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Objectives To validate the reliability of the Chinese version of the Consultation and Relational Empathy (CARE)
in physician-standardized patient (SP) encounter. We also tried to examine the agreement between video-based
ratings and in-room ratings, as well as the agreement between the faculty ratings and SP ratings.

Methods The CARE was translated into Chinese. Forty-eight anesthesia residents were recruited to make
preoperative interview in SP-counter. Performance of each resident was graded by in-room raters, video raters
and SP raters. Consistency between different raters was examined.

Results The Chinese-CARE measure demonstrated high scale reliability with a Cronbach’s alpha value of 0.95
and high consistency in the in-room ratings in intraclass correlation (coefficient=0.888, P<0.001). Despite a
good consistency in intraclass correlation, video ratings were significantly higher than in-room ratings (39.617.1
vs. 24.0£10.0, P<0.001), and Wilcoxon signed-rank test indicated that the pass/fail rate was significantly higher
based on video ratings than based on in-room ratings (45/48 vs. 22/48, P<0.001). SP ratings had a moderate
consistency with in-room faculty ratings (coefficient=0.568, P<0.001), and there was no significant difference
between the pass/fail rates based on the in-room ratings and SP ratings (22/48 vs. 28/48, P=0.12).
Conclusions The Chinese-CARE measure is reliable in the assessment of empathy during preoperative
anesthesia interview. In-room and video ratings are not equivalent, while SP may provide a feasible alternative for

the faculty rater in the assessment of communication skills with an appropriate measure.
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MPATHY is considered to be a basic com-

ponent of therapeutic relationships!*! and a

key factor in patient’s definitions of quality

of care.” ! Empathy training for physicians
has been demonstrated to enhance the doctor-pa-
tient relationships and improve patients’ satisfaction.™
However, evaluation of empathy would be a big chal-
lenge without a reliable assessment tool. In 2004,
Mercer developed and initially validated a measure in
general practice called the Consultation and Relational
empathy (CARE) measure, and they proved the validity
and reliability of the CARE measure as a tool for mea-
suring patients’ perceptions of relational empathy in the
consultation.”™ They have also proved the ability of the
CARE measure to discriminate effectively between doc-
tors, in a large study of over 3000 patients in general
practice.! CARE has also been validated and translated
into various languages and is being used by research-
ers in several other countries.”'” Fung et al.'"! made
a Cantonese version of CARE and tested its validity and
reliability in a primary care setting. While there are
many differences in the culture and language between
Hongkong and Mainland China, the Cantonese version
of CARE could not be used directly in Mainland China.

Simulation-based assessment with standardized
patients (SPs) has become a standard in evaluating
technical and non-technical skills.?! It has been used
as a component of some high stakes and licensure ex-
aminations.™ In our center, SP encounter has been
long used in the training and appraisal of history-tak-
ing and physical examination skills for medical stu-
dents. In the last two years, we adopted SP encounter
in the training of communication skills including show-
ing empathy. But a lack of reliable measurement made
it difficult to assess the efficacy of training.

Besides a reliable tool, reliability and accuracy of
the evaluation is also important to an accurate assess-
ment. Video-based rating has gained popularity in the
last few years because of limited resources to conduct
in-room observations, but little is known about the
equivalency of student performance scores using vid-
eo-based ratings compared with in-room ratings. SP
rating is a possible alternative to in-room faculty rat-
ing, but its reliability is not approved.

In this study, we translated the CARE measure into
Chinese and tested its reliability in a physician-SP encoun-
ter. Meanwhile we examined the potential differences be-
tween video-based ratings and in-room ratings, as well as
the differences between the faculty and SP ratings.

PATIENTS AND METHODS

The study was approved by the institutional review
board of Peking Union Medical College Hospital and con-
ducted at Peking Union Medical College Hospital.

