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INTRODUCTION
Some clinical practitioners may hold biases toward religious beliefs and practices, and some patients
may hold biases toward secular medical science and its practitioners. When this happens, the resulting misunderstandings and poor communication can exacerbate biases and contribute to adverse clinical interactions. In this article, I posit a faith-science continuum as an analytical tool to help remedy these problems.
Practitioners and patients/families may come to clinical encounters from widely divergent places on the
faith-science continuum, making it more difficult for the parties to grant full credibility to the other, and
damaging the relationship at the heart of providing care. This is particularly true when religious practices are
seen as causing harm. The following case illustrates this; it includes true and fictional elements.
CASE STUDY
It was rare for Mr. Crockett to bring one of his children to the doctor, but several hours after punishing nine-year-old
Jimmy for being lazy, he worried there was something wrong. Jimmy seemed languid and appeared anemic. In Dr.
Stapul’s office, Mr. Crockett noted that Jimmy “normally responds well to a whuppin’.” Mr. Crockett added that he did not
much like doctors, and “hoped against hope” that Dr. Stapul would help.
Dr. Stapul noticed some stitches on Jimmy’s lower lip, and Jimmy and his father boasted about Momma’s fine
stitching: “Praise God, she’s always been good with a needle and thread.” Alarmed, Dr. Stapul asked why Jimmy hadn’t
been brought to her office for stitches, and Mr. Crockett said, “We don’t generally trust you people. Jesus is our healer!”
After a few more questions put to Mr. Crockett, Dr. Stapul asked to examine Jimmy more closely alone. Before
leaving the exam room, Mr. Crockett leaned over Jimmy and whispered, “Remember, Daddy loves you.” On careful
examination, Dr. Stapul found no evidence of any physical damage from the spanking. Dr. Stapul asked Jimmy he if
thought his dad ever hit him too hard, maybe when he was angry. Jimmy responded, “No. Mom and Dad never spank me
when they’re angry. It hurts them more than it hurts me.” After more careful examination, Dr. Stapul felt confident that
there had been no physical abuse. But she did not agree with spanking in general, and while she considered herself
someone who believed in God, she found the Crockett family’s attitudes and behaviors strange, even disturbing.
Dr. Stapul asked Jimmy to wait outside the exam room and asked Mr. Crockett to come back in. She asked him about
his practice of “whuppin’” his children, and said that she had momentarily considered calling Child Protection Services.
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In response, Mr. Crockett turned combative. “I don’t raise lazy children Miss Stapul; ‘spare the rod, spoil the child.’ You go
right ahead and call them — and the police too! I can raise my child as me and God see fit.” Then Dr. Stapul heard him
say, softly, “I knew we shouldn’t have come here today.”
In a case like this, deeply differing points of reference work against the effort to help the patient get
proper care. Due to the gulf between the points of reference of the physician and the patient’s parents, future
possibilities to treat Jimmy and his siblings, and to aid the Crocketts in finding other ways to discipline their
children, may have been foreclosed.1 I will consider this case using the faith-science continuum. Depending
upon where one falls on this continuum, the level of credibility and respect afforded to another may vary
significantly. Considering where physicians and their patients may find themselves on the continuum may
overcome bias and enhance the healing efforts of the clinical interaction.
THE FAITH-SCIENCE CONTINUUM
Mr. Crockett does not trust physicians. Not because he thinks they are out to get him or his family, rather
because he perceives that consulting with physicians runs counter to his faith. He thinks physicians are
overly scientific, antireligious, secularly trained, and acculturated agents of a godless society that is against
him and his kind. He is not alone. He may be confused, but he is one of a multitude. He relies on a conservative, deeply religious worldview that may assign little to no relevance or authority to science. On the contrary, sources of authority for such people include scripture; church, synagogue or mosque; and the authorities within these structures.2 In some cases, on points of reference such as corporal punishment of children,
there is a high likelihood of difference in values with their physicians. Many conservative religious people
feel it is essential to administer corporal punishment to their children in order to raise them properly.3 One
minister told me that had his father not beat him — had he not beat all his children — none of them would
have grown up with any measure of decency.
