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Abstract
Objective: Active listening is a prerequisite for a successful healthcare encounter, bearing potential therapeutic value especially in clinical

situations that require no specific medical intervention. Although generally acknowledged as such, active listening has not been studied in depth.

This paper describes the development of the Active Listening Observation Scale (ALOS-global), an observation instrument measuring active

listening and its validation in a sample of general practice consultations for minor ailments.

Methods: Five hundred and twenty-four videotaped general practice consultations involving minor ailments were observed with the ALOS-global.

Hypotheses were tested to determine validity, incorporating patients’ perception of GPs’ affective performance, GPs’ verbal attention, patients’

self-reported anxiety level and gender differences.

Results: The final 7-item ALOS-global had acceptable inter- and intra-observer agreement. Factor analysis revealed one homogeneous dimension.

The scalescore was positively related to verbal attention measured by RIAS, to patients’ perception of GPs’ performance and to their pre-visit

anxiety level. Female GPs received higher active listening scores.

Conclusion: The results of this study are promising concerning the psychometric properties of the ALOS-global. More research is needed to

confirm these preliminary findings.

Practice implications: After establishing how active listening differentiates between health professionals, the ALOS-global may become a

valuable tool in feedback and training aimed at increasing listening skills.

# 2007 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction

Consultations for minor ailments constitute a large part of

the workload of general practitioners (GPs) [1,2]. Most minor

ailments generally lack the need for professional medical input

and are self-limiting. The reason why patients nevertheless

consult their physician is likely to be associated with

psychological factors, such as their fear of suffering from a

serious condition [3]. In helping patients with minor ailments,

GPs affective communication skills, such as active listening,

may, therefore, in itself be therapeutic and ameliorative [4]. In
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addition, active listening may prevent unnecessary repeat visits,

therefore, lowering GPs’ workload [5,6].

Within western medical science, paying attention to the

patient from a medical diagnostic point of view (i.e. physical

examination) has since long been advocated at the expense of

active listening necessary to learn more about the patient’s

suffering [7]. Yet, patients themselves seem to value the

personal, active and listening doctor most [8]. Active listening

can be understood as the necessary and first step towards patient

centred healthcare that aims to unravel the reasons for visiting

the physician from the perspective of the patient. Especially in

the absence of serious physical symptoms, listening helps to

understand patient’s experience of illness [9] through recogniz-

ing and exploring patients’ cues. Previous studies indeed show

that active listening is associated with satisfaction [10] and with

patient disclosure of specific concerns related to the complaints

being presented [11].
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Active listening is a patient-centred interview skill [12] that

encompasses different elements, bearing instrumental and

affective significance. On the one hand, active listening is an

important instrument for gaining information, e.g. by the use of

open ended questions, summaries and clarification [13]. On the

other hand, it signifies the acknowledgement of a patient’s

suffering. What is more, the very act of listening assumes that

there is something to listen to, i.e. that the patient has the

opportunity to talk and express himself. Active listening,

therefore, incorporates verbal as well as non-verbal facilitation

of patient talk [14].

Even though the value of active listening has been generally

acknowledged, it has almost been taken for granted considering

the fact that it has not been studied in depth. So far, the concept

has been primarily looked at in a qualitative or global way or

using instruments that have either been contextualized in a non-

medical setting or capture verbal behaviour only [15]. This

article describes the development and initial validation of an

observation instrument, called the global Active Listening

Observation Scale (ALOS-global), in the context of consulta-

tions for minor ailments in general practice.

2. Methods

2.1. Subjects

The present study was set within the Second Dutch National

Survey of General Practice (DNSGP2), carried out in 2001 by

NIVEL, the Netherlands Institute for Health Services Research

[16]. During the video-observation part of DNSGP2, 142 GPs

were observed by camera during consultations after receiving

informed consent by the patient in question [17]. A fixed,

unmanned video camera was set up in the consulting room

directed at the GP on the front and at the patient from behind or

the side. The privacy of the collected data was laid down in

privacy regulations. Patient refusal rate was relatively low

(11.9%). Per GP, 15–20 consultations were recorded, resulting

in 2784 video-observations of an equal number of different

patients. Some patients attended the physician with a certain

health problem for the first time, for others the recorded visit

was a repeat visit. Health problems were coded using the

International Classification of Primary Care (ICPC) [18]. For

this study, only consultations with patients of 18 years and older

consulting for minor ailments were selected. Minor ailments

were defined as frequently presented and non-chronic health

problems.

