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ABSTRACT

PURPOSE It is widely cited—based on limited evidence—that attending to a
patient’s emotions results in shorter visits because patients are less likely to repeat
themselves if they feel understood. We evaluated the association of clinician
responses to patient emotions with subsequent communication and visit length.

METHODS We audio-recorded 41 clinicians with 342 unique patients and used
the Verona Coding Definitions of Emotional Sequences (VR-CoDES) to time
stamp patient emotional expressions and categorize clinician responses. We used
random-intercept multilevel-regression models to evaluate the associations of
clinician responses with timing of the expressed emotion, patient repetition, and
subsequent length of visit.

RESULTS The mean visit length was 30.4 minutes, with 1,028 emotional expres-
sions total. The majority of clinician responses provided space for the patient

to elaborate on the emotion (81%) and were nonexplicit (56%). As each minute
passed, clinicians had lower odds of providing space (odds ratio [OR] = 0.96;
95% (I, 0.95-0.98) and higher odds of being explicit (OR = 1.02; 95% Cl, 1.00-
1.03). Emotions were more likely to be repeated when clinicians provided space
(OR = 2.33; 95% I, 1.66-3.27), and less likely to be repeated when clinicians
were explicit (OR = 0.61; 95% (I, 0.47-0.80). Visits were shorter (3 = —0.98
minutes; 95% Cl, —2.19 to 0.23) when clinicians’ responses explicitly focused on
patient affect.

CONCLUSIONS If saving time is a goal, clinicians should consider responses that
explicitly address a patient’s emotion. Arguments for providing space for patients
to discuss emotional issues should focus on other benefits, including patients’
well-being.

Ann Fam Med 2021;19:515-520. https://doi.org/10.1370/afm.2740.

INTRODUCTION

linician empathy in health care settings has been defined as a com-

munication behavior “that demonstrates an accurate understanding

and acceptance of the patient’s feelings or concerns,” and it is gen-
erally believed that providing empathy in response to patient emotions is an
important part of the clinician's therapeutic response.?* Several communica-
tion coding systems have facilitated the study of emotional communication;
these systems typically involve procedures for identifying and coding emo-
tional expressions made by the patient (an empathic opportunity) and then
coding different types of clinician response.*¢ Using these methods, studies
have repeatedly demonstrated that clinicians miss most opportunities to
express empathy in response to patient emotional expressions.”?

One hypothesis for why clinicians do not make explicit empathy state-
ments is that they may not feel they have enough time to address their
patient's emotions in addition to all the other competing concerns. To alle-
viate clinicians’ concerns about the time involved in responding to emo-
tions, it is argued that providing empathic responses to patients saves time.
The evidence for this claim is based on a 1997 study of 116 patient-clini-
cian encounters, which discovered that visits with missed opportunities
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to acknowledge patients’ feelings averaged 3 minutes
longer than visits with a more positive response.® The
same study also found that in 53% of visits with missed
opportunities, the patient brought up the same concern
more than once. This finding suggests that patients
who have not had their emotional state adequately
acknowledged and do not perceive being heard by
their clinician may feel compelled to repeat themselves.
The conclusions from this landmark study are
appealing for anyone who believes that expressions of
empathy are important, particularly for those who teach
communication, yet it has never been replicated. Know-
ing the impact of clinician communication behaviors on
visit length is highly relevant for clinicians, who have to
make choices at each moment in each encounter about
how to spend a fixed amount of time in the best inter-
ests of their patients. We therefore designed this study
to evaluate the relationship between the clinician's
response to a patient's emotion and subsequent commu-
nication, including the patient's repetition of emotional
expressions and length of visit, using a comprehensive,
detailed emotional communication coding system.

METHODS
Study Design, Participants, and Setting

We conducted an observational analysis of patient-cli-
nician communication during audio-recorded encoun-
ters collected as part of the MaRIPOHSA (Maximizing
Respect and Improving Patient Outcomes in HIV and
Substance Abuse) Study. The MaRIPOHSA Study
took place at the HIV specialty clinics in 2 urban
academic medical centers and was approved by their
institutional review boards. Although the data were
collected in HIV specialty clinics, it is important to
note that many patients in these clinics obtain their
primary care from their HIV clinician. Clinicians (phy-
sicians, nurse practitioners, and physician assistants)
were recruited at staff meetings and were eligible to
enroll if they provided primary care to patients with
HIV. A convenience sample of adult patients of partici-
pating clinicians were recruited from waiting rooms.
Patients were eligible to enroll if they were established
in HIV care for at least 6 months, were being seen by
their regular HIV clinician for a routine visit, and were
planning to speak English. The only exclusion criteria
for patients were not being able to understand or give
informed consent. All participants (clinicians, patients,
and any third-party companions) provided written
informed consent before any research procedure.

