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ABSTRACT 
Objective: To present a method to classify health provider responses to patient cues and 

concerns according to the VR-CoDES-CC (Del Piccolo et al. (2009) [2] and Zimmermann et 
al. (submitted for publication) [3]). The system permits sequence analysis and a detailed 
description of how providers handle patient's expressions of emotion. 

Methods:The Verona-CoDES-P system has been developed based on consensus views within 
the “Verona Network of Sequence Analysis”. The different phases of the creation process are 
described in detail. A reliability study has been conducted on 20 interviews from a convenience 
sample of 104 psychiatric consultations. 

Results 
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The VR-CoDES-P has two main classes of provider responses, corresponding to the degree of 
explicitness (yes/no) and space (yes/no) that is given by the health provider to each 
cue/concern expressed by the patient. The system can be further subdivided into 17 individual 
categories. Statistical analyses showed that the VR-CoDES-P is reliable (agreement 92.86%, 
Cohen's kappa 0.90 (±0.04) p < 0.0001). 

Conclusion: Once validity and reliability are tested in different settings, the system should be 
applied to investigate the relationship between provider responses to patients’ expression of 
emotions and outcome variables. 

Practice implications: Research employing the VR-CoDES-P should be applied to develop 
research-based approaches to maximize appropriate responses to patients’ indirect and overt 
expressions of emotional needs. 

1. INTRODUCTION 

1.1. Cues and concerns and provider responses 
In a recent review on the literature on cues and concerns by patients in medical consultations, a high 

variability emerged in the definition of methodological approaches to these two types of patient expressions 
[1]. Definitions varied widely in detail and covered more or less different content areas, impeding a fruitful 
comparison of results and data. Hence an international group of experts in health communication research, 
“The Verona Network on Sequence Analysis” (authors of the present paper) decided to meet annually in 
Verona to find common ground and a shared language to define cues, concerns and the linked micro-
behaviours expressed by physicians. This collaborative convention gave rise to the elaboration of a new 
coding system, the VR-CoDES (Verona coding definitions of emotional sequences), where both patient 
cues and concerns are defined (VR-CoDES-CC) along with health provider responses to them (VR-
CoDES-P). In the VR-CoDES-CC cues are defined as “verbal or nonverbal hints, which suggest an 
underlying unpleasant emotion and that lack clarity” [2] and [3]. Concerns, are defined as “clear and 
unambiguous expressions of an unpleasant current or recent emotion that are explicitly verbalised with or 
without a stated issue of importance” [2] and [3].  

In terms of health provider responses, cues and concerns constitute a source of information that may be 
distanced from, explored or acknowledged [4] and [5]. Yet, patients’ cues and concerns are often under-
detected and missed [1], [5] and [6]. They may be either not perceived or consciously ignored by health 
providers in order to hold control over their own agenda [7]. Still, many authors suggest that cues and 
concerns should be recognised and explored by health care providers, using information gathering skills as 
well as skills to help the patients expressing their concerns [2], [4], [5], [6] and [8]. 

Communication teachers assume that health providers should be open to cues and concerns and explore 
their content. However, little empirical evidence supporting the effectiveness of specific responses to cues 
is available. Zimmermann et al. cite in their recent review [1] only one study by Butow et al. looking at 
patient satisfaction and anxiety as related to cue responses with cancer patients [9]. Patient satisfaction and 
state anxiety turned out to be unaffected by physicians’ reactions to informational and emotional cues. 
However, Uitterhoeve et al. found that cue response by oncology nurses was independently and positively 
related to patient satisfaction  

One can imagine that in some situations, exploring concerns might be counterproductive. Some patients 
might be less appreciative of empathic behaviour and might prefer a more directive style [10]. Thus a 
facilitating response which is effective in one context can be ineffective in another. For example, follow up 
care may be different from emergency medicine. If so, the health provider would need to adopt a tailored 
approach rather than uniformly exploring such patient concerns. Indeed, Floyd et al. found that, depending 
on the way patients expected to present a symptom, i.e., with or without a cue and/or concern, they 
preferred a different response style on the part of the physician: some favoured a biomedical response 
whereas others preferred facilitation and even exploration [11]. The question of under what circumstances, 
with which patients, what reactions to patient cues and concerns are adequate and effective has to be settled 
empirically to support clinical teaching and practice. To substantiate these processes one has to identify 
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certain reactions of providers to cues and concerns under given conditions and to associate these to 
outcomes. 

