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A B S T R A C T

Objective: To assess the relationship between observable patient and doctor verbal and non-verbal

behaviors and the degree of enablement in consultations according to the Patient Enablement

Instrument (PEI) (a patient-reported consultation outcome measure).

Methods: We analyzed 88 recorded routine primary care consultations. Verbal and non-verbal

communications were analyzed using the Roter Interaction Analysis System (RIAS) and the Medical

Interaction Process System, respectively. Consultations were categorized as patient- or doctor-centered

and by whether the patient or doctor was verbally dominant using the RIAS categorizations.

Results: Consultations that were regarded as patient-centered or verbally dominated by the patient on

RIAS coding were considered enabling. Socio-emotional interchange (agreements, approvals, laughter,

legitimization) was associated with enablement. These features, together with task-related behavior

explain up to 33% of the variance of enablement, leaving 67% unexplained. Thus, enablement appears to

include aspects beyond those expressed as observable behavior.

Conclusion: For enablement consultations should be patient-centered and doctors should facilitate

socio-emotional interchange. Observable behavior included in communication skills training probably

contributes to only about a third of the factors that engender enablement in consultations.

Practice implications: To support patient enablement in consultations, clinicians should focus on

agreements, approvals and legitimization whilst attending to patient agendas.

� 2011 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction

Good communication in consultation is important to both
patients [1] and doctors [2] and is seen as a marker of quality [3,4].
Stewart et al. [5] described patient-centeredness [6], as aiming at a
bio-psychosocial approach, recognizing patients as experts in
themselves and their experience, and involving them appropriate-
ly in consultations. Doctors should aim for this approach and use
communication skills that encourage patient enablement in
routine practice. However, few studies have attempted to link
observed verbal and non-verbal communication within consulta-
tions to patient outcomes.
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1.1. Patient enablement

The concept of patient enablement is based on the idea that
patient outcome is largely influenced by how patients feel after the
consultation: has the consultation increased their understanding,
and/or their ability to cope with their illness? [7,8]. Patient
enablement was first described in UK general practice by Howie as
an aspect of consultation quality based on core values of holism
and patient-centeredness [9]. Howie’s idea of quality was built on
the theory that greater enablement would be achieved when
patients’ needs were appropriately identified, acknowledged and
addressed in consultations. A simple instrument was developed to
measure patient enablement: the Patient Enablement Instrument
(PEI, Fig. 1), which has since been validated nationally and
internationally in many cross-sectional studies [9–14]. Patients
complete the questionnaire after their consultation and thus
record their views.

The PEI assesses patients’ understanding, confidence and
coping ability following consultation [9]. Another consultation
outcome measure is patient satisfaction and PEI has been
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Fig. 1.
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compared with the Consultation Satisfaction Questionnaire (CSQ)
[15] and the Medical Interview Satisfaction Scale (MISS)[16]. The
correlation between CSQ and PEI are lower (0.48) than those for
CSQ and MISS (0.82) suggesting that, although correlated with
satisfaction, enablement measures a different aspect of consulta-
tion outcome [17]. If satisfaction represents fulfilment of patient
expectation about care, enablement can be considered to go
beyond satisfaction as patients reflect on consultation outcome in
terms of their own coping and understanding.

Most published studies involving PEI have been cross-sectional
quantitative studies which have mapped the relations of enable-
ment with other variables. Few studies have sought to understand
how enablement is engendered in consultations. Continuity of care
[10] and empathy [18] are consistently correlated with high
enablement but there is debate about the influence of case-mix
[10,12,19] and consultation duration [10,12]. Patient-centeredness
(operationalised as communication and partnership, a personal
relationship, health promotion and a positive doctor attitude) was
correlated with enablement in a quantitative study [20], later
criticized on the grounds that the definition of patient-centredness
was self-fulfilling [21]. No relationship was found between patient
centeredness and enablement or satisfaction in a study of
videotaped consultations [22] however operationalisation and
PEI scoring differed from the original [10]. A recent quantitative
study using the large UK GPAQ database found enablement was
related to communication but concluded ‘‘More work is needed to
understand the mechanisms by which enablement is increased’’
[11].

The research reported here is part of a mixed methods
programme to understand how enablement works through
analysis of the qualitative data (video recordings of consultations,
patient commentary on the video and doctor commentary of the
video) where we planned to use comparative analysis. For this to
be successful, we planned to compare potentially contrasting
consultations, that is those with low enablement and those with
high enablement, following the approach described by Howie et al.
[9] and DeCoster et al. [23].

