analysis as se-
quence analysis and phase analysis (§ 19.6-8, 20.9) in order to recon-
struct the favorable interactive and thematic conditions for the emer-
gence and further processing of patient narratives.

It may be possible to identify key medical interventions that have led
to a new quality of conversation with a high degree of accuracy of fit and
a wide range (degree of effectiveness), as manifested, for example, by a
change from biomedical to psychosocial key symbols (§ 19.7-8, 20.9).
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The development of thematic key symbols can in turn be the subject of a
content analysis, in which, however, quantitative as well as qualitative
aspects are to be combined in a methodologically reflexive procedure of
category formation and evaluation (in the sense of a grounded theory) (§
6.2). In this context, it is not only the frequency of occurrence of certain
emotion words ('fear", "anger"), but of equivalent expressions ("to be
scared stiff', "to get hot under the collar") that is important, which in
turn is to be considered in a metaphor analysis (§ 12, 19.8), in which, if
necessary, personal meanings for this individual patient can also play a
role.

In order not to be subject to the "impression of power" of the large
quantity ("frequencies") alone, which has been described as a risk of
pure frequency analysis according to category systems (§ 40.1.2), con-
versation analysis should finally also pay attention to singular occur-
rences of terms or also comparisons ("... like the father"), whose "re-
fused" resumption can initially also be an expression of a defense pro-
cess, in which, for example, medical or therapeutic interventions of the
type of confrontation or interpretation are rejected (§ 3, 17, 20, 21). Here,
the traditional distinction between manifest and latent meaning already
points to the differences and similarities between a medical and thera-
peutic consultation (§ 9.3), which again challenge further comparative
conversation analyses.

40.2.4 Functional analyses of conversation phases

In comparative conversation analysis, the focus in critical comparison is
not only on different types of conversation, but also on different conver-
sation phases, in which different conversation functions must be per-
ceived with an internal differentiation. Thus, on the one hand, the dif-
ference between an initial conversation, which is essentially conducted
as an anamnesis conversation precisely because of the first contact,
and a follow-up conversation, which can essentially serve the purpose
of clarification and/or decision-making, must be taken into account. On
the other hand, these different functions can also be performed within
one interview, so that correspondingly differentiated requirement pro-
files arise for certain interview phases, which must also be taken into
account in a comparative evaluation perspective. For this purpose, two
essential aspects shall be mentioned, under which both quantitative and
qualitative methods can be applied.
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Association and Guidance

From this perspective of comparing different types of conversations,
possible differences and commonalities concerning the aspect of as-
sociation versus guidance are to be highlighted (§ 9.3, 17.4). If we
look at the conversation (D) (in Fig. 40.4), which was supplemented
by the extreme typological comparison, the doctor impressed with a
reduction of his speech share to "only" 16%. The patient's share of
speech was correspondingly large, and she was able to use it for par-
ticularly "long" speech contributions (= columns) (> 200 words) in
the function of dramatic narratives, some of which we had previous-
ly analyzed in detail with reference to the presentation of the dialog
role structure (§ 19.7). In formal dialogic comparison, the extreme
distribution of speech shares and the dialog role structure probably
resemble the typical course of conversation in psychotherapy, where
the therapist is known to be able and expected to be very restrained
in order to give effect to the association rule (§ 9.3). In this respect,
the doctor in his orthopedic consultation in this conversation (D)
certainly accommodated the patient to a large extent, who was able
to unfold her life narrative more or less associatively - with minimal
guidance from the doctor.

To let a conversation "run" more or less associatively can of course
become counterproductive in the medical consultation - in contrast
to psychotherapy. In the medical consultation, the maxim conflict
between association and guidance, as it was described in advance by
Morgan, Engel (1977) (§ 9, 17.4), cannot be decided unilaterally in
favor of association in the long run. Nevertheless, in initial inter-
views or in the case of new, serious patient experiences, it may at
first be just functional to grant the patient a special privilege of as-
sociation, which, as it were, is granted by way of exception, contrary
to the rule, in order to yield, for instance, to a special narrative pres-
sure. What is possible and reasonable here in a critical range be-
tween extremes must certainly be decided anew from case to case
and from moment to moment, which is precisely what constitutes
the art of medical interviewing (§ 17), which should be characterized
by a high degree of flexibility.
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Allocation of speaking rights for conversation phases with specific
functions

If the physician with his individual fitting competence (§ 2, 3) should
not be "overruled" by strict rules in a flexible conduct of conversa-
tion,® certain types of conversation courses can certainly be distin-
guished on the basis of their classical functions, which we had also
differentiated in advance according to the steps of the manual (§ 17,
18-23). Since participation is always also a question of verbal oppor-
tunities to participate, how often one can have one's say and for
what purpose, we will conclude with a schematic representation of
the prototypical distribution of speaking rights in ideal conversation
processes with certain functional focuses (listening to concerns, elicit-
ing emotions, exploring details, negotiating procedures), which can
serve as orientation in the didactics and practice of conducting con-
versations.

By no means can such an emphatically schematic representation
(Fig. 40.5) meet the requirements of flexible conversation in individ-
ual cases. Here, an individual conversation dynamic is developed in
each case, which leads to its own setting of priorities (§ 17.3). Far
from wanting to define the speaking privilege for individual patients
in individual conversational situations in "numbers", however, cer-
tain "gold standards" can be formulated at least for the distribution
of speaking privileges according to conversational phases with cer-
tain conversational functions in order to mark a differentia specifica.

The fact that physicians can and must retain their individual competencies
and apply them in a patient-oriented manner, which cannot be "overruled"
by higher-level authorities, had already been emphasized in advance for
the practice of evidence-based medicine with reference to the German
Council of Economic Experts (“Sachverstandigenrat”, 2009) (§ 5, 10). It is
one thing to observe recommendations on the conduct of conversations,
but it is another to follow them flexibly in the practice of conversations.
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Fig. 40.5: Ideal distribution of speaking rights for conversation phases
(cf. Cologne Manual of Medical Communication (C-MMC), steps 1-6)
(see appendix of this chapter)

All in all, in an ideal-typical course of conversation following the es-
tablishment of the relationship (1), patients should have more say,
especially in the initial phases (2-3) of taking the medical history,
which they can choose freely and use, for example, for longer narra-
tives, before the physician, for his part, must claim more space for
detailed exploration (4) as well as, if necessary, for patient education
(5a). In this phase of the conversation, the patient must finally be in-
formed in detail by the physician in his own interest, before both
conversation partners can enter a negotiation phase (5b) on this in-
formation basis, in which they exchange the pros and cons of the
further procedure. In this phase, the patient and his or her prefer-
ences as they relate to the world in which he or she lives must also
be given sufficient opportunity to express their views before both
parties can reach a joint decision. In the final phase (6), the course
of the conversation and the joint perspective for action, under which,
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for example, further examinations must be initiated or results await-
ed, must again be summarized primarily by the physician.

The assumed "numerical ratios" for the distribution of speaking rights
can at best serve as "guide values" for orientation. If a weighting is ap-
plied in which only the central middle phases (2-5), which are already
more relevant because of their length, are taken into account, the result
is a "mixing ratio" that is assumed to be ideal, which is divided into
conversational phases according to specific conversational functions
and adds up to an overall ratio in the speech share of the interlocutors
(P:D = 32:18). This ideal ratio of speech shares, which can be roughly
simplified (2:1), is already surpassed in our empirical "ideal conversa-
tion" (C) (Fig. 40.2, and Fig. 40.3), which was analyzed in detail before-
hand (§ 19.8), even more in favor of the patient (4:1). What may already
appear ideal in theory can obviously be far surpassed in practice. 7

As has become clear in all the preceding conversation analyses, con-
versation manuals can at best serve as a structuring aid for orientation
in practice. Even the perception of certain conversational functions (2-5)
should not be strictly bound to a sequence, but rather pursued with
changing emphases (§ 17.3). Active listening does not end after the sec-
ond step of the conversation, but is required over the entire course of
the conversation in order to achieve a relevance upgrade of thematic pa-
tient offers (§ 7.5, 17.4, 19.4, 20.4). In accordance with the momentum
of conversations, in the development of which both partners are con-
structively involved in their own way, patient narratives can be promot-
ed, placed and further processed even later, when the transition to de-
tailed exploration or decision-making already seems to have been estab-
lished.

