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ABSTRACT
Purpose — Many patients feel anxious when entering the consultation room, but

seldom verbalize their emotions explicitly in the medical encounter. The authors
designed a study to analyse the visibility of patient pre-consultation (state)
anxiety in their communication during the consultation. In an attempt to learn
more about how general practitioners' (GPs") communication can help patients
to express their worries, the paper also aims to explore the relationship between
physicians' communication and patients' articulation of concerns and worries
during the consultation.

Design/methodology/approach — From a representative sample of videotaped
consecutive consultations of 142 Dutch GPs with 2,095 adult patients, 1,388
patients (66.3 per cent) completed the pre-consultation questionnaire, including
state anxiety (STAI), subjective health (COOP-WONCA-charts) and the reason
for encounter (ICPC). GPs assessed the psychosocial background of patients’
presented problems on a five-point Likert scale. The videotaped consultations
were coded with RIAS, including global affect measures. GPs' patient-directed
gaze was measured as a time-measure.

Findings — The results show that, on average, the patients had slightly elevated
anxiety levels and one-third of the patients were highly anxious. As expected,
the anxious patients seldom expressed emotional concerns directly, but did show
a nonverbal and verbal communication pattern which was distinctively different
from that of non-anxious patients. Whether or not patients expressed concerns
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verbally was significantly related to GPs' affective communication and
partnership building. Nonverbal communication seemed to play a dominant role
both in sending and receiving emotional signals

Bensing, J.M., Verheul, W., Dulmen, A.M. van. Patient anxiety in the medical encounter: a stud/yD

Practical implications — In more than half of the consultations worries were not
openly expressed, even by patients with high levels of anxiety. Patients tended
to express their concerns in a more indirect way, partly by verbal, partly by
nonverbal signals. GPs can facilitate patients to express their concerns more
openly, not by direct questioning, but by showing verbal and nonverbal affect to
the patient.

Originality/value — Focuses on the important role of verbal and nonverbal affect
in physicians' communication.

INTRODUCTION

Feelings are at the core of the interaction between physicians and patients (Hall, 1995) and
can even influence health outcomes (van Dulmen and Bensing, 2002). For many people, a
medical visit is accompanied by various emotions. It is clear that very few patients seek
medical advice believing that their complaint is trivial; many fear that their health problems
may be serious or find their symptoms so unpleasant that they are looking for relief (Cassell,
2004; Todd, 1968). Moreover, going to a doctor can provide additional stress and anxiety,
for instance patients may worry about what is deemed appropriate to communicate, about
wasting doctor's time or of being labelled as a hypochondriac (Barry et al., 2000; Malterud,
2005).

For all of these reasons, many doctor-patient interactions are laden with emotions (Cassell,
2004; Eide et al., 2004; Roter and Hall, 1992). However, this does not mean that patients'
worries are openly discussed in the medical encounter. A number of studies have indicated
that patients seldom verbalize their emotions directly and spontaneously during medical
interviews, but rather tend to present indirect cues when emotional issues are at stake (Del
Piccolo et al., 2000; Floyd et al., 2005; Robinson and Roter, 1999). Therefore many concerns
remain unaddressed in the medical consultation (Barry et al., 2000; van den Brink-Muinen et
al., 2007), which is probably one of the main reasons why physicians have difficulty in
identifying emotionally distressed patients (Hall et al., 1999; Robinson and Roter, 1999).
However, the extent to which patients convey their concerns may be directly dependent on
physicians' communication characteristics (Eide et al., 2004) and many studies have
provided evidence that patients need the feeling of a supportive and trusted environment to
do so (Roter et al., 2006; Stewart, 1995; Suchman et al., 1997).

Affect-oriented communication (in particular empathy) as well as nonverbal
communication (in particular patient-directed gaze) have been shown to be related to
patients' disclosure of psychosocial problems as well as to GPs' correct identification of
patients' distress (Bensing et al., 1995; Bensing et al., 1996). Especially nonverbal
communication skills, including sending and receiving nonverbal messages, are generally
seen as critical elements in eliciting emotional content of care (Roter et al., 2006). These
same elements in physician communication are related to quality of care as assessed by a
panel of independent peers (Bensing, 1991) and are supposed to have an influence on health
outcomes as well (van Dulmen and Bensing, 2002). Furthermore, an experimental study
demonstrated that only 40 seconds of compassion lead to decreases in anxiety (Fogarty et al.,
1999).