To meet the first criterion (i.e. ‘frequently presented’), a

consultation was included if a patient’s most important health

problem, as reported in a questionnaire filled out in the waiting

room before the consultation, was common. Identification of

patients’ health problems within the DNSGP2 (N = 375,899

patients) showed which health problems were presented most

often in general practice [19]. Selected problems were related

to ICPC-chapters D, L, R and S (digestive, musculoskeletal,

respiratory and skin problems, respectively), and included

problems such as stomach ache, low back pain without

irradiation, cough and warts.
Following the second criterion, chronic health problems were

excluded. Within DNSGP2, the GP-registration was episode

oriented, and different consultations concerning the same health

problem were linked to one episode. The final diagnosis made by

the GP within one episode is considered to be the diagnosis of that

episode. Consequently, the second criterion was met if the

diagnosis corresponding to the episode, which included the

videotaped consultation did not indicate a chronic disease. For

this purpose, a cluster of chronic diseases (e.g. migraine, asthma

and diabetes) coded by ICPC was used [20].

Both criteria initially resulted in a selection of 574

videotaped consultations. During subsequent video observa-

tions, a number of patients appeared to present a chronic health

problem, such as asthma. These consultations were marked

(N = 50) and excluded afterwards. Consequently, 524 con-

sultations remained for analysis.

2.2. Procedure

2.2.1. Development

In this study, active listening is understood as a communica-

tion strategy for recognizing and exploring patients’ clues [9]. It

(non)verbally stands for the acknowledgement of patient’s

suffering as well as the permission for the patient to speak.

Individual items were selected that covered different aspects of

these two dimensions as much as possible. Content validity of the

ALOS-global was furthermore developed by intensive use of

expert knowledge within NIVEL, as well as pilot observations.

The initial scale consisted of 14 items (Table 1), measured on

5-point Likert-scales (end points labeled as ‘never’ to ‘always’),

measuring physicians’ listening skills throughout the consulta-

tion. The ALOS-global was independently judged by two experts

(a GP-counselor and a GP/epidemiologist), then slightly revised

in order to achieve consensus about the content, and taken into

observations. The first author (TF) was the main observer. A

second observer from NIVEL viewed a selection of the

videotapes to assess inter-observer reliability.

2.2.2. Validation

Validity was determined by testing four hypotheses. First,

construct validity was assessed by correlating active listening

and verbal attention measured by the Roter Interaction Analysis

System (RIAS) [21]. RIAS verbal attention includes physi-

cians’ statements of empathy, as well as legitimizing (i.e.

statements indicating that actions or emotions of other persons

are understandable or normal) and partnership (i.e. statements

that assure support). Consequently, a moderate positive

correlation was expected.

Second, we expected patients’ pre-visit state anxiety,

measured by the State-Trait Anxiety Inventory (STAI) and

active listening measured by the ALOS-global to be positively

related, as active listening is thought to be especially indicated

in response to another person’s prevailing emotions [22].

Possible differences in communication between initial and

follow-up consultations were taken into account [23]. The

correlation between anxiety and active listening was expected

to be stronger for initial consultations than for follow-up



Table 1

Items from the initial scale including operationalisations

The GP. . .

1. Uses inviting body language A high score is indicated when the GP uses an open and interested body attitude, for example

when he/she uses facial expressions (like frowning, raising eyebrows, smiling, in contrast to

yawning or staring), faces the patient and makes eye contact.

2. Shows not to be distracted during the consultation A high score is indicated if the GP is not distracted during the consultation. Distractions interrupt

a conversation in a non-productive or disturbing manner, for example by the telephone (constantly)

ringing, an assistant walking into the room, the GP staring at the computer screen or looking into

the patient’s file while ignoring the patient.

3. Is not off-hand or hasty A high score is indicated when, for example, the GP adequately responds to patient’s questions,

does not talk at high speed or with a lack of silences in the conversation.

4. Is obviously relaxed and confident A high score is indicated if the GP is comfortable and confident. Signs of nervousness lead to a

lower score, for example if the GP makes restless movements with head, arms, hands or legs,

ticks/clicks with a pen, drums his fingers on the desk or produces uncomfortable silences.

