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ABSTRACT 
Objective: to establish which kind of physician communicative responses to patient 
cues and 

concerns are appreciated by lay people. 
Methods: A balanced sample (259 people) was recruited in public places to 

participate in a full day observation of four videotaped standardized 
medical consultations. In a two-step procedure participants gave their 
individual quality ratings of the whole consultations and then of a set of four 
fragments from each consultation. They contained a patient negative emotional 
expression and the subsequent physician response, according to the VR-CoDES. 
Results: Higher quality ratings were given to physician responses which 

provided space to the patient to talk and to the explicit expressions of empathy. 
The explicit responses were favored above non-explicit responses. Participants’ 
global evaluation of the whole consultation affected their quality assessments 
of the fragments (halo-effect). In a multivariate model, lay people's 
background characteristics appeared to be relevant: to be female, of lower 
educational level and living in Belgium or Italy predicted higher ratings. 

Conclusions: Providing space to patients is appreciated by all participants, 
combined with the need for tailor made communication. 

Practice implications: To teach physicians listening skills and how to show 
empathy with distressed patients should be a core element in medical education. 
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INTRODUCTION 

There is growing plea for incorporating the public's experiences in the quality assessment 
of health care [1]. Doctor-patient communication is a domain ‘par excellence’ to include the 
public's perspective in quality assessments, as (a) health care users often have different 
priorities from health care providers [2], (b) tend to stress the importance of good 
communication [3] and [4], (c) often report quality problems in this area [5], and (d) these 
communication problems contribute to many adverse patient outcomes, such as non-
adherence [6], formal and informal complaints [7], medical lawsuits [8] and patient 
dissatisfaction [5]. 
 

In short: doctor–patient communication is an area which is under scrutiny of the 
general population and could benefit from patients’ input when trying to make 
improvements. 

A key concept in research on doctor–patient communication, which reflects this 
orientation, is ‘patient- centered care’ (PCC). In a Cochrane review, patient-centeredness 
was defined as ‘a philosophy of care that encourages shared control of the consultation, 
decisions about management of the health problems with the patient, and/or a focus in the 
consultation on the patient as a whole person who has individual preferences situated 
within social contexts (in contrast to a focus in the consultation on a body part or disease)’. 
This 
review also concluded that ‘patient-centeredness’ is hard to define, and that more research is 
needed [9]. 
The concept ‘patient-centeredness’ claims to cover divergent areas: exploring the 
experience and expectations of disease and illness, understanding the whole person, 
finding common ground (partnership), health promotion, enhancing the doctor–patient 
relationship, and the realistic use of time [3] and [10]. However, there is little empirical 
evidence from the patients’ perspective to support the precise structure of the model or to 
identify the components most important to patients [3]. 

De Haes et al. suggested to deconstruct communication in a number of meaningful 
elements, by – theoretically – deriving specific communication behaviors from the 
different aims and functions of the medical encounter, and – empirically – link these 
behaviors to predefined endpoints [11]. The following core functions of the medical 
encounter were distinguished: fostering the doctor–patient relationship, gathering 
information, providing information, (shared) decision making, enabling the patient and 
stimulating self-management, and responding to emotions. 

Inspired by this approach, we decided to undertake a study in which ONE core function 
of the medical consultation was selected, which is vital for patient centered care, i.e. 
‘responding to negative emotions’, and ONE relevant endpoint is defined, i.e. lay 
people's’ views on the quality of physicians’ responses. We 
decided to focus on a particularly sensitive area: physician's response to patients’ cues or 
concerns, because, from the literature, we know that patients are often reluctant to reveal 
their real problems directly, providing subtle cues or concerns, instead [12]. This means 
that dedicated effort is required to get patients’ emotions 
in the open. However, the literature also shows that health care providers often ignore 
patient cues and concerns [12], [13] and [14], thus leaving potential important topics 
unspoken [15]. For doctors, this seems to be a delicate area to maneuver, where a ‘faux 
pas’ is easily made. The quality assessment of lay people, who do not have specialized or 
professional knowledge of the subjects, could be helpful to develop empirically based 
guidelines and targeted skills training. 