Translation of the CARE measure

The CARE measure comprises 10 questions measur-
ing empathy in the setting of the therapeutic rapport
during a one-on-one consultation between a clinician
and a patient. Each item uses a 5-point scale ranging
from ‘poor’ to ‘excellent’, generating values between 1
and 5. There is also a choice ‘does not apply’ for each
item. We translated the CARE measure into a Chinese
version according to Streiner and Norman.™* Two bilin-
gual (Chinese/English) people with Chinese as a moth-
er tongue translated the scale into English, and anoth-
er two bilingual (Chinese/English) people with English
as a mother tongue then back-translated the draft to
English. The differences between the separate versions
were analyzed to get the first Chinese draft. This draft
was then revised by a panel of experts with rich expe-
rience in medical education through Delphi technique.
All the experts, including 6 anesthesiologists, 2 psy-
chologists and 4 SPs, completed three rounds of itera-
tive process. Questionnaire used in the Delphi process
was shown in Table 1. Modifications were made based
on the feedbacks after each round. On the 4th round,
they agreed that all the items were accurately trans-
lated and the wording could be easily understood. Then
the revised Chinese-CARE was tested with 25 preoper-
ative patients in different age categories (18-75 years
of age) and sex (10 females and 15 males). The pa-
tients scheduled for elective surgery were sequentially
enrolled and written informed consents were obtained.
The highest education was junior middle school for 3
patients, high middle school for 3 patients, senior school
for 9 patients, and college education for 10 patients.
The majority (92%) found the questionnaire generally
easy to understand, and minor wording modifications
were made based on their feedback.

SP encounter and assessment of empathy

A total of 48 second- and third-year residents of an-
esthesiology were recruited in the study. They were
asked to make a preoperative interview with a 65-year
old woman (acted by SP) with a huge retroperitone-
al mass. The patient was scheduled to have an open
surgery for tumor resection, and massive bleeding and



Vol. 36, No. 2

CHINESE MEDICAL SCIENCES JOURNAL 81

Table 1. Questionnaire used by the experts during the Delphi process

Evaluation on the translation of each item

CARE measure item
Poor

Good Perfect Any suggestions on revision

. Making you feel at ease
. Letting you tell your story
. Really listening

. Being interested in you as a whole person

1
2
3
4
5. Fully understand your concerns
6. Showing care and compassion
7. Being positive

8. Explain things clearly

9. Helping you take control

10. Making a plan of action with you

CARE: Consultation and Relational Empathy.

hemorrhagic shock were expected during the surgery.
As the patient was a widow, she was wavering on the
surgery in fear of being maimed after the surgery. The
residents were required to explain the potential risks
of anesthesia and surgery to her, comfort her and get
a written informed consent. Residents were informed
that the exam was a formative assessment, ratings
would be de-identified, and no results would be shared
with faculty or administrators.

Four experienced faculty raters with over 8 years
of educational evaluation were recruited in the study.
Two were assigned to the in-room ratings and another
two to video ratings. The in-room raters sat 2 meters
away from the encounter, side facing the residents
who were seated facing the SP across a small table.
The resident’s and SP’s faces were visible to the rat-
ers. Raters and residents were instructed not to move
from their seats. Video recordings were captured with
the camera positioned between the two raters. The in-
room and video raters had a similar visual perspective.
The interviewed SPs (two SPs with 3-5 years’ expe-
rience of educational evaluation) also completed the
same rating scale of CARE after each encounter.

Prior to the exam, the in-room faculty raters re-
ceived one-hour training as a group on the scoring
standard of each item. The video faculty raters re-
ceived the same rater training and had prior rating ex-
perience as an in-room faculty rater. The SPs had the
trainings and experiences of medical assessment, but
did not receive the pre-exam rater training. To closely
simulate conditions of in-room rating, the video rater
viewed each encounter once and did not replay any
video when scoring residents.

Rating forms for each resident were completed

independently on paper by each in-room rater. Video
ratings and SP ratings were also completed on paper.
The consistency of the individual resident scores be-
tween the two in-room raters and between the two
video raters was examined. The consistency of the in-
dividual resident scores between the in-room and the
video raters and between the faculty and SP raters was
also examined. The average scores of the two in-room
raters were regarded as the faculty ratings.

Data analysis

Ratings for each resident were then recorded into Mic-
rosoft Excel (Micro-soft, Redmond, WA) and analyzed
using SPSS version 23 (IBM Corp., Armonk, NY). Cron-
bach’s alpha was applied to evaluate the internal reli-
ability of the Chinese-CARE. We considered the scores
of the in-room raters as the gold standard for rating,
and Cronbach’s alpha value was calculated based on
the scores of in-room raters. A Cronbach’s alpha larger
than 0.8 was regarded as evidence for good internal
reliability.

Intraclass correlation coefficient was performed to
determine the consistency of ratings between different
raters. An intraclass correlation coefficient larger than
0.85 was regarded as good consistency and an intra-
class correlation coefficient less than 0.4 was regarded
as poor consistency. A Wilcoxon signed-rank test was
conducted to compare pass/fail rates between different
raters. A 2-sided P value less than 0.05 was regarded
as statistically significant.

