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Abstract

This study sought to validate the Georgetown PAtient-CEnteredness Rating Scale (G-PACER) 

standardized patient (SP) checklist as a measure of patient-centered communication in patient-

provider interactions. Patient centeredness is associated with improved doctor-patient 

communication and better health outcomes. Simulated medical encounters using SPs are an 

important way to teach and evaluate provider communication skills, yet validated SP scales that 

focus on patient-centered communication are limited. Two versions of an SP checklist of provider 

interaction behaviors, the G-PACER, were developed as part of a training designed to improve 

relationships between providers and patients who have experienced trauma. Concurrent validity of 

the G-PACER was assessed with Roter Interaction Analysis System (RIAS) summary scores, 

particularly the patient-centeredness summary score. Item-total correlations were conducted to 

determine which items should be retained for future versions of the scale. Scores on the G-PACER 

were significantly correlated with the RIAS Patient-Centeredness score. Correlation analysis also 

revealed significant associations between G-PACER Total Score and RIAS Global Affect Ratings. 

The twelve-item version of the G-PACER performed at a commensurate level with the longer 

version; thus, it’s use is recommended in future research. This study represents an important step 

in the development of reliable, valid, and efficient tools to add to those available for evaluating 

patient-provider interactions from the SP perspective.

Introduction

Patient-centered communication refers to a focus on the whole patient, engaging patients in 

their care, and delivering care that is responsive to patients’ needs, concerns, preferences, 
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and values [1,2]. Patient centeredness has been associated with improved doctor-patient 

communication and patient satisfaction with health care [3], adherence to doctors’ 

recommendations [4], and improved health outcomes [1, 5–7]. Medical guidelines such as 

the Kalamazoo Consensus Statement have identified patient-centered practices, such as 

understanding the patient’s perspective, using language the patient can understand, and 

jointly working with patients to make decisions on healthcare, as paramount to effective 

medical communication [8]. Thus, teaching patient-focused communication skills in 

undergraduate and graduate medical education programs is key [8,9]. Indeed, 

communication skills have increasingly been the focus of interventions for health 

professionals in training [5].

Simulated medical encounters using standardized patients (SPs) are an important way to 

teach and evaluate medical students’ communication skills [10–13]. Encounters with SPs 

have also been used to evaluate the standards of quality in clinical settings [14–16] and to 

assess the effectiveness of interventions in a research context [17–19].

The Roter Interaction Analysis System (RIAS) [20], is a widely used and extensively 

validated assessment of doctor-patient communication. It is used to record medical 

encounters between providers and patients to rate multiple aspects of communication, and it 

has been used in studies of provider-SP interactions [19, 21]. The RIAS has demonstrated 

predictive validity and concurrent validity across several studies [21] and has been used for 

the evaluation of several types of communication training programs in healthcare settings 

[21]. Trained raters code units of medical encounters using a set of predetermined mutually 

exclusive and exhaustive categories of communication behaviors [20]. For instance, task-

focused behaviors include biomedical data gathering (e.g. doctor asking biomedical 

questions) whereas psychosocial behaviors focus on other psychosocial and emotional 

aspects, such as showing empathy and rapport or asking psychosocial questions. The system 

also includes more general affect ratings. While audio/video rating systems such as the 

RIAS are excellent methods of evaluating provider-patient interactions for patient-

centeredness, the training required for their use can be both time consuming and expensive, 

suggesting that an effective alternative/supplement would be valuable. These systems may 

also miss some aspects of communication not captured in the predetermined categories [21, 

22], and scoring from audio may miss non-verbal behaviors.

The use of checklists completed by SPs is a common practice in the medical arena and can 

constitute a time and cost-efficient way to evaluate doctors’ communication skills in medical 

encounters [23]. However, despite this increased reliance on SP evaluations of provider-

patient interactions, as well as heightened emphasis of patient-centered communication in 

the clinical setting, a recent review of medical communication measures by Schirmer and 

colleagues identified only four SP-level measures of provider communication [24]. These 

checklists have been developed to capture global ratings (e.g. satisfaction with the session) 

as well as specific behaviors that tap into various dimensions of patient-doctor 

communication (e.g. rapport, counseling) [25–28]. For example, the Arizona Clinical 

Interview Rating Scale, a widely used instrument assessing patient-provider interactions that 

has demonstrated reliability and validity [29], was not specifically designed to evaluate 

whether interactions reflect patient-centeredness. Though each of these measures include 
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items designed to capture aspects of patient-centered communication, there is still a need for 

validated SP measures that focus specifically on patient-centered communication [24].