1.2. Verbal communication

Given the objectives of the doctor–patient consultation it is
likely that patient enablement is influenced by the doctor’s verbal
behavior, in particular socio-emotional exchange (Refs. [23,24]).
We therefore hypothesized that consultations where patients felt
enabled would have a higher occurrence of socio-emotional
exchange than consultations where patients felt less enabled
(Hypothesis 1).

1.3. Patient-centered communication

Patient-centered communication as defined by Stewart et al. [5]
encompasses exploring the patient’s illness experience and the
disease, understanding the whole person, finding common ground,
incorporating health promotion and prevention, enhancing the
participants’ relationship and using resources realistically. It is
therefore likely that enablement is related to the degree of patient-
centered communication in the consultation (Hypothesis 2). Roter
operationalises patient-centered and doctor-centered communica-
tion styles with RIAS coding (the former predominantly concerned
with information-giving, counseling, exploring bio-psychosocial
issues, checking understanding, building rapport and partnership
the latter task-focused, biomedical and administrative [24]).

1.4. Verbal dominance

Complimentarity of participants’ behaviors in dyadic interac-
tions in terms of control and affiliation is well known [25]. Studies
report high patient satisfaction with high doctor affiliative
behavior and low physician control behaviors [26,27]. In the RIAS,
verbal dominance is assessed as the ratio of all patient utterances
to all doctor utterances in a consultation [28,29]. We postulated
that high patient enablement would be characterized by a higher
occurrence of affiliation as well as low control behavior by doctors,
and active patients (Hypothesis 3).

1.5. Global affect

A systematic review of the influence of affect on outcomes
found that doctors who have a warm, friendly, reassuring manner
are more effective than those who do not [30]. RIAS global affect
coding has also been used to determine the relationship between
positive scores to other measures, e.g., a physician–caregiver
relationship scale [31], and patients’ coping styles [32]. Building on
this research [20,30] we hypothesized that high patient enable-
ment would be related to physicians’ positive global affect
(Hypothesis 4).

1.6. Non-verbal communication

It is claimed that 80% of communication between individuals is
non-verbal [33], but this area is under-researched, with few
available assessment tools [34]. A recent review suggests that non-
verbal behavior is especially relevant for socio-emotional ex-
change [35]. Doctor behaviors such as leaning forward, head
nodding, sitting close together and spending less time reading
notes have been associated with patient satisfaction [36]. Patients
give physicians who can accurately assess body language higher
satisfaction ratings [37] and patient satisfaction has been strongly
associated with emotionally expressive non-verbal doctor beha-
viors [38]. We therefore hypothesized that emotionally supportive
body language (e.g., leaning forward) would be related to patient
enablement (Hypothesis 5).

Hypotheses summarized: We set out to examine what
interactions and doctor skills might engender patient enablement.
On the basis of previous research we hypothesized that enable-
ment would be related to the degree of

1. socio-emotional exchange;
2. patient-centered communication;
3. patient’s verbal dominance;
4. participants’ positive global affect; and
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5. participants’ mutually supportive body language; occurring in
the consultation.

2. Methods

2.1. Setting, participants and design

We undertook an observational study choosing video recording
to capture all modalities of the interchange. We analyzed 88
consultation recordings which were part of a mixed methods study
into patient enablement. A total of 300 patients were recruited, 100
consecutive patients attending routine appointments with each of
three purposively sampled UK family doctors (Fig. 2). Informed
consent was obtained and patients completed the PEI on exit. The
qualitative part of the study exploring enablement was investi-
gating potentially contrasting consultations and this, the quanti-
tative part of the study was required to provide comparative data.
Given the investigative nature of this study, and relatively small
sample, a decision was taken to use extreme group analysis using
score values with the cut-off point being chosen to reflect the
purpose in hand (following the original development work by
Howie et al. [9] and the approach by De Coster et al. [23]). A cut-off
point was designated to clearly differentiate between ‘low’ (0–2)
and ‘high’ (6–12) patient enablement. The median enablement
score of 6 was taken as the cut-off value for the ‘high’ group. This
cut-off point allows for maximum variation between scores to be
modelled.

2.2. Instruments and measures

PEI was the dependent variable in this study. The PEI question-
naire has high response and completion rates (typically around 80%
in various countries [10,12,39]) and has been found to be reliable
[9,12,39,40] with Cronbach’s alpha coefficient reported at >0.8
[10,12,39]. Howie’s large UK study in primary care found the average
PEI score to be 3.1 (minimum score 0, maximum 12) [10].