A prerequisite for this is to have a coding system for health provider responses to patient emotional cues 
and concerns. Such a system should provide a neutral perspective for coding provider responses. Criteria of 
appropriateness should not be built into the definition of the codes to avoid circularity in the associations 
between provider responses and outcome measures. Also, such a system should distinguish provider 
responses that are relevant according to theoretical and clinical knowledge. There are some coding systems 
that are partly based on these principles [12], [13], [14] and [15]. However, there is little consensus in 
definitions among these coding systems and the theoretical background is not always the same. The VR-
CoDES-P represents the result of a shared effort in finding a general consensus among different experts in 
health communication research. The present paper aims to show the conceptual and the procedural 
outcomes that the “Verona Network on Sequence Analysis” has reached on evaluating health provider's 
behaviour in response to emotional talking by the patient as described in the VR-CoDES-CC system for 
patient cues and concerns [2] and [3]. 

2. METHODS 
The development process has involved a number of steps. First, a position paper was written within the 

group in 2006 to formulate the basic considerations underlying the development process [16]. It was 
decided not to code “appropriateness” in order to avoid value judgments inherent in the terms appropriate 
and inappropriate, and to focus instead on what seems to be the function of the utterance. Moreover it was 
also underlined that appropriateness should not be specified a priori, but should be hypothesized and tested 
empirically in relation to outcome measures and context (family background, individual characteristics, 
medical condition, shared knowledge, previous visits, etc.). After some anchoring points were identified, a 
small group of participants was delegated to reconsider the conceptual framework. 

In 2007 [17] the cue/concern-related provider talk system was organized as a matrix based on three main 
factors or axes: (1) inhibiting vs. facilitating more talk about the cue/concern. (2) Implicit vs. explicit 
reference to the cue/concern. (3) Immediate vs. delayed response. Some pilot video tapes from a skills lab 
examination were coded by two members of the subgroup (HdH, JJ) to investigate whether working with 
the coding framework was feasible. Based on these early experiences the initial framework was revised. 
The next version of the framework was discussed within the Verona network in February 2008 and 2009 to 
establish its feasibility and conceptual clarity within a larger group (30 researchers, clinicians and teachers 
from nine countries). These discussions were based on the coding of three transcripts and one video from 
general practice and oncology consultations. Interviews were coded within small groups, whose members 
reached an agreement on the final coding. These small group sessions were followed by plenary sessions 
where disagreements were discussed to better define the coding system. The resulting framework is 
described in Section 3. 

A first inter-rater reliability analysis on the use of the VR-CoDES-P was conducted on 20 interviews 
randomly selected from a convenience sample of 104 first outpatient consultations audio taped during the 
routine clinical practice in the south Verona Community Mental Health Service (CMHS) in the period 
2002–2003. Consultations were rated by two expert raters (CZ and LDP). Percentage agreement and 
Cohen's kappa were adopted as reliability measures. 

3. RESULTS: DESCRIPTION OF THE CODING SYSTEM 
The coding system is specified in detail in the Coding Manual [18] and in a separate memorandum on 

units of analysis [19]. It can be accessed on the EACH web site (http://www.each.nl). The core feature of 
the system is that it intends to be descriptive and not normative in the sense that it does not distinguish 
between good and bad responses. 

3.1. Coding principles 
The coding of provider responses is dependent upon the coding of cues and concerns. Therefore the first 

step in the coding procedure is to identify cues and concerns according to the coding rules of the VR-
CoDES-CC manual [2]. In order to aid the coding procedure in subsequent steps it is important to identify 
the specific words (whenever the cue is verbal) used to express the cue or concern, both in terms of affect 
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and cue/concern-related content as well as its key elements. The provider expression – verbal or nonverbal 
– immediately following a cue or concern expressed by a patient should be coded as the response. 

The provider responses are coded according to two major conceptual factors or axes: explicitness and 
space provision for further disclosure of the cue or concern. These factors are independent, that is, there is 
no fixed order in their coding. They are described and explained below, followed by the individual codes 
that give finer detail on the specific function of the response. 

3.1.1. Explicit vs. non-explicit responses 
The principal distinction between a cue and a concern is whether or not the emotional component of the 

concern is explicit. The same distinction is considered important in the provider response. 
To be coded as explicit, a response should include either a specific or an explicit reference to the words in 

the preceding cue or concern, or be very clear in that it unambiguously refers to the stated cue or concern. 
A cue or concern will often include both a topic and an emotion (e.g. “This stomach ache (topic) worries 

me a lot (emotion)”). To be coded as explicit the response must refer to either the content, or the emotion, 
or both, with no ambiguity whatsoever. When a slightly different wording is used (e.g. Patient: “I feel really 
down”. Provider: “So you feel depressed”) the response may be considered explicit only if it represents an 
unequivocal attempt to understand the cue or concern, otherwise the non-explicit category should be used. 