Furthermore, while there are studies examining psychometric properties of SP checklists 

[30–32], few studies to our knowledge have used a well-validated interaction rating system 

like the RIAS to study the concurrent validity of their SP scale. An exception is a study by 

Price and colleagues [33], who developed a 30-item SP scale to rate medical students’ 

communication following a six-week course in clinical skills. Further development and 

validation of SP checklists through comparison with alternate measures of communication is 

needed.

The goal of this paper was to examine the psychometric properties of a newly developed SP 

scale, the Georgetown PAtient-CEnteredness Rating Scale (G-PACER) in the context of a 

research study to train primary care providers about trauma and its impact, and to teach 

communication with trauma survivors [18]. The primary outcome measures for this study 

were RIAS ratings of the interactions between SPs and trained or untrained providers. 

Actual patient ratings of interactions with their providers were also collected [19]. Both 

outcome perspectives showed improved skills. The G-PACER was developed to capture a 

third perspective, that of the SP interacting with the study providers. RIAS ratings provided 

an independent anchor to evaluate the G-PACER. Though the G-PACER is a rating scale and 

not a checklist, the term checklist tends to refer to a category of scales capturing behaviors 

during an interaction and will be used throughout this manuscript.

Methods

Participants and Procedures

Details from the study procedures, the intervention description, and main outcomes have 

been reported elsewhere [18, 19]. Briefly, patients and providers were recruited from four 

primary care sites serving mostly low-income patients, many on Medicaid or without 

insurance. The four sites (two residencies, two community programs) were randomized by 

site into two conditions (immediate or delayed training). Thirty primary care providers 

(PCPs), including residents and community providers, received a 6-hour training (TI-Med) 

designed to improve relationships between doctors and their patients who may have 

experienced trauma. The TI-Med curriculum focuses on understanding that traumatic events 

may overwhelm an individual, viewing the experience of trauma as subjective, manifested in 

part by a person’s inability to stay in the present, integrate feelings, and make sense of an 

experience. It focuses on maximizing the understanding and healing power of interactions 

between trauma survivors and providers so that other activities like asking about trauma or 

symptoms, or making mental health referrals, can be done in the most trauma-informed way 

possible. The training process includes experiential exercises and discussions to help PCPs 

recognize the universality of first and second-hand trauma exposure, including their own. 

Specific content includes how trauma affects people’s lives and common impacts of 

traumatic events on body and brain, and includes background material on aspects of child 

development and attachment, explained in more depth in an accompanying manual. As 

participants learn and master each section of the content, they are asked to reframe and 

revise their responses to a primary case study. The course emphasizes the role of self-
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awareness and self-care in mitigating the impact of vicarious trauma on the provider. 

Support staff are invited to each training.

Standardized Patient Cases and Visit Procedure

Three SP cases were developed by the research team to include the patient’s social and 

medical history in some detail. The research team developed the cases with expert input 

from the SP trainer, Ms. Wendy Lakshman, and Dr. Debra Roter from John’s Hopkins 

University, who developed the RIAS and does research with SPs. In order to reduce potential 

variability associated with gender in this small study, all SP actors and all cases were 

women. The cases represented patients whose chief complaint was a common physical 

symptom such as back pain, but each had been exposed to a different type of trauma. The 

first SP case represented an Army veteran who had been raped while in the military. The 

second case/patient suffered from trauma and guilt over a car accident in which her friend 

was killed. The patient in the final SP case had experienced earlier physical and verbal abuse 

from her girlfriend. SPs were female actors who routinely served as SPs in regional medical 

schools. SP training comprised two to three sessions, in a group or individually as needed 

for scheduling. These training sessions included SPs and a FM resident (not a study 

participant). The SPs made many run-throughs of the cases with the SP trainer and study 

investigators. Once the cases were introduced and discussed, SPs and the SP trainer had a 

chance to ask questions and make suggestions.” For the SP actors, each patient case included 

a detailed one-page summary of the case, plus a past medical history, family medical history, 

social history, and a review of current symptoms. In the development stage, the SPs 

evaluated the G-PACER scale and gave feedback before the on the face validity of the items. 