RESULTS

Totally, 48 residents participated in the study with
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10 male and 38 female residents. Two in-room raters,
two video raters and two SP raters submitted their
independent ratings for the 48 residents. No miss-
ing item was found in all the ratings. In-room ratings
on the 10 items of the Chinese-CARE measure were
shown in Table 2. Over 50% residents scored the
minimum score for the 9" and 10™ items, demonstrat-
ing a floor effect. The frequency of endorsement was
skewed towards the three lowest ratings (poor, fair and
good) for the items from 3 to 8.

The internal reliability of the items of Chi-
nese-CARE was high, with an overall Cronbach’s alpha
value of 0.95, which is equal to the original CARE (with
a Cronbach’s alpha value of 0.93). The Skewness of
the ratings of two in-room raters was 0.657 and 0.710
separately, and the Kurtosis of the ratings of two in-
room raters was -0.086 and -0.383.

Intraclass correlation coefficient revealed a good
consistency in ratings between the two in-room raters
(intraclass correlation coefficient=0.888, P<0.001),
and a moderate consistency in ratings between the two
video raters (intraclass correlation coefficient=0.516,
P<0.001) (Table 3). Intraclass correlation coefficient
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also indicated a good consistency in ratings between
the in-room raters and video raters (intraclass cor-
relation coefficient=0.767, P<0.001) and a moderate
consistency in ratings between the in-room raters and
SP raters (intraclass correlation coefficient=0.568,
P<0.001) (Table 3).

When pass is determined by average score of 25
out of 50, there were 22 residents out of 48 passed
the exam based on in-room ratings, 28 residents out
of 48 based on SP ratings, 45 out of 48 based on video
ratings. Wilcoxon signed-rank test indicated that there
were no significant difference in the pass/fail rates
based on the in-room ratings and SP ratings (P=0.12),
but the pass/fail rates were significantly higher based
on video ratings than that based on in-room ratings
(P<0.001).

DISCUSSION

This study was conducted to test the reliability of
the Chinese version of CARE and examine agreement
between different ratings. The results revealed a high
scale reliability of Chinese-CARE and high inter-rater

Table 2. Number of anesthesia residents who scored respective response option [n (%)]

_ Poor Fair Good Very good Excellent Not applicable Total
CARE measure items
(No.1/No.2)  (No.1/No.2) (No.1/No.2) (No.1/No.2) (No.1/No.2) (No.1/No.2) (No.1/No.2)
Maki . . . . .
aking you feel at 9 (18.7)/ 14 (29.2)/ 16 (33.3)/ 6 (12.5)/ 3(6.3)/ 0/0 48/48
ease 6 (12.5) 14 (29.2) 13 (27.1) 8 (16.7) 7 (14.6)
Letting you tell your 3 (6.3)/ 20 (41.7)/ 15 (31.2)/ 8 (16.7)/ 2 (4.2)/ 0/0 48/48
story 5(10.4) 17 (35.4) 10 (20.8) 12 (25.0) 4 (8.3)
eally listening 13 (27.1)/ 15 (31.2)/ 12 (25.0)/ 5(10.4)/ 3(6.3)/ 0/0 48/48
12 (25.0) 8 (16.7) 8 (16.7) 12 (25.0) 8 (16.7)
Being interested in 12 (25.0)/ 15 (31.2)/ 12 (25.0)/ 7 (14.6)/ 2 (4.2)/ 0/0 48/48
you as a whole person 13 (27.1) 14 (29.2) 12 (25.0) 4 (8.3) 5(10.4)
Fully understand your 13 (27.1)/ 18 (37.5)/ 9 (18.8)/ 5(10.4)/ 3(6.3)/ 0/0 48/48
concerns 9 (18.8) 16 (33.3) 13 (27.1) 6 (12.5) 4 (8.3)
Showing care and 13 (27.1)/ 13 (27.1)/ 14 (29.2)/ 6 (12.5)/ 2 (4.2)/ 0/0 48/48
compassion 14 (29.2) 11 (22.9) 9 (18.8) 9 (18.8) 5(10.4)
Being positive 12 (25.0)/ 13 (27.1)/ 13 (27.1)/ 9 (18.8)/ 1(2.1)/ 0/0 48/48
17 (35.4) 13 (27.1) 10 (20.8) 4 (8.3) 4 (8.3)
xplain things clearly 16 (33.3)/ 16 (33.3)/ 4 (8.3)/ 8 (16.7)/ 4 (8.3)/ 0/0 48/48
11 (22.9) 22 (45.8) 3 (6.3) 7 (14.6) 5(10.4)
Helping you take 28 (58.3)/ 12 (25.0)/ 4 (8.3)/ 2 (4.2)/ 2 (4.2)/ 0/0 48/48
control 23 (47.9) 15 (31.2) 5(10.4) 3 (6.3) 2 (4.2)
Making a plan of 28 (58.3)/ 6 (12.5)/ 3(6.3)/ 11 (22.9)/ 0 (0)/ 0/0 48/48
action with you 23 (47.9) 11 (22.9) 8 (16.7) 5(10.4) 1(2.1)