The central role of affective, compassionate communication is supported by a systematic
review on the influence of context effects on health outcomes which reported that the
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combination of (positive) information and providing support and reassurance by the
physician leads to improved health outcomes (Di Blasi et al., 2001). This review concluded
that there is much inconsistency regarding the influence of emotional and cognitive care on
health outcomes, although one relatively consistent finding is that physicians who adopt a
warm, friendly, and reassuring manner are more effective in producing favourable health
outcomes than those who keep consultations formal and do not offer reassurance.

This study focuses on patients’ anxiety specifically, because patients' anxiety cannot be
neglected in medical consultations without compromising the quality of care. Physicians'
recognition of patients' anxiety is crucial in medical consultations because anxiety can
interfere with recall of important information, for instance health education. Due to the
process of attention narrowing, anxious patients tend to focus on those parts of the provided
information that are directly related to their concerns. This hampers their ability to recall
other important health messages (Kessels, 2003). If physicians are able to detect the object
and level of patients' anxiety, they can adapt their communication to patients' needs, in order
to prevent the interference of anxiety with the reception of important health messages.

The following research questions are addressed:

o What are the characteristics of patients who report high versus low anxiety upon
visiting the general practitioner (GP)?

e To what extent is patients' anxiety visible in their communication in the medical
consultation?

o How is patients' expression of concerns and worries related to GPs' verbal and
nonverbal, affective and cognitive communication?

Bensing, J.M., Verheul, W., Dulmen, A.M. van. Patient anxiety in the medical encounter: a stud/yD

METHODS

Sample

Data were used from the Second Dutch National Survey of General Practice (Westert et al.,
2005; Westert et al., 2006). From the national representative sample of 195 GPs who
participated in this study, 142 GPs agreed to participate in the observational study on doctor-
patient communication: 108 male and 34 female GPs (response 72.8 per cent). All GPs had
completed their vocational training and had several years of experience; no residents were
included. The participating GPs did not differ from the general GP population in the
Netherlands in terms of age, sex, and practice location (urban — rural). In each general
practice, videotapes were made of a consecutive sample of regular GP attenders, which
resulted in 2,784 videotaped consultations. Patients refusal was low (11.9 per cent), and not
biased compared to the Dutch population or the general practice population (Westert et al.,
2006). Children under 18 years of age (n=416) were excluded from the analyses because
children had completed other questionnaires than the adult patients. In order to be certain
that GPs were at ease with the procedure, the first two consultations of every GP were
excluded from the observations, leaving 2,095 consultations for this study (van den Brink-
Muinen et al., 2007; van Dulmen and Bensing, 2002). As this study was part of a large,
comprehensive study, GPs and patients knew that videotapes were made for studying doctor-
patient communication, but were not told the specific aims of this particular part of the study.

Procedure

After patients who were scheduled for a regular visit had given written informed consent,
all patients were asked to complete a questionnaire before they entered the consulting room.
All consultations were videotaped using an unmanned digital camera, which was
unobtrusively positioned with at least a full view of the GP. The GP completed a short
questionnaire after each consultation.

Measures
The pre-consultation patient questionnaire contained questions about demographic
characteristics as well as several standardized instruments.
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Anxiety was measured by the ten-item state version of the Spielberger Trait-State Anxiety
Inventory (Bennett et al., 2004; Spielberger, 1983; Takayama et al., 2001). The state version
of the STAI is one of the most widely used and sensitive scales for measuring patient anxiety
in clinical research (Bowling, 1997). For comparison reasons the STAI-10 scores were

transformed into STAI-20 scores using the formula STAI score=(1.69 x shortform

STAI)+3.91 (Bennett et al., 2004). Patients were divided in three groups, based on gender-
specific norm-scores for state anxiety under three conditions: relaxation, normal situation,
and exam situation (Spielberger, 1983).