SPs were also provided with a script of initial responses to possible questions the provider 

would ask. SPs were instructed to disclose the trauma only if the provider asked in a 

sensitive manner. As part of the case construction, door notes for the PCPs were also 

created, including a summary of the case, vital signs, medical history, and social history.

Each of the 30 PCPs participated in a total of three audiotaped medical encounters with SPs 

(pre-post-follow-up for the immediately-trained group; pre-pre-post for the delayed group). 

For purposes of this report, only the one pre-training SP visit was used to examine 

psychometric characteristics of the checklist, thus removing any impact the training would 

have on comparisons across measures.

During the research session, providers had up to 15 minutes to conduct a medical visit/

encounter. SPs filled out the G-PACER after the visit. SPs and cases were systematically 

assigned to PCPs so that no PCP would see the same actor or experience the same “case” in 

their 3 visits. PCPs knew that these were SP visits and were asked to conduct the visits as if 

they were authentic encounters with patients [34]. Each PCP reviewed a “door note” before 

the “visit” and was instructed to take a focused medical history and treat/counsel the patient, 

but not to conduct a physical examination. They were given 15 minutes to complete the 

encounter and a reminder knock was provided at 10 minutes.
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IRB Approval

This study received IRB approval from Georgetown University, Howard University, 

Providence Hospital, and the Johns Hopkins School of Public Health.

Outcomes

G-PACER—The original G-PACER consisted of 23 Likert-type items and was designed 

using the guidance of design guidelines focusing on checklist development [35, 36]. Twenty 

items captured doctor’s specific behaviors (e.g. “the doctor uses respectful forms of 

address,” “the doctor negotiates the agenda for the visit,” “the doctor conveys interest in 

your experience”) on a five-point Likert-scale (not done, poor, acceptable, very good, 

outstanding). Three global items were not used in the analysis. Items were adapted from a 

preexisting scale used at Georgetown University Medical Center to evaluate medical 

students during patient encounters. Two items were incorporated to capture the specific 

mental health focus content of the training (i.e. “the doctor asks about your mental health,” 

“the doctor responds to your mental/emotional state”) (see Appendix). Possible scores on the 

G-PACER range from 20 to 100, with higher scores indicating more patient-centered 

communication.

RIAS—An analysis of the visits between PCPs and standardized patients (SPs) was 

conducted using the Roter Interactional Analysis System by the Roter lab, as noted. Of 

particular interest to this study, a patient-centeredness summary score comprised the 

frequency of psychosocial composite codes (e.g. rapport building, psychosocial patient 

education and counseling) divided by the number of biomedical composite codes (e.g. 

biomedical data gathering, biomedical education and counseling). Higher scores represent 

higher patient centeredness [20]. RIAS ratings also include global affect (e.g. anger, anxiety, 

sympathy). In this study, we focused on the Patient-Centeredness score, and the global affect 

ratings reflective of patient-centered communication (interest, warmth, engagement, 

sympathy, and interactivity).

Data Analysis

All quantitative analyses were conducted using SPSS data analysis software, version 22 for 

Windows [37]. First, we ran descriptive analyses of demographic information and instrument 

data. Interclass coefficients were conducted on the G-PACER in order to assess the internal 

consistency of the scale.

Next, we calculated a total score for the G-PACER using the first 20 (PCP behavior) items. 

Missing responses were replaced using linear interpolation techniques. While it is possible 

that subscales exist within the G-PACER, we were not able to assess this aspect due to the 

number of participants. In order to assess the validity of the G-PACER, we compared 

responses on the G-PACER to those from the established RIAS measure. We conducted 

Pearson product-moment correlations between total score on the G-PACER and RIAS 

summary scores (Global Affect and Doctor Behavior), with all data drawn from pre-training 

visits.
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In order to make the checklist more user friendly and to ensure its content focused on patient 

centered items, we developed a shorter version of the instrument that would be easier to use 

in a busy clinical, educational, or research setting [36, 38]. To determine which items best 

demonstrated patient-centeredness, we computed correlations of the 20 PCP behavior items 

with the total score. We then chose items that correlated over .700 with the total score and 

had patient-centered content. This process yielded 12 items to include in the final proposed 

version of the scale. The high inter-correlations among the items did not justify breaking the 

scale into subscales and there was a limited number of participants, preventing exploratory 

factor analysis, so there is only one total score. These items are reproduced in the Appendix.

