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Abstract

Although empathy in the physician—patient relationship is often advocated, a theoretically based and empirically derived measure of a
physician’s empathic communication to a patient has been missing. This paper describes the development and initial validation of such a
measure, the Empathic Communication Coding System (ECCS), which includes a method for identifying patient-created empathic
opportunities. To determine the extent to which empathic communication varies with physician and patient gender, we used the ECCS
to code 100 videotaped office visits between patients and general internists. While male and female patients created a comparable number of
empathic opportunities, those created by females tended to exhibit more emotional intensity than those created by males. However, female
patients were no more likely than male patients to name an emotion in their empathic opportunities. Physician communication behavior was
consistent with the literature on gender differences: female physicians tended to communicate higher degrees of empathy in response to the
empathic opportunities created by patients. The ECCS appears to be a viable and sensitive tool for better understanding empathy in medical
encounters, and for detecting modest gender differences in patients’ creation of empathic opportunities and in physicians’ empathic

communication.
© 2002 Elsevier Science Ireland Ltd. All rights reserved.
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1. Introduction

The importance of empathy in the physician—patient
relationship appears to be widely accepted in the medical
literature. Medical students and physicians are advised to be
empathic and to learn the skill of empathic communication
[1-7]. Patients who report that their physicians have
empathic qualities also report better satisfaction with care
[8,9]. The presence of empathy in a physician—patient
relationship may also lead to savings of time and expense
[10]. Further, a patient’s perception of a physician’s lack of
caring has been shown to be correlated with the decision to
pursue litigation [11].

This widespread interest in empathy is noteworthy. It is
also somewhat troubling because “‘the idea of empathy itself
conceals several contested meanings within the discourse of
medicine” ([12], p. 14). Spiro [4] set the tone for an edited
book on empathy in medicine by casting empathy as “more
than just an intellectual identification; empathy must be
accompanied by feeling,” (p. 2) going on to say that in
the absence of feeling, there is no empathy. At the opera-
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tional level, however, the relationship between feelings,
empathy, and communication is unclear. Indeed, among
scholars examining physician empathy, some have focused
on the cognitive dimension [1,10], the affective dimension
[4,7,13], or the behavioral dimension [6]. Others have
included all three dimensions in their conceptualizations
of empathy stating, for example, that physician empathy is
‘““a physician’s cognitive capacity to understand a patient’s
needs, an affective sensitivity to a patient’s feelings, and a
behavioral ability to convey empathy to a patient” ([14],
p- 435). The latter part of this definition is the one most
germane to those examining physician—patient interaction.
In other words, the construct of interest is not a physician’s
internal empathy, but how that empathy is communicated.
Accordingly, we use the term ‘“empathic communication™
in this article to refer to the behavioral aspect of empathy.

Researchers have attempted to study empathic commu-
nication in several ways. Some have borrowed measures
from psychotherapy [15-18]. This cross-contextual applica-
tion of measures is problematic because of low reliability
[17] and because physician responses to patients in a med-
ical setting ‘““do not require the depth of empathy necessary
in a therapeutic relationship” ([16], p. 754). Others have
used global ratings of verbal and nonverbal physician
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empathic communication [19-21]. Global ratings may be
useful in capturing raters’ perceptions of empathy; however,
these conceptualizations will likely vary, muddying the
already murky waters. Another method, written responses
to hypothetical scenarios [6], does not provide testing of real
interactions and, thus, has limited validity. After reviewing
the literature on measuring empathic communication, we
concluded that despite the case made for empathy, and
perhaps due to its varying conceptualizations, a theoretically
based and empirically derived measure of empathic com-
munication in the context of a physician—patient clinical
encounter was missing.

The purpose of this article is two-fold: (1) describe a new
measure of empathic communication that draws on past
research, communication theory, and patients’ definitions of
empathy; (2) report findings on the extent to which empathic
communication varies with physician and patient gender. To
provide a contextual backdrop, we will briefly review rele-
vant literature on gender differences, proposing four testable
predictions in the process.

2. Review of the literature
2.1. Gender and physician—patient communication

As a prelude to focusing on the relationship between
gender and empathic communication, it is important to
review key findings regarding both physician and patient
gender differences in terms of a broad scope of commu-
nication behaviors.

The best source to date on physician gender and medical
communication is a meta-analytic review by Roter et al. [22]
that provides an overall picture of physician gender differ-
ences in medical encounters. They found female physicians
to be more likely to use psychosocial discussion, positive
talk, and emotionally focused talk than their male counter-
parts. In addition, female physicians use more partnership-
building techniques with their patients than male physicians.
Further, female physicians use more positive nonverbal
communication and tend to spend longer with their patients
than male physicians. Yet, there seems to be no difference
between male and female physicians in the amount of
biomedical information discussed, quality of information
given, or social conversation exchanged.

However, interpersonal communication is transactional in
nature. Since physicians and patients influence each other
during interaction [23], physician gender differences in
communication should not be the only focus. Patients’
expectations and consequently patients’ communication
with male versus female physicians is also of interest
[24]. Hall and Roter [25] also report on how patient beha-
viors may differ depending on the physician’s gender. First,
patients of female physicians provide more biomedical and
psychosocial information than patients of male physicians.
This is consistent with the finding that female physicians ask

more questions. Second, patients of female physicians tend
to play a greater role in partnership building, in harmony
with the finding that female physicians are more likely to use
partnership-building styles. Third, female physicians’
patients are more likely than male physicians’ patients to
engage in positive talk. Again, reciprocity seems to be in
effect here, as female physicians are more likely to use
positive talk. As will be explained in more detail, the
Empathic Communication Coding System (ECCS) captures
many of these physician communication behaviors, includ-
ing emotionally focused talk, psychosocial discussion, posi-
tive talk, and positive nonverbal communication.