Data Collection
We placed 2 audio recorders in the examination room
immediately before the encounter. A professional

company transcribed the audio recordings, and indi-
cated timestamps (eg, "54 seconds”) next to each line
of dialog. Research assistants checked the transcripts
for accuracy. Patients and clinicians completed brief

questionnaires.

Coding of Emotional Communication

We coded the transcripts using the Verona Coding
Definitions of Emotional Sequences (VR-CoDES),
which has been used in multiple settings to describe
emotional communication between the patient and
clinician®® with high reliability and validity.>'® All tran-
scripts for this study were coded by the same investi-
gator (J.P.) who trained using the VR-CoDES training
manuals and had extensive previous experience.

Patient Emotional Expressions

The VR-CoDES categorizes patient emotional expres-
sions into concerns and cues according to the level

of intensity. A concern is defined as “a clear and
unambiguous expression of an unpleasant current or
recent emotion where the emotion is explicitly verbal-
ized," and a cue is defined as “a hint which suggests an
underlying unpleasant emotion.” We further coded
emotional expressions as either initial (the first time the
patient raises the emotional situation) or subsequent
(repetition of an emotional situation stated previously).
For example, if a patient brought up losing their job
several times, each reference to job loss after the first
would count as a repetition. On the other hand, if

the patient brought up losing their job and then also
brought up being worried about their recent computed
tomography scan, these would count as different emo-
tional expressions.

Clinician Response to Patient Emotional Expression
VR-CoDES classifies clinician responses into 1 of 17
mutually exclusive categories, and a detailed descrip-
tion of these categories is provided in the original pub-
lished study.® These response categories are broadly
grouped according to 2 primary features—whether

the clinician refers explicitly to the content or emo-
tion of the emotional issue (explicit vs nonexplicit), and
whether the clinician provides the patient the oppor-
tunity to express their negative emotions further (pro-
vides vs reduces space).® We further grouped clinician
responses that reduced space into 2 subcategories based
on whether the clinician gave information or advice,

or tried to block further discussion of the emotional
expression. We further grouped responses that pro-
vided space into 5 subcategories depending on whether
the clinician expressed empathy (a verbal expression
that shows clinician understanding of patient emotion),
focused explicitly on the patient's emotion, explored
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the emotional issue, provided acknowledgment, or gave
a passive response (silence, back-channeling, or non-
explicit acknowledgment). The reorganizations of the

original codes have been used in previous studies.'""?

Statistical Analysis

All analyses were done using Stata statistical software,
version 16 (StataCorp LLC). We used descriptive
statistics to explore patient, clinician, visit, and emo-
tional communication characteristics. We conducted
multilevel mixed-effects logistic regression analysis to
assess odds of each clinician response type (depen-
dent variable) according to the timestamp of the
emotional expression (independent variable). Because
some research suggests that patients whose emotions
have not been adequately addressed are more likely

to repeat the emotion, we also conducted multilevel
mixed-effects logistic regression analysis to assess the
odds of a patient repeating the emotional expression
(dependent variable) according to each type of clini-
cian response (independent variables). Finally, we used
multilevel mixed-effects linear regression analysis to
assess associations between types of clinician responses
(independent variables) and subsequent length of visit
(elapsed time between emotional expression and the
end of the visit). To account for potential confound-
ing of associations of response types with subsequent
length of visit by the tendency of clinicians to respond
differently as time progressed throughout the visit, we
examined the associations between clinician responses
(independent variable) and visit length (dependent
variable) while adjusting for the timestamp of the emo-
tional expression. Because each visit could have more
than one emotional expression and response, the sub-
sequent length of visit was different for each individual
emotional expression—response pair. All regression
analyses (unadjusted and adjusted) accounted for nest-
ing of patient emotional expressions within each visit
and nesting of patient visits within clinicians. Finally,
we repeated all regression analyses adjusting for clini-
cian and patient age, sex, and race/ethnicity.