7 To put this into perspective, however, it should be noted that the empirical
initial interview (C) was conducted essentially as an anamnesis interview,
so that certain "doctor-centered" interview phases/functions only arise in
the follow-up interview, in which the doctor will inform the patient about
the findings of the "gastroscopy", among other things, before they then en-
ter the actual decision-making phase, which initially ended in the initial
interview with agreement on precisely this "gastroscopy" desired by the pa-
tient, with little "controversy". In contrast, the physician's share of speech
can increase considerably if, for example, a procedure desired by the pa-
tient is "controversial" (§ 22.4), whereby longer negotiation processes be-
tween physician and patient can occur with a rather "symmetrical" distri-
bution of rights to speak (§ 22.4-6).
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Likewise, empathic communication (§ 20) does not begin in a 3rd
conversational step, but must be given a privileged conversational space
on the super maxim that emotions have priority in principle. Because
emotions are a "fleeting" phenomenon, they must be taken up immedi-
ately when they occur. Thus, emotions can also take hold again in the
clarification conversation because the new information about the diag-
nosis or treatment can "cause anxiety." New or supplementary infor-
mation, including information conveyed narratively, may also become
necessary for detailed exploration during the decision-making process,
because the patient's preferences must be matched with his or her life-
world conditions (§ 10) in order to improve the patient's adherence,
which may require further dialogic educational work, etc.

However, anyone who, like the surgeon in the example of patient in-
formation before an operation (§ 22.3), uses the physician's right to
speak to deliver an extremely long explanatory monologue (> 200 words),
which quickly threatens to exceed the patient's capacity for reception,
violates elementary rules of dialogic communication, which is also the
basis of dialogic medicine (§ 7). The sub-maxims of simplicity, portion-
ing (digestible chunks) and comprehensibility in medical information
have already been explained (§ 10, 22, 26, 27). These maxims must be
adhered to despite the greater right to speak, which in substance lies
with the physician providing the information, but who must convey the
necessary information in a manner appropriate to the patient on the
basis of the dialogic Ask-Tell-Ask scheme (§ 22.3.2). Despite the physi-
cian's dominance of speech, interaction and topics in this phase of the
conversation, the physician must provide the patient with sufficient
leeway in the sense of dialogical clarification by asking questions of as-
surance and inviting the patient to clarify his or her understanding.

For all the bandwidth of the physician's interview style, which is ide-
ally characterized by a high degree of flexibility (§ 17.3), overall limiting
lines of evaluation must be drawn in, which above all do not permit a
restrictive conflict resolution between association and steering, in which
an interrogative interview style converges on a mere "interrogation" con-
versation (A) (§ 19.6). In this conversation, the patient could hardly get
a word in, which was manifested in the formal dialogue analysis solely
by the fact that she could not exceed the already low threshold (> 30
words) with any of her speech contributions. In contrast, the "better" al-
ternatives of a narrative-biographically oriented conversational approach
associated with participatory decision making (SDM) (§ 10, 22) had been
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differentiated in detail in the preceding conversational analyses (§ 19.7-
8, 20.9).

Again, it remains to be seen whether a conversation like (D) exceeds
or falls short of the evaluation line already on the level of the formal dia-
log analysis, on which the physician withdrew to a total of 16% (sic) of
speech share, so that the patient was given a correspondingly large
conversation space at her disposal, which she could use for partly very
long, dramatic narratives (> 100 words). Here, under the aspect of guid-
ance by the physician, who primarily focused on the promotion of pa-
tient narratives, the criticism of an under-structuring of the conversation
could be raised.

However, if the borderline case of an extreme distribution of speak-
ing rights (5:1) is still to be tolerated under a qualitative evaluation as-
pect of narrative conversation in favor of the association rule, this can
certainly be justified as an exception in individual cases, in contrast to
the other extreme of interrogative conversation type (A) (1:1). While in a
conversation of type (A) the narrative potential of patients is blocked by
the merely questioning physician, in conversation type (D) it is fully ex-
ploited by the actively listening physician (Fig. 40.4). The basic narrative
structure does not affect the total length of the conversation (§ 19.7),
which, at 12.5 minutes, is within the "average" of initial conversations
that we compared in the pre-post design (§ 40.2.6).

As a surplus of the patient's dramatic narratives, the physician gains
an insight into an impressive life narrative (§ 19.7), knowledge of which
can quickly "pay off" in the further history of interaction and care. Both
interlocutors can benefit from the patient's shared experiential
knowledge in the sense of the "mutual investment society" repeatedly
described by Balint (1964 /88: 335ff, 373ff) by being able to recall and
reactivate the patient's life story from memory in all subsequent conver-
sations.

What has once been told in detail remains a common source of
knowledge for both speaker and listener, from which it is possible to
draw later in an abbreviated manner in a "keyword communication", in
that the two interlocutors can "short-circuit" each other in the future
via the condensates of thematic key symbols, so that the time currently
invested will also "pay off" later under an "economic" aspect.
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40.2.5 Multimethod case analyses

Moreover, comparative conversation analysis can also be combined with
other methods of analysis, some of which have been developed in other
interdisciplinary traditions than (linguistic) conversation analysis. Here,
however, the problem of available resources arises again if several anal-
ysis approaches are to be applied to many conversations. Here, single
case analyses can initially be carried out in the sense of pilot studies,
which open up further analysis perspectives for a comparative ap-
proach, which ideally could also be carried out with a pre-post design
(see below).

First, however, we will briefly report on a multimethod individual
case analysis of a conversation that was conducted with a student
("Julia") in a GP consultation. The conversation was made available to
all participants of the study as a video recording and transcript (Kéhle
et al. 2010). Thus, the specific verbal and nonverbal "conversation data"
could be specifically processed and evaluated from the respective analy-
sis perspective, which can only be briefly outlined here with reference to
the sources.

e Discourse Analysis (DA)

Tailored to the individual case, the dialog, interaction, content, and
participation analyses were carried out in approximately the same
exemplary manner as described in advance with the comparative
conversation analysis. Overall, on a micro- and macro-analytical level
of observation, the aim was to reconstruct conversational develop-
ments between Julia and her doctor, in which they jointly establish
a transfer from the symptom description ("nausea", "headache") to a
biographically significant narrative ("school anxiety"), in which the
doctor proves to be a co-constructor of the patient's story (§ 25) (Koer-
fer et al. 2010, Kohle, Koerfer 2017).

e Structural Analysis of Social Behavior (SASB)

In a social-psychological tradition, in which the relationship quality
between patients and therapists in psychotherapies is to be assessed
above all, the relationship between Julia and her doctor was exam-
ined in the dimensions of interdependence (autonomy vs. control)
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and affiliation (affection vs. hostility), whereby the non-verbal parts
were also taken into account. Compared to a sample of 120 GP con-
sultations, Julia's doctor proves to be more affectionate and less con-
trolling towards his patient overall (Kruse, Tress 2010).

Roter Interaction Analysis System (RIAS)

As already stated (§ 40.1), this category system has found broad in-
ternational application in many studies, so that a comparability of
(groups of) conversations based on large amounts of data is possible
here. This methodological advantage is also used in Szirt and
Langewitz's (2010) study, where they compared the results on the
conversation between Julia and her physician with similar conversa-
tions from a comparison group of physicians who were undergoing
two years of advanced training. Their results suggest modifications
of RIAS (new category on the topic of "uncertainty" as well as a se-
quence analysis to capture reciprocity) on the one hand and on the
other hand identify the conversation with Julia as an "exceptional"
conversation compared to the comparison group, which overall can
definitely be attributed a role model function (Szirt, Langewitz 2010).

Heidelberg Structural Mapping Technique (Strukturlegetechnik, SLT)

With the Heidelberg research program "subjective theory", a specific
method of the structural mapping technique (Strukturlegetechnik,
SLT) has been developed to involve the participants themselves in
the interpretation of their preceding interactions in a retrospective
consensus-building procedure. This procedure was also applied to
the GP conversation with Julia by presenting the patient with her
own conversation with the doctor in retrospect in multiple rounds of
self-reflection. A key finding was that the patient experienced the
physician's conversation as particularly helpful in managing her
concerns and fears (Obliers et al. 2010).

Motion analysis (NEUROGES-ELAN)

In addition to the analysis of verbal behavior in the conversation be-
tween patient and physician, a movement analysis was performed.
Movement behavior includes, for example, movements of the hands
that are performed remotely from the body (e.g., pointing gestures,
emblems), or head movements (nodding) or shoulder movements
(e.g., shoulder shrugging), but also self-regulating movement activi-
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ties as self-touching (e.g., hand-to-hand touching). Especially signif-
icant are references by the physician who mirrors the patient's be-
havior, e.g. by moving her hand towards her neck and away again,
which was also described in the previous chapter on nonverbal in-
teraction (§ 12). Such mirroring behavior proves to be therapeutically
effective, even if the physician is not aware of this kind of "interven-
tion" (§ 12) (Lausberg 2011, cf. Lausberg (ed.) 2013, Lausberg, Slo-
etjes 2015, Lausberg 2019, 2024) (cf. § 12).