Further, general research on communication and gender
has shown differences in the ways women and men interact,
and it is reasonable to assume these differences may present
themselves in the medical context [26]. For example,
females are more likely to disclose emotions than males
[27,28]. Such a difference is important to consider when
examining patients’ talk. Specifically, we posit that there
will be differences in the opportunities female and male
patients give physicians to be empathic in the three ways.
Here we use the term “empathic opportunity” to mean
specific statements by patients which make that a physician
could respond empathically. First, female patients will
create a greater number of empathic opportunities than will
male patients. Second, female patients will name emotions
in a greater proportion of empathic opportunities than will
male patients. Third, female patients will create more
intense empathic opportunities than will male patients.

2.2. Gender and empathy

Empathy in the physician—patient relationship is not a
new concept. The use of the term empathy in medicine was a
result of a gradual dismissal of the term sympathy [29].
By the end of the 1800s, the term “‘sympathy,” once thought
to be important in medicine, had become ‘“‘not only femin-
ized, (but) . .. devalued and sentimentalized” (p. 23). By the
1960s, More [29] writes that there was increased concern in
medicine about the provider—patient relationship. Empathy
became ‘‘the ideal mediator between comfort and risk, not
only in psychiatry but in all clinical medicine” (p. 31). Such
empathy was not the feminized sympathy, but a “detached
concern’” for patients, allowing physicians to keep bound-
aries emotionally from their patients (p. 31).

Recent research suggests that empathic communication is
more frequently associated with female physicians. In addi-
tion to the research cited in the previous section indicating
female physicians’ propensity to have more emotionally
focused talk, other research indicates that female physicians
are likely to show empathic communication behaviors in
their patient interactions. A survey of 714 physicians found
that female physicians rated themselves as more empathic in
their communication than male physicians [30]. In other
research, female residents in internal medicine tended to
receive higher ratings on humanism than did male residents
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[31]. Additionally, nonverbal behaviors shown more often
by female physicians such as nodding and smiling [32] have
also been linked to perceptions of physician empathy [33].
We expect to find similar results, providing one validity test
for our new measure of empathic communication: we pre-
dict that female physicians’ responses to empathic oppor-
tunities will be more empathic than will male physicians’
responses.

3. Methods

Because the measure we used in this study is new, we first
provide details of its development, followed by the meth-
odological details of the study on gender and empathy in
medical encounters.

3.1. Instrument development

The first step in this study was to develop a measure, the
Empathic Communication Coding System (ECCS) [34],
which allowed us to measure empathic communication in
the physician—patient encounter in a reliable and valid
manner. This system has two parts: identifying patient-
created empathic opportunities and coding physician
responses to those empathic opportunities.

3.1.1. Identification of empathic opportunity

The purpose of using the empathic opportunity as the unit
of analysis in physician—patient visits is to provide a finite
set of patient statements and physician responses that can be
coded for empathic communication. To this end, we first
developed a system for identifying these empathic oppor-
tunities, building on previous research. Branch and Malik
[35] showed how experienced clinicians used ‘“windows of
opportunity” to understand their patients’ concerns. These

Table 1
Identifying empathic opportunities

windows of opportunity were defined as instances ‘“during
which patients discussed their concerns about personal,
emotional, and/or family issues” (p. 1667). Suchman et al.
[36] defined an empathic opportunity to be ‘““a direct and
explicit description of an emotion by a patient” (p. 679) and
a praise opportunity to be “‘a direct and explicit description
of a praiseworthy behavior by a patient” (p. 681). Similarly,
one task in Makoul’s SEGUE Framework for teaching and
assessing communication skills [37] focuses on responding
to a patient’s overt statement of accomplishment, progress,
or challenge.

Our definition incorporates these concepts: the empathic
opportunity begins with a clear and direct statement of
emotion, progress, or challenge by the patient. Although
some have included less direct patient behaviors (e.g.
potential empathic opportunities and indirect clues) in
research on physician empathy [36,38], we reasoned that
if physicians do not respond to explicit patient statements of
emotion, progress, or challenge, it is unlikely they would
respond to more subtle empathic opportunities. Table 1
displays the operational definitions used to identify the three
types of empathic opportunities and gives examples of real
patient statements that fit these definitions (see [34] for full
identification rules).

3.1.2. Coding empathic responses

The second part of the ECCS is a system to code physician
responses to empathic opportunities. This is a hierarchical
coding scheme by which physician responses are placed into
one of six levels, ranging from Levels O to 5 as shown in
Table 2 (see Appendix A for details and [34] for full coding
rules). In developing this measure, it was important to attend
to what was missing in the literature—a theoretically based
and empirically derived measure based in the physician—
patient context. Developing this system required attention to
two questions: what communication behaviors should be

The empathic opportunity begins with a clear and direct statement of emotion, progress or challenge by the patient:

Statement of emotion: The patient describes him or herself currently feeling an emotion. Emotion is defined as ‘“‘an affective state of consciousness in which

joy, sorrow, fear, hate, or the like, is experienced.”®

“My biggest fear is—I don’t think I'm going to get ovarian cancer or breast cancer—but I do think that I'm going to get colon cancer.”

“I'm just scared because I never went through nothing—I’ve never had nothing wrong with me.”

Statement of progress: The patient states or describes a positive development in physical condition that has improved quality of life, a positive development in
the psychosocial aspect of the patient’s life, or a recent, very positive, life-changing event.

“I've been exercising more than last time when I had seen you.”

“We just got married.”

Statement of challenge: The patient states or describes a negative effect a physical or psychosocial problem is having on the patient’s quality of life, or a

recent, devastating, life-changing event.