A non-explicit response is any response which does not specifically or explicitly mention either the 
content or the emotion of the cue or concern or is ambiguous. Note that the opposite of explicit is labelled 
non-explicit, not implicit. To characterize a response as implicit would indicate that there is an element of 
recognition of the concern, but that it is not made explicit. The word non-explicit does not presume any 
recognition of the concern and is therefore broader and more precise. Moreover, the coding system refers to 
visible behaviour rather than any assumptions about intentions. Nonverbal responses not accompanied by a 
verbal response will always be coded as non-explicit, for example nodding or a hand gesture. 

3.1.2. Providing space vs. reducing space 
The second crucial factor is whether the response gives space or reduces space for further disclosure. 

Providing space refers to any response that actively or passively invites or allows the patient to say more 
about their cue/concern or worry. The provider is rated as reducing space for further disclosure when he or 
she, for example, ignores the cue or concern, introduces a ‘switch’, postpones a discussion of the 
cue/concern, actively blocks or offers any other behaviour which reduces the opportunity for the patient to 
say more about the cue or concern. This includes information or advice giving. 

3.1.3. Individual codes 
In order to provide more detailed description for training and research purposes, the four main classes 

obtained after the coding of the two main factors may be further subdivided. The final system has seventeen 
specified main individual categories (see Fig. 1). To allow comparison between categories, examples will 
be responses to the same concern: a patient in an in-patient surgical unit tells the doctor that he is “…so 
worried (emotion) about the operation (topic)” that is scheduled later in the week. More elaborate 
explanations of the different codes can be found in the online manual (http://www.each.nl). 

[FIGURE 1] 

3.1.3.1. Non-explicit responses reducing space for further disclosure 
The coding system includes three categories of non-explicit responses in which the provider does not 

invite further elaboration of the cue or the concern. The first category is ignoring the cue or concern. No 
reference is made whatsoever to the cue or concern, neither to the content nor to the emotion. Moreover, an 
inattentive and uninviting silence of over 3 s (e.g. the health provider looks at the computer screen) should 
also be coded as ignoring. The second category is an active shutting down of the concern. The response 
remains non-explicit, as if the doctor in our example responds to the patient's worry by saying something 
like “Oh, don’t be silly!”. Thirdly, with non-explicit information or advice the provider may give advice or 
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offer reassurance in a way that does not open space for further disclosure, and without mentioning the 
concern (e.g. “Everything will be fine”). 

3.1.3.2. Non-explicit responses providing space for further disclosure 
A non-explicit response may also provide space for further disclosure and facilitate communication about 

a concern. A short nonverbal, attentive silence may effectively invite the patient to talk about the concern, 
as well as any response which provides space for the patient to encourage further disclosure, through using 
a minimal prompt, or word, but not a full statement, which is defined as back-channel (e.g. “OK, right…”). 
An implicit comment beyond the minimal back-channelling could be an acknowledgement (e.g. “Are you 
really?”), which provides space for the patient to elaborate on a cue or concern. Even more clearly inviting, 
but still implicit in relation to the concern, is an active invitation, which explicitly seeks further disclosure 
or new information without making explicit reference to the content or the emotion mentioned (e.g. “Would 
you like to tell me more?”). Finally, if the health provider makes no reference to the concern but expresses 
his own feeling or understanding (e.g. “I understand”) the response is considered as an implicit expression 
of empathy. 

3.1.3.3. Explicit responses reducing space for further disclosure 
Within the class of categories that explicitly reduce space, no distinction can be made as to whether the 

explicit reference is to the content or the emotion aspect of the concern. The first term, switching, is applied 
when the health provider uses a response which changes the frame of reference of the cue/concern (e.g. 
refers the patient to a third party/agency, e.g. “I think that you should talk to a nurse about it”; changes the 
time frame/period of the specific cue or concern, e.g. “Did you have similar symptoms in the past?”; or asks 
how a third party feels about the cue or concern). Secondly, postponing reduces space for talking about the 
concern there and then, even if it opens up for later (e.g. “I would like to talk with you about this in a 
minute”). Thirdly, information/advice refers to an explicit response to the cue or concern, which gives 
information or advice or offers reassurance. It acknowledges the cue or concern, but does not invite further 
disclosure (e.g. “You do not need to worry; it is a routine operation”). Fourth, in active blocking: the 
provider mentions the concern and explicitly refuses to talk about it (e.g. “Worrying does not do you any 
good”). 

3.1.3.4. Explicit responses providing space for further disclosure 
When a provider explicitly mentions the cue/concern and provides further space to talk about it, it