The Roter Interaction Analysis System (RIAS) is a well-known
instrument for consultation analysis which is used to distinguish
task-related and socio-emotional communication. Roter has
Fig. 2
developed an operational definition of patient-centered commu-
nication using RIAS [28,29,41].

Verbal interaction was analyzed using the Roter Interaction
Analysis System (RIAS), which has demonstrable reliability and
validity [42], and is widely used in studies of doctor–patient
communication [43]. Each complete thought or utterance (‘‘the
smallest discriminable speech unit to which a classification can be
assigned’’) expressed by either participant was coded directly from
the recording into one of 40 mutually exclusive and exhaustive
codes (covering bio-medical tasks of consultation, socio-emotional
affective input and process-oriented talk). We used codes as
defined in the handbook and did not group codes, e.g., empathy
and legitimization are often coalesced, but empathy has been
shown to be important for enablement [18] so we kept them
separate.

Following earlier studies [28,29,44], we assessed patient-
centered interaction as the ratio of codes relating to psycho-social
and socio-emotional interchange (partnership-building, psycho-
social information and counseling, relationship building, social
talk, patient questions and doctor open questions) to codes
furthering bio-medical issues (the sum of all bio-medical
information and counseling, doctor’s closed questions and
orientations): a ratio > 1 was taken as a patient-centered
consultation.

We also assessed verbal dominance following previous studies
[28,29,44,45] by calculating the sum of all doctor statements
divided by the sum of all patient statements taking a score of 1 to
signify an equal contribution. We measured global affect on a 6-
point semantic differential scale for both participants covering:
interest/attentiveness, friendliness/warmth, responsiveness/en-
gagement, sympathy/empathy, hurried/rushed, anxiety/nervous-
ness, anger/irritability and dominance/assertiveness [46] as used
in previous studies [31,44,47].

The non-verbal component of consultations was rated using a
12-item, 5 point Likert scale from the Medical Interaction Process
System (MIPS) [48]. Categories for kinesic content were used to
capture body language comprising: posture, body lean, eye
contact, shoulders, hand positioning for both participants, and
separately for the doctor: touching the patient and reading and
.



Table 1
Patient characteristics and self-defined needs.

Patient characteristic or self defined needs Value

Age, mean (SD), y 51.2 (18.9)

Male, no. (%) 111 (42.5%)

Female, no. (%) 150 (57.5%)

Acute medical 127 (48.7%)

Chronic medical 122 (46.7%)

Psychological 30 (11.5%)

Social 12 (4.6%)

Administrative 16 (6.1%)

Other undefined 24 (9.1%)

Patient enablement score, mean (SD) 4.36 (3.56)

N = 261, patients could nominate multiple needs.

Table 2
Characteristics of doctors, their practice and recruitment.

Characteristic GP1 GP2 GP3

Age 50 40 37

Gender Female Male Male

Years since appointment in study practice 22 9 3

Location of surgery Rural Town Rural

PEI score, mean (SD) 5.34 (3.94)4.24 (3.36)3.50 (3.12)

Number of patients completing PEI 88 82 91

Number of patients completing data collection32 26 24

Number of GP sessions 9 9 9

Note: An analysis of variance comparing the mean PEI score for three GPs gives an F

value of 6.31 with 2 and 260 degrees of freedom, is significant, indicating a

difference. Mean PEI in a large UK study was 3.1 [8].
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writing activity. These non-verbal categories were adapted from
Mehrabian [49] and a coder with previous experience of MIPS
followed the original coding protocol [48]. Inter-rater reliability for
all measures was assessed by independently double-coding a 20%
random sample.

2.3. Data analysis

Coded data were analyzed using Genstat (See Appendix for
details). We modelled the data using logistic regression with the
binary indicator of the patient enablement status (high or low) as
the dependent variable and the other factors (RIAS verbal, global
affect and non-verbal MIPS coding) as independent variables.
Removal of highly inter-correlated independent variable compo-
nents reduced the original 60 components to 14 (9 RIAS, 3 body
language and 2 global) which were included in the full logistic
model. Parameter estimates returned by the forward, backward
and combination step-wise procedures were not significantly
different, indicating the absence of co-linearity in the data.