“But sometimes it’s hard just eating three ounces of meat, you know what I mean?”

“I just haven’t had the energy to do my job as much anymore.”

“ Definition from Webster’s Unabridged Dictionary, 1998.
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Table 2
Empathic communication coding system levels

Levels 3—5—Explicit recognition of patient perspective
Level 5—Statement of shared feeling or experience
“I understand how scary this must be for you. My husband recently
had a biopsy and we were really scared.”

Level 4—Confirmation
“You sound like you are very busy. I can see why it would be tough for
you to find time to exercise.”

Level 3—Acknowledgment
““You mentioned that you’ve been feeling sad. Would you tell me more
about that?”

Level 2—Implicit recognition of patient perspective
PT: “This headache makes it difficult for me to work.”
MD: “Yes, how is the insurance business lately?”

Level 1—Perfunctory recognition of patient perspective
A physician’s automatic, scripted-type response (e.g. “uh-huh’) to an
empathic opportunity while the physician is doing something else,
often with the physician having his/her body oriented away from the
patient.

Level 0—Denial of patient perspective
The physician either ignores the patient’s empathic opportunity or
makes a disconfirming statement.

included in the coding scheme and how should these com-
munication behaviors be hierarchically ordered. We used
questionnaires, communication theory, and a validation test
to attend to these issues.

3.1.2.1. Questionnaires: characterizing empathic commu-
nication. We conducted two questionnaire-based studies to
learn about physician behaviors that patients perceive to be
empathic [34]. The first was a survey completed by 42 adult
patients (28 females), which asked general questions about
empathic communication, focusing on communication
behaviors and words that a physician might use to convey
empathy. The survey used open-ended items such as asking
patients how they know if their physician understands and
relates to their emotional feelings and asking them to write
out verbatim what a physician might say or do in a certain
situation that would indicate empathy.

The second questionnaire was completed by 10 simulated
patients (three females) working in Northwestern University
Medical School’s Communication Skills unit for first-year
students [37]. During the last session of this 12-week unit,
each student (n = 163) had a 10-min encounter with a
simulated patient who ‘“had” a tension headache. The
simulated patients were instructed to create, within every
encounter, a specific empathic opportunity about quitting
smoking, coupling either positive (i.e. quit) or negative (i.e.
tried to quit but could not) outcomes with either high (i.e.
named emotion) or low (i.e. statement of fact) emotional
intensity. Immediately after each visit, the simulated patient
used the questionnaire to rate the level of empathy demon-
strated by the student in response to the statement about
smoking, and to record what, if anything, the medical

student did to show empathy for what the simulated patient
said about quitting smoking. Empathy was clearly defined
on the questionnaire as understanding and relating to what
the simulated patients had to say.

The results of both questionnaires provided an empirical
base for determining the scope of communication behaviors
that are perceived by patients as empathic. Verbal commu-
nication behaviors included the following: confirming state-
ments, offers of help, questions, sharing experiences, talk
about emotions, telling stories about others, and telling the
patient that he or she was not alone. Respondents also
reported that nonverbal communication behaviors including
eye contact, smiling, and nodding, and the perception that
the physician is “listening,” indicated empathy. From these
respondents, we learned that patients’ perceptions of how
physicians communicate empathy are generally much
broader than definitions offered in the literature, which often
focus on communication about feelings [4].

3.1.2.2. Theory: creating a hierarchy of empathic
communication behaviors. With a practical understanding
of patients’ perceptions of empathic communication, the
second step was to group these communication behaviors
in a hierarchical system, with the aim of reflecting
different degrees of empathy. We turned to interpersonal
communication literature and theory for guidance. The
hierarchical system developed by Burleson [39-42] to
code the sensitivity of comforting strategies was of great
relevance. The three major levels of this system are, in
descending order: Explicit Recognition and Elaboration of
Individual Perspectivity; Implicit Recognition of Individual
Perspectivity; and Denial of Individual Perspectivity. These
three levels formed the initial skeletal structure for our
coding system.

Two areas of communication theory helped us to further
develop the hierarchy. First, we turned to relational com-
munication theory [43], which holds that in interpersonal
interactions, all messages have both a content and a rela-
tional message. The content message is conveyed by the
words spoken or the gestures made. The relational message,
which indicates how the content message should be under-
stood, may be based on additional verbal messages, the
context of the communication, or nonverbal messages [43].
This theoretical perspective was helpful in delineating types
of responses that physicians might give following a patient’s
empathic opportunity. We recognized that physicians may
give a content message of listening to the patient by giving
both verbal and nonverbal feedback, but that the relational
message might differ. For example, one physician could be
saying ‘“‘uh-huh” as her body is oriented towards the patient
and she is making eye contact; another could saying “‘uh-
huh” while shuffling papers, typing on a computer, or
writing a prescription. While both physicians would be
conveying a content message of acknowledgment, the first
sends a relational message that what the patient is saying is
important enough to require the physician’s full attention,



C.L. Bylund, G. Makoul/ Patient Education and Counseling 48 (2002) 207-216 211

while the second suggests that what the patient is saying is
not as important as what the physician is doing. Thus, the
acknowledgment level was placed higher than the perfunc-
tory level.

A second theoretical perspective from which we drew is
facework. In his classic article on facework in social
interactions, Goffman [44] defines face as ‘“‘the positive
social value a person effectively claims for himself by the
line others assume he has taken during a particular con-
tact” (p. 5). Facework, Goffman explains, is the action
taken by the interaction participants to either maintain face
or save face. We argue that when a patient creates an
empathic opportunity, the patient is making him or herself
vulnerable to a face threat. Goffman’s writings support this
stance:

‘... when a person volunteers a statement or message,
however trivial or commonplace, he commits himself
and those he addresses, and in a sense places everyone
present in jeopardy. By saying something, the speaker
opens himself up to the possibility that the intended
recipients will affront him by not listening or will think
him forward, foolish, or offensive in what he said”

(p. 37).