Patients' functional health status was measured by the seven-item COOP WONCA-charts
that has the following dimensions: general health, physical fitness, mood, daily activities,
social engagement, pain and fatigue (van Weel et al., 1995). Higher scores indicate worse
functional health. Patients' reasons for encounter were sought using an open question
(patients could give three reasons for encounters). These were coded by trained coders using
the International Classification for Primary Care (ICPC) (Lamberts and Wood, 1987).

The GPs completed a short questionnaire after each consultation with a few questions about
the patient and his/her health problems, including a five-point rating scale about the GPs'
assessment of the psychosocial background of the presented problems (1 “entirely somatic”
to 5 “entirely psychosocial”) (Westert et al., 2006).

The videotapes were rated using the Roter Interaction Analysis System (RIAS), a widely
used international observation system with proven validity and reliability (Bensing et al.,
2003; Ong et al., 1998; Roter and Larson, 2002) in which all utterances of doctor and patient
are coded in mutually exclusive categories. In RIAS, “utterances” are defined as the smallest
distinguishable speech segment to which a classification may be assigned. The unit may vary
in length from a single word to a lengthy sentence. RIAS-categories were clustered in three
main groups, which refer to the three most important functions of physician communication:
affect-oriented communication, focused on relationship building (social talk, verbal
empathy, showing concern), process-oriented talk, focussed at structuring the medical
consultation (directions, checking for understanding, disagreements) and task-oriented
communication, focused at solving patients' health problem (biomedical, respectively
psychosocial questions and biomedical, respectively psychosocial information giving and
counselling (Bensing et al., 2003).

Additional to the detailed coding of verbal communication, global affect ratings were made
of doctors' dominance, friendliness, concern and involvement as well as patients'
assertiveness, friendliness, concern and nervousness. GPs' eyecontact was measured as a
time-measure by registering length of time that the GP was directly looking at the patient.
We could not measure mutual gaze, because the camera was positioned to capture GPs'
patient-directed gaze, leaving only a limited view on the patients' nonverbal communication.
Coding was performed using OBSERVER (Noldus et al., 2000), a computerized observation
system that allows direct coding of the videos, saving the codes on the digitalized tapes. The
inter-observer reliability for the different communication categories was good (range of
Pearson correlation coefficient r=0.72-0.96) (van Dulmen and Bensing, 2006).
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Statistical analyses

Analyses were done in MLwiN 2.01 (Rabash et al., 2005) and SPSS 14. Since the
dependent variables in our analyses were measured on the level of the individual
consultations and the consultations were nested in GPs, we tested for each dependent
variable if a significant variation was present at the GP-level. For STAI measures, this was
not the case, thus we performed a single level normal regression model in SPSS. Since there
was a significant variation at the GP-level on patient communication variables, we
performed a two-level regression model with a random intercept to control for clustering at
the GP-level normal regression models to estimate the regression coefficients and their
standard errors. We controlled for clustering at the GP-level by adding a random intercept.
T-statistics were used to assess the significance of the coefficients. We considered
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coefficients statistically significant when probability-values were smaller than 0.05. For
assessing differences between groups with low, medium and high anxiety on patient
communication we performed a regression model with anxiety group as a categorical
variable while controlling for patients' gender and educational level. We used normal
regression models for normally distributed data and Poisson regression for count data. To
test which variables predicted one or more articulated concerns versus no articulated
concerns, a logistic regression model was used.

Bensing, J.M., Verheul, W., Dulmen, A.M. van. Patient anxiety in the medical encounter: a stud/yD

RESULTS

What are the characteristics of anxious patients in general practice?

Due to time constraints and logistic problems, only 1,388 patients completed the entire pre-
consultation questionnaire (response rate: 66.3 per cent). Non-completers were younger, less
educated and were less often assessed with psychosocial problems by the GP and the
observers. There were no differences between completers and non-completers in patient
gender and ethnicity.