For the detailed analyses, reference can only be made here to the tran-
script and to the cited and further literature in the individual analyses
of the conversation with Julia. All studies focus on common or at least
similar, but also specific aspects of the conversation. With their inde-
pendent research methods, they arrive at findings with which, in ab-
straction, certain distinctive characteristics of the conversation or of the
participants in the conversation can be brought down to common de-
nominators (such as authenticity, empathy, cooperativeness, narrativity,
supportiveness). From the overall result, the studies come to the com-
mon conclusion that it is an "extraordinary" conversation, in a double
sense:

On the one hand, the GP conversation with Julia is characterized by
special cooperation attempts to overcome "uncertainty", which is not
only mutually conceded as shared "not-knowing" by the patient and her
doctor, but is also worked on as a challenge interactively and themati-
cally so intensively that Szirt and Langewitz (2010) even propose a cor-
responding category extension ('uncertainty") for the established RIAS
method in their paper. On the other hand, all studies agree in their
overall evaluation that (also in comparison to other conversations) it is
almost in every respect (parameter) an "exceptional" conversation in the
sense of an (excellent) role model.

This reinforces our view that such a conversation should be includ-
ed in an overall pool of particularly negative or positive model conversa-
tions that should be available for further research and teaching. In this
way, contrast-typological research and learning processes can be set in
motion, in which differences that physicians make by the way they con-
duct conversations are also noticed as differences by learners (§ 13)
(Koerfer et. al 1999, 2008, Koerfer, Albus 2018). Particularly in educa-
tion and training on conversation management, students as well as
physicians should be trained for a differentiated perception of possible
model conversations or teaching conversations, whereby the approaches
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presented here should at the same time sensitize for the method de-
pendency of the evaluation of physician-patient communication.

Finally, in research and teaching, one can also perceive other
strengths and weaknesses from the fully documented interview with
further analytical differentiations than could be made visible here with
five different analysis methods on one interview example in such a
small space and in the published articles together. Nevertheless, a rela-
tively high effort can still be made in individual analyses, which poses
particular challenges for evaluation studies in pre-post design.

40.2.6 Evaluation methods in pre-post design

While multimethod analyses of individual interviews are already time-
consuming enough, the effort required for evaluation studies with a pre-
post design is multiplied many times over. For example, we conducted
our own studies to evaluate Balint group work with physicians from the
Cologne area, in which the development of communicative competence
was to be determined after one year of group participation. Since the
study design as well as the analysis methods and results have been
presented in detail elsewhere, only a brief overview with further source
references for details (e.g., on significances) will be given here (Kéhle et
al. 1995, Kaerger et al. 1997, Obliers et al. 1998, Kaerger 1999, Koéhle
et al. 2001, Koerfer et al. 2004). The promotion of communicative com-
petence was embedded in the overall program of continuing education
in primary psychosomatic care (Koéhle, Janssen, Richter 2003). In ac-
cordance with the continuing education standards established there,
the group work was divided into three pillars, which were dealt with
both continuously in the group sessions and with emphasis in special
events (e.g., lecture, seminar).

e Theory (psychosomatic disease theory, self-psychology, doctor-
patient relationship, diagnosis, therapy, etc.).

e Reflection on the doctor-patient relationship (case discussions,
professional self-awareness, relationship diagnosis and therapy,
etc.).

o Verbal intervention techniques (mediation and training, conversa-
tion analysis, role-playing, feedback, etc.)
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All three pillars of the continuing education in Balint group work, in
which the participants completed 30-35 two-hour group sessions and at
least ten double hours on theory over a period of one year, should ulti-
mately contribute to improving communication and relationships with
patients. This objective was verified in the course of the training for 12
practicing female physicians (n=4) and male physicians (n=8), most of
whom were general practitioners in Cologne and the surrounding area.
From a corpus of approximately 500 conversations, 2 initial conversa-
tions per physician were examined at the beginning (pre) and after one
year of training (post), whereby the conversations were largely parallel-
ized according to age, gender, and disease problems of the patients.8
Using a multimethod evaluation approach, various methods of analysis
were applied to this sample of a total of 48 initial interviews, the results
of which can only be roughly outlined here in a selection.

e Patient analog lay rating

In a first analysis procedure, an easy-to-use lay rating was per-
formed, in which fifteen students of non-medical and non-
psychological subjects were asked as patient-comparable laypersons
(via "role taking") to rate the conversations in a random-rotation
presentation format (15-item rating, 6-level scaling), leading to the
following results (Fig. 40.6): Lay raters rated physician behavior or
relationship quality more favorably on average for all 15 items in the
post-conversations, and this change from the 1st to the 2nd meas-
urement time point was significant for 5 items (p < 0.01. Fig. 40.6),
in each case in the intended direction: the patient's feeling of well-
being (1) increased significantly, while the physician's impersonality
and aloofness (2) and impatience under time pressure (4) decreased
just as significantly as the patient's feeling of being left alone (7) and
insecurity (9).

8 The implementation of a randomized, controlled-prospective study was
considered, but could hardly have been realized for practical reasons: It
could hardly be expected or wanted that physicians would be willing to
completely abstain from all similar training offers during this waiting peri-
od of one year.
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Fig. 40.6: Assessment of physician-patient conversations by lay raters.
Significant changes — pre/post p < 0.01. (K6hle et al. 2001: 303)

Categorical conversation analysis

On the empirical basis of transcripts according to rules, such as
those used in this handbook (§ 2.3, 44.6), the 48 conversations were
examined with a formal-dialogical as well as content- and communica-
tion-analytical category system. In the pre-post comparison, the dis-
tribution of the right to speak already indicated an improvement in
the patients' participation opportunities, which could also be in-
creasingly used for their narrative self-presentation. Thus, as an in-
dicator, we investigated favorable conditions for a longer coherent
patient speech ("in one stretch"), which is not "interrupted" by the
physician, but only accompanied by such listening signals that allow
a continuation of speech "as if uninterrupted" (§ 19.3). Accordingly,
at the second measurement time point (after 1 year), a significant
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increase in longer patient utterances (> 40 words) (p < 0.01) was
demonstrated without patients being interrupted by their physicians
in a relevant sense. In addition, at the 2nd measurement point, the
physicians tended to determine the conversation less by asking
questions, whereby in particular restrictive double or multiple ques-
tions (per speech) decreased significantly, as this is also required in
the didactics for conducting conversations (§ 21.2).

Overall, the physicians relied more heavily on a cooperative relation-
ship with their patients with their interview management through
direct speech references and consensus efforts. A follow-up study on
empathic feedback also revealed significant effects (p < 0.5) (Koerfer
et al. 2004). After one year of training, physicians were significantly
more likely to encourage their patients to continue talking following
an emotional topic offer and to offer comfort and help accordingly, as
exemplified previously (§ 21) with anchor examples.

Structural Analysis of Social Behavior (SASB)

As described above in the individual case analysis, the SASB method
was applied to all 48 interviews in this evaluation study, the empiri-
cal basis of which consisted of the video recordings and transcripts.
As a major result of this expert rating, the relationship between phy-
sician and patient appeared to be more characterized by emotional
attention at the 2nd measurement time point: Physicians exerted
less control, while at the same time it was possible for patients to
open up to their respective physicians and show more autonomy.

Heidelberg Structural Mapping Technique (Strukturlegetechnik, SLT)

As also described in advance, the structural mapping technique is
about the reconstruction of subjective models of understanding of
the participants themselves, who are interviewed in semi-structured
interviews about their own interactions and stories. While in the in-
dividual case analysis the subjective lay view of the patient (Julia)
was reconstructed, the evaluation study is about the reconstruction
of the professional models of understanding of the physician partici-
pants of the training measure. In an aggregated procedure, two sub-
groups could be distinguished, which can also benefit differently
from the Balint group work: On the one hand, the "self-
experiencers", who follow a more self-centered self-awareness, and
on the other hand, the "self-educators", who are more oriented to-
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wards patient-centered self-awareness and therefore seem to be
more compatible with the Balint group concept.

For further details of the entire evaluation studies, their individual re-
sults and information on significances, reference must again be made
here to the more detailed sources (Kohle et al. 1995, Kaerger et al.
1997, Obliers et al. 1998, Kaerger 1999, Kohle et al. 2001, Koerfer et al.
2004). Finally, only selected problems of evaluation will be highlighted
here, which again point to a mediation of quantitative and qualitative
perspectives of analysis:

e Conversation duration and conversation economy

After completion of the training, the initial conversations did not last
significantly longer: 14.8 minutes (SD = 9.2) (post) compared to 12.5
minutes (SD = 6.4) (pre). This result is quite consistent with the
learning objective, even with a narrative approach in which patients
are to have more narrative say overall: for the conversations are not
to be significantly longer overall, but only "better". This also includes
giving patients the opportunity to speak repeatedly "in one stretch"
(> 40 words) (p < 0.01).