Brown and Levinson [45] built upon facework in devel-
oping Politeness Theory. This theory explains that people
(e.g. physicians) use a particular type of strategy (called
positive politeness) when responding to another’s (e.g. a
patient’s) self face-threatening act. In fact, Brown and
Levinson list empathy as one of the types of positive
politeness strategies, that the speaker (physician) is “‘claim-
ing common ground” with the hearer (patient) (p. 102).

This theoretical base reinforces the logical ordering of the
empathic communication behaviors in two ways. First, it
adds support for our four major categories of empathic
communication behavior. In particular, it supports the pla-
cement of the perfunctory recognition (Level 1) as being
more face saving than a denial (Level 0) but less face saving
than an implicit recognition (Level 2). Second, based on the
extent of facework involved, there is support for placing
confirmation (Level 4) and shared feeling (Level 5) above
acknowledgement (Level 3).

3.1.2.3. Validation: testing the hierarchy. Despite a
foundation in interpersonal communication literature and
theory, it was essential to examine if the levels were
meaningful from a practical standpoint. The set of
videotaped encounters between simulated patients and
medical students provided data for initial validation of the
hierarchy. One hundred and fifty (92%) of the first-year
medical students agreed to have videotapes of their
encounters included in this part of the study. Five of the
videotaped encounters were either lost or had technical
problems, leaving 145 encounters for analysis.

The first author used the ECCS levels to code medical
students’ verbal and nonverbal responses to simulated

Table 3
Mean empathy rating per ECCS level

Category Category description n Empathy rating®
Mean S.D.

5 Shared 22 5.77 0.53

4 Confirmation 102 542 0.74

3 Acknowledgment 20 4.40 1.57

2 Implicit 0 - -

1 Perfunctory 1 4.00 -

0 Denial 0 - -

*On a scale from 1 to 6, with 1: very strongly disagree and 6: very
strongly agree that ““this medical student showed empathy for what I said
about quitting smoking.”

patients’ empathic opportunities. We then compared these
codes to the simulated patients’ ratings of student empathy,
expecting to see a positive association between the codes
and the ratings. This test suggested that the hierarchical
ordering of levels was consistent with simulated patient
perceptions of empathic communication: as shown in
Table 3, medical students’ responses to empathic opportu-
nities that were coded as Level 5 had a higher mean empathy
rating than those coded as Level 4, which were higher than
those coded as Level 3. Only one student gave a response
that was coded at a lower level. Given this conceptual and
operational support, we applied the ECCS to study the
relationship between gender and empathic communication
in primary-care encounters.

3.2. Participants

The 100 videotaped encounters used in this study were
drawn from a total of 500 visits (average of 25 patients to
each of 10 general internists in Chicago and 10 general
internists in Burlington, VT) that had been videotaped as
part of ongoing research by the Program in Communication
& Medicine at Northwestern University’s Feinberg School
of Medicine. For this study, we randomly selected encoun-
ters from each of the 20 physicians until we found five
encounters per physician in which the patient had created at
least one empathic opportunity. We reviewed 168 tapes to
find these 100 physician—patient encounters. The 100
patients who created at least one empathic opportunity were
very similar to the 68 patients who did not in terms of age,
social class, education level, and perceived physician—
patient familiarity. However, the samples did differ in length
of encounter; on average, encounters with at least one
empathic opportunity were 35% longer than encounters with
no empathic opportunities (25:20 versus 18:47, t = 3.28,
P =0.001, d.f. = 159.58).

Physician age ranged from 30 to 48 years (mean = 37.7,
S.D. = 5.3), with an average of 7.8 years in practice. The
physician sample in this study was 20% female, a repre-
sentative figure given that 23% of American physicians were
female during the period in which these data were collected
[46].
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3.3. Measures
3.3.1. Empathic communication coding system

3.3.1.1. Identifying empathic opportunities. Before the first
author watched the encounters to determine those that had
empathic opportunities, she and a research assistant worked
to gain agreement on identifying empathic opportunities
using the Empathic Communication Coding System. Both
separately watched 10 encounters and identified the
empathic opportunities contained within, discussed these,
and then viewed again encounters about which they had
disagreed. During this process, small changes were made to
clarify the coding rules. Average agreement per encounter
was determined to be 80%.

The first author then watched randomly selected encoun-
ters, as described in Section 3.2. She found a total of 249
empathic opportunities across these 100 encounters. All
statements beginning empathic opportunities were tran-
scribed and the segments containing empathic opportunities
and the physician responses were dubbed onto a master tape
to facilitate subsequent coding.

3.3.1.2. Coding physician responses. Two undergraduate
research assistants were trained to code the physician
responses to the 249 empathic opportunities using the
hierarchical coding system. The students watched and
individually coded the videotaped segments of the 249
empathic opportunities and physician responses. They also
worked from transcriptions of the patients’ statements that
began the empathic opportunities. Reliability checks were
conducted periodically during this coding and inter-coder
reliability over all 249 empathic opportunity responses was
acceptable (Cohen’s Kappa = 0.73). The two coders then
discussed the responses they had coded differently, a process
resulting in 98.8% agreement. The first author acted as the
final judge for the three responses about which the coders
were unable to agree.