RESULTS

Sample Characteristics

Most eligible clinicians (89%) and eligible patients
(92%) enrolled in the study. Supplemental Table 1,
available at https://www.AnnFamMed.org/lookup/
suppl/doi:10.1370/afm.2740/-/DC1, shows the sample
characteristics. Clinicians were predominantly female
(66%) and White (66%). The majority of patients were
male (64%) and African American (77%). A small num-
ber of patient visits (5%) included a companion, and
20% involved a second clinician (eg, nurse or resident).

The average encounter length was 30.4 minutes,
and two-thirds of visits (67%) had at least 1 emotional
expression. Within the 342 encounters, there were 1,028
emotional expressions. About one-half (51%) of the
emotional expressions were initial, while the rest (49%)
were subsequent (repetitions of previously stated emo-
tions). Emotional expressions occurred throughout the
encounter, with a mean (SD) timestamp of 10.1 (9.2)
minutes, and a range from 0.05 minutes to 40.6 minutes.

Clinician Responses to Patient Emotional
Expressions

The large majority of clinician responses (81%) broadly
provided space for the patient to elaborate on the emo-
tion, and more than one-half of responses (56%) were
nonexplicit. Supplemental Table 2, available at https:/
www.AnnFamMed.org/lookup/suppl/doi:10.1370/
afm.2740/-/DC1, shows the frequencies of each spe-
cific type of clinician response. The most common
specific clinician response was categorized as neutral/
passive (eg, back-channeling). The next most com-
mon responses were those that explored the emotional
expression by asking questions (22%), acknowledging
the emotion/circumstance (20%), or giving informa-
tion/advice (12%). Responses categorized as empathy
were uncommon (5%), as were those that blocked the
patient from talking more about the emotion (6%).

Association of Emotional Expression Timing
With Clinician Response

Supplemental Table 3, available at https:/www.Ann
FamMed.org/lookup/suppl/doi:10.1370/afm.2740/-/
DC1, shows the odds of each clinician response type
according to the timestamp of the patient emotional
expression. As each minute of the visit passed, the
odds of a clinician providing space for the patient to
elaborate about an emotional expression decreased
significantly by 4%, and the odds of a clinician being
explicit increased significantly by 2%. The diminish-
ing likelihood of providing space may be a result of
both decreased odds of a neutral/passive response and
increased odds of both giving information/advice and
blocking the discussion. Additional adjustment for cli-
nician and patient age, sex, and race/ethnicity did not
change these results.

Association of Clinician Response Type With
Patient Repetition of Emotional Expression
Patients had significantly greater odds of repeat-

ing their emotions when given vs not given space
(odds ratio [OR] =2.33; 95% CI, 1.66-3.27) and sig-
nificantly reduced odds of repeating their emotions
when clinicians responded explicitly vs nonexplicitly
(OR=0.61; 95% CI, 0.47-0.80). This result seemed to
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be accounted for primarily by higher odds of repeating
emotions after a neutral/passive response (OR = 1.95;
95% CI, 1.50-2.54) and lower odds of repeating emo-
tions after both types of space-reducing responses
(OR=0.50; 95% CI, 0.33-0.75 for information/advice;
OR=0.36; 95% ClI, 0.20-0.64 for blocking). There
was no association with clinician responses categorized
as empathy. Additional adjustment for clinician and
patient age, sex, and race/ethnicity did not change
these results.

Association of Clinician Response Type

With Visit Length

Table 1 displays differences in subsequent length of
visit after each type of clinician response. Clinician
responses that provided (vs reduced) space were asso-
ciated with a significantly longer subsequent length of
visit in unadjusted analyses (2.95 minutes longer; 95%
ClI, 1.55-4.35) as well as in analyses that accounted
for clinicians' tendency to respond with less space

as time passed (1.75 minutes longer; 95% CI, 0.20-
3.29). After additional adjustment for clinician and
patient age, sex, and race/ethnicity, this finding was
not significant (P = .19). Clinician responses that give
information/advice were associated with shorter visits
both in unadjusted analyses (3.51 minutes shorter; 95%
CI, -5.20 to -1.82) and in analyses that accounted for
clinicians' tendency to give more information as time
passed (1.89 minutes shorter; 95% CI, —3.74 to -0.04);

however, this result was no longer significant after
adjusting for clinician and patient age, sex, and race/
ethnicity (P=.17).