5. Is not detached A low score is indicated when, for example, the GP greets the patient in an uninterested way or

does not greet the patient at all, avoids eye-contact or makes irrelevant jokes all the time.

6. Adjusts his/her language to that of the patient A high score is indicated when, if necessary, the GP uses or avoids professional language

or jargon.

7.listens attentively A high score is indicated when, for example, the GP uses (comfortable) silences in the

conversation to give the patient a chance to think or to elaborate, encourages the patient to

clarify the problem, notices (non)verbal signs from the patient that indicate an emotions or

summarizes the contents of the conversation.

8. Gives patient time and space to present the problem A high score is indicated when, for example, the GP allows the patient to finish when he or

she is talking and spends more than the usual time on the patient if necessary.

9. Uses exploring questions A high score is indicated when, for example, the GP uses exploring or open-ended questions,

that do not invite any particular answer, but open up discussion or elicit a wide range of answers.

10. Creates an open atmosphere during the conversation A high score is indicated when the GP creates an open and accepting atmosphere for discussion by

allowing the patient to express his- or herself fully and by giving the patient the chance to

disagree. In case of conflict or disagreement, the GP resists the temptation to immediately

intervene, but hears the patient out.

11. Spends time on social talk A high score is indicated when, for example, the GP discusses or asks about (non-)medical

issues regarding patient’s social life (i.e. work, school, children, weather)

12. Is good in leading the conversation A high score is indicated when the GP takes the initiative in the conversation (if necessary), sets

an agenda in collaboration with the patient, involves the patient, paraphrases, repeats

decisions/future appointments or evaluates the consultation.

13. Expresses understanding non-verbally A high score is indicated when the GP acknowledges patient’s emotions non-verbally by, for

example, nodding, smiling, sympathising eye-contact, supportive humming or a pat on the

shoulder.

14. Dilates verbally upon patient’s feelings or emotions A high score is indicated when the GP acknowledges patient’s feelings and emotions verbally

by, for example, naming them, asking the patient to clarify the feeling(s) or emotion(s).
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consultations, as multiple consultations for minor conditions

have been found to be associated with a negative GP attitude,

likely to result in being less responsive to emotions [24,25].

Third, the validity of the ALOS-global was assessed by

looking at the association between active listening and the

evaluation of the affective skills of the GP by the patients, using

the affective performance subscale of the quality of care

through the patients’ eyes (QUOTE communication) [17].

Finally, gender differences were calculated between male

and female GPs to evaluate discriminant validity [26]. Female

GPs were expected to receive significantly higher scores on the

ALOS-global than male GPs.

2.3. Measures

The patients completed a questionnaire before and

immediately after each single consultation that was recorded

of them. Among others, the questions asked for demographic

characteristics (gender, age, education), the nature of patients’

health problems, patients’ level of anxiety before seeing the GP
(STAI) and their evaluation of GPs’ affective performance

during the visit (QUOTE communication).

2.3.1. STAI

State anxiety was measured using the shortened Dutch

version of the STAI [27,28]. This is a well-validated

questionnaire, consisting of 10 items. Items are rated on

4-point answering scales (1 = ‘not at all’ to 4 = ‘very much so’),

and thus total scores range from 10 to 40. Items ask respondents

to state how they currently feel regarding statements that are

worded either positively (e.g. ‘I feel calm’) or negatively (e.g. ‘I

feel strained’). During DNSGP2 the STAI was completed by

patients right before and immediately after the consultation.

Pre-consultation information on the STAI was missing for 19%

of the patients. Cronbach’s alpha was 0.90.

2.3.2. QUOTE communication

The patient perceived performance by the GP was measured

using the conceptual framework of the QUOTE [17]. Before the

consultation, the patients reported how important they



Table 2

Patient characteristics minor ailments sample and larger study population

Patient characteristics Sample (%),

N = 524

DNSGP2 (%),

N = 2784

Sex

Male 42.9 41.2

Female 57.1 58.8

Age (years)

18–44 50.8 42.9

45–64 31.8 35.5

65 and older 17.4 21.6

Education level

Low 33.6 31.2

Medium 52.6 53.8

High 13.9 15.8

Minor ailment related to ICPC-chapter

Digestive 12.0 5.9

Musculoskeletal 51.5 21.9

Respiratory 22.8 13.6

Skin 11.7 11.1

Other – 47.5

Mean number of visits (S.D.)

in complaint episode

1.31 (0.63) 1.33 (0.62)
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considered different aspects of communication for the forth-

coming visit (1 = ‘not important’ to 4 = ‘utmost important’).