3.3.2. Emotional intensity ratings

Eighteen of 21 undergraduate students enrolled in a health
communication course at Northwestern University rated the
emotional intensity of videotaped empathic opportunities on
a 5-point scale, with 1: low and 5: high. All students were
instructed to focus on the patient’s emotional intensity (i.e.
not the physician’s) during the empathic opportunity, think-
ing about what the patient said and how he or she said it. The
students were split into three groups of six, each of which
rated one-third of the 249 empathic opportunities. The
average measure intraclass correlation, which represents
consistency of values within cases, was 0.82 for Group 1,
0.74 for Group 2, and 0.85 for Group 3. Mean ratings (i.e. the
average of six scores) are used as our index of emotional
intensity for each empathic opportunity, providing a more
stable and valid estimate than one based upon individual
ratings.

To obtain a complementary indicator of emotional inten-
sity, two undergraduate research assistants were trained to
code the transcribed empathic opportunities. This second
coding process characterized if and how patients named an
emotion when creating an empathic opportunity. The stu-
dents coded the empathic opportunities into one of seven
categories. The first two, progress and challenge, were
used for empathic opportunities that fit the definitions of
progress and challenge as shown in Table 2. The other five
categories—anxiety, like, dislike, hope, and miscellaneous
emotion—were used when a patient named an emotion in his
or her empathic opportunity. After achieving inter-coder
reliability on 32 empathic opportunities (Cohen’s Kappa =
0.81), the students coded all remaining empathic opportu-
nities with good reliability overall (Cohen’s Kappa = 0.79).
They then worked together to resolve differences in coding,
resulting in 100% agreement. For analysis, the five emotion
categories (anxiety, like, dislike, hope, and miscellaneous)
were collapsed into one ‘“named emotion” category, allowing
us to compare the extent to which patients stated a progress,
challenge, or emotion within an empathic opportunity.

4. Results
4.1. Empathic opportunities and gender

We first examined the effects of patient gender on the
number, specific emotional content, and emotional intensity
of empathic opportunities.

4.1.1. Number and specific emotional content

The mean number of empathic opportunities per encoun-
ter was 2.49 (n = 100, S.D. = 1.6, minimum/maximum =
1/9). A one-tailed #-test revealed no significant difference in
the number of empathic opportunities created by female and
male patients. We also calculated a ratio for each patient of
empathic opportunities with a named emotion divided by
the total number of his or her empathic opportunities. A
one-tailed #-test indicated that there was no difference in
emotional-content ratios across gender: both male and
female patients named emotions in approximately half of
their empathic opportunities. As neither number of empathic
opportunities nor naming of emotions varied with gender,
the data do not support the first two predictions.

4.1.2. Intensity of empathic opportunities

The mean emotional intensity score across all empathic
opportunities was 3.30 (n =249, S.D. = 0.72, minimum/
maximum = 1.33/5.00). An intensity score was calculated
for each patient by averaging his or her emotional intensity
scores across the total number of empathic opportunities he
or she created during the videotaped encounter. A one-tailed
t-test revealed that the 57 female patients created more
emotionally intense empathic opportunities than did the
43 male patients. The mean intensity score for female
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Table 4
Frequencies of ECCS codes of physician responses

Category Category description n (N = 249) Percentage When able to respond (%)
5 Shared 4 1.6 1.7
4 Confirmation 35 14.1 15.0
3 Acknowledgment 165 66.3 70.8
2 Implicit 11 44 4.7
1 Perfunctory 8 3.2 34
0 Denial 10 4.0 43
Patient did not give MD chance to respond 16 6.4 -

patients was 3.41; for male patients it was 3.14 (+ = —2.08,
P < 0.05, df.=93.97). This modest but statistically
significant difference was consistent with our third predic-
tion.

4.2. Physician responses and gender

We also examined the relationship between physicians’
gender and their responses to empathic opportunities in
order to address our final prediction. Unfortunately, we were
unable to perform a 2 x 2 analysis of patient and physician
gender because our sample included only five encounters
between female physicians and male patients.

As shown in Table 4, physician responses to the empathic
opportunities created by patients were coded most fre-
quently as acknowledgment (66.3% overall; 70.8% when
the patient gave his or her physician a chance to respond).
Since there were different numbers of empathic opportu-
nities per interaction but the same number of interactions per
physician, we used the interaction as our unit of analysis
when comparing levels of empathic communication. This
required creating a mean empathy score for each interaction
by averaging the physician response scores across all
empathic opportunities within an interaction. A one-tailed
t-test comparing male and female physicians’ empathy
scores revealed that females gave higher empathic responses
than did males. Female physician’s mean empathic level
was 3.27, male physicians mean empathic level was 2.90
(t=-2.62, P <0.01, d.f. = 40.7). Thus, our fourth pre-
diction was also supported by the data.

5. Discussion

The research reported in this article is important in two
regards: (1) it introduces and tests a new measure; (2) it
provides additional perspective on the relationship between
gender and empathy in physician—patient communication.

5.1. ECCS
This article introduces a new measure for physician

empathic communication—the Empathic Communication
Coding System. Such a measure is needed in the study of

physician—patient communication to facilitate research
about physician empathic communication. While identifica-
tion of empathic opportunities in this coding system was
limited to the most obvious examples, there were a con-
siderable number of empathic opportunities evident in our
sample: nearly three in five observed physician—patient
encounters contained at least one empathic opportunity.

The hierarchical coding portion of this measure was
developed specifically for the physician—patient context,
based on patient perceptions of physician empathy and
grounded in a theoretical approach from the interpersonal
communication literature. An initial test of this coding
scheme with simulated patients and medical students
demonstrated validity. Further, the finding that female phy-
sicians communicated more empathy than did male physi-
cians provides another indication of the instrument’s
validity, as its use resulted in a finding suggested by other
research.