3. Results

Patient flow through the study is shown in Fig. 2. Of the 101
consultations with the highest and lowest enablement scores, 88
recordings were available for analysis. Characteristics of patients
are shown in Table 1 and of doctors in Table 2.

The inter-relater reliability for RIAS coding was generally high,
giving mean intra-class correlation coefficients of 0.94 (range
0.72–0.99) overall, 0.78 (0.57–0.93) for global affect, and 0.69
(0.24–0.98) for body language.

3.1. Communication and interactions between patient and doctor

important for enablement

We performed a logistic regression analysis of patient enable-
ment as the dependent variable on the RIAS-coded verbal
communication behaviors for both doctor and patient. Next we
added global affect coding and finally body language coding to the
model. After removing the correlated variables, our logistic
regression model consisted of 9 RIAS, 3 body language and 2
global affect independent variables. Of these, 4 terms relating to
socio-emotional interchange (agreements, approvals, laughter,
legitimization) and two task-related behaviors (patient counseling,
patients’ requests for services) were selected as being statistically
significant for predicting enablement together with 1 body
language code: 33% of the variance of enablement could be
explained in the final model by these 6 verbal RIAS codes and 1
body language code. Table 3 shows details and indicates whether
these codes originated with patient, doctor, or both participants.
Table 4 gives the RIAS codes that were related to enablement with
examples of quotes. Task-related behavior associated with enable-
ment was patient education and counseling by the doctor, with
‘‘relaxed hands’’ (implying that the doctor was attentive and not
Table 3
Verbal and non verbal codes (RIAS, Body Language and Global Affect).

Source of communication Type of variable 

Counseling regarding medical condition or therapeutic

regimen doctor only

RIAS task 

Showing agreement or understanding doctor & patient RIAS socio-emotiona

Giving compliments/approvals doctor & patient RIAS socio-emotiona

Requesting services patient only RIAS task 

Laughing, joking doctor & patient RIAS socio-emotiona

Making legitimising statements doctor only RIAS socio-emotiona

Relaxed doctor hands (not busy writing, etc.) MIPS body language

R2 is the proportion of variability in a data set that is accounted for by a statistical mo
using a keyboard or writing) and patients requesting services:
these codes are agenda focused. In addition, 4 socio-emotional
codes: agreements, approvals, laughter (both participants), and
legitimization (doctors) were found to be important for enable-
ment.

3.2. Patient-centeredness

The relationship between the summary measure of patient-
centeredness operationalised with RIAS [28,29] and enablement
score is presented in Table 5.

We found that 89% of patient-centered consultations had high
enablement scores, whilst 24% of consultations scoring low on
patient-centeredness achieved high PEI scores. The Chi-square test
shows a highly significant relationship (32.8, DF = 1, p < .001).

3.3. Verbal dominance

Table 6 presents the relationship between verbal dominance
and enablement.

In our sample, 71% of consultations in which the patient was
verbally dominant had high enablement scores, whereas only 38%
of doctor-dominant consultations achieved high PEI scores. The
DF Chi squared pr. R squared Cumulative

R squared

1 0.004 0.070 0.070

l 1 0.006 0.062 0.132

l 1 0.028 0.040 0.172

1 0.040 0.034 0.206

l 1 0.052 0.031 0.237

l 1 0.042 0.034 0.271

 1 0.006 0.061 0.332

del.



Table 4
Examples of verbal interchange coded in RIAS and found to be important for enablement.

Source of communication RIAS code Type of RIAS variable Example

Counseling regarding medical condition

or therapeutic regimen

Task doctor only Doctor ‘‘. . .its about getting you to understand yourself. . .the first exercise I

want you to do is. . .’’ SN1023 High PEI

Showing agreement or understanding Socio-emotional Doctor ‘‘it won’t make you ignore damaging something at the bottom of your

back, which is your fear, isn’t it? Patient ‘‘It is, yes, ‘cos if I see something at work

I just go and pick it up. . .’’ SN1019 High PEI

Giving compliments/approvals Socio-emotional Doctor ‘‘Given the anxiety of (lists a sequence of patient events). . .you’ve done

remarkably well’’ SN3060 High PEI

Requesting services Task patient only Patient ‘‘I’ve got a bit bronchial I think, I’ve caught a slight chill, its infected. . .I’d

like something to shift it off my chest. . .’’. ‘‘its green and infected.. I’d like some

Penicillin to shift it off’’ SN 3070 High PEI

Laughing, joking Socio-emotional Patient: ‘‘. . .I don’t think its right (Pause) (giggling)’’ Doctor ‘‘I can tell you its not

right!’’ (Patient laughs) SN 1054 High PEI

Making legitimising statements Socio-emotional Doctor ‘‘Your version of events sounds very plausible’’ (commenting on

patient’s feelings) SN 2059 High PEI

Table 5
Cross tabulation of patient centeredness and PEI score.