If this is not accompanied by a significant prolongation of the inter-
view, then all the better, but a larger interview volume should never-
theless be accepted if necessary, especially in the case of initial in-
terviews, in order to promote narrative self-exploration on the part of
patients, which can quickly "pay for itself' in follow-up interviews.
Under this aspect of the overall economy of conversation, a possible
current "time saving"' must always be put in relation to time-related
follow-up costs, where the omissions in the past can have an effect
in the future. This applies accordingly to the overall economy of
medical care, in which possible non-adherence, which may be due to
a lack of communication (§ 10.1), can only be prevented by talking.

e Dosage and fitting

A person who enters a learning process already as a good listener
will hardly be able to impress by an extreme increase of listening ac-
tivities, which are subject to a dosage problem anyway, where cer-
tain "limit values" should not be exceeded (§ 17, 19, 40.1). Thus,
"exorbitant" rates of increase in listening activities of a certain type
are also not to be expected, since a possible change from interroga-

Part VI: Evaluation - 57


http://www.verlag-gespraechsforschung.de/

Armin Koerfer, Christian Albus

tive to narrative conversational style may also result in opposite
tendencies. Those who ask fewer informational questions of a par-
ticular type will, in a certain sense, also have to confirm or reconfirm
less (re-confirmation). On the other hand, once longer narratives have
been set in motion interactively, they can often be kept going accord-
ingly "sparingly" with few listener signals, etc. Crucial for the course
of interaction was then the preceding promotion of the patient's nar-
rative, to which a suitable "license" to narrate was given, which the
patient was then apparently able to use equally appropriately.

As has been repeatedly emphasized in advance, in given conversa-
tional contexts, as opposed to the "frequency" of interventions of a
certain type (e.g., listener feedback), it is often the "singularity" of
precisely fitting key interventions that is "decisive,” through which a
new conversational quality is achieved, characterized, for example,
by narrative self-exploration on the part of the patient.

e Variance and individual learning progress

Furthermore, in an evaluation study with group comparison and
pre-post design, it must be taken into account that differences in in-
dividual learning progress of individual group members, which can
be positive as well as negative "outliers", are leveled. These "outliers",
which can shift the average values in one direction or the other,
make it clear that participants in an education or training measure
benefit differently from this learning opportunity. In addition, even
at a high level of competence, "slumps" and "regressions" must be
expected, which may be due to external learning and practice pres-
sures, as was observed in the development of an empathic compe-
tence (§ 20.2). Thus, there are also intra-individual variations (e.g.,
"form on the day") that may have either a positive or a negative im-
pact at a given point of measurement. Even if individual differences
in learning success may be less significant in large samples, internal
differentiation must be taken into account when implementing and
evaluating training and continuing education measures so that cer-
tain learning types do not escape the attention grid from the outset.

Overall, in evaluation studies of training and continuing education

measures, it is by no means possible to expect uniform development in
line with learning objectives for all participants. Rather, individual
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learning processes with different starting levels can result in different
learning curves, as will be described below for different learning types.

40.3 Competence development in learning stages

The problem of individual learning even in joint group processes leads
back to the question posed at the beginning (§ 40.1) with Thistlethwaite
(2016), to what extent different outputs can be expected with the same
input, which often leaves much to be desired in terms of sustainability.
Thus, individual learners may not only benefit differently from stand-
ardized learning opportunities, but may also unlearn their acquired
competencies in practice or fall back into old patterns of action that
seem more appropriate to them in the face of a current pressure to act.
In the following, different stages of learning and development will be dis-
tinguished, in which communicative competence has to be proven
against different requirement profiles of a learning and action practice.

40.3.1 Miller's learning pyramid as a pillar model

Before learners are confronted with their later professional practice,
there are usually opportunities for trial action in advance, in which
"failures" of action may already be taken into account (§ 13.5). As is well
known, opportunities for trial and error are a good prerequisite for suc-
cess, because not only on v. Uexktll (1987) can systematic learning also
be learned from mistakes (§ 40.2) (Box 40.7). In this context, the learn-
ing processes should be designed in such a way that the failures cause
as little personal "harm" as possible, especially not to persons who, as
patients, have a special right to prevent harm (primum nil nocere). 1t is
no coincidence that the use of simulated patients (SP) has proven suc-
cessful (§ 13, 14, 41), who can react in a trained manner in dealing with
personal "impositions" that exceed the right level.

Trial action is usually preceded by knowledge acquisition, in which
an action-guiding function of knowledge is assumed, without which ac-
tion would not be possible at all. In his widely used model of the learn-
ing pyramid, Miller (1990) depicted knowledge as the basis of learning,
which is layered in two stages (knowledge and competence) before ac-
tion-related learning and assessment processes (performance and ac-
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tion) build on it (Fig. 40.7). As suggested by the image of the pyramid,
the knowledge base of the first two levels is correspondingly broad,
while the further learning processes taper in the representation through
the level of performance to the top of action, in which the professional
action practice is represented, which is performed in forms of both an-
amnesis taking and physical examination.

—
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Action
DOES —— > Action
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Knowledge Knowledge
KNOWS KNOWS J

Fig. 40.7: Learning pyramid by Miller (1990) and modified pillar model

According to the image of the pyramid, the learning processes are ap-
parently so strongly knowledge-based that they appear to be knowledge-
heavy from the outset, especially if, according to the logic and hierarchy
of the conceptual distinctions (Knowledge, Competence, Performance,
Action), only unidirectional learning processes (from the bottom to the
top) are assumed, which apparently do not permit any feedback be-
tween action and knowledge.®

9 Miller introduces the essential conceptual distinctions without further ref-
erences, whereby he is less concerned with stages of learning processes,
but primarily with assessments of clinical skills, competence, and perfor-
mance. For the historical classification of the terms, reference can only be
made here to the traditional distinction between "knowledge" (knowing
that) and "ability" (knowing how), which goes back to the philosopher Ryle
(1949/1969: 26ff), as well as to the distinction between competence and
performance, which became known through the linguist Chomsky
(1965/1969), who was primarily concerned with language competence. Re-
garding the pragmatic concept of communicative competence, we refer back
to the literature already cited in detail above (§ 2, 3, 7).
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Although this asymmetry between knowledge and action should not be
reversed by turning the pyramid upside down with knowledge at the
top, it should be eliminated in a pillar model (Fig. 40.7). Such a pillar
model can also take into account the context that knowledge is not al-
ways acquired before action, but also during and through action, which,
as is well known, one tries to capture with the concept of experiential
knowledge. This experiential knowledge does not stagnate at an initial
level, but grows continuously with each type of (trial) action in the sub-
sequent learning stages in both the pyramid and the pillar model of
learning, in which the individual stages are, however, equally weighted
with equal space.

Experiential knowledge is relevant both for instrumental action,
which in medicine is represented by the classic example of surgery, and
for communicative action (§ 7, 8), whether in the consultation or ward
rounds or teamwork. Whether in taking medical histories, clarification
or decision-making, in all of these fields of action, the acquisition of
manual knowledge for conducting conversations is useful, as it was also
conveyed in this handbook, but this basic knowledge can only be tested
in the practice of action, in which at the same time specific experiential
knowledge is acquired in the situation-specific use of, for example,
forms of active listening (§ 19) or empathic feedback (§ 20).

Only in this way can the necessary fitting competence (§ 3, 17) be de-
veloped, which must prove itself in trial actions with simulated patients
(shows how), for example, and finally in professional actions with real
patients (does). In this context, the teaching of "textbook knowledge" as
basic knowledge can only ever be a more or less good starting aid,
which is to be used creatively in learning processes during one's own
communicative actions. These learning processes can begin in training
and continue through continuing education into professional practice,
so that experiential knowledge is constantly evolving. In this develop-
ment process, there can be constant feedback (dashed here in Fig. 40.7)
in the sense that the theoretical knowledge acquired at the beginning
can ultimately be "modified" or "corrected" by the experiential know-
ledge.

This is the case, for example, when a certain maxim of conversation,
as it may have been formulated in research or didactics on the conduct
of conversation (e.g. "avoid decision questions/yes-no-questions") (§
21.2), has not proven itself qua experience in the practice of conversa-
tion.
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Although the experience-based learning processes can also be car-
ried out on one's own, they prove to be incomparably more successful in
critical-solidarity group learning, as described in detail above for train-
ing and continuing education (§ 3, 6, 13-16). In this context, expecta-
tions should by no means be cherished for a continuous development of
communicative competence that could be achieved equally for all group
members. Rather, differences and discrepancies are to be expected, in
which teachers and learners have to adjust to more or less fast and
short-term or steady and sustainable learning successes, i.e., overall
progress but also regression, which challenge to new objectives. In this
context, learning processes should be designed in such a way that
learners are supported at their starting level and learning conditions are
simulated in a sufficiently practical manner in line with later profes-
sional practice, so that knowledge and action are imparted in an experi-
ence-based manner at an early stage.