One may question the advantage of using a coding system
rather than having either the patients or outside observers
rate the empathy present in the physician’s response to
an empathic opportunity. We offer three answers to this
question: first, having patients rate their physicians’
empathic communication to a specific empathic opportu-
nity after the encounter may be plagued by poor recollec-
tions, unless it is done during stimulated recall, a very time-
intensive process. Second, using coders who have attained
reliability means that researchers can be assured that the
same conceptual and operational definitions of empathy are
being used—which is not the case with patient or outside
observer ratings. Third, a successful and valid empathic
communication coding system is useful to educators in
helping future physicians to learn how to communicate
empathically.

5.2. Gender, empathy, and the physician—patient
encounter

The research reported herein also helps us understand
more about gender, empathic communication, and the phy-
sician—patient encounter. Patients who did and those who did
not create empathic opportunities were found to have
remarkably similar demographic characteristics. Moreover,
contrary to reports that, in general, men are less likely than
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women to communicate emotions [27,28], male and female
patients were equally likely to name an emotion in their
empathic opportunity. Further, male patients in this sample
created as many empathic opportunities as did female
patients. Although these observations did not support our
predictions, they are consonant with Hall and Roter’s [25]
finding that male patients and female patients have no
difference in propensity for emotional talk. Evidently, some-
thing about the physician—patient context eliminates, for
patients, gender differences that are apparent in more gen-
eral interpersonal communication.

However, male and female patients were not entirely
similar in their communication regarding empathic oppor-
tunities: female patients tended to create more emotionally
intense empathic opportunities than did male patients. While
the relationship with gender was not particularly strong, it is
extremely interesting because the greater intensity was not
due to more naming of emotions. We presume that intensity
may have been communicated through nonverbal channels,
a potential link worthy of study given the significance for
both theory and practice.

We also examined physician responses to empathic
opportunities by using the ECCS response coding scheme,
and found physician gender to be a significant predictor of
the level of empathic communication shown to a patient.
This result is bolstered by Roter et al.’s finding that female
physicians are more likely to participate in psychosocial
discussion, emotionally focused talk, and positive talk [22],
as well as literature indicating that females are more apt to
talk about emotions [27,28].

It is also interesting to note that on the whole, patients do
not expect, nor do they get, the ““shared feeling™ [4] type of
empathy. Instead, physicians in our study seemed to lean
toward acknowledging (70.8%) and confirming (15%)
patients’ empathic opportunities. Our surveys suggested that
such responses met patient conceptualizations and expecta-
tions regarding empathy.

5.3. Caveats

It is important to note that the relationship between
empathy and empathic communication may not be straight-
forward. That is, a physician may feel empathy for his or her
patient but may not be ready, willing, or able to show it
through empathic communication. Thus, it is important to
remember that the ECCS is intended to measure observable
behavior only, not empathy as an internal process. The
ECCS is limited in its ability to fully account for the effect
of physician nonverbal behavior on empathic communica-
tion levels. Although it does capture nonverbal behaviors
that indicate listening and perfunctory responses, it does not
examine the more complicated matter of when the nonverbal
behavior contradicts or takes away from a verbal, highly
empathic response. On a broader level, this research may
only be generalizable to the context studied (i.e. internal
medicine visits associated with academic medical centers).

In addition to different contexts, different cultures’ con-
struals of empathy and appropriate behavior in the physi-
cian—patient encounter deserve close attention.

5.4. Future research

Future research in the area of gender and physician
empathic communication could lead in several directions.
More purposeful sampling would allow us to look specifi-
cally at empathy in different types of gender pairs, which we
were unable to do here because of a small cell size, and
examine if physician empathic communication is a phenom-
enon affected by patient gender. Gender and physician
empathic communication may also differ depending on
context. It may be useful to see if the tendency for female
physicians to be more empathic than male physicians holds
up across various practice types and patient situations.
Finally, patient outcomes should be evaluated as they relate
to levels of physician empathic communication. For
instance, it will be important to discover whether empathic
communication is linked to outcomes such as satisfaction
and health status.

6. Summary and practice implications

The ECCS encompasses a range of communication beha-
viors, and appears to be a valid and valuable instrument for
measuring empathic communication in physician—patient
encounters. Regarding patient gender, males and females
created comparable numbers and types of empathic oppor-
tunities, but those created by female patients tended to be
more emotionally intense. Additionally, female physicians
communicated higher degrees of empathy to patients who
created empathic opportunities. Further research should
examine empathic communication and gender in different
contexts, with attention to patient outcomes.

Beyond the focus on gender, the concepts and findings
from this research have implications for physicians, medical
educators, and researchers examining physician—patient
communication. For instance, a better understanding of
patients’ expectations for physician empathic communica-
tion may change the way empathy is talked about, taught,
and assessed. Our results suggest that physician empathic
communication should be conceived of more broadly than
sharing the patient’s feeling [4] since patients interpret other
communication behaviors as empathic. Toward that end, the
ECCS provides a useful vocabulary and a promising method
for pursuing the meaning and the outcome of empathic
communication in medical encounters.
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Appendix A. ECCS: response coding scheme

A.l. Levels 3—-5—Explicit recognition of patient
perspective

A.l.1. Level 5—Shared feeling or experience

A response should be categorized in this level if the
physician makes an explicit statement that he or she either
shares the patient’s emotion or has had a similar experience.
If the physician uses the words, “in my experience,” code it
as Level 5.

A.1.2. Level 4—Confirmation

Responses in this level convey to the patient that the
expressed or inferred emotional feeling progress or chal-
lenge is legitimate. This can be done in several different
ways depending on the empathic opportunity. For example,
this type of response may be a congratulatory remark, an
acknowledgment that the challenge the person is experien-
cing is difficult, or a statement legitimizing the patient’s
emotion. Also, by making a statement that others have
experienced this same emotion, progress or challenge, the
physician is providing confirmation.