Mr. Crockett upsets Dr. Stapul, not because she thinks he doesn’t love his children, or because she
doesn’t think he has the right to believe whatever he wishes, but rather because she takes him to be ignorant,
backward, abusive, and unable to recognize that she has the best interest of his children in mind. She perceives the practice of using corporal punishment based upon religious conviction as a vestige of a bygone era
that must be forcefully rejected in the face of scientific data that proves that physical discipline of children is
abusive. She is not alone, and she is not confused. The gulf that lies between her and Jimmy and his parents
affects her ability to provide care, nonetheless.
Her worldview and its subsequent authorities are very different than those of Mr. Crockett.4 In the words
of Edgar Ledbetter, MD, former director of the Maternal, Child, and Adolescent Health Department of the
American Academy of Pediatrics, “A disappointing number of persons rely on theologic or ideologic convictions for personal ethical decisions, appearing to ignore other valuable resources” such as “modern medical care.”5 Thousands of physicians, like our Dr. Stapul, have a worldview that is both religious and fundamentally oriented by science. They may deeply value religion and religious practices, but this is balanced
with similarly deeply held values of science. When the two sources of value come into conflict, typically it
is scientific values that modify religious values, which is certainly true of the issue of corporal punishment.
For most religiously devout physicians, primary understanding of corporal punishment will come through a
scientific interpretation of data. But data is largely irrelevant to people like Mr. Crockett.
Griffith and Griffith in their article, “Addressing Spirituality in Its Clinical Complexities: Its Potential
for Healing, Its Potential for Harm,” highlight the sometimes stark differences in worldview that present in
the clinical encounter. Their patient, Lutchi, was a deeply religious person whose mother, Thelma, “explained that she watched, because it was her duty to watch, every health professional they met to see if they
were treated with respect.” Griffith goes on to describe the “two competing paradigms for treating” Lutchi;
one from the clinician who “seeks the best-validated scientific facts” and the other from the patient who, in
Lutchi’s case, needed to pause during a clinical interaction in order to hear, literally, the voice of God.6
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Before continuing further, it is important that I be clear about the issue of physical discipline of children:
religion or its practice can never justify the use of a switch, or one’s hand, or anything with such force that it
raises a welt on a child.7 The positive rights of parental autonomy do not trump the negative rights of a child
to be free of the personal, physical harm of corporal punishment.8 But my views, or those of any physician,
are unlikely to convince parents like Mr. Crockett, in large part due to our widely differing points of reference — hence the value of what I am calling the faith-science continuum.9 This remains true regardless of
what data set we might use in the effort to convince parents otherwise — true believers of this sort are deeply
suspicious of medical science and data.10
The faith-science continuum is not complex. Imagine a worldview based solely on faith on one end, and
a worldview based solely on science on the other. Place the most stereotypical person you can imagine who
might operate at either of these extremes. The person of faith at the extreme end completely rejects the
person at the extreme end of science — and vice versa. The person of faith is sure that the person of science
is going to burn in hell for unbelief, and the person of science is sure the immoderately devout person is an
ignorant buffoon. Now place these two people in an examination room together over the care of a child.
I purposefully highlight the extremes for heuristic purposes. I agree with those who, like Kenneth Hickey
and Laurie Lyckholm, see medicine and religion as “allies in their mission of assuaging human suffering.”11
My own faith tradition has dedicated itself to finding a healthy balance of modern medical science with the
“healing ministry of Jesus Christ.”12 I am routinely surprised by skeptical attitudes among persons of faith
toward modern medical practitioners. Recently, at a meeting with the Health Minister of Afghanistan, we
heard that Muslim Afghanis are routinely skeptical of the secular medical scientific orientation of their
physicians. In the ideal, medicine and religion are partners in the healing endeavor, yet this is often not the
attitude of those present in the clinical encounter.
I am optimistic toward the possibilities of positive alliance between medicine and religion, yet religion
and religious practices also routinely cause suffering. This is one of the primary points made by Griffith and
Griffith in their seminal article. Using the metaphor of a “flowing, refreshing stream” to represent the positive elements of religion, they further recognize the stream may have pollutants “almost toxic in their effect
on people.”13 Clinicians, medical science researchers, and allied religionists have a moral obligation to do all
that we can to move religion and its practices away from causing suffering. There are reasons to be hopeful
for the future as knowledge increases and spreads throughout communities of faith. For instance, the literature focused on violence toward women is making an impact. One positive example is the work of Daniel C.