Explicit (vs nonexplicit) clinician responses were
associated with a shorter subsequent length of visit
(1.20 minutes shorter; 95% CI, -2.30 to -0.10) in
unadjusted analyses, however this association was not
significant after adjustment for the tendency of clini-
cians to make more explicit responses as time passed
in the visit as well as clinician and patient age, sex, and
race/ethnicity (P =.08). On the other hand, responses
that explicitly focused on patient affect were associ-
ated with shorter visits in fully adjusted analyses (4.11
minutes shorter; 95% CI, -8.0 to -0.21). There was no
association of clinician responses categorized as empa-
thy with visit length.

DISCUSSION

Emotional communication may have a more compli-
cated relationship with visit length than previously
thought. We found that clinicians vary in how they
respond to patient emotions as time passes during
visits, and that empathic statements are rare and not
associated with visit length. Our results add nuance

to the interpretation of an earlier landmark study by
Levinson et al® demonstrating the timesaving nature of
empathic emotional responses. We found a trend sug-
gesting that providing space for patients to elaborate

Table 1. Association of Clinician Response With Subsequent Length of Visit

Subsequent Length of Visit, B (95% Cl), Minutes

Type of Clinician Response Unadjusted Model

Model 1° Model 2¢

Broad response
Explicit vs nonexplicit -1.20 (-2.30 to —0.10)
Provides vs reduces space 2.95 (1.55 to 4.35)
Specific response
Provides space
Empathy 1.53 (=0.99 to 4.05)
—0.47 (=3.35 to 2.41)
-2.02 (-3.38 to —0.65)
1.37 (0.06 to 2.68)

1.56 (0.43 to 2.68)

Explicit focus on affect
Acknowledgment
Exploring
Neutral/passive

Reduces space
Gives information/advice -3.51 (-5.20 to -1.82)

Blocking —1.75 (-3.98 t0 0.48)

~0.98 (~2.19 t0 0.23)
1.75 (0.20 to 3.29)

~1.37 (-2.89 10 0.15)
1.27 (-0.63 to 3.18)

1.05 (~1.77 to 3.86)
~3.06 (~6.22 10 0.10)
—1.17 (~2.69 t0 0.34)

1.03 (-0.42 to 2.48)

0.76 (~0.47 10 2.00)

1.38 (~2.26 10 5.01)
-4.11 (-8.00 to —0.21)
~1.14 (~3.06 t0 0.78)

0.77 (~1.00 to 2.55)

0.68 (—0.90 to 2.26)

-1.89 (-3.74 to —0.04)
-0.62 (~3.06 to 1.82)

~1.64 (—3.96 t0 0.68)
~0.03 (-2.85 to 2.79)

Note: Values in bold are statistically significant (P <.05).

within clinicians).

emotional expression.

2 Random intercept univariate multilevel linear regression models (account for clustering of emotional expressions within patient encounters and of patient encounters
b Random intercept multilevel linear regression models (account for clustering of emotional expressions within clinicians) with adjustment for the timestamp of the

<Random intercept multilevel linear regression models (account for clustering of emotional expressions within clinicians) with adjustment for the timestamp of the emo-
tional expression; clinician age, sex, and race/ethnicity; and patient age, sex, and race/ethnicity.
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could be associated with longer visit length. We also
found, however, that responses explicitly focusing on
patient affect were associated with shorter visit length,
which perhaps provides a patient-centered solution
for acknowledging emotion without necessarily tak-
ing more time and is of practical utility when teaching
about communication sKkills.

The comparisons between our results and those of
the previous landmark study are worth a deeper analy-
sis. Levinson et al® included in their study 65 emotional
expressions in both surgical and primary care encoun-
ters, and used a different methodology to characterize
clinician responses to patient emotional expressions
as either positive or missed opportunities. These cat-
egories were therefore evaluative (ie, good vs bad),
whereas the VR-CoDES is descriptive. It has been the
subsequent interpretations of the study by Levinson
and colleagues that have emphasized the benefits of
“empathy” specifically, but this interpretation of empa-
thy may differ from the more limited definition pro-
vided by the VR-CoDES. This discordance is evident
from the differences in rates of responses categorized
as "positive” in the that study (28%) vs responses cat-
egorized as “empathy” in ours (5%). The low rate of
empathy seen in our study also makes it more difficult
to observe significant associations between empathy
and outcomes. It is possible that our finding about the
time-saving nature of explicit responses is reflective of
what Levinson and colleagues contributed to their cat-
egorization of positive responses.