A.1.3. Level 3—Acknowledgment

This level is characterized by the physician’s acknowl-
edgment of something that the patient has either said
explicitly or that the physician has inferred from the patient’s
statement. It is a response that explicitly acknowledges the
central issue in the empathic opportunity. Often it is a
restatement of what the patient has said. This type of
response may also include questions, statements, advice,
or offers of help.

Acknowledgment should also be coded when the physi-
cian response to the empathic opportunity is to have his/her
body oriented toward the patient and provide nonverbal and
verbal backchanneling cues such as “mm-hmm,” “yes,”
nodding, etc. while the patient is talking about the empathic
opportunity. It should be clear that the doctor is actively
listening to the patient over a 10 s or longer period of time.
These cues are, in and of themselves, a response.

A.1.4. Level 2—Implicit recognition of patient perspective

This level contains responses that do not explicitly recog-
nize the central issue in the empathic opportunity, but focus
on a peripheral aspect of the statement. These statements
tend to be more content-based, not dealing directly with the
progress, challenge, or emotion. These may also include
questions or advice.

A.1.5. Level 1—Perfunctory recognition of
patient perspective

This response is characterized by a physician’s automatic,
scripted-type responses (e.g. nodding, saying “uh-huh)toa
patient’s statement while the physician is doing something
else, often typified by the physician having his/her body

oriented away from the patient. These scripted responses can
either be verbal or nonverbal. (If they are nonverbal or verbal
backchanneling cues, the 10 s or longer rule from Level 3

applies.)

A.1.6. Level 0—Denial of patient perspective

This response is characterized by the physician either
ignoring the patient’s empathic opportunity or by making a
disconfirming statement. Examples might include:

e The physician making an immediate topic change.

e The physician not responding at all, but starting or con-
tinuing a physical task (patient exam, writing in chart,
typing on computer).

e The physician making a disconfirming statement to the
patient about what was said.

References

[1] Platt FW, Keller VE. Empathic communication: a teachable and
learnable skill. J Gen Intern Med 1994;9:222-6.

[2] Keller VF, Caroll JG. A new model for physician—patient commu-
nication. Patient Educ Couns 1994;35:121-40.

[3] Novack DH, Dube C, Goldstein MG. Teaching medical interviewing:
a basic course on interviewing and the physician—patient relationship.
Arch Intern Med 1992;152:1814-20.

[4] Spiro H. Empathy: an introduction. In: Spiro H, McCrea Curnen MG,

Peschel E, St. James D. Empathy and the practice of medicine. New

Haven (CT): Yale University Press; 1993. p. 1-6.

Squier RW. A model of empathic understanding and adherence to

treatment regimens in practitioner—patient relationships. Soc Sci Med

1990;30:325-39.

Winefield HR, Chur-Hansen A. Evaluating the outcome of commu-

nication skill teaching for entry-level medical students: does

knowledge of empathy increase? Med Educ 2000;34:90—4.

[7]1 Zinn W. The empathic physician. Arch Intern Med 1993;153:306-12.

[8] DiMatteo MR, Hays R. The significance of patients’ perceptions of
physician conduct: a study of patient satisfaction in a family practice
center. ] Community Health 1980;6:18-34.

[9] Matthews DA, Feinstein AR. A new instrument for patients’ ratings
of physician performance in the hospital setting. J Gen Intern Med
1989;4:14-22.

[10] Bellet PS, Maloney MJ. The importance of empathy as an
interviewing skill in medicine. JAMA 1991;266:1831-2.

[11] Beckman HB, Markakis KM, Suchman AL, Frankel RM. The
doctor—patient relationship and malpractice: lessons from plaintiff
depositions. Arch Intern Med 1994;54:1365-70.

[12] Milligan MA, More ES. Introduction. In: More ES, Milligan MA,
editors. The empathic practitioner: empathy, gender and medicine.
New Brunswick (NJ): Rutgers University Press; 1994. p. 1-15.

[13] Myerscough PR. Talking with patients: a basic clinical skill. Oxford:
Oxford University Press; 1992.

[14] Feighny KM, Arnold L, Monaco M, Munro JS, Earl B. In pursuit of
empathy and its relation to physician communication skills: multi-
dimensional empathy training for medical students. Ann Behav Sci
Med Educ 1998;5:13-21.

[15] Evans BJ, Stanley RO, Burrows GD. Measuring medical students’
empathy skills. Brit J Med Psychol 1993;66:121-33.

[16] Fine VK, Therrien ME. Empathy in the doctor—patient relationship:
skill training for medical students. J Med Educ 1977;52:752-7.

[17] Robbins AS, Kauss DR, Heinrich R, Abrass I, Dreyer J, Clyman B.
Interpersonal skills training: evaluation in an internal medicine
residency. J Med Educ 1979;54:885-94.

[5

—_

[6

—



216

(18]

[19]

[20]

[21]

[22]

[23]

[24]

[25]

[26]

[27]

[28]

[29]

[30]

(31]

C.L. Bylund, G. Makoul/ Patient Education and Counseling 48 (2002) 207-216

Sanson-Fisher RW, Poole AD. Training medical students to
empathize: an experimental study. Med J Aust 1978;1:473-6.
Colliver JA, Willis MS, Robbs RS, Cohen DS, Swartz MH.
Assessment of empathy in a standardized-patient examination. Teach
Learn Med 1998;10:8-11.

Harrigan JA, Rosenthal R. Physicians’ head and body positions as
determinants of perceived rapport. J Appl Soc Psychol 1983;13:496—
509.