The average score on the STAI of the completers was 39.1 (SD: 10.9; range: 20.8-71.5),
indicating that — on average — these patients were slightly, but not extremely anxious. Based
on Spielbergers' norm-scores (Spielberger, 1983), 267 patients could be placed in the “low-
anxious” group (19.2 per cent), 659 patients in the medium-anxious group (47.5 per cent)
and 462 patients in the “high-anxious” group (33.3 per cent). High anxious patients were
more often female, less educated and had more negative scores on all health indicators
(Table I). Age and ethnicity were not related to the level of state anxiety.

[TABLE 1]

Is patients’ anxiety visible in the medical consultation?

Emotions were often not openly articulated in GP consultations, even not by patients with
high anxiety-levels: in 61.1 per cent of all consultations (50.0 per cent of those with high-
anxious patients) not one single concern or worry was voiced. Psychological (chapter P of
the ICPC) or social (chapter Z) problems were diagnosed in only 9.7 per cent of the
consultations (20.6 per cent of the high-anxious patients). As much as one third of the
psychosocial reasons for encounter that were mentioned in the pre-consultation patient
guestionnaire were never expressed during the consultation. Nevertheless patients' state
anxiety was reflected in their nonverbal and verbal communication (see Table II). In the first
place, after controlling for gender and educational level, patients with higher state anxiety
were more nervous and expressed more verbal and nonverbal concerns. According to the
detailed analysis of patients' verbal communication (RIAS), patients with high state anxiety
also made less social talk, showed less empathy but had more disagreements with their GP
than less anxious patients. With regard to their instrumental communication, high anxiety
patients asked more medical and psychosocial questions, and gave remarkably more
psychosocial information. High anxiety patients asked more often for services like a
prescription or referral. Consultation time was significantly longer with anxious patients: the
average consultation length for low anxious patients was 9.30 minutes (SD=4.37), for
medium anxious patients: 10.24 minutes (SD=4.80), and for high-anxious patients 11.25
minutes (SD=4.95).

[TABLE 2]

How does GP communication relate to patients' expression of concerns?

Corrected for gender and level of education, patients' expression of at least one concern was
significantly related to GPs' verbal and nonverbal affective communication. Patients
expressed more concerns when their GP was not dominant and was friendly and showed
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verbally and nonverbally his or her concern with the patient. GPs' eye contact and empathy
was also related to the expression of concerns, as was partnership building with the patient
by asking for clarification or for patients' opinion. GPs also expressed more disagreements in
consultations where patients voiced their concerns. Neither task-related biomedical
communication nor task-related psychosocial communication played a role in patients'
expression of concerns (Table I11).

Bensing, J.M., Verheul, W., Dulmen, A.M. van. Patient anxiety in the medical encounter: a stud/y>

Discussion

[TABLE 3]

Anxious patients have problems with the reception of GPs' health education messages,
because they tend to focus their attention to the topic of their worries. Therefore it is
important for GPs to know their patients' worries and concerns. As in other studies (Barry et
al., 2000), the patients in this general practice study seldom expressed their worries directly
in the medical consultation. In the majority of the consultations not one single worry or
concern was voiced by the patient. Yet these patients had on average slightly elevated
anxiety levels when entering the consultation room, and one-third of the patients even had
elevated anxiety levels comparable to normal adults in an exam situation (Spielberger,
1983). Compared to patients with low anxiety-levels, high anxiety patients had higher scores
on all functional health indicators as measured by the COOP-WONCA-charts. They reported
worse general health, a lower mood, more pain and fatigue and more problems with daily
and social activities, which warrant special attention by the GP for these patients.

Although patients often do not express their worries openly, GPs communication seems to
matter. Patients voiced their concerns more readily when GPs were not dominant, showed
their concern and empathy (verbally as well as nonverbally, for instance by maintaining eye
contact) and invested more in building partnership with the patient. Perhaps contrary to
intuition, GPs' friendliness had an inverse relationship with patients' expression of concerns.
It could be that patients saw the lack of friendliness as a sign that the GP took their health
problems seriously, which as such can relieve a patient's anxiety (Roter and Hall, 1992).
Also counterintuitive was the lack of a relationship between GPs' instrumental psychosocial
communication and patients' expression of concerns. All other things equal, only affective,
empathic verbal and nonverbal communication were related to patients voicing their
concerns.