After the consultation, they rated whether the GP had

performed these aspects (1 = ‘not’ to 4 = ‘yes’). Factor analysis

of both the pre-visit and post-visit lists of questions on

preference and performance revealed two relevant sub-scales:

an affect-oriented scale of 7 communication aspects and a task-

oriented scale of 6 communication aspects (Cronbach’s alpha

between 0.74 and 0.89). In the affect-oriented performance

scale, the patients rated after the visit to what extent they have

perceived their GP to have given enough attention; listened

well; taken enough time; been friendly; been frank; taken the

problem seriously; and been empathic. The sumscore indicates

GPs’ affective performance through the eyes of the patient.

2.3.3. RIAS

RIAS is a well-validated observational instrument measur-

ing verbal communication behaviour in health care, used in

various studies [21,29–31]. RIAS measures on several

dimensions, applicable to both physician and patient, and

was used to rate most consultations at an earlier stage of

DNSGP2 [17]. The RIAS instrument discriminates between

affective or socio-emotional utterances and instrumental or

task-related utterances. Affective utterances concern state-

ments needed to establish a therapeutically effective relation-

ship between patient and physician (e.g. ‘giving comfort’,

‘reassurance’, ‘showing optimism, concern and understand-

ing’). RIAS data were available from 79% of the consultations.

Pearson’s r indicated good results for inter-observer reliability

(0.72–0.95 for GP-behaviour and 0.74–0.96 for patient-

behaviour).

So, for the purpose of validation, the patient’s pre-visit

anxiety score, the patient’s perception of the GP’s affective

performance and the RIAS category verbal attention were used.

2.4. Analysis

First, the ALOS-global was judged on inter- and intra-

observer reliability using Pearson’s correlation coefficient (r).

A random sample of 20 consultations was selected and

independently rated by two observers. A second random sample

was used to determine intra-observer agreement. Items with

slight agreement (r < 0.50) [32] were removed, and overall

agreement (mean r) was calculated. Principal Component

Analysis (PCA) with Varimax rotation was then used to study

robustness of the scale. Factors with eigenvalues over 1 were

extracted, if supported by the scree plot. Appropriateness of

PCA was tested using the Kaiser–Meyer–Olkin (KMO)

measure of sampling adequacy and Bartlett’s test of sphericity.

Items failing to load at least 0.40 on any factor were left out.

Internal consistency and homogeneity were determined by

calculating Cronbach’s alpha. With respect to validation,

Spearman’s correlation coefficient for non-parametric correla-

tions was used to measure associations with RIAS and STAI, as

these tend to show non-normal distributions.

Statistical analyses were done using SPSS version 11.5.

Correction for clustering (multilevel analysis) was not
considered appropriate as the number of GPs, as well as the

number of consultations per GP, were too small (139 GPs with

on the average 3.8 patients each). Kreft argues that 150 groups

with five observations within each group should be sufficient to

obtain a power of 0.90 [33]. However, fewer observations

(either groups or individuals) result in a rapid decline of power

for the detection of cross-level interactions [34].

3. Results

3.1. Sample characteristics

The sample consisted of 139 GPs, of whom 105 were male

(75.5%). Male GPs were on average 47.9 years old (�5.7),

female GPs were younger (44.1� 7.0 years) ( p < 0.01). More

than half of the GPs worked fulltime (51.1%). Most GPs (38.8%)

worked in a group practice, while 31.7 and 29.5% of the GPs

worked solo or with one partner, respectively. GPs were settled

for at least 1 year and at most 32 years (average 15.6 � 8.3 years).

Two hundred and ninety-nine patients whose consultations

were recorded (57.1%) were female (Table 2). Mean age at the

time of the consultation was 45.7 years (�16.6) for women and

46.5 years for men (�16.6) (n.s.). Sixty-three patients (12.0%)

presented a minor ailment related to the digestive system, while

270 (51.5%), 130 (22.8%) and 61 (11.6%) minor ailments were

related to the musculoskeletal system, the respiratory system

and the skin, respectively. The patients visited their GP on

average 1.3 times during the illness episode (range 1–4).