Harrigan JA, Rosenthal R. Nonverbal aspects of empathy and rapport
in physician—patient interaction. In: Blank PD, Buck R, Rosenthal R,
editors. Nonverbal communication in the clinical context. University
Park (PA): The Pennsylvania State University Press; 1986. p. 36-73.
Roter DL, Hall JA, Aoki Y. Physician gender effects in medical
communication: a meta-analytic review. J] Am Med Assoc 2002;
288:756-840.

Makoul G. Perpetuating passivity: reliance and reciprocal determinism
in physician—patient interaction. J Health Commun 1998;3:233-59.
Weisman CS, Teitelbaum MA. Physician gender and the physician—
patient relationship: recent evidence and relevant questions. Soc Sci
Med 1985;20:1119-27.

Hall, JA, Roter DL. Do patients talk differently to male and female
physicians? A meta-analytic review. Patient Educ. Couns. 2002;
48:217-24.

Roter DL, Hall, JA. Doctors talking with patients, patients talking
with doctors: improving communication in medical visits. Westport
(CT): Auburn House; 1993.

Guerrero LK, Reiter RL. Expressing emotion: sex differences in
social skills and communicative responses to anger, sadness, and
jealousy. In: Canary DJ, Dindia K, editors. Sex differences and
similarities in communication: critical essays and empirical investi-
gations of sex and gender in interaction. Mahwah (NJ): Lawrence
Erlbaum; 1998. p. 321-50.

Wood JT. Gendered lives: communication, gender and culture. 3rd
ed. Belmont (CA): Wadsworth; 1999.

More ES. “Empathy” enters the profession of medicine. In: More
ES, Milligan MA, editors. The empathic practitioner: empathy,
gender, and medicine. New Brunswick (NJ): Rutgers University
Press; 1994. p. 19-39.

Barnsley J, Williams AP, Cockerill R, Tanner J. Physician
characteristics and the physician—patient relationship. Can Fam
Physician 1999;45:935-42.

Day SC, Norcini JJ, Shea JA, Benson JA. Gender differences in the
clinical competence of residents. J Gen Intern Med 1989;4:309-12.

(32]

[33]

[34]

[35

[36]

[37

[38]

[39]

[40]

[41]

[42]

[43]

[44]

[45]

[46]

Hall JA, Irish JT, Roter DL, Ehrlic CM, Miller LH. Gender in
medical encounters: an analysis of physician—patient communication
in a primary care setting. Health Psychol 1994;13:384-92.

Hall JA, Harrigan JA, Rosenthal R. Nonverbal behavior in clinician—
patient interaction. Appl Prev Psychol 1995;4:21-37.

Bylund, C. Empathic communication in the physician—patient
encounter. Unpublished doctoral dissertation. Evanston (IL): North-
western University; July 2001.

Branch WT, Malik TK. Using windows of opportunities in brief
interviews to understand patients’ concerns. JAMA 1993;169:
1667-8.

Suchman AL, Markakis K, Beckman HB, Frankel R. A model of
empathic communication in the medical interview. JAMA 1997,
277:678-82.

Makoul G. The SEGUE Framework for teaching and assessing
communication skills. Patient Educ Couns 2001;45:23-34.
Levinson W, Gorawara-Bhat R, Lamb J. A study of patient clues and
physician responses in primary care and surgical settings. JAMA
2000;284:1021-7.

Burleson BR, Goldsmith DJ. How the comforting process works:
alleviating emotional distress through conversationally induced
reappraisals. In: Anderson PA, Guerrero LK, editors. Handbook on
communication and emotion: research, theory, applications, and
contexts. San Diego (CA): Academic Press; 1998. p. 245-80.
Burleson BR. Age: social-cognitive development and the use of
comforting strategies. Commun Monogr 1984;51:140-53.

Burleson BR. Comforting as social support: relational consequences
of supportive behaviors. In: Duck S, editor. Personal relationships
and social support. London: Sage; 1990. p. 66-82.

Burleson BR. Comforting communication: significance, ap-
proaches, and effects. In: Burleson BR, Albrecht TL, Sarason JG,
editors. Communication of social support: messages, interactions,
relationships and community. Thousand Oaks (CA): Sage; 1994.
p. 3-28.

Watzlawick P, Beavin JH, Jackson DD. Pragmatics of human
communication. NY: W.W. Norton & Company Inc.; 1967.
Goffman E. On facework: an analysis of ritual elements in social
interaction. In: Goffman E, editor. Interaction ritual: essays on face-
to-face behavior. NY: Random House; 1967.

Brown P, Levinson S. Politeness: some universals in language usage.
Cambridge (London): Cambridge University Press; 1987.
American Medical Association. Physician characteristics
distribution in the US. 2000/2001.

and



	Empathic communication and gender in the physician-patient encounter
	Introduction
	Review of the literature
	Gender and physician-patient communication
	Gender and empathy

	Methods
	Instrument development
	Identification of empathic opportunity
	Coding empathic responses
	Questionnaires: characterizing empathic communication
	Theory: creating a hierarchy of empathic communication behaviors
	Validation: testing the hierarchy


	Participants
	Measures
	Empathic communication coding system
	Identifying empathic opportunities
	Coding physician responses

	Emotional intensity ratings


	Results
	Empathic opportunities and gender
	Number and specific emotional content
	Intensity of empathic opportunities

	Physician responses and gender

	Discussion
	ECCS
	Gender, empathy, and the physician-patient encounter
	Caveats
	Future research

	Summary and practice implications
	Acknowledgements
	ECCS: response coding scheme
	Levels 3-5-Explicit recognition of patient perspective
	Level 5-Shared feeling or experience
	Level 4-Confirmation
	Level 3-Acknowledgment
	Level 2-Implicit recognition of patient perspective
	Level 1-Perfunctory recognition of patient perspective
	Level 0-Denial of patient perspective


	References