PEI High patient-

centered (%)

Low patient-

centered (%)

High 42 (89%) 10 (24%)

Low 5 (11%) 31 (76%)

Table 6
Cross tabulation of verbal dominance and PEI score.

PEI Dr dominant

(%)

Patient dominant

(%)

High 20 (38%) 25 (71%)

Low 33 (62%) 10 (29%)
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Chi-square test shows a highly significant relationship (9.58,
DF = 1, p < .01).

3.4. Global affect

The multivariate logistic regression analysis for enablement as
the dependent variable in terms of global affect ratings alone
showed that doctor friendliness/warmth (1 DF, 0.018 F pr, 0.046
R2) and patient empathy (1 DF, 0.002 F pr, 0.076 R2) were
important for predicting enablement. However, this effect was
not statistically significant when tested in the overall model with
verbal and non-verbal activity.

3.5. Non-verbal communication

The multivariate logistic regression analysis for enablement in
terms of body language alone against enablement demonstrated
that a relaxed doctor in terms of hand movements with low
reading and writing activity were associated with enablement. We
also tried to group body language according to mirroring (same
score for both participants) and complimentarity (subtracting
scores) [50,51], but found no relation to enablement.

4. Discussion and conclusion

4.1. Discussion

4.1.1. Overview of consultation analysis and enablement outcome

A systematic review of doctor–patient communication found
that explanation, education, positive reinforcement, empathy,
friendliness (amongst others) and open body language were
positively associated with health outcomes [52]. We found that
patient enablement was facilitated by socio-emotional connection
and information exchange related to the patient’s agenda.
Observable behaviors accounted for up to 33% of the variance of
enablement. However the majority of enablement (67%) remains
unexplained by aspects of the consultation we were able to
observe and label with the selected instruments. Apparently,
patient enablement is an outcome measure of consultation quality
which captures nuances other than those measured by these
frequently used instruments (RIAS and MIPS), especially relational
aspects of the interchange. Patient centeredness and verbal
dominance were often important for enablement, but not for all
patients.

4.1.2. Communication and interactions between patient and doctor

important for enablement

The four verbal socio-emotional behaviors associated with
enablement in our study indicate agreement or understanding
(laughter implying connection and a personal element of
recognition). The importance of legitimizing statements, the
doctor acknowledging patient’s feelings, also supports personal
recognition in consultation. Our results emphasize the importance
of reciprocity and recognition, and as reported elsewhere
[20,53,54] we found supportive positive talk is enabling.

The two verbal tasks associated with enablement (doctors
counseling patients and patients explicitly requesting services)
relate to agenda closure. The importance of agenda closure for
enablement was reinforced by our qualitative analysis [53,54], and
concurs with other studies [24].

Other studies have found that medical information affects
quality ratings, and that verbal attentiveness is an important socio-
emotional variable [24,47].

4.1.3. Patient-centeredness

The hypothesis that higher patient enablement was related to
patient-centeredness operationalised as the balance between
socio-emotional and biomedical interactions was supported.
However, patient enablement embraces a holistic patient-centered
definition of consultation quality, and we were mindful of the
debate concerning definition and measurement of patient-
centeredness, and relating it to outcomes such as enablement
[6,29]. By analogy Roter has reported [28] that consultations with a
‘‘consumerist’’ pattern (active patients asking questions and
information-giving doctors) scored most highly on patient-
centeredness, and also engendered doctor satisfaction. A later
study also using RIAS [29] found satisfaction for family physicians
was linked to patient-centeredness echoing our findings. We found
that 4 socio-emotional codes specifically denoting patient-
centeredness were important for enablement, and the other
task-related codes associated with enablement can be considered
patient-centered as they address the patient’s agenda.
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4.1.4. Verbal dominance

In most enabling consultations the patient was verbally
dominant. This finding suggests that doctors should invite the
patient to contribute to the consultation. However, in a substantial
proportion of enabling consultations the doctor was dominant,
suggesting that this behavior was felt to be appropriate by some
patients. Other work has shown that patients vary in their ability
and desire to be active partners [55], so a flexible approach
optimizes outcome [56,57].