Lay people's perspective on the quality of physicians’ response to emotions is a relevant 
topic, because up to date little is known about which physicians’ responses to patients’ 
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cues or concerns are appreciated or disliked by those on the receiving end: potential 
patients. When patients or the public are approached for 
the evaluation of health care, usually only general assessments are tapped from the 
respondents, such as whether there was sufficient time or attention, but without a clear 
benchmark, which would make it possible to compare people's opinions on the quality of 
care, based on the same concrete examples of 
communication. Yet, knowledge about which kind of communication is approved or 
disapproved by the public in situations where a physician has to deal with sensitive 
issues, could be helpful for physicians in choosing a communication strategy for those 
situations. It is also important to know when physician's communication evokes 
different reactions, because that would mean that physicians need to tailor their 
communication to patient preferences and expectations in those situations. 

For this study we presented to lay people an identical set of various examples of a 
specific doctor–patient interaction in which the physician replies to patient's expression of 
a negative emotion, cue or concern. 

The aims were to explore how lay people with different backgrounds assess the quality of 
the physician responses and how universal their quality assessments are. Are some types of 
communication always favored over others, or do they evoke differential responses in 
different respondents? We are also interested to learn whether people assess the doctor or 
his/her behavior: in other words to what extent is people's assessment of concrete 
communicative behaviors directly related to the type of communication at the 
micro-level, or determined by their general image of the doctor (halo-effect). The added 
value of studying these aspects in an international study with a wide variety of participants 
is, that we get to know how universal lay people's assessments of physician responses to 
patient cues and concerns are, putting to test the assumption that ‘patient-centered 
communication’ has the same meaning for all people, regardless who they are, and where 
they live. 
 
2. METHODS 

 

2.1. Design 
The study is an international observational study which draws its name (GULiVer) from 

the four centers involved: Ghent University (Belgium), Utrecht University/NIVEL (the 
Netherlands), Liverpool University (United Kingdom) and the University of Verona (Italy). 
The benchmark material consists of an identical set of 2 × 4 = 8 videotaped OSCE's 
(Objective, Structured, Clinical Examinations), used to examine the quality of 
communication of medical students as part of their final exams. The videotapes cover two 
different 
scenarios (period pain and vaginal discharge) and were selected to represent a maximum 
variation in the 
quality of communication according to the examiners. For the present study these videos 
were subtitled (the Netherlands and Belgium) or dubbed (Italy), reflecting the common way 
international television programs are handled in the respective countries. In each country, 
the same videotaped OSCE consultations were shown to 8 or 9 lay panels, each consisting 
of 6–8 citizens. Each lay panel observed (in random order) four different examples of the 
same scenario. In all four countries the same procedures were followed according to a 
detailed protocol [16], approved by the local ethics committee. 

 

2.2. Sample 
Participants were recruited in public areas, via calls in free local newspapers and word of 

mouth. Inclusion criteria were: age over 18 years; at least one GP-visit over the last 12 
months; speaking the country's language. In order to ensure a heterogeneous distribution of 
the sample, the selection of participants was 
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stratified by gender (separate male and female panels) and age (18–30; 31–49; ≥50). The 
overall sample 
consisted of 259 participants, equally distributed across the centers and the 
stratification variables, as established by the study design and confirmed by the 
Generalized Linear Model (GLM) analysis [17] (deviance = 21.2 (df = 40); p = 
0.99). 

 

2.3. Physicians’ responses to patient cues and concerns 
For the selection of consultation fragments all videotaped consultations had been coded to 

identify patient cues and concerns as well as doctor responses, applying the Verona 
Coding Definitions of Emotional Sequences (VR-CoDES) [18], [19] and [20]. This system 
consists of two parts for respectively patients’ 
cues and concerns (VR-CoDES-CC) and provider responses (VR-CoDES-P). Cues are 
defined as “verbal or nonverbal hints which suggest an underlying unpleasant emotion and 
that lack clarity”. Concerns are 
defined as “clear and unambiguous expressions of an unpleasant current or recent 
emotion that are explicitly verbalized with or without a stated issue of importance”. The 
VR-CoDES-CC has a satisfactory 
interrater-reliability: Cohen's kappa of 0.70 (±0.03), percentage agreement 81.46 [18]. The 
validity of the coding system was confirmed by Eide et al., who replayed videotaped 
medical consultations to the patients involved and invited them to comment their 
contributions [21]. The VR-CoDES-P has two main axes for classifying provider 
responses, corresponding to the explicitness of the response (yes/no) and the amount of 
space for the patient (yes/no). As in the original study [19], the interrater reliability in this 
study was good 
with a percentage agreement of 90.2%; kappa = 0.86 

 

2.4. Quality assessments 
The lay people gave their quality assessment in a two-step procedure. In the morning-

session, each group of lay people observed four consultations from the same scenario 
without any group discussion. The participants then, individually, rated each consultation 
on a 1 (“not at all satisfying”) to 10 (“very 
satisfying”) Likert-scale for the overall quality of communication. In the afternoon session, 
participants, 
individually, assessed the quality of four very short preselected fragments from each of 
these consultations, in which the patient on the video offers a cue to an underlying worry, 
or expresses a concern. The participants were asked to observe how the student-doctors 
respond to these patient expressions and to rate the appropriateness of these responses on a 
1–10 Likert scale (1 = “I do not like the answer at all”; 10 = “I really like the answer”). 