3.2. Inter- and intra-observer agreement

Items 1, 4, 5, 6, 10 and 14 (Table 1) had poor inter-observer

agreement (r < 0.50; Cohen’s kappa < 0.34) and were, there-

fore, removed. Overall inter-observer agreement for the



Table 3

Factor loadings of the ALTOR items

ALTOR items Factor

loadings

Cronbach’s alpha

if item deleted

The GP. . .
1. Shows not to be distracted

during the consultation

0.66 0.82

2. Is not off-hand or hasty 0.68 0.81

3. Listens attentively 0.82 0.79

4. Gives patient time and space

to present the problem

0.74 0.81

5. Uses exploring questions 0.69 0.81

6. Spends time on social talk 0.47 0.84

7. Is good in leading the conversation 0.71 0.81

8. Expresses understanding non-verbally 0.70 0.81

Percentage explained variance 47.5

Overall Cronbach’s alpha 0.83
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remaining eight items was moderately good (mean r = 0.60,

range 0.50–0.70; mean kappa = 0.52, range 0.43–0.62), and so

was the overall intra-observer agreement (r = 0.58, range 0.51–

0.62). The eight items were subjected to PCA.

3.3. Dimensionality

PCA was considered appropriate, as the Kaiser–Meyer–

Olkin (KMO) measure of sampling adequacy was 0.87.

Bartlett’s test of sphericity was highly significant ( p < 0.01).

PCA with Varimax-rotation resulted in a one-factor solution,

with an eigenvalue of 3.8, explaining 47.5% of total variance

(Table 3). Corrected item–total correlations were between 0.37

and 0.71. Exclusion of the item with the lowest corrected item–

total correlation (i.e. The GP spends time on social talk)
Table 4

Item responses and missing values (N = 524)

The GP. . . Never (%) Rarely (%

1. Shows not to be distracted during the consultation 1.0 7.1

2. Is not off-hand or hasty 1.1 8.8

3. Listens attentively 1.5 8.4

4. Gives patient time and space to present the problem 2.1 13.0

5. Uses exploring questions 6.5 34.0

6. Is good in leading the conversation 2.3 24.8

7. Expresses understanding non-verbally 9.2 26.9

Table 5

Relationships between GPs’ active listening skills, patients’ perception of GPs’ affec

correlations

Active l

Total sa

GPs’ affective performance (QUOTE) perceived by patients 0.11* (5

GPs’ verbal attention (RIAS) rated by observers 0.19** (

Pre-visit anxiety (STAI) reported by patients 0.09 (42

Due to some missing values in visit data, numbers in the second and third column
* p < 0.05.

** p < 0.01.
resulted in a slight increase of Cronbach’s alpha. This item was,

therefore, removed as well. The final 7-item scale evidenced

good internal consistency (Cronbach’s alpha 0.84).

3.4. Item responses

Table 4 shows the range of responses over the 7-item scale.

Items of the ALOS-global predominantly revealed normal

distributions. In the majority of the consultations, GPs showed

not to be distracted throughout the consultation. Also,

responses revealed that GPs are not hasty and give their

patient time and space to present the problem. Asking exploring

questions was less often observed as was GP’s non-verbal

expression of understanding.

3.5. Validity

There was a positive relationship between active listening

(ALOS sumscore) and GPs’ verbal attention measured by RIAS

(Table 5). In addition, a small but significant positive

relationship was found between GPs’ active listening as rated

by the observers and the patients’ post-visit perception of GPs’

affective performance measured with the QUOTE. Using the

complete dataset, no significant relationship was found

between patients’ pre-consultation anxiety and GPs’ active

listening. However, when the whole set of consultations was

broken down by rank order, i.e. initial and follow-up visits, the

patients’ pre-consultation anxiety did appear to be associated

with more active listening during initial visits. With respect to

GPs’ verbal attention, the significant positive association with

active listening had to be ascribed entirely to follow-up

contacts. Finally, a difference was found between the ratings of

male and female GPs, indicating that female GPs scored
) Sometimes (%) Frequently (%) Always (%) Missing values (%)

30.5 37.8 23.3 0.4

33.4 39.3 17.0 0.4

22.1 38.4 29.6 0

26.0 41.0 17.6 0.2

30.7 23.5 5.0 0.4

34.7 31.5 5.5 1.1

27.7 30.0 6.1 0.2

tive behaviour, GPs’ verbal attention and patients’ pre-visit anxiety; Spearman’s

istening

mple r (N) Initial visit r (N) Follow-up visit r (N)

02) 0.10 (245) 0.11 (254)

413) 0.12 (202) 0.26** (208)

7) 0.20** (210) 0.00 (216)

do not add up to the total numbers.
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somewhat higher on active listening than their male counter-

parts, i.e. 24.8 and 23.5, respectively (F = 6.56, p = 0.01).