40.3.2 Learning levels and learning curves

In individual self-learning as well as in group learning, different learn-
ing types, learning levels and learning curves are to be expected. In
learning practice, there are numerous variants of learning progressions
for individuals and in learning groups, which are to be described here in
an "ideal-typical" way. However, it should be noted at the outset that
certain (types of) learning successes can only ever occur as a function of
the learning level as the starting level, whereby distinctions can be
made across a broad spectrum from novices to advanced learners to ex-
perts (Park 2015) (Table 40.2), who are characterized precisely by in-
creasing experience.
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Learning Level Knowledge or ability
1 | Absolute Beginner I know almost nothing
2 Beginner I can do it, relying on rules
3 | Advanced Beginner I can do it, relying on rules

while recognizing elements of situations

4 Competent | can do it by a set plan
with an organized approach to a problem or situation

5 Proficient | can do it based on similar experiences

6 Expert I can do it by intuition based on sufficient experience

Table 40.2: Learning levels (mod. from Park 2015)

However, when differentiating between learning levels, it must be taken
into account what is to be the object of learning ("it") in which learning
situations and which "rules", "plans" and "experiences" can play which
role in which learning contexts. According to this, in medical practice as
a whole, but also in specific communicative practice, different "learning
contents" are to be assumed, which are reflected in learning objectives
with different degrees of difficulty.

Thus, the rules for a "proper" greeting (§ 18) or for an "open" opening
of the conversation (§ 19) can be learned considerably "easier" and
"faster" than for the precisely fitting change from a confrontational to a
tangential conduct of the conversation. Such a change requires an em-
pathic competence with which a patient's defensive behavior must first
be perceived before it can be reacted to with an appropriate verbal inter-
vention (§ 3, 17, 20). As a rule, dealing with emotions proves to be much
more difficult, for example, in comparison with detailed exploration of
the temporal course of complaints (§ 21), so that more or less protracted
learning processes with different learning objectives at different learning
levels result here.

While novices may still need to learn the professional medical greet-
ing (§ 18), this has long been routine practice (2nd order) for the ad-
vanced learner (§ 1.3.1), who may, however, need further training in his
basic empathic competence specifically in dealing with the seriously ill
or dying (§ 16, 38) at a different learning level with specific learning ob-
jectives, etc.
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Although further differentiation is necessary here, comparable types
of learning curves emerge for both individual learning and group learn-
ing. Relatively independent of specific (difficulty levels of) learning objec-
tives, six types (A-F) of learning curves can be roughly distinguished,
which are to be differentiated for different learning groups (in education,
training and further education) at different learning levels with different
topics and objectives for the improvement of communicative competenc-
es, taking into account manifold mixed forms and sub-variants of the
ideal types (Fig. 40.2-4). Finally, the examination situation should be
considered as a special case (G) (§ 40.3.3), in which the previously
learned conversational behavior is finally to be "put to the test" (shows
how) under the censorious observation of a critical examiner.

A Starting problems

Before the intended learning success is achieved, more or less pro-
nounced initial difficulties with a more or less pronounced familiari-
zation phase must be expected. The cognitive and behavioral ad-
justment and conversion is not always successful right away, and
two variants can be distinguished (Fig. 40.8). In the first variant
(Al), a longer run-up is required at the (dashed) initial level before
the learning curve finally rises after prolonged stagnation. In the
second variant (A2), due to the initial irritations that can be trig-
gered by the described reflexive introspection at the beginning of a
learning process (§ 6.4), there is a more or less pronounced lowering
of the initial level before the learning curve returns to the initial level
after more or less persistent cognitive dissonance or action block-
ages, and then continues to rise as in the first variant (A1l).

If these dissonances and blockages cannot be resolved in good time
so that the learning curve remains permanently at the starting level
or even drops further, it must probably be assumed in a further var-
iant that there has been an individual "false start” for the time being,
which must be countered at an early stage with special forms of in-
dividual feedback (§ 13, 41).
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Al A2 B C

Fig. 40.8: Variants (A-C) of learning curves

B Vertical takeoff

With this type, the "acclimatization phase" is omitted. The learner
does not suffer any "losses" in the transition to the new conversa-
tional behavior due to critical self-observation and can make corre-
spondingly continuous progress, whereby the learning curve can go
more or less steeply upward because no other irritations occur (Fig.
40.8: B). In the case of a vertical start, however, the question arises
as to the extent to which the rapid initial successes continue accord-
ingly, which may have to be taken into account in a further type of
progression (C).

C Crash soon

Without wanting to "discriminate" against individual high-flyers,
there is of course also the development known from the psychology
of learning that something that is learned too quickly can also be
unlearned again quickly. Possibly the reflection phases were too
short and the changes in conversational behavior were merely
"trained" as "conversational techniques" in the short term, so that
there is a lack of sustainability (see below). This critical perspective
must be taken towards a type of communication training in which
"exercises" are understood as "drill", which is carried out "without
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sense and reason" for medical conversation and is often only orient-
ed towards quantities (of types of listener signals, types of questions,
etc.). 10

Stable mastery

In spite of intensive theory, reflection, practice and evaluation phas-
es, as they are to be differentiated for education and training events
(§ 13-17, 41-43), the learning gain for single individuals or also for
whole groups can remain limited. If, for example, learners in a train-
ing group already start at a high learning level, increases are often
only possible to a limited extent, stabilizing soon at a relatively flat
level (Fig. 40.9: D). Apparently, the overall communicative compe-
tence at an already high level (even in sub-areas such as empathy)
cannot be increased any more or hardly at all, which is not too
much to regret on the way to "mastery" (§ 1.3).

Mastery then seems to be relatively "saturated", although even the
"master" should never have "finished learning" on the principle of
lifelong learning. In a sub-variant of type D, the "mastery" could al-
ready be located on such a high learning level that the self-reflection
competence is integrated into the routine action (2nd or 3rd order) (§
1.3.1) in such a way that a slight change in the conversational be-
havior also does not trigger any further irritations, which could be
reflected in a longer start-up or even a lowering of the learning
curve, so that the (dashed or dotted) start-up phase is not neces-
sary. Here, the start phase can formally resemble the "vertical start",
albeit with a different function at a different learning level.

10

The mere increase of trained "listener signals" (hm, yes) or of long eye con-
tacts or of word repetitions may be "appreciated" as a significant result by
purely quantitatively oriented evaluation studies, if necessary, but this ap-
preciation of frequencies may miss the experiential perspective of partici-
pating observers (rating) or even patients ("The doctor just stared at me all
the time and parroted my words"). The problem of the appropriate "dosage"
of verbal and nonverbal interventions of the physician had been treated as
a "permanent topic" in this handbook (§ 12, 17, 40), where quantitative
"measures" also play a role.
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E Short-term fluctuations

Whereas the learning curve in the assumed "normal case" then runs
more or less steeply but steadily upward after a more or less short
familiarization phase, either with stagnation or downward move-
ment, in many individual cases (but also in group processes) there
may be intermediate "losses of competence" which depend on vari-
ous factors. For example, the irritations that usually occur in the
practice phase can recur later, for example when conflicts over max-
ims have to be overcome (§ 3), which were previously not perceived
in this way or were concealed in routine actions (cf. Appendix
40.5.4). Particular time pressure or unaccustomed "difficult" pa-
tients (§ 34) can promote a relapse into old behavioral patterns, such
as a purely interrogative interview (§ 19), which already seemed to
have been overcome by adopting a more narrative interview style,
etc. Likewise, already acquired empathic competencies (§ 3, 20) can
"fall by the wayside" in interview practice, because the possible
"emotional outbursts" of patients seem to endanger the 'rational"
course of the interview (§ 20.2) (Koerfer et al. 2004) - whatever may
prevail here as an understanding of "rational" interviewing (§ 10.6).

Fig. 40.9: Variants (D-F) of learning curves
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F Continuing downward trend

Under this aspect of a supposed rationality, all the extreme cases in
which young physicians can even fall far below their relatively high
starting level of conversational leadership are to be critically scruti-
nized, not only temporarily but permanently, because they succumb
to a certain, restrictive understanding of effectiveness, for example,
under the time pressure of ward round communication (§ 24). Ac-
cording to this, elementary but time-consuming forms of communi-
cation of a dialogical medicine, in which a "genuine" conversation
(Buber 1954/86) should be sought for decision-making in partner-
ship (shared decision making) (§ 7, 10), must be withdrawn from the
patient. As we have seen from examples (§ 19, 24), the physicians
may here not only act "against better knowledge", but also "against
better ability", which they can no longer "prove", because the exter-
nal, institutional conditions do not allow it otherwise from their ex-
periential perspective.

Such "regressions" have already been described by early evaluation
studies (e.g. Putnam et al. 1988), which were already pointed out in
the development of empathic competence (keyword: tendency to "cyn-
icism") (§ 20.2). Such (mis)developments are all the more to be re-
gretted, since learning could also take place directly at the work-
place, where there is often enough a lack of positive role models (§
20.2). In addition to the "external"' institutional conditions (time
pressure), there is also the reinforcing social pressure of learning
from the model, which takes place at the workplace: Doing the
rounds the way the boss or colleagues do may mean no longer mak-
ing use of one's own developed competencies, because this is not
"demanded" in practice or is "demonstrated" in a different way or
even "frowned upon".