 

2.5. Background characteristics of participants 
In this study the following background characteristics of the participants were 

considered: age, gender, nationality and educational level (low, medium and high). 
 
 

2.6. Statistical analyses 
As there were no differences between quality ratings of physicians’ responses to cues and 
concerns 

(mean = 6.1, sd = 2.1 versus mean = 6.3, sd = 2.1 respectively; t(4048) = −1.69, p = 0.09), 
these were lumped together. Crombach's alpha was used to determine the internal 
consistency. Partial and Pearson's correlations were calculated to determine the 
interdependency of fragments within the same consultation, and their relationship with the 
global quality rating of that particular consultation given during the morning session (see 
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[Table 2] and [Table 3]). The relative contribution of the presented stimulus (physician, 
type of 
response) and the lay people's background characteristics on the quality ratings was 
determined applying a 
series of multilevel regression analyses (see Table 4). In a stepwise procedure, four 
different models were used which estimate each fragment quality assessment, starting 
with the empty model, adding blocks of information step by step, according to different 
sources: physician response to cue/concern (model 1), participants’ global assessment 
(model 2) and their socio-demographic characteristics (model 3). The models were 
compared (see goodness of fit row) in terms of their explained proportion of variance 
with 
respect to the first level and second level analysis [22]. The multilevel analysis 
recommends considering the specific variance component at the two levels, and not the 
overall variance as used in ordinary regression [23]. 

 
3. RESULTS 

 

3.1. What kind of physician responses is positively or negatively valued? 
The quality assessments by the lay people were normally distributed, had good internal 

consistency (Crombach's α = 0.81 and 0.84 for the two scenarios), and showed a large 
range in scores of the perceived quality of physicians’ responses on patient cues and 
concerns. The highest quality rating (mean 7.6; sd 1.8) was for a student-doctor who 
expressed empathy and partnership to a patient who was struggling with telling her story 
(Patient: ‘no, mmm, to be honest I’ve always been a little bit uncomfortable coming to talk 
about. I don’t know why. I just am really’; Doctor: ‘well I know it might, it's always 
uncomfortable talking 
to people about your sex life and very personal issues but we are always here to talk to’). 
The lowest rating (mean 3.7; sd 2.0) was for a student-doctor who shut the patient down 
when she expressed her worries (Patient: ‘well they do know about it because they know 
the reason I I don’t hide the reason I’m taking it off, but obviously for them if I’m taking a 
week off every month it's not very good is it?’ Doctor: ‘no. OK. Are you married at the 
moment?’). 

Responses which provide space to the patients were generally more appreciated than 
responses which reduced space (mean 6.5; sd 1.0, versus mean 5.6; sd 1.2; p < .01). 
Whether the responses were explicit or non-explicit made a smaller, but still significant 
difference in the quality rating of the respondents (mean 
6.3; sd 1.1, versus mean 6.0; sd 1.2; p < 0.01). Combining both axes, the average quality 
rating for explicit, providing space responses (EP) was 6.5 (sd 2.0; 95% CI: 6.4–6.6), 
which is comparable to the average 
quality rating for non-explicit providing space responses (NP): mean = 6.5 (sd 2.2; 95% CI: 
6.3–6.7). The 
average quality rating for explicit reducing space responses (ER) was 5.7 (sd 2.1; 95% CI: 
5.5–5.8), while non-explicit reducing space responses (NR) had the lowest average quality 
rating: 5.4 (sd 2.1; 95% CI: 5.2– 
5.6). 

Table 1 presents an overview of the identified types of physician responses to patient 
cues and concerns. The types of responses are ordered from high to low quality 
assessments. 