Maguire and colleagues at the Pilgrim Press and the Religious Consultation on Population, Reproductive
Health and Ethics. Production of the book Violence Against Women in Contemporary World Religion: Roots
and Cures and the DVD “What Harm Is It to Be a Woman?” is encouraging.14
To nuance the delineation of points along the faith-science continuum, it is important to note the distinction between the official teachings of a religion and the religious practices of its adherents. It is common to
find gaps between the practices of the faithful and the official teachings of any given religion. One of my
own experiences is illustrative. Early in my tenure as a professor here at Loma Linda University, a member
of a congregation I once served called for help. She needed an official letter supporting her refusal to immunize her child so the state would “leave her alone.” Of course, no one at the university would officially
recognize the position of objection she was taking. As healthcare practitioners, we strongly support immunizations. Furthermore, clinical practitioners of the same faith working here found this mother’s religious
convictions on the point rather odd.
ASSIGNING CREDIBILITY ON THE FAITH-SCIENCE CONTINUUM
In establishing this faith-science continuum and asking practitioners to reflect on the credibility granted
the religious other, I assume the following.
1. Biases we carry into the clinical encounter, from either side of the continuum, will negatively affect the
relationship established in the clinical encounter.
3
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2. Physicians may be more likely to lean toward the science pole, while patients/families may be more
likely to lean toward the faith pole of the faith-science continuum.
3. Recognition of one’s location on the continuum, whether as patient or practitioner, will enhance the
possibilities for a positive healing relationship in the clinical encounter.
4. Enhanced understanding in both parties will likely include increased compliance toward treatment plans.15
Placing a Parent on the Credibility Scale
Some physicians may assign different religions different amounts of credibility. Some religious practices are more credible than others. Recall a case in Utah of the “watermelon baby”: 21-month-old David
Fink’s parents, members of a Christian cult, thought him to be the Christ child. For some reason they fell on
the idea that the Christ child could be kept pure by feeding him only watermelon and lettuce. The state took
the child under protective custody — justifiably so.16 While Christianity would place high on most people’s
credibility scale, this particular practice of Christianity has no credibility. Why?
I suggest the following criteria as a way to assess the credibility of a religion.
Age of the religion. The older the religion, the more likely it will carry a higher level of credibility. This
and the following criteria – the number of a religion’s adherents — work together; the older the religion, the
more likely there will be more adherents.
Number of adherents. The larger the religion, the more likely it will carry a higher level of credibility.
Again, with the age of the religion and an increased number of adherents, it is more likely that there will be
a broad recognition of and agreement with the values of the religion, thus the connection to the next criterion.
Similarity of value systems. The more similar the value system of the patient to the physician, the more
likely the physician will rank the patient’s religion high on a credibility scale. This is particularly true when
focused on the issue of harm. When the religion of the patient — or the patient’s parents — is harmful to the
patient, the more likely the religion will suffer from low credibility.
Agreement with Western medical practice. The more the patient/parents agree with the medical practices
of the physician, the more likely they will have a higher level of credibility in the mind of the physician.17 On
the other side, physicians’ openness to alternatives outside the routine practice of Western medicine is often
an essential element of the credibility the patient accords the physician.
As noted above, another element that is important in establishing credibility in a clinical encounter is
how closely the patient/family follows the routine expression of their stated faith. The practice of their
religion may well be at odds or out of step with the official teaching of the religion. The data generated from
studies of religious families, primarily Christian religious families in North America, report that the use of
corporal punishment is common. The majority of North American Christians indicate, however, that they do
have strong confidence in scientific data. Because there is data that spanking has a potential for harm, the
Christian community is pushed to address it as problematic.18 It will take some time, however, to move those
on the far end of the faith side of the continuum toward acceptance of these data.
In the case noted at the beginning of this article, Mr. Crockett describes himself as a Christian. Further
discussion may reveal more about the specific tradition of Mr. Crockett and his family. In the case above, Dr.
Stapul discovered two things that led her to assign lower credibility to Mr. Crockett: corporal punishment
and the wound care provided by the mother. It is common for some Christian traditions to allow corporal
punishment and of course, physical harm, as a result of such punishment, cannot be tolerated.19 The fact that
the mother used her skills with a needle and thread on her child’s lip is an odd aberration. The vast majority
of Christians would urge the Crocketts to go to a physician for such wound care. The fact that the family did
not is justification for lower placement on the credibility scale. But, in the absence of physical abuse, Dr.