The results of our study are somewhat different from a Japanese study with a similar
design, in which no relationship of physician communication with pre-consultation anxiety
was found (Takayama et al., 2001). However, in that study no analysis was made of the
visibility of patient worries in patients' verbal and nonverbal communication in the medical
consultation, and the authors pointed out that cultural differences in expressing emotions
could play a role (Takayama et al., 2001).

Studying the literature, it is not surprising that GPs in our study were aware of patients'
distress even when this was not always explicitly articulated during the consultation. In two
separate studies it was found that naive observers were remarkably accurate in determining
currently experienced (state) anxiety, even in people who consciously or unconsciously
repressed unpleasant feelings (Harrigan et al., 1996). These authors also demonstrated the
importance of nonverbal communication in the detection of anxiety in other people.
Although high anxiety patients in our study did not voice concerns in half of the medical
visits, they seemed “to leak” their distress, mainly by nonverbal communication. Thus it is
very important for GPs to be aware of patients' nonverbal signals. As demonstrated in our
study, GPs' own nonverbal communication also plays a pivotal role in the medical visit, as it
seems to facilitate patients' expression of concerns. These skills can be taught in courses in
medical and post-graduate education (Aspegren, 1999).
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LIMITATIONS OF THE STUDY

Although the GPs were a representative sample of the Dutch GP population, the patients in
our study were not. Refusals for participating in the video-study were few (only 11.8 per
cent) and not biased, but due to a multitude of reasons, only 66.3 per cent of the participating
patients completed the entire pre-consultation questionnaire. Younger and less educated
patients were over-represented in the non-completers. Moreover, the health problems of non-
completers were less often assessed with a psychosocial background by the GP. This means
that we have to be careful with regard to generalisation of the study results to these patient
groups. However, as the target group of this study (anxious patients) seems to be over-
represented in our study rather than underrepresented, this study probably gives a good view
on the processes we wanted to study.

A second, more important limitation is the correlational nature of this study, which means
that only relations could be established, not cause-and-effect. This study has the same
chicken-and-egg questions, as many studies in this field. For instance, we do not know
whether a GP asks psychosocial questions in a warm and affective way, because he notices
patients' anxiety, or a patient becomes nervous because the GP asks psychosocial questions,
which he/she does not want to answer. The biopsychosocial framework suggests the first
explanation, but with a correlational design, it is not certain that this is correct. Only an
experimental design would be able to provide this certainty. However, we think that in
studying human interactions like doctor-patient communication, it would anyway be naive to
assume a simple linear causal relationship between doctor and patient. It is more plausible
that patients influence physicians' communication and physicians influence patients'
communication in an iterative process, together creating an atmosphere in which talking
about some issues will more readily happen than in other types of consultation (Suchman,
2006). New methodologies may be necessary to study communication as a self-organizing
pattern of meaning and relating (Suchman, 2006). Sequential analyses on the specific order
of communication events could be a promising way to get more knowledge about the
microdynamics of physician-patient communication, for instance by showing relevant
precursors of certain types of patient or physician communication.
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CONCLUSION

In more than half of the GP consultations, patient worries were not openly expressed, even
not by highly anxious patients. However, other verbal, but especially nonverbal signals
revealed that many patients were worried. The most important finding of this study is that
patients more readily express their concerns when GPs show verbal and nonverbal affect to
the patient, and not when they ask direct questions.
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TABLES

Table I: background characteristics of patients with different anxiety levels

Low anxiety Medum anxiety High anxiety Total
(n = 267) (n = 6G5Y) (n = 462) (n = 1,388)

Women (%) 51¢ 60 67 61
Average age (vears) 485 478 47.1 477
Ethnic mmority (%) 10.0 104 15.5 12.0
Fducational level
Low 170 180 25.3 20.2
Medmum 575 61.8 59.8 60.3
High 255 202 149 195
Problems ® with:
General health 2610 3107 3.592b 316
Fitness 2.39¢ 253° 2,72ab 256
Mood 1.52b¢ 1.98*F 2.98b 219
Daily activities 1.85%¢ 210™° R 228
Social activities 142 163 2.26% 1.80
4in 247° 268° 3.05%b 276
Fatigue 2.16%¢ 2413¢ 2.08*b 255

Notes: “Different from low-anxious patients; YDifferent from medium-anxious patients; “Different
from high-anxious patients; Measured by the COOP-WONCA-charts (van Weel ef al, 1995)
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Table Il. the visibility of patient anxiety in patient communication (regression analysis with
STAI as dependent variable and patient communication as independent variables)

Bensing, J.M., Verheul, W., Dulmen, A.M. van. Patient anxiety in the medical encounter: a stud/y-?

