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ABSTRACT
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Clinicians can easily miss the importance of how what is not present gives depth,
perspective, and clues to the real meaning of social action in clinical encounters.
This essay addresses examples of commonly overlooked forms of this concept of
negative space in the clinician-patient relationship. The examples are negative
physical space, which denotes the physical distances that separate clinicians and
patients during face-to-face encounters; negative communicative space, which
refers to how nonverbal and verbal communication can signify information not
exchanged during these visits; and negative longitudinal space, which describes
pauses over time and includes what is not said between clinicians and patients
between visits. Discussed is how the awareness of these different spaces helps us
to let go of our preconceptions, to experience what is there rather than what we
expect to find, and to use space sensitively to improve interactions with patients.
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rt provides lessons that are relevant to family practice and include
the need to look closely without preconceptions.1 Close observation is important because there is a common tendency to focus on
positive space, which is the space occupied by subjects. It is easy to miss
the negative space, which in art is the space between or around subjects.
Art teaches us that if we ignore the negative space, we risk seeing only
the positive space we expect to see, rather than what is there. Awareness
of negative space enables us to let go of our presumptions and be open to
new possibilities. For example, a well-known illustration of negative space
is shown in Figure 1; which ﬁrst reveals a vase but, on reﬂection, also
depicts 2 faces in proﬁle.
The concept of negative space signiﬁes in medicine what is not seen,
not heard, not felt, or otherwise not done or experienced. Negative space
frames and provides context for what is present, for example, during clinician-patient interactions. The context of these interactions is incomplete
without alertness to negative space, because in the practice of medicine
clinicians can easily fail to notice—and be responsive to—what is absent
in perceiving what is at hand.
As health professionals, we need to be aware of what is not, in the
midst of what is, so we can move beyond what we expect, or take for
granted, in interpreting the positive spaces that clinicians and patients
occupy. This essay focuses on the concept of negative space in clinicianpatient interactions. Speciﬁcally, it considers 3 neglected forms of negative space in these encounters: (1) negative physical space, which denotes
the physical distances that separate the clinician and patient during their
face-to-face encounters; (2) negative communicative space, which refers
to how nonverbal and verbal communication can each signify information
not exchanged during these visits; and (3) negative longitudinal space,
which describes pauses over time, including what the clinician and patient

ANNALS O F FAMILY MEDICINE

✦

WW W.A N N FA MME D.O R G

80

✦

VO L. 7, N O. 1

✦

JA N UA RY/FE BRUA RY 2009

N E G AT I V E S PAC E

Figure 1. Rubin’s vase.