Stapul cannot justify calling Child Protection Services merely because she finds the Crockett family to be
bizarre.
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Placing the Physician on the Credibility Scale
From the perspective of the patient toward the physician, placement on the faith-science continuum will
influence the overall effectiveness of the clinical encounter. Should Mr. Crockett perceive that Dr. Stapul
does not respect his family’s religion and the way they practice it, he is less likely to follow her prescribed
treatments.
Patients bring to the clinical encounter an equal number of biases that affect the way they perceive the
credibility of the physician. Many people of faith do not immediately trust those who act from a scientifically oriented point of reference. The past includes occasional instances when medical science found to be in
error,20 and some on the far extreme of the faith side of the continuum continue to recall and rehearse those
missteps. A settled disposition to distrust medical science and its practitioners characterizes many on the
extreme faith side of the continuum.
The clinical encounter may begin from a very challenging place when the patient and/or parents bring
such biases with them. Patients and their parents may grant very low levels of credibility to physicians
should they intuit that the physician thinks poorly of them for their faith convictions.
Years ago, Robert Veatch noted the benefit of “deep values pairing” in the physician-patient relationship.21 This deep values pairing would exist if there were “alignments based on the most fundamental
worldviews of the lay person and professional.” In such cases, argues Veatch, there would be “some hope” of
achieving the patient’s best interest in clinical interactions. This type of values pairing happens both explicitly and subtly for many in our society. Some who can afford it purposefully seek out clinicians with similar
worldviews. Unfortunately, too many in our society have insufficient funds or lack sufficient continuity of
medical care for themselves or their families. Consequently, such values pairing may be difficult. Should this
type of pairing exist, the distance between physician and patient on the faith-science continuum may be
close enough to help rather than hinder the healing effort.
Veatch does not imagine that pairing of clinician and patient with similarly oriented worldviews will
eliminate the problems of bias. He does argue, however, that the communication bias found between the two
parties is reduced, such that the influence of the clinician’s medical knowledge is more likely to persuade the
patient: “There will be biases, but they will be less corrupting of the patient’s own perspective.” In fact, when
“unconscious bias and distortion occur” on the part of clinicians, deep values pairing “will tip the decision in
the direction of the patient’s own system.”22
Studies more recent than Veatch’s have focused on notions of spirituality — rather than religion — as
expressed in specific faith traditions. My assertion here has no specific interest in that body of literature.
However, at least one recent study notes the relevance of Veatch’s position. Mark Ellis and James Campbell
examine data on concordant spiritual orientation in the physician-patient relationship. They cite “differing
belief systems and physician attitudes” as possible barriers. Among other things, the barriers result in “adverse impact on medical care.”23
In the absence of deep values pairing, patients and their parents do bring questions about the credibility
of the physician into the clinical interaction. Diplomas mounted on walls do not matter in these instances;
certificates of accomplishment are held as meaningless. As stated above, scientific data and evidence-based
medicine may not persuade. Let me suggest the following as possible contributing factors that influence the
perceptions of physician credibility for those leaning heavily toward the faith side of the continuum.
Expression of openness toward alternative or nonscientific therapies. While physicians may at times
remain deeply suspicious of the religion and/or religious practices of their patients, if they are aware of their
own biases and stretch themselves to verbalize openness toward their patients’ differing values, then their
credibility will increase in the minds of these patients.24
Explicit effort to find points of common value. Similar to that which lends credibility to the patient in the
mind of the physician, points of common value will help patients feel more confident in the credibility of
their caregivers. When physicians make the effort to identify with the values of their patients, credibility
increases.
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DEVELOPING POSITIVE COMMUNICATION PATTERNS
At least three things will enhance clinical interactions over disputed matters such as the religiously
inspired practice of corporal punishment.
Place yourself on the faith-science continuum. No doubt, most physicians are not “overly scientific,
antireligious, secularly trained, and acculturated agents of a godless society,” as Mr. Crockett believes them
to be. Nevertheless, faith and religion are sufficiently important elements of our society and its members to
merit the time spent pondering where one falls on the continuum. The scientific orientation of Western
medicine is ubiquitous in American society. Equally prevalent, however, is belief in God and its expression.