At the same time, workplace-based learning could in principle contrib-
ute to increasing competencies (e.g. Miller, Archer 2010, Eertwegh et al.
2013, Brown 2016, Kidd, Lefroy 2016). Thus, although the learning
curve can in principle continue to move upward even in the workplace
(Fig. 40.9: F), it is often reversed "under the pressure of circumstances."
All in all, it remains to be seen whether the "adapted" actors then mere-
ly resign themselves persistently or whether they have "unlearned" their
acquired skills at the same time.

A. Koerfer, C. Albus (Eds.) (2025) Medical Communication Competence - 68



40. Problems and Methods of Evaluation

40.3.3 The observation paradox in exams

Another special case (G), which should be emphasized at this point be-
cause of its relevance, is the examination on communicative compe-
tence, which we had already dealt with in the description of the OSCE
procedure (§ 13) and will return to in detail (§ 41). In the examination
situation the observer paradox already described comes to the fore, as it
is a general methodological problem not only in social and linguistic re-
search, which has to be considered in data collection and analysis
(Labov 1971, Koerfer 1985). The dilemma, in short, is that one not only
"misses" the intended object, but "distorts" it, because the behavior in
question, which is the object of cognitive interest, changes under obser-
vation.

We are all very familiar with this phenomenon, for example, when we
behave differently in public under the observation of third parties, espe-
cially strangers, than we do in private. We subject our behavior more or
less to a self-control that corresponds to a supposed or actual external
control, especially if a "good grade" is to be achieved - whatever that may
mean in detail for our "willingness to adapt”.

The examination situation is now in a special way a control situa-
tion, in which the examination candidates are under an acknowledged
censorious observation, in which they are finally to "prove" their
knowledge and ability (§ 40.3.1). If we disregard pure knowledge exami-
nations (e.g. in multiple-choice format), medical examinations "on pa-
tients", regardless of whether they involve real or simulated patients (SP)
(Fig. 40.10), must "demonstrate" something (shows how), which is pos-
sibly intended to meet the expectations of several observers at once.

The fact that even learning situations can be experienced as exami-
nation situations because of observation by third parties is often related
to individual experience perspectives of individual group members and
the type of more or less solidary criticism from the group (§ 6.4, 13.5).
When simulated patients (SPs) are used, the special feature of the dou-
ble role is added (Fig. 40.10), on the basis of which the SPs already per-
ceive their specific observation role during their interaction role in the
conversation for later feedback (§ 13, 41), which may already be antici-
pated by the candidates conducting the conversation during the ongo-
ing conversation.

The possible "distortions" result overall from the fact that the candi-
dates conducting the conversation are still increasingly guided in their
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actions by the anticipated feedback of the direct observers (examiners,
SP) as well as the (partly) indirect observers (group) ("What is going on in
the minds of my observers while I am talking here?") (Fig. 40.10). The
candidates act in the knowledge that their conversational behavior will
be examined as if "under a microscope" (cf. § 2) before the observations
are later verbalized in the feedback. In the process, the critical self-
reflection that always accompanies them, which should also become
routine in future interview practice anyway (§ 6), can increasingly come
under an external control, however anticipated, which can increasingly
dominate their own interview behavior.

Group feedback
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Fig. 40.10: The observer paradox in learning and examination situations
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In examinations in particular, it can usually be assumed that the can-
didates definitely want to "give their best" from the perspective of their
participation - whatever they think that means. Whether they succeed
in doing so depends not least on their individual handling of the specifi-
cally censorial observation, in which the observer paradox may well
manifest itself in different forms. All in all, the pressure of the examina-
tion brings to bear a pressure of expectation and adaptation to which
the candidates conducting the interview can react in different ways.
Under the specific, especially exam-relevant observation of medical in-
terviewing, two types of "distortions" are to be expected in all variants:
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Show effects in the form of demonstrative exaggerations

First of all, effects of a trialogical communication can occur, where
the dialogical communication is overformed by third listeners, who
are indirectly addressed with the primary interlocutor at the same
time. In this case, the examination situation amounts to a quasi-
public situation when the speakers more or less "play to the audi-
ence" (Dieckmann 1981, Koerfer 2013). Thus, also in examination
situations on medical interviewing, "empty rhetoric" is to be ex-
pected, in which the candidates seek to "demonstrate" (shows how)
something they would (does) quite differently in (later) everyday
practice. The demonstration can lead to more or less pronounced
exaggerations, for example when greetings are extremely friendly
("delighted", "very pleased to see you") or when the empathic re-
sponse to trivial illnesses ('cold, cough, hoarseness") is (too) dra-
matic ("Oh my goodness!"). In principle, however, even with "empty
rhetoric" the candidates can only "show" what they are basically able
to do (e.g., listen, talk and tell, react empathically, ask detailed ques-
tions, clarify, etc.). Possibly the exaggerations are made the subject
of the simulated patient (SP) or examiner under the aspect of fitting,
so that via this feedback the tendency to inappropriate empathic
feedback can be mitigated, which in any case may only be due to the
demonstration character of the examination situation.

Performance deficits in examination failure

While exaggerations can be tolerated within limits, the trialogical
communication situation can lead to negative effects because it can-
not be used optimally as a "demonstration opportunity”" but is expe-
rienced as a burden. Thus, another extreme type of "distortion" can
occur, which can have serious consequences, namely "exam failure"
in the sense that a candidate falls far short of his or her potential.
Unfortunately, experience teaches that, for example, "exam-anxious"
candidates who have long since demonstrated their communicative
competence in training with simulated and real patients (§ 13), rela-
tively "fail" in the actual exam and are unable to sufficiently "demon-
strate" (shows how) the corresponding competence in the (not un-
problematic) sense of Performance in Miller's pyramid model (1990)
(§ 40.3.1).

This special case (G) is formally similar to the case of the "high-flyer"
who quickly "unlearns" the behavior he initially exhibited (Fig. 40.8:
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C), but is functionally different from it, because communication
competences that still exist "per se" (under stress, etc.) cannot be
"called up" in the examination. This is to be regretted all the more,
because here often "training masters" from the earlier practice now
"fail" in the current examination situation, although they could
"demonstrate" their competences already under less stressful action
situations (in the sense of Miller 1990). Here, too, examinations (of a
certain type) cannot sufficiently reveal what the persons concerned
can (does) "accomplish" in their later professional practice when they
are no longer under the critical external observation of examiners.

Now, paradoxically, one way to "defuse" the observer paradox is precise-
ly through repeated observation, because routine observation can "lose
its horror." Under continuous observation, participants can apparently
become accustomed to the "artificial" procedure both in psychoanalytic
conversations and in university communication (Koerfer, Neumann
1982, Koerfer 1985). Moreover, the acceptance of an initially "alienat-
ing" observation increases with the realization of its usefulness, which
is now recognized in both training and continuing education.

Thus, the use of SP is often desired by the students themselves as a
permanent facility in order to be able to gain continuous experience in
trial treatment (§ 13). Likewise, physicians can apparently become ac-
customed to critical continuous observation with feedback in continuing
education (§ 15-16, 42-43). In any case, in the project for the evaluation
of Balint group work described above (§ 40.2.6), it seemed possible to
get used to long-term observations (through "continuous videos" in con-
sultation hours), which probably led to an alignment between examina-
tion talks and everyday consultation hour conversations — if one wants
to accept such a tendency statement at all in the case of a methodologi-
cally inescapable observer paradox.

40.3.4 Summary

Overall, a summary can be drawn with the following conclusions: Al-
ready developed competences can also "atrophy", be "suppressed" or
"inhibited" again in various ways, ex whatever individual or institutional
reasons (time pressure, adaptation, exam anxiety, power of "bad" habit,
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etc.).1l On initial successes in competence development, on which one
should by no means "rest," many kinds of "setbacks" are also to be ex-
pected, which are best overcome by further self-observation and obser-
vation by others, as well as "deepening" and "refreshing" training ses-
sions (§ 13-16, 42, 43), in order to arrive at sustainable improvements in
communication practice.

Accordingly, the competences to be acquired at an early stage are to
be further developed in a spiral curriculum in which the courses, topics
and learning objectives on clinical and communicative competences are
sufficiently interlinked and build on each other in depth. For this pur-
pose, the learning concepts were detailed in the presentation of com-
munication teaching at our clinic as well as on the Cologne Manual &
Evaluation of Medical Communication (C-M+EMC) (§ 3, 13, 14). In addi-
tion, integrative approaches to communication teaching and evaluation
were presented in continuing education (§ 15, 16, 42, 43), in which, for
the reasons explained, follow-up training ("refresher courses") is often of-
fered so that previously acquired competences can also be stabilized in
conversational practice. The extent to which the expansion of communi-
cative competence also succeeds at the already high level of practicing
physicians, some of whom have long professional experience, will be the
subject of the following chapters (§ 42-43).