do not say to each other between visits. I discuss how
our alertness to, understanding of, and sensitive use of
these different spaces can improve the delivery of clinical care in family medicine.
Negative Physical Space
Communication during visits is enhanced when the
clinician is aware of and appropriately uses empty
physical spaces to meet patients’, as well as and their
own, expectations. These spaces take 3 forms: informal space, ﬁxed space, and semiﬁxed feature space.
Requirements of the clinician and patient for informal
space deﬁne 4 territorial zones of social interaction2:
intimate distance, which includes the use of touch
and characterizes physical examinations3,4; personal
distance, which is less close but allows a soft voice and
private discussion; social distance, which suits nonpersonal exchanges in full voice; and public distance,
which a clinician might use to call on patients in the
waiting room.
These zones should ﬁt the activities undertaken
within them. Most patients favor clinicians who appropriately minimize the use of personal distance to indicate attention and interest, for example by adopting
body positions or movements such as open arms, head
nodding, and leaning forward.5-7 Intimate distances are
especially suited to producing a sense of interpersonal
connectedness, but they can be intrusive, unsettling
and increase the risk of contact that violates professional boundaries. Meanwhile, overlarge negative physical spaces risk unwanted, interpersonal detachment.8
Within and around the zones of informal interaction, conﬁgurations of objects and people also deﬁne
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negative physical spaces that can inﬂuence face-to-face
interactions. These spaces may be ﬁxed and static, as
deﬁned by such immotile features as walls and some
types of furniture, or they may be semiﬁxed and
dynamic, as, for example, movable furniture. The latter spaces enhance opportunities to inﬂuence social
action. For example, within the examination room
zones of personal distance and social distance, areas of
emptiness may be consciously and productively created
around furniture to facilitate access and movement and
to increase available light and room for sitting. Empty
areas, as on walls and stands, and an absence of color
can also be used to emphasize positive spaces, such as
those occupied by leaﬂets and posters. Another example is using chairs of the same height; reducing the
physical space between the clinician and the patient
minimizes power differences and facilitates interpersonal communication. Consider also the spaces created
by seating arrangements. For example, sitting corner to
corner is less formal and more ﬂexible and welcoming
than sitting at a desk across from the patient.
Cultural and social attributes, norms, and rituals can
inﬂuence the size, meaning, and use of informal and
feature spaces.2 For example, those in contact cultures,
such as Latin Americans and southern Europeans, tend
to be more comfortable with informal interactions in
physically closer spaces than those in noncontact cultures, such as Asians and northern Europeans.9 Where
possible, it is best to ascertain what is acceptable to
each patient than to make assumptions based on group
attributes. Feature spaces, however, can be ﬁxed or
semiﬁxed features to meet the needs of the clinician and
most patients; for example, the application of feng shui
principles is considered appropriate by many Chinese
people but not by some modern Christians.10
Negative Communicative Space
Negative communicative space, which refers to information that is not exchanged, can take 3 forms in
the clinical encounter. The ﬁrst is silence, as abstention from speech. The second form comprises other
nonverbal actions that exclude some information. For
example, eye aversion by patients can both reveal and
exclude information. It shuts out some of the information we can get from a patient’s face, including eyes.
In general, we are conscious of the look of the other
person rather than of his or her eyes.11 Nevertheless,
if we cannot see a patient’s eyes, we miss the information that eyes can reveal, for example, surprise (eyes
widen), happiness (eyes glow), or interest and cognitive workload (eyes dilate). The third is verbal communication, which can sometimes signify negative
communicative space. For example, all too frequently
physicians restrict the communicative space available
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to their patients by verbally interrupting them,12,13
despite research14,15 showing that allowing patients to
complete their opening statement requires little time
and does not disrupt the visit. Clinicians and patients
can also produce conversational silences by excluding
the discussion of difﬁcult topics, such as illicit drug
use, sexuality, family violence,16 and not telling the
complete truth.17
Although such behaviors can hinder face-to-face
communication and social connectedness,18 it is important to avoid preconceptions when interpreting their
meanings and importance. For example, silence can
support social interaction by indicating attentiveness
and giving direction to taking turns. The meanings of
silence vary culturally, in that quiescence may or may
not suggest interest, engagement, and assent.19 Silence
can strategically facilitate reﬂection, problem solving,
and an expression and attunement of feelings.20,21 It can
also put social pressure on patients to speak.
Silence and related verbal and nonverbal actions,
such as emotional detachment, may be intended to
minimize the risk of injury to the clinician, the patient,
or both. These behaviors, however, can produce a
reactive sense of loneness or abandonment in patients,
reducing the quality of decision making and the health
care experience.22
It is important, therefore, to understand how negative communicative space helps to construct, and is
constructed by, the discourse around it. To this end,
clinicians need to reﬂect on their own communication; to question individual patients sensitively as to
the meanings of what they, as patients, communicate
verbally and nonverbally during visits; to gauge mutual
tolerance for these behaviors; and to use silence and
associated verbal and nonverbal behaviors in ways that
do not preclude a discussion of delicate issues or an
acknowledgment of uncertainty and difference.
Negative Longitudinal Spaces
Negative longitudinal spaces include intervisit spaces,
which are the periods of time that physically separate
clinical encounters. Negative spaces between visits by
the same patient signify temporal discontinuities in the
delivery of formal care. The greater the spaces, the
greater the potential need to update patient details.
Large spaces, resulting from infrequent visits, have also
been associated with a reduction in the continuity that
clinicians and informal caregivers may each provide, 23
and they can threaten achievement of the therapeutic
goals set for many chronic illnesses.24
The meanings of spaces between visits, however,
also depend on expectations. Clinics interpret the
interval since a patient’s last visit in the context of that
patient’s usual attendance pattern. For example, if a
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patient were scheduled to return in 3 months but had
not revisited by 5 months, the clinic might reasonably
wish to know why. In addition, lengthened intervisit
spaces have meaning for patients. For example, patients
who cannot access family medical care as soon as they
want or expect for a nonurgent problem might be
encouraged to seek this care elsewhere, such as from
an emergency department.
Nevertheless, some time apart is important for
clinicians and patients. It helps clinics manage patient
demand, and in family medicine, where many health
conditions are self-limiting, it helps patients learn selfcare and how to manage chronic conditions. Clinically
spaces between visits can also be necessary, as with
wait-and-see strategies. Negative longitudinal spaces,
however, can be costly if they do not improve health
outcomes relative to infrequent visits; they can be
unsafe if they reduce clinical detachment, mask gradual
clinical changes (such as the insidious onset of classical
hypothyroidism), and reduce access for other patients;
and they can indicate a health problem, including a
somatoform disorder or atypical perception of when
medical care is necessary.
To minimize the discontinuities between visits,
patients and clinicians use the telephone, mail, and,
increasingly, electronic communication, such as email25,26 and text messaging on mobile telephones.27,28
E-communication can help patients and clinicians stay
in contact, improve continuity, and transfer information to facilitate case management, especially for
chronic conditions.29 Asynchronous e-communication
facilitates reﬂection and delegation. Clinicians can now
access guidelines to help negotiate rules around patient
e-communications30; and a number of health plans are
reimbursing clinicians for certain types of e-communications with insured patients.
In conclusion, medical care tends to focus on the
positive spaces occupied by participants. Clinicians’
expectations of these spaces inﬂuence what they perceive, and they need to be aware of and manage their
tendency for selective perception. To these ends, I
have suggested an unmet need for clinicians to look
carefully and without preconceptions at the whole
picture by attending to the negative spaces in the clinician-patient relationship. This need will be met only if
clinicians know how and expect to look for it. Accordingly, I have explored different forms of negative space
and considered how they can be managed, as windows
of opportunity, to put into context and improve clinical encounters.
These ideas, however, warrant further theoretical development. Also needed is empirical research:
ﬁrst, to assess the use and inﬂuence of negative spaces
in creating meaning in clinician-patient interactions;
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and second, to evaluate the safety and effectiveness
of interventions (for example, in education) to help
manage the spaces. Initial priorities could include
investigations into how clinicians and patients can best
negotiate the physical distances that frame their interactions, clarify and manage the meanings of negative
communicative spaces in clinical encounters, become
attuned to the meanings that they each attach to intervisit spaces, cooperate to transfer information between
visits, and identify appropriate return visit intervals.
Dissemination strategies should be designed from the
outset to raise awareness of research plans and developments and to facilitate the translation of positive
research ﬁndings into clinical practice.
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