When clinician responses were explicit (vs nonex-
plicit), we found that patients were less likely to repeat
their emotional expression, and there was a trend
toward shorter length of visit. Although the associa-
tion with visit length was reduced after accounting
for clinicians’ tendency to be more explicit toward the
end of the encounter, we still estimate a 1.37-minute
shorter visit from being explicit vs nonexplicit. The
corresponding finding that a patient was less likely
to repeat their emotion supports the theory that this
additional time is saved because the patient feels heard.
It is worth considering, however, that the time may
be saved because of the active listening required to
make an explicit response, rather than or in addition
to the fact that the patient feels heard. In either case,
the advice to clinicians would be to respond explicitly,
which requires mindful attention and focus, which is of
practical use in teaching about communication skills.

It is interesting to note that clinician responses var-
ied over the course of the encounter. As time passed
in medical visits, clinicians were less likely to respond
to patient emotional expressions by providing space
and more likely to make their response explicit. These
findings are perhaps not surprising, although to our

knowledge they have not been previously demon-
strated. In a related line of reasoning, however, one
study found oncologists gave more attention to the
first emotional expression raised by the patient and
less attention to later concerns.' The typical arc of a
routine patient encounter allows for a greater amount
of patient talk in the beginning when the clinician is
gathering information and may feel less hurried, rather
than toward the end when the clinician may be pro-
viding information and trying to wrap up loose ends.
By reducing space and making it known to the patient
that the clinician has heard the emotional expression,
the clinician may be attempting to limit the con-
versation further. This phenomenon is important to
consider when evaluating the true effect of clinician
behavior on visit length because failing to account

for it will distort the association between clinician
response and visit length.

The results of this study should be interpreted in
light of several limitations. We collected data from
HIV specialty centers at 2 urban academic medical
centers located in the United States, which may limit
the generalizability of our results to other health care
settings and populations. Because HIV has become a
chronic condition and many of the patients in these
clinics rely on their HIV clinicians for primary care, we
believe this setting is similar to many primary encoun-
ters with medically and socially complex patients.
Although all patients had HIV, we did not collect
data on other comorbidities such as mood disorders
(depression or anxiety), substance use disorders, or
other physical health issues. These comorbidities could
impact visit length as well as emotional expressions,
and would be important to explore in future studies.

Our study sample comprises primarily White,
female clinicians and African American, male patients.
Although these demographics are reflective of the
HIV epidemic overall, the sample’s skewed racial and
sex composition, the diversity of health professionals
represented, or race-sex discordance may influence
clinician communication around patient emotions.'?'*!>
Finally, all patients and clinicians in this study spoke
English in the encounter, and all had (as specified by
inclusion criteria) been in a relationship with each
other for at least 6 months. Whether emotional com-
munication changes over time in patient-clinician rela-
tionships is not known.

Because we assessed verbal behavior through
audio-recorded encounters, we were not able to evalu-
ate nonverbal behaviors that could provide clues to
patients' negative emotions and contribute to empathic
responses by the clinician. The definition of an
empathic response was limited to verbal behavior, as it
is in many studies using the VR-CoDES.'*"7 Similarly,
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the limitation of our analysis to audio-recorded inter-
actions means that we could not know the intention
of the clinician responses (e.g., whether the responses
intended to be helpful or perhaps were an automatic
pattern of response), nor could we ascertain the impact
that the responses had on the patient’s experience.
Finally, our data were coded by a single experienced
coder, and we did not assess intercoder reliability. Pre-
vious studies that have done so, however, have found
discrepancies to be small."®

In contrast to common understanding, our study
found that there was no association between the
specific response of empathy and visit length. Our
findings suggest that some clinician responses—such
as providing space for patients to talk about their emo-
tions—can be considered beneficial but may add time
to the visit. As medical educators think about how to
teach communication skills to students and as clinicians
make decisions about how to allocate a fixed amount of
time for their patients, it makes sense to consider that
coherent explicit responses to patient emotion may
save time and are considered at least as good as—if not
better than—nonexplicit responses. Providing space
for patients to talk about their emotions in the HIV
ambulatory care setting does not save time, but may be
important for other reasons.

To read or post commentaries in response to this article, go to
https://lwww.AnnFamMed.org/content/19/6/515/tab-e-letters.
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distress; empathy; primary care; office visits; time management; behav-
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