 
[TABLE 1] 
The overall most positively valued type of physician responses is: EP-empathic response, 

with an average score of 7.3, followed by NP-backchannels (mean 6.8). Interestingly, non-
explicit empathy, despite providing space to the patient, was not appreciated by the 
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participants, (mean 5.2), in particular when this was followed by switching the topic of the 
conversation (Patient: ‘and I’m just a bit worried that I’ve 
caught something’; Doctor: ‘right’; Patient: ‘cause I’ve not had it before’; Doctor: ‘yeah, 
totally 
understand, right, mmmm, just going back to your history again; mmmm, so you have 
been with the same partner for three years and, mmmm, just gonna ask you a bit about 
your menstrual cycles: have they been regular?’). 

 
Ignoring the words of the patients, switching to another topic, giving unsolicited 

information and advice, or shutting the patient down have all quality ratings below 6, 
which can be considered as ‘insufficient quality’. 

 

3.2. Are the quality assessments independent? 
Table 2 shows that the specific fragment assessments of each consultation are related to 

the global quality assessment of the morning session. Moreover, there is a moderate and 
positive relationship between pairs of assessments within each student-doctor (see Table 3), 
as shown by the Pearson's correlation (column 4) and 
the partial correlation between pairs of fragments, when accounting for the presence of the 
global 
assessment (column 5). The positive relationship is confirmed, when the correlation is 
used to measure the variability among fragment assessments within each doctor (ICC, see 
column 3), with the exception for doctors A and B. 

 
[TABLE 2 AND 3] 
Are quality assessments only linked to type of physician responses, or also in the eye of 
the beholder? Table 4 presents the results of the multilevel analyses in four models, 
following a hierarchical procedure. 

 
[TABLE 4] 
Model 1 shows that participants appreciate a doctor who provides space to the patient 

(p-value < 0.05), while they do not pay attention to whether a doctor's response to the 
patient is explicit or non-explicit (p- value > 0.10). They also distinguish among different 
student-doctors, who could generically be classified 
into a “low-valued communication style” (doctors B, D and G) versus a “high-valued 
communication style” 
(doctors A, C, E, F and H). This first informative block results in 11% of variance 
explained at the first level (R2 level one). In this model no additional variance is 
explained at the participant level. 

The addition of the global assessment of each consultation (Model 2) improves the 
proportion of variance explained at the first level (17%) but unexpectedly also at the 
second level (29%), revealing an effect of participants individual characteristics on their 
global assessments. Therefore in Model 3, the participants’ characteristics were 
introduced, which added about another 19% of explained variance at the second level of 
analysis. The estimated parameters of the second level show that being elderly, female, of 
lower educational level, and from Belgium and Italy predicted significantly higher quality 
ratings as compared to 
being male, younger, of better education and from the United Kingdom and the 
Netherlands. Table 4 shows that the fourth model obtains the highest proportion of variance 
explained (17% and 42% at levels 1 and 2, respectively) compared to the “empty model”, 
also showing the best goodness of fit value (lowest AIC). 
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4. Discussion and conclusion 
 

4.1. Discussion 
In this study the quality of communication was measured for one of the six core 

functions of the medical encounter [11], i.e. responding to patient emotions. This function 
is seen as highly important by patients, 
but is at the same time most problematic for physicians [24]. The relevance of this function 
for patients was 
one of the main reasons for choosing lay people's assessments of physicians’ response to 
patients’ cues and concerns as the primary outcome for this study. The study shows some 
interesting results. 

The lay people were able to discriminate between different student-doctors in a 
consistent way. These findings support the validity of the VR-CoDES-system for 
measuring cue-response sequences, and give empirical support to the feasibility of 
including lay people in the quality assessment of medical communication. 

An important finding is the congruence of the lay people's quality assessments with the 
theoretical literature on doctor–patient communication: ‘providing space’, and in 
particular physician's explicit showing of empathy, indeed seems to have an universal 
value as the most adequate response to patient's implicit (cue) or explicit (concern) 
expressions of emotional distress. The study participants were very appreciative when a 
doctor expressed empathy in such a situation. Empathic statements obtained the highest 
quality rating from all participants, independently from their background characteristic 
and nationality. This result provides a firm empirical base for including expressions of 
empathy by physicians as a must in clinical guidelines for all health problems which 
evoke emotions. 

 
While ‘providing space’ seems to be universally valued by lay people over ‘reducing 

space’ types of communication, the other main dimension of the VR-CoDES-P system 
(explicit versus non-explicit) does not evoke such an unequivocal reaction from the 
participants in this study. There is a small significant effect in favor of explicit responses, 
but this seems to have hardly any clinical relevance. An in-depth analysis of the results 
from Table 1 suggests that this dimension mitigates the impact of the providing/reducing 
space dimension, both in a positive and a negative way. For instance, when student- 
doctors reduced patients’ space by giving information or advice, this was higher 
appreciated when it happened in a non-explicit way. Inversely, an empathic statement was 
less appreciated when it occurred in a non-explicit manner, as if the space-providing 
character of this communication was not picked up by the participants. 