Science and religion have clashed in American history, but should we hold such clashes responsible for
failed relationships in the clinical encounter? Some physicians have been clear in their opposition to faith.25
Ellis and Campbell quote one physician: “I was pretty angry about their religious beliefs, because I thought
that [those beliefs] stood in the way of them getting [the healthcare] they needed.”26 In pediatric cases, when
a parent’s faith is not sufficiently accepting of medical science, most physicians are inclined to override
parental autonomy and seek the benefit that medical science offers the child.27
Be aware of your biases. Knowing where one falls on the faith-science continuum will help offset the
effect of these biases.28 Edmund G. Howe places heavy responsibility on practitioners in his comments on
bias: “Seeing others as being different and of less moral worth than ourselves is a tendency to which we all
are prone. The degree to which we do this is much greater than we have imagined. . . . It is especially
important that careproviders know and accept that we all have this tendency, because, if they do not, it is
unlikely that they will be able to overcome it. . . . It is critical for careproviders to do this to acquire patient’s
trust.”29
If a physician consciously holds bias against religion and its believers, it behooves her or him to avoid
practicing in an area where the majority of the population holds a strong faith orientation. Ideally, physicians
are sufficiently open to “the other” such that knowledge of their own biases will push them to practice
openness and toleration. Religious practices that are clearly harmful to children can never be acceptable.
Physicians who practice in areas where harmful religious practices are more common may be able to find a
way to interact with patients and parents in a way that will bring the community slowly forward out of
abusive patterns. It may be possible to use local cases of family violence as illustrations that pull families
away from practicing corporal punishment.
Minimize causes of conflict. Some contexts and attitudes may exacerbate tendencies to grant only minimal levels of credibility to each other in the clinic. Learning what prompts physicians to assign negative
levels of credibility to patients and their parents with regard to religious practices will help if the physician
decidedly avoids such prompts. Visual and audio prompts that aggravate should be kept to a minimum.
Sometimes the simple expressions that people of faith use in casual conversation will set the physician off in
a negative direction — and vice versa. Such prompts were deliberately noted in Mr. Crockett’s dialog, with
the end that readers might find themselves moved in a negative direction. C. L. Kawada and colleagues call
such prompts “priming language,” and assert that they may affect communication in the clinical encounter
before either party is conscious of their bias or disposition toward the other.30 As Howe notes in the article
cited above on physician-parent interaction, such unconscious priming can exacerbate an initial bias and
may prompt a physician to view a parent “with contempt.” Without fully realizing what is happening in this
adversarial interaction, physicians “may then see the parents as different and so treat them as outsiders,
which may irreversibly thwart further meaningful communication.”31
DISCUSSION
How might the use of the faith-science continuum enhance the analysis and development of the clinical
encounter highlighted in the case study? First, clinicians must be more self-aware. Locating oneself on the
faith-science continuum and reflecting how one assigns credibility to various religions and religious prac6
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tices is essential. Second, awareness of the prompting cues that set the tone for the initial development of the
clinical relationship may help avoid negative direction. Finally, helping the patient and/or the patient’s family to orient on the faith-science continuum will prove beneficial as well. These three elements are especially
important in the early establishment of clinical relationships. More lengthy and established relationships
will have already developed positive patterns conducive to the healing relationship, in part because the
characters have come to understand where each of them falls on the continuum. These steps are illustrated in
the context of the case of Jimmy Crockett.
Self-orientation on the faith-science continuum. Dr. Stapul could work to become more aware of her
own sense of religion and religious practice in living a full life. She might place herself somewhere in the
middle, moving toward the scientific end of the continuum. When Mr. Crockett slowly reveals his strong
bias against those on the science end of the continuum, it serves to aggravate Dr. Stapul’s bias.
Despite both sets of biases, Dr. Stapul might attempt to communicate to Mr. Crockett that she also is a
believer in God and that she thinks parenting is morally important. Her questions to young Jimmy may or
may not change, depending upon her conversation with his father; she needs to find out the true nature of
what the father does when he spanks his children. Dr. Stapul might then be able to share studies that report
the use of spanking is ultimately more harmful than helpful, and move Mr. Crockett in a positive direction
away from using it as a parenting tool. Helping him understand that people of similar religious conviction
are at a different place on the faith-science continuum, and that they are equally serious about responsible
parenting, may bring him slowly along in a positive direction.