No. 1 indicates No. 1 in-room faculty rater; No.2 indicates No. 2 in-room faculty rater.
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Table 3. Intraclass correlation coefficient between the
ratings of each resident’s performance by different raters
and different modalities

Score Intraclass correlation

Items
(mean+SD) Coefficient P-value

In-room rater No. 1 23.2+9.7

0.888 <0.001
In-room rater No. 2 24.8+10.8
Video rater No. 1 40.6+7.1

0.516  <0.001
Video rater No. 2 38.6+8.9
Standardized patient rater  28.9+9.2

0.568 <0.001
Mean score of in-room raters 24.0+£10.0

39.6+7.1

Mean score of in-room raters 24.0+10.0

Mean score of video raters
0.767 <0.001

correlation between in-room raters during the assess-
ments, which is consistent with the English CARE,
indicating that the Chinese CARE has been accurately
translated and is suitable to be used in Chinese culture.
And there was a good equivalence between the in-
room faculty ratings and SP ratings during the assess-
ments, although the SPs did not receive the pre-exam
training. In other words, consistent inter-rater agree-
ment between the faculty and SP was achieved even
though the SPs did not know the scoring standard of
CARE, highlighting that CARE was a good patient-cen-
tered measure.

Despite a good consistency, there was no equiv-
alence between the in-room ratings and video ratings
in current investigation. This concurs with previous
patient-physician consultation studies which report-
ed that the in-room ratings and video ratings did not
result in equivalent pass/fail decisions despite high
scale reliability and interclass correlation.!**! However,
the conclusions were different in studies of assessing
procedural skills such as joint examination and airway
insertion, which reported high congruence between
in-room and video ratings.!** *”! We assumed that
video-based rating might not be as reliable in com-
munication skill assessment as in procedural skill as-
sessment. There are several potential explanations for
this. First, communication skills (verbal and nonverbal)
are not easily captured on camera. The in-room rater
was closer and had greater access to the finer nuances
of communication and the connection between resi-
dent and SP, they could better perceive and rate those
behaviors. Second, the in-room rater could get more
information on body language as they had opportunity
to change the observation perspective during the live
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encounter without changing of the seated position,
whereas the camera angle captured only one fixed dis-
tant perspective for the video rater.

Inter-rater variability within the in-room raters
and video-raters were also perceived, and the reasons
might be as follows: (1) A 5-point competency scale
for communication assessment requires more judg-
ment than the yes/no checklists used for procedural
assessment, which resulted in a bigger variation be-
tween different raters. (2) The faculty’s own clinical
skills may impact their ratings for residents. While the
assessment of empathy is in lack of a unified standard,
their ratings could rely more on their own skills.

The reliability of SP rating is still controversial.
Some studies showed that SPs who were not trained
on how to consistently grade communication skills,
resulting in a weak correlation among graders for
the communication section despite overall total score
correlation.™”! Another study found moderate to sub-
stantial reliability between SP ratings and second rater
ratings.!*® In our study, we have found a moderate
consistency between the SP ratings and in-room fac-
ulty ratings, and pass/fail rates were parallel based on
the two ratings. We suggested that a well-trained SP
could discriminate between high and low performing
students just as well as the faculty raters in assess-
ment of communication skills.

Our study has several limitations. First, as a pilot
study, the number of raters was relatively limited to
determine the inter-rater differences, and further stud-
ies were also needed to find the potential reasons for
the differences. Second, although all the faculty raters
had a pre-assessment training on how to score each of
the items, the oral description of the scoring standard
was very vague. We assume that if standardized en-
counter cases graded as excellent, good and poor for
residents’ performance be videotaped and shown to
the raters as a reference, the raters could get a better
understanding of the scoring standard. Third, the SPs
in our study have been well trained to make education-
al assessment. Although they have no medical back-
ground before becoming an SP, their judgment might
be influenced by doctors in previous experiences. Their
ratings may not resemble exactly the real patients’
perception.

In conclusion, the preliminary data in our study
support the reliability of the Chinese version of the
CARE measure in preoperative anesthesia interview
in China. This study also brings us a step toward
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understanding the non-equivalence of in-room and vid-
eo ratings in the assessment of communication skills.
SPs may provide a feasible alternative for faculty rater
in the assessment of communication skills with an ap-
propriate measure.
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