4.1.5. Global affect

Considering global affect alone, a friendly, warm, sympathetic
doctor appeared important for enablement which agrees with
other studies [29,58]. However this failed to contribute signifi-
cantly in the final model, in contrast to other work. Empathy has
been associated with enablement [18,59,60] but empathic speech
was not prominent in the analysis perhaps because it was
embedded implicitly elsewhere. Eide et al. [61] has reported that
empathy may be channeled into information giving, expressing
concern and reassurance, which may have been the case here.
Others have found global affect ratings [42] to be powerful
predictors of variance [31,44,47]. Our hypothesis (3) that positive
global affect would be associated with enablement was not
supported, perhaps because coding this domain showed the most
variability. In contrast, when studying communication with
hypertensive patients, Bensing and Dronkers [47] found that
global affect had the highest predictive power for quality, and Cox
et al. [31] reported strong associations for liking and friendliness,
with understanding and reducing distress.

4.1.6. Non-verbal communication

Relaxed doctor hands, e.g., not busy writing, were related to
enablement. Other studies have linked body language with
satisfaction [36,38,62] but operationalisation of ‘‘desirable’’ body
language remains problematic [52,63], probably because it is so
context-dependent and individually specific. This could account for
the smaller contribution of body language to variance in our study
which meant our hypothesis 5 was not supported. Comparatively
few studies relate body language and outcome, but open body
language has been linked with rapport and satisfaction [52].

4.1.7. Strengths and limitations

A strength of the study is that findings relate to real-life rather
than abstracted simulations, as we studied routine practice
capturing a range of patients, problems and enablement outcomes.
We dichotomised enablement to produce a binary variable (high or
low) to simplify the analysis and interpretation, and allow
comparison with our qualitative exploration of these consulta-
tions. This could be viewed as a limitation because of the loss of
data ‘in the middle’. Studies on enablement usually find a
negatively skewed distribution, and as we were interested in
exploring factors engendering enablement we needed to ensure
that we captured high enablement in our data. The qualitative part
of the study was investigating potentially contrasting consultation
styles and we needed to ensure that we captured the two extreme
enablement groups in our data. This allows for maximum variation
between scores to be modelled. For this reason we recruited
doctors who were skilled in communication in order to ‘lift the
national ceiling’ and ensure consultations with high patient
enablement were included. However, even amongst these skilled
doctors, we found enablement was highly variable therefore our
selected consultations also produced some low-enablement
encounters. The case-mix was similar to that reported elsewhere
[64] and reliability was comparable to other studies [29,31,65].
Other elements, e.g., age and gender are known to be important but
were not addressed in the current study.
This was an exploratory study and we do not know how
generalisable our findings are to other settings. Larger studies are
needed to test this. We have tried to achieve balance by explicitly
preserving the connection between consultations and codes in
analysis, rather than opting for more complex transformations
which could make interpretation difficult. Frequency of an
utterance does not imply utility, and the meaning of a coded
utterance may differ according to where it comes in the
consultation. We did not test these aspects with our approach.
Clearly more research is needed to capture these more subtle
aspects of the interaction. Dialogue is fluid, contextual and multi-
purpose, and in codification there is an inevitable tension
between data capture and these elements. RIAS and MIPS have
been extensively used and validated [42,48], and we used them
to explore potential synergy between verbal and non-verbal
input, but they have the limitations of codification, and possible
rater bias. This was ameliorated by keeping to accepted
definitions and double-coding. However a new perspective on
the analysis may be achieved by considering sequence to explore
further the relational interaction between patient and physician
and increasing the frequency at which body language is coded as
it was coded with much less frequency throughout the
consultation compared with the verbal coding of each utterance.
This approach may reveal greater nuances in behavior during a
consultation.

4.2. Conclusion

Enablement is facilitated by appropriate information exchange
(e.g., closing patient agendas), personal connection (embodied in
agreements, approvals, laughter, and legitimization), an engaged
patient and an attentive doctor. However, these observable verbal
and non-verbal aspects account for only 33% of the variance of
enablement. We therefore conclude that patient enablement is
affected by more elements of the interpersonal exchange than are
measurable by these instruments. Further research to clarify the
unexplained variance in enablement is needed.

4.3. Practice implications

Our study suggests that patient enablement can be enhanced by
doctors addressing patient agendas and employing behaviors that
facilitate personal connection such as agreements, approvals and
legitimisation.
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