4. Discussion and conclusion

4.1. Discussion

This article described the development of a new observation

instrument aimed at measuring active listening in general

practice, called ALOS-global, the global active listening by

observation scale, and its initial validation in the context of

consultations for minor ailments. Although the ALOS-global

has been constructed for application in observation research,

the individual items of the instrument may also provide useful

starting-points for individual feedback and education in general

practice.

With respect to reliability and validity of the ALOS-global,

results are promising. There was a significant correlation

between active listening measured by the ALOS-global and the

RIAS category verbal attention. Although significant, the

association was limited, which may be explained by the fact

that both instruments measure different constructs to some

extent. Beside statements reflecting attention, RIAS-category

verbal attention also includes statements that indicate

legitimizing or partnership [21].

Additionally, validity of the ALOS-global was supported by

the finding that patients’ anxiety levels shortly before the

consultation were associated with GPs’ active listening skills

during the consultation, but this appeared to be the case only

during initial visits. This confirmed our prior expectation that

anxious or upset patients were more likely to elicit active

behaviour in their GP. Possibly, GPs consider consultations for

a new health problem more important for establishing a good

atmosphere than follow-up consultations for the same health

problem. Additional evidence exists that physicians in primary

care often miss opportunities for affective communication, or

may even choose not to pursue them [35].

Relationships differed by the rank number of the visit. This

indicates that for research purposes the distinction between

initial and follow-up consultations is useful and appropriate.

For example, in consultations with patients with type 2

diabetes, van Dulmen et al. [23] found that internists showed

more instrumental communication during initial consultations,

as opposed to subsequent consultations in which affective

communication played a more central role. Results from the

present study suggest that anxiety increases active listening

indeed, but only during initial visits. In addition, the stronger

relationship between active listening and verbal attention

during follow-up visits suggest that with new patients active

listening encompasses more than verbal attention only. So far,

only few observational studies have taken into account the

possible differences in communication between initial and

follow-up visit.

External validity of the results might be limited by the

composition of the study sample. We aimed at selecting only

patients presenting minor ailments for whom active listening is

likely to be one of the relevant therapeutic tools. As chronic and
more severe illnesses were excluded, it is unknown to what extent

the results of this study are representative for the total general

practice population. As a result, more effort is needed to

determine validity of the instrument in other general practice

consulters. Additionally, we do not exactly know how

homogeneous our sample of minor ailment-patients was. In

Section 2, we reported the exclusion of 70 patients who appeared

to present a non-minor ailment. We acknowledge the possibility

that consultations for non-minor ailments were missed, possibly

as a result of inadequate registration by the GP. On the other hand,

we might have excluded chronically ill patients who presented a

minor ailment that was not related to their chronic illness. One

might argue that these patients actually do belong to our sample.

The rationale of including minor ailments was largely based on

the presumption that active listening could bear potential

therapeutic value when no specific medical intervention is

needed, which is especially so in case of minor ailments where

self-care is more appropriate. But, of course, active listening has

relevance for other complaints as well.

Our study did not intend to investigate the effectiveness of

active listening in general practice. Especially in the case of

minor ailments, we consider it worthwhile addressing this

matter in future studies. As stated before, minor ailments

account for a considerable share of all consultations in general

practice, but tend to disappear spontaneously or as a result of

adequate self-care [2]. Taking into account the fact that a

positive patient–physician relationship has been shown to be a

key factor for successful guided self-management, and that

physicians’ active listening is associated with such a relation-

ship [35], active listening might be helpful in GPs’ everyday

management of minor ailments in their practice.

4.2. Conclusion

The results of this study are promising concerning the

psychometric properties of the ALOS-global. More research is

needed to confirm these preliminary findings.

4.3. Practice implications

After establishing how active listening differentiates

between different health professionals, the ALOS-global

may become a valuable tool in feedback and training aimed

at increasing listening skills.
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