Another important result was that the quality assessments were interrelated and also 
related to the global assessment of the quality of communication, suggesting a halo-effect: 
it seems that the general atmosphere of the consultations had a radiating effect on the 
assessments of student-doctors’ responses to patients’ emotions. This finding suggests that 
a physician can switch topics, without receiving a very low quality rating for this space 
reducing behavior, as long as changing the topic of the conversation is embedded in space-
providing communication, such as backchannels or an acknowledgement of patients’ 
emotions. This is reassuring, because it means that physicians can make a ‘faux pas’, 
without being blamed, as long as his/her overall performance is appreciated. It also means 
that shutting patients down, for instance when moving to the next phase (or to the end) of 
the consultation (which is something that needs to be done!) 
does not necessarily result in low quality ratings, as long as it is embedded in a room-
providing atmosphere. Whether the specific quality assessments may influence global 
quality assessments cannot be answered 
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with this study. This would require a design, which systematically varies the order of 
assessments. 

The last issue that needs reflection is the influence of the lay people's background 
characteristics on the quality assessments. While the type of physicians’ response 
(‘providing space’) was the strongest explaining factor in the models, a substantial 
proportion of the variance was explained by the individual characteristics of the 
participants. The more critical appraisal from younger, higher educated people is consistent 
with the literature, which shows that older and lower educated patients are usually more 
satisfied with the care delivered [4]. A plausible, but not yet empirically founded 
explanation could lie in the different stage of development of the vocational training for 
General Practitioners in these countries, with the UK and the Netherlands having a longer 
and stronger tradition in this area, in particular with regard to communication skills 
training. This suggests that English and Dutch patients are used to General Practitioners 
who are more proficient in communication as compared to Belgian and Italian patients, but 
more research on this issue is needed. 

A strength of this study is that all participants have been exposed to the same identical 
set of video- fragments of medical consultations. To our knowledge, this is the first time 
that an international study on this scale has been performed. 259 participants from four 
countries have observed the same sets of videotapes according to the same strict 
protocol. Another strength is that the participants observed four different consultations of 
the same scenario, which made it possible to compare the performance of different 
student-doctors under the same conditions, and to set their standards about 
communication examples that they preferred. The third strong point is that the type of 
physician communication was standardized by applying the VR-CoDES to identify 
patients’ negative emotional expressions and physicians’ responses, which made it easier 
to compare the student-doctors communication performance. Together, this means that 
the quality assessments were highly standardized, which gives support to the robustness 
of our results. 

The study also has limitations. The first is that we used videotaped OSCE-consultations 
which were recorded to test the medical students’ communication skills during their final 
exams. The type of physician communication shown does not necessarily represent the 
communication of regular doctors. However, we saw a wide variation in student-doctors’ 
responses, and we believe that the advantages of the standardized situation in which the 
observers could compare various communication styles in the same type of medical 
consultation, outweigh the disadvantage of working with medical students instead of 
regular doctors. The second limitation is that lay people were used for giving quality 
assessments. Although these people had experienced at least one medical consultation in 
the last year, they were not personally involved in the observed interactions and therefore 
not emotionally engaged. At the same time the absence of a personal involvement is one 
of the strengths of the present study, since it reduces the risk of complacency effects 

 
leading to an overestimation of positive and/or negatives behaviors. Although the use of 
lay persons is a widely used methodology [4], [25] and [26], the validity of these 
assessments as compared to the assessments by real patients still needs to be confirmed. 
Finally, only Western-European countries were involved in the study, which means that 
results cannot automatically be generalized to other cultures. Replication in other 
countries could be worthwhile. 

 

4.2. Conclusion 
Some types of physician responses are differently valued by people. This would require 

from physicians personal sensitivity and tailor-made communication when discussing 
sensitive issues with patients from 
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different backgrounds. Therefore, the overall conclusion of this study is: providing space 
to patients who show signs of distress is universally appreciated by all participants. This 
means that doctors have one important trump card in these situations: ‘when in doubt, 
express empathy!’ 

 

4.3. Practice implications 
Space providing listening skills and expressions of empathy, which appear to make 

people forgive other occurring communication shortcomings of the health provider, 
should be core clinical skills to be targeted 
in medical education programs. 
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