40.4 Further information

In conclusion, we would like to refer once again to the evaluation stud-
ies, which, beyond the expansion of communicative competence, also
deal with more far-reaching effects of patient satisfaction, adherence
and health: Ley (1988), Roter (1977), Squier (1990), Kirkpatrick (1994),
Koerfer et al. 1994, Mead, Bower (2002), Duffy et al. (2004), Margalit et
al. (2004), Robinson, Heritage (2006), DiMatteo, Haskard (2006), Fox et
al. (2009), Haskard-Zolnierek, DiMatteo (2009), Roter, Hall (2009), Uit-

11 Finally, to prevent a possible misunderstanding: Of course, communicative
competences must also be able to prove themselves under "stressful" con-
ditions, for example also or especially in difficult decision-making situa-
tions (§ 10) or in dealing with difficult patients (§ 34). But dealing profes-
sionally with exam-related stress (see above) or system-related stress in
the workplace is rarely a specific communication problem, even if commu-
nicative competences can certainly be helpful in "coping with stress".
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terhoeve et al. (2010), Pollak et al. 2011, Hutchins et al. (2011), Mpinga,
Chastonay (2011), Dwamena et al. (2012), Christianson et al. (2012),
Sandman et al. (2012), Quaschning et al. (2013), Martin, DiMatteo (eds.)
(2014), Kelley et al. (2014), Matthes, Albus (2014), Légaré et al. (2014),
Hauser et al. (2015), Boissy et al. (2016), Twigg et al. (2016), Haskard-
Zolnierek et al. (2021), Kirsch, Matthes (2021), Albus et al. (2022),
Ernstmann et al. (2022), Siebinga et al. (2022), Kienlin et al. (2022),
Lelorain et al. (2023), Sood, Riley (2024), Giorgi et al. (2024), Zerbini et
al. (2024), Bruch et al. (2024), Gil Deza (2024), Arshad et al. (2024),
David et al. 2025, Albus, Herrmann-Lingen (2025), Aranyi et al. (2025),
Aidoo et al. (2025), Chen et al. (2025). The concept of competence itself
has been discussed in detail above, including extensive references to
the literature (§ 2, 3).

For evaluation with specific coding or rating systems, examples over
four decades include: Roter (1977), Ekman, Friesen (1978), Stiles
(1992), Edwards, Lampert (eds.) (1993), Roter (2011), Stiles (2011),
Roter, Larson (2002), Eide et al. (2004), Richard, Lussier (2006), Roter
et al. (2008), Del Piccolo et al. (2011), Clayman et al. (2012), Stuben-
rauch et al. 2012, Lausberg (ed.) (2013), Laws et al. (2013), Zill et al.
(2014), Bell, Kravitz (2014), Scholl et al. (2014), Bell, Kravitz (2014),
Lausberg, Sloetjes (2015), Makoul, Dulmen (2016), Cémert et al. (2016),
Maatouk-Burmann et al. (2016), Hammersen et al. (2016), Radzeij et al.
(2017), Grayson-Sneed et al. (2017), Angus et al. (2017), Lausberg (1919),
Graupe et al. (2020), Stortenbeker et al. 2022, Stamer et al. (2023), Ab-
dulzahra (2025). A systematic review of observational coding systems is
provided by Hillen et al. 2025.

For distinctions, hierarchies, and interrelationships of direct and in-
direct, short-, medium-, and long-term goals (endpoints), please refer
back to the chapter on "Intervention Types and Therapy Goals" and the
literature listed there (§ 8), of which Street et al. (2009), Haes, Bensing
(2009), and Laidsaar-Powell et al. (2014) are mentioned here only as ex-
amples.

Beyond our comparative conversational analyses on evaluation pre-
sented above, reference should be made to the Bernese research group
which, with reference to our Cologne projects, has pursued and further
developed a similar approach in which the formal-dialogical aspects are
combined with interactive, narrative and thematic aspects (Litschgi et
al. 2011, Litschgi, Schlumpf 2012). For further analyses in this direc-
tion, we refer to the critical overview of Connor et al. (2009) on methods
of sequence analysis (with the summary: "Studies of longer-term influ-
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ences are rare") as well as exemplarily to the study of Laws et al. (2013),
who try to integrate dialogical, interactive and thematic aspects with
their coding system (CASES or GMIAS).

Miller, Archer (2010), Eertwegh et al. (2013), Brown (2016), Kidd,
Lefroy (2016) are cited again as examples of workplace-based learning,
which is discussed only in passing here. Further literature references
on competence enhancement are given in the following chapters of the
handbook: § 2 on education and evaluation; § 20 on evaluation of em-
pathic communication; § 41 on the OSCE process in medical education; §
42, and § 43 on evaluation of continuing medical education.

References can be found at the end of this chapter after the appendix.

40.5 Appendix

40.5.1 Cologne Manual & Evaluation of Medical Communication
(C-M+EMC)

40.5.2 Cologne Evaluation of Medical Communication — Diabetes and
Depression (C-EMC-DD)

40.5.3 Cologne Manual of Interprofessional Communication (C-MIC)

40.5.4 Conversation maxims (according to Morgan & Engel)

See next pages
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Cologne Manual & Evaluation of Medical Communication C-M+EMC
OSCE Checklist for Medical Interviewing 11998
© Department of Psychosomatics and Psychotherapy at the University of Cologne 62022
No. Course Interviewer Date Patient (SP) Rater Sum:
1] 50
1 Building a relationship (14 4 Exploring details ] 12
1 Framing 1 Inquire about complaint dimensions | ©0©©0
e Enable confidentiality e Localisation and radiation
e Avoid disturbances e Quality, intensity (scale 0-10)
2 Greeting 00 ¢ Dysfunction/disability
¢ Make eye contact e Accompanying symptoms
e Verbal greetings, shaking hands e Time (beginning, course, duration)
e Address by name e Condition "In what situation ...?"
3 Introducing yourself 0o 2 Exploring subjective ideas 00060
¢ Introduce yourself by name e Concepts "What do you imagine?"
e  Communicate function (“ward doctor") e Explanations "Do you see causes?"
4 Situating _ e 3 Complete anamnesis 00060
e Speak sitting dc_an (chair to bed) Systems ("From head to toe")
 Ensure convenience e General health, sleep, etc.
* Coordinate proximity/distance e Previous illness, pre-treatment
5 Orientation _ 00 e Family risk factors
¢  Structure conversation e Family, friends, job, finances, etc.
e Goals, time frame e Addressing gaps (sensitive issues)
2 Listening to concerns |[[][]10 |5 Negotiating procedures |[[][] 12
1 Start the conversation openly 00 1 Plan an evidence-based approach
e Offer "What can | do for you?" e Whatis secured?
e Occasion "What brings you to me?" e Do diagnostics have consequences?
2 Encouraging storytelling - feedback | ©0®®©0© | 2 Clarify expectations 00860
e Listener signals hm, yes, nod, etc. e Ideas, wishes, hopes
e Avoid interruptions "What did you have in mind?"
e Allow pauses, free choice of topics e Control beliefs
3 Active listening - verbal support 00060 "What could you change yourseif?”
e Encourage speaking up 3 Explaining previous findings 00060
e Repeating statements verbatim e Communicate diagnosis
e Paraphrase statements e Communicate problems 00000
e Openly ask further: "How did that 4 Examination or therapy plan
come about? e Explore decision model (SDM)
4 Ensure understanding 00 e Discuss proposals and risks
e Ask"Do | understand correctly ...?" e Consider reactions
e Summarise e Strive for consensus
3 Eliciting emotions 18 6 Drawing conclusions 14
1 Pay attention to emotions 1 Summarise the conversation 00
e Verbal (e.g. metaphors) e Reason for consultation, complaints,
e Non-verbal (e.g. gestures, facial e Diagnosis, therapy agreement
expressions, gaze behaviour, etc.) 2 Offer clarification of outstanding issues | © ®
2 Empathise with patient's situation e Information "Do you still have ques-
3 Respond empathically 00060 tions?" -
«  Offer appropriate help and comfort e  Satisfaction "Can you handle it?
e Acknowledge burdens, coping 3 Arrange follow-up appointments 00
4 Promote emotional openness 00060 ¢ Bxamination appointments
e Addressing "l perceive that ...?" ¢ Setameeting date
Naming "You are sad then?" 4 Say goodbye to the patient 00

L]

e Clarify "What do you feel then?"

e Interpret "Your fear may come
from..."

5

Complete documentation
e Coding & conversation impressions
e Topics for follow-up talks

OO0 [0 =notmet; ® =met] DOBOO [O =not met ...O = fully met]

Fig. 40.11: Cologne Manual & Evaluation of Medical Communication (C-M+EMC)
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Cologne Evaluation of Medical Communication - DD |©-EM¢
OSCE checklist for physician communication of co-morbidity: diabetes, depression 12009
© Department of Psychosomatics and Psychotherapy,University of Cologne 22018
No. Course Interviewer Date Patient (SP) Rater Sum:
LI]73
1 General anamnesis [ 11 18 |4 Additional symptoms depression |[]7
1 Establish a relationship 00 1 Concentration 00
e Greeting and introduction "How about your ability to concent['ate
« Situating and orienting (time, goals) (at work, reading the newspaper)?
2 Listen to concerns 00860 2 Self confidence 00
. How would you rate your self-esteem
e Encourage storytelling (self-confidence)?"
e Actively listen and support 3 Guilt
3 Allow emotions 00060 "Do you often blame yourself?" 00
e Respond emp_athu:ally 4 Future prospects
* Promote emotional openness "How do you see your future - more op- | @ ®
4 Explore details 00860 timistic or more pessimistic?"
¢ Exploring dimensions Qf cor_nplaints 5 Sleep "How (good) is your sleep?" 00
* Complete general medical history 6 Appetite "How is your eating behavior and | @@
5 Coordinate procedure 00060 appetite?"
* (NZIa”fi/imtg |tr;|forrmat|o|n r?ngsli(ﬂpectatlons 7 Suicidality "Do you sometimes think that 00
L]
egotiate therapy plan ( ) you'd rather be dead?"
6 Draw a conclusion 00
2 History of diabetes [ 11 20 |5 Anamnesis Depression (cont.) 1712
1 Symptoms 00®O06 | 10nsetand course 00860
e Thirst, nausea, etc. e Beginning "When did this start?"
e Hypoglycemia, nocturia, etc. e Phases/episodes _
2 Start and course 00060 "What were the worst times?" }
« Diagnosis made when, by whom? Were there times of improvement?
e Phases (condition, findings) 2 Subjective ideas 00860
3 Preliminary examinations 00060 o Concepts
o Referrals (specialist) What do you |mag|ne’>"
« Briefings (current occasion) depression, etc. to be*
o Explanations
4 Pretreatments L 00860 "Do you see causes yourself?"
e Therapy plans (nutrition, insulin, etc.) L
« Therapy success (adherence, coping) 3 Flnd_lngs and pretreatments 00860
. ) * Diagnoses with comorbidity
5 Complete medical history 00060 "What have you been in treatment for
e Risk factors (CHD, cholesterol) (depression, anxiety, etc.)?"
. Colncurrent/ secondary diseases (CHD, « Therapies (medication, psychotherapy)
retinopathy, nephropathy, etc.)
3 Anamnesis depression 14 6 Coordinate procedure 1] 12
1 Introduction open 00 1 Clarify expectations 00860
"How are you doing mentally?" * Ideas, wishes, fears
. . . "What do you think might help?"
2 Suspected diagnosis: 2-question test « Control beliefs
¢ Main symptom 1 00 "What can you change about your life-
"Have you felt mostly down, sad, or style (diet, exercise, etc.)?"
depressed in the last 14 days?" 2 Communicate information 00860
e Main symptom 2 « Info Need "Do you have any questions?"
"In the past 14 days, have you mostly | @ ©® ¢ Diabetes sequelae/prevention
lost interest in things that usually bring o Comorbidity: "During depressive epi-
you joy?" sodes, you seem to be extremely ne-
3 Follow-up question after affirmation glet?tful of your self-care.
« Main symptom 3 3 Negotiate therapy plan (SDM) 00860
"Did you feel mostly tired and exhaust- | © @ * Adherence or change of therapy

ed during this time?"

o Psychotherapy or consult
» Topics/targets for follow-up appoint-
ments (rounds)

OO0 [O®=notmet; ® =met] O0BOO [® =not met ...0 = fully met]

Fig. 40.12: Cologne Evaluation of Medical Communication — DD (C-EMC-DD)
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e Promote team building, working at-
mosphere, open communication

e Improve coordination of activities, in-
tentions, and cognitions within the
team (shared mental model)

o Identify the need for clarification

e Set a date for further discussion of simi-
lar incidents

o Prepare a meeting with specifically quali-
fied team members

Cologne Manual of Interprofessional Communication C-MIC
OSCE checklist for team communication TEAM
© Department for Psychosomatics and Psychotherapy at the University of Cologne 2021
No Course Team member(s) Date Patient (SP) Rater Total
[[]72
1 Communication —Basics [[ ] ]12 4 Leadership —Management [ ] ]12
1 Informing and instructing 00860 | 1 Authority and leadership 00860
e Discuss the current situation (briefing) o Take responsibility as a leader
e Clarify the responsibilities, tasks, and o Demonstrate and assert authority
readiness of team members e Resolve team conflicts objectively
2 Conducting tailored conversations 00060 (g TSR ISR
e Concise, clear, and goal-oriented but rather: "What is right?") )
o  Exchange information reciprocally e Strive for consensus where possible
e Let team members finish speaking 2 Planning, delegation, and control 00860
e Listen actively hm, yes, really? what? e Develop and agree on plans by con-
e Respond appropriately to questions sensus wherever possible (5.3)
and criticism (speaking up, doubts) e Delegate functions and tasks
3 Ensuring understanding 000600 ¢ Perform control (checklists)
e Use people's names 3 Resource management 000860
e Ask questions ("Do | understand cor- e Timing according to plan (just in time)
rectly ...?") e Adapt pace to all team members as
e Feedback type 1 (call back): far as possible (including time out)
A: The infusion is finished — B: Good e Check workload and correct if neces-
e Feedback Type 2 (Closed loop) sary (workload, stress coping, burnout,
A: Pulse? — B: 62 — A: Okay! etc.)
e Summarize interim/final results
2 Situation awareness (1112 5 Decision-making [1]12
1 Patient: Monitoring — Responding 0060 | 1 Timely problem identifying 00060
e If responsive: see C-M+EMC °2010 e Address critical event
e Condition or state e Name the problem
* Findings (data: images, values, etc.) 2 Communicating the problem to team |©@0®©©0
2 Team: Monitoring — Responding 00860 e Assess relevance and risk
e Verbal TM* (cues, information, alarm) o Classify within the ongoing process
e Visual TM (gaze, gestures, etc.) e Put consequences (emergency, etc.)
e Paraverbal TM (questioning, hesitant, into perspective (think ahead)
el IS, Sngy e, e 3 Developing decisions within the team | ©0@© 0
3 Process: Monitoring — Responding 00060 e Explore information, views, criticism,
e Standard procedure (team routine) and options of team members
e Anticipated complications e Shared decision making whenever
e Critical events (sudden bleeding, res- possible
piratory arrest, technical defects, etc.) e If necessary, decide alone
e Create and execute plan A or B
3 Teamwork — Cooperation |[[]]12 Debriefing — Reflection** |[]]12
1 Supporting team members 00860 | 1 Debriefing of the "incident" 00860
e Encourage initiative (support) e Summarize the process
e Strengthen individual and subject- o Reflect on critical situations
speernicskillsi{Goaching) 2 Discussing new plans within the team | ©0©©0
2 Providing feedback 000860 e Explore opinions and suggestions of
e Reward commitment (feedback) team members
e Take concerns and feelings seriously o Develop alternative plans and keep
3 Cooperation and participation 00060 B
e Proactively involve team members 3 Reflecting on unresolved issues 00860

00860 [0 =not fulfilled ...® =fully fulfilled] — *TM=team members — **optional with max. 12 points

Fig. 40.13: Cologne Manual & Evaluation of Team Communication
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Conversation maxims

1. The doctor must encourage the patient to speak freely,
because only the patient can tell him what he has experi-
enced.

2. The degree of guidance needed is different for each pa-
tient.

3. The doctor must remain flexible when taking the medical
history and adapt to the nature of the patient.

4. Neither should he allow himself to be passively swamped
by numerous insignificant details, nor should he guide the
anamnesis in the manner of a cross-examination.

5. The doctor must always start a topic with open questions.
He uses specific questions only to fill in gaps, to remove
ambiguities or to substantiate certain facts.

6. If possible, avoid questions that the patient can answer
with a simple "yes" or "no".

7. A guestion must be easy to understand. It must not influ-
ence the patient's answer.

8. (The doctor) takes over the patient's expressions, at least
until he understands what the patient means by them.

9. (He tries to) link each question to what the patient has
mentioned.

10. So the doctor picks up the thread where the patient left off.

11. At the end of the conversation, the doctor asks, "Is there any-
thing else you would like to talk about?"

12. Once the doctor has taken the patient's medical history, he in-
forms the patient about the next planned step (usually the next
examination).

Box 40.23:
from: Morgan, Engel (English 1969; German 1977: 31-75)
(selection and emphasis ours).

References see text pages
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