Results

Descriptive Analysis

Sixty-three percent of the 30 PCPs in the study were female, and 63% reported being either 

married or living with a partner. Forty-three percent were White, 20% were Asian, and 17% 

were Black. Ten percent of PCPs reported being Hispanic or Latino. Half were residents, 

and four PCPs (13% of the sample) worked at their clinic in a volunteer capacity.

Pre-training total scores on the G-PACER had a mean of 68.17 (of a possible 100) with a 

standard deviation of 17.09. Internal consistency was high (α=.950) for the full scale of the 

G-PACER. Split-half reliability analysis for the G-PACER yielded a Guttman Coefficient 

of .919, reflecting high reliability. On the shortened scale, SP responses yielded a mean 

score of 41.02 (of a possible 60) with a standard deviation of 11.89. The twelve-item 

shortened scale yielded an internal consistency of .954, comparable to that of the full scale. 

In order to further evaluate the reliability of the truncated scale, split-half reliability was 

conducted, yielding a Guttman Split-Half Coefficient of .913, also commensurate with that 

of the longer version of the scale.

Concurrent Validity of G-PACER

Total G-PACER score was significantly correlated with the RIAS Patient-Centeredness score 

(r=.58, p<.001). Correlation analysis also revealed significant associations between G-

PACER Total Score and RIAS Global Affect Ratings of provider’s interest (r=.43, p<.01), 

warmth (r=.54, p<.001), engagement (r=.46, p<.01), sympathy (r=.58, p<.001), and 

interactivity (r=.43, p<.05) levels. Total G-PACER correlations with RIAS Patient-

Centeredness and Global Affect Ratings can be found in Table 1.

On the twelve-item version, the total score was significantly correlated with the RIAS 

patient-centeredness score (r=.60, p<.001). In addition, the new G-PACER total score 

correlated significantly with several of the RIAS global affect ratings, including interest (r=.

44, p<.05), warmth (r=.59, p<.001), engagement (r=.48, p<.01), sympathy (r=.62, p<.001), 

and interactivity (r=.45, p<.05). All bivariate relationships between the shortened G-Pacer 

and RIAS scores were comparable or slightly better than those with the longer version
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Discussion

Despite the longstanding and widespread use of standardized patient checklists in clinical 

settings, few previous studies have attempted to create an SP checklist specifically 

evaluating patient-centeredness. Furthermore, we are familiar with only one other study [33] 

that has investigated an SP checklist’s convergent validity with a widely-validated measure 

of patient-provider interactions such as the RIAS. Further research is therefore warranted 

[24, 39–40], and this study represents a preliminary effort to investigate the G-PACER as a 

useful and appropriate SP checklist measure. All bivariate relationships between the 

shortened G-PACER and RIAS scales were either consistent with or higher than those 

between the longer scale and RIAS measures. Ultimately, the updated version of the scale 

appears to be psychometrically equivalent to the original version, while simultaneously more 

focused and concise, so we would recommend its use at this stage, although it is important 

to note that we did not use the short version alone in this study.

The findings of this study support prior suggestions that SPs can serve a valuable role in the 

evaluation of patient-provider interactions [24, 39]. Responses on the original G-PACER and 

the 12-item version had excellent internal consistency, indicating that these items go together 

well. Furthermore, the strong correlations G-PACER total scores had with the RIAS patient-

centeredness score supports SPs’ abilities to recognize and report on core tenets of patient-

centered interactions. Further, the global affect scores with which G-PACER total scores 

were significantly associated are specifically those traits that describe patient-centeredness 

(i.e. engagement, warmth, interest, sympathy, interactivity).

Given the preliminary nature of this work, several limitations are noted. First, the small 

sample size (N = 30 PCPs) limited the scope of statistical validation tools that could be 

implemented in this sample. For instance, due to sample size and design restrictions, we 

were unable to conduct a confirmatory factor analysis of the G-PACER or to conduct 

evaluation of inter-rater reliability across SP evaluators. Further evaluation of the G-PACER 

should ensure study designs and power commensurate with the requirements of these robust 

psychometric analyses. Also, because of the high inter-correlations among the items, it was 

not clear that we were measuring more than one overall construct. This contributed to our 

decision to shorten the instrument into one scale with only a total score.