Awareness of relational promptings. Mr. Crockett’s comments may exacerbate any bias and differences
in perspective between himself and Dr. Stapul. If she is tuned into his words and aware of the religious
practices behind them, she may be able to avoid the aggravation. Awareness of and positive response to the
promptings that set the tone for the clinical encounter may help Dr. Stapul shape the resulting relationship in
positive directions. Rather than allowing herself to characterize the kid’s parents as “strange,” she may
simply recognize that she is dealing with someone who is further to the faith side of the continuum than she
is comfortable with. She will need to ask clarifying questions to help place Mr. Crockett’s religious practices
in context, and this can become a part of the initial history. She should continue to remain vigilant for abuse,
but it may help her young patient to seek a commonality with his family’s religious practices, rather than
focus on what divides her from them. As noted above, one such point could be that parenting is a moral
venture that is strongly shaped by religion and science.
Helping others place themselves on the faith-science continuum. In the effort to help Mr. Crockett clarify
his own feelings toward seeking the help of medical science, Dr. Stapul can carefully push against Mr.
Crockett’s bias. Griffith and Griffith, in addressing an effort to move a patient from a “faith/or medicine, to
a both/and position,” write that it was their responsibility to “hold open an inviting space for him.”32 With
subtle and open language that invites Mr. Crockett to explore his understanding of the nature of the scientific
care his son will receive, Dr. Stapul can help orient Mr. Crockett toward the clinical encounter. She can enter
into a positive conversation about the religious practices of the family and how it can remain open to the
medical science that she hopes will help them. In the end, physician and patient may agree to disagree about
what helps the healing endeavor, but if the physician can be as open and accommodating as possible, the
enhanced credibility this affords in the mind of the patient will help.33
If Dr. Stapul recognizes that Mr. Crockett’s skepticism and lack of trust is an important obstacle, and that
he is a good distance away from her own position on the faith-science continuum, she can adjust her comments appropriately. She may even say something directly to the point of how she can understand his lack of
trust in medicine and healthcare in general. His skepticism, however, does not need to get in the way of good
care for his child. If the conversation goes well, Dr. Stapul may be able to describe the faith-science continuum to him. The fact that the continuum is simple and easy to understand should make it helpful in earnest
dialogue with patients and their families.
After interviewing Jimmy, as she re-engages in dialogue with Mr. Crockett, Dr. Stapul can begin from
this point of contact on the faith-science continuum. Mr. Crockett may still become defensive when she
7
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describes for him her responsibility to the boy and to finding out the exact nature of his spanking. He will
likely bristle at the idea that she would consider calling Child Protection Services. In response, however, Dr.
Stapul can reiterate her agreement with his concern for careful parenting, while remaining firmly opposed to
using spanking as a tool to that end. Emphasizing this point of commonality does not negate the differences
the two may have over methods of parenting, but it may serve to keep Mr. Crockett closer to the clinic, as
opposed to alienating him further from the help found there. If Dr. Stapul had been able to understand her
own bias and resist the negative promptings she perceived in Mr. Crockett’s statements, she may have been
able to keep Mr. Crockett positively engaged in a constructive conversation aimed at helping him eliminate
corporal punishment. Perhaps she could affirm his correction of his children without approving of the use of
corporal punishment, and so continue the conversation. After finding as many points of commonality as
possible, Dr. Stapul’s assertion of the inappropriate use of physical correction might become more accessible
to Mr. Crockett.
CONCLUSION
The mix of faith and science in the clinical encounter will often be volatile, but they need not clash.
Some patients and their parents approach the healing endeavor with faith convictions that cling to skepticism
of medical science and its practitioners. Physicians can be the enemy from this perspective. Some physicians
run clinics that have little or no patience for religion and religious practices. Some physicians inadvertently
or purposefully communicate a bias that is antireligious and derogatory toward persons of faith. Both parties
would do well to place themselves on the faith-science continuum in an effort to understand and overcome
their bias.
With an enhanced level of understanding, the clinical encounter will be more effective. I posit that the
burden of greater effort must fall on physicians, as the level of their education regarding the socio-dynamics
of the clinical encounter dictate that they be the ones to shape the nature of the encounter, such that the
highest likelihood of benefit to the patient results. Awareness of and attention to points of reference on the
faith-science continuum can improve this clinical encounter.
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