Medmm
Low anxiety anxiety High anxiety
Mean SD Mean SD Mean SD Group difference

Nonverbal affection

Assertiveness 397 0.89 3.88 0.96 3.9 097 p=0.158
Friendhiness 446 064 4.39 0.69 4.29 0.78 b =0.025
Concern 351 1.10 371 1.06 3.98 111 p=-0.001
Nervousness 202 093 223 0.98 2.46 1.10 p=0.001
Affective talk

Social talk 962 919 865 1013 717 783 p=0.001
Empathy 2963 1860 3176 1952 3376 1875 p=0.002
Concern 1.30 297 134 241 207 323 p=0.001
Process-oriented talk

Partnership building 027 074 0.32 0.79 0.36 0.34 p=0.23
Disagreements 0.38 091 047 1.17 0.57 145 p=0.026
Directions 096 154 0.91 1.28 0.82 128 p=0.295
Task-oriented talk

Medical questions 264 300 301 3.01 3.31 2,00 p=10.022
Psychosocial questions 021 063 0.26 0.78 0.43 1.16 p < 0.001
Lifestyle questions 021 0.85 0.19 0.62 0.21 0.74 p=0.60
Medical information 3430 2065 3808 2369 3643 2334 p=10.019
Psychosocial information 1458 1992 1602 2230 2972 4209 p=0.001
Lifestyle information 305 .06 317 04l 3.33 b.a35 p =058
Request services 0.30 0.82 0.21 0.52 0.36 0.83 p=20.001
Other 020 4.86 4.61 4.10 4.72 500 p=0.079

Notes: Controlled for gender (p < 0.001) and education (n.s)
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Table I11. The effects of GP communication upon patients’ expression of concerns

Bensing, J.M., Verheul, W., Dulmen, A.M. van. Patient anxiety in the medical encounter: a stud/y-?

Predictor b exp(b) 95% CI B exp(B) b
Non verbal affect

Patient-directed gaze (%) 0.01 1.01 1.00-1.02 0.19 121 001
Physician dominance —0.33 0.69 0.60-0.78 —0.40 067 < 0,001
Physician friendliness —0.43 0.65 052081 —-0.32 073 < 0.001
Physician concern 0.20 122 1.07-141 0.22 125 =< 0,01
Physician commitment —-0.01 0.99 0.82-1.20 —0.01 099 0.91
Affective talk

Social tallk —0.01 0.99 098-1.01 —-0.07 094 0.34
Empathy 0.01 1.01 1.01-1.02 0.38 146 < 0.001
Concern 0.29 1.34 1.24-146 0.60 1.83 =2 0.001
Process oriented talk

Partnership building 0.07 1.07 1.00-1.14 0.14 115 0.04
Disagreements 0.32 138 1.12-170 0.24 127 =< 0.01
Directions 0.02 1.02 1.00-1.04 0.15 116 0.05
Task-oriented talk

Medical questions 0.00 1.00 098-1.02 —0.01 099 0.89
Psychosocial questions 0.02 1.02 098-1.07 0.10 110 0.23
Lifestyle questions —0.06 0.95 0.88-1.04 —0.08 092 0.25
Medical info + counseling 0.00 1.00 099-1.01 0.00 1.00 0.96
Psychosocial info + counseling 0.00 1.00 098-1.01 —0.05 095 0.53
Lifestyle info +counseling —0.01 0.99 096-1.01 —0.07 093 0.34
Other —0.02 0.98 096-1.01 —0.07 093 0.27

Notes: Exp(b) is the odds ratio at a change of one measurement unit and exp(f) is the oddsratio at
change of one standard deviation. The model contained a constant and was controlled for sex and

education
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