The role of mental health in the concept of patient-centeredness is somewhat unclear in the 

literature. All of our cases were individuals presenting with physical health problems, but all 

had trauma histories that were associated with mental health symptoms. The item “asks 

about your mental health” had one of the lowest correlations with the total score, and thus it 

was left out of the final 12-item version of the scale. On the other hand, the item “responds 

to your mental/emotional state” had the highest correlation with the total score and was 

retained. Clearly, patient centeredness includes the concept of responsiveness to mental state 

whether the patient is presenting with mental health issues or not [2]. This may indicate that 

for the patient to perceive the interaction as patient-centered, asking specifically about 

mental health in any given visit is not necessary, while attention to emotional needs are. 

Given the strong associations between trauma and health [41], and between psychiatric 

disorders and health [42], the best way to incorporate awareness of mental health issues into 
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patient-centered behavior warrants further exploration. Investigators studying mental health-

themed visits may want to add other questions to better elucidate how mental and emotional 

health issues fit with the concept of patient-centeredness. Furthermore, future investigation 

using the G-PACER may wish to replace the present response options with behavioral 

anchors, thus enabling the SP to increase the objectivity of their reference points in response.

Additionally, all SP cases were female and approximately the same age, in order to limit 

gender and age effects and reduce variability. However, this also limits the generalizability 

of our findings. Future investigations of the G-PACER or other SP patient-centeredness 

checklists should include both female and male SP cases, as well as cases representing a 

broader age range. Future investigations should also evaluate SP checklists’ psychometric 

properties in a context-specific manner, ensuring their validity and reliability for a variety of 

cases and health settings. The G-PACER was not designed with the Kalamazoo Consensus 

Statement [8] as a guiding model of development, though specific components of its 

recommendations are reflected in the G-PACER’s items. It is possible, therefore, that aspects 

essential to patient-centered communication may not be sufficiently reflected in the items.

Despite these limitations, we believe that both the G-PACER and the shortened version of 

the G-PACER show promise as evaluation tools for patient-centeredness in patient-provider 

interactions. Furthermore, this study represents an important potential addition to the 

availability of reliable, valid tools for evaluating patient-provider interactions from the SP 

perspective. Another strength of this study was that the diverse participant providers were 

drawn from community medical settings, primarily serving a diverse, low income patient 

population. As more valid and reliable checklists are accessible, they may serve not only as a 

useful complement to audio/video analysis measures like the RIAS, but also as a potential 

cost-effective alternative measure of patient-provider interactions.
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Appendix A. G-PACER-12 Item-Total Correlations

Item Item-Total Correlation

1. Used an unhurried manner, allowing time to respond. .732***

2. Obtained information regarding your perception of the problem. .774***

3. Legitimated your concerns. .793***

4. Used verbal and non-verbal cues to show connection. .874***

5. Allowed for silence. .806***

6. Asked for your preferences in treatment plan. .793***

7. Responded to your mental/emotional state. .911***

8. Offered clear information about what to expect during visit and after. .885***

9. Offered choices whenever possible about visit. .883***

10. Listened carefully to your needs, questions, and concerns .877***

11. Gave information that empowered you .777***

12. Conveyed optimism about health and life style outcomes. .804***

Note: Respondents were provided with the stem “For the following items, please check the box that best describes how well 
you thought that the provider....” Each item was scored on a five-point Likert scale with the following choices: Not Done 
(1), Poor (2), Acceptable (3), Very Good (4), Outstanding (5).
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Table 1

Correlations between G-PACER and Doctor’s Global Affect Ratings at Pre-Training

RIAS Global Affect Ratings G-PACER Total Score 12-Item G-PACER

Patient-Centeredness .582*** .601***

Anger −.217 −.270

Anxiety −.300 −.318

Dominance −.087 −.102

Interest .432* .443*

Warmth .537*** .589***

Engagement .456** .480**

Sympathy .575*** .616***

Hurriedness −.092 −.100

Respect .313 .341

Interactivity .431* .446*

Note:

***
indicates correlation is significant at p<.001,

**
indicates correlation is significant at p<.01, and

*
indicates correlation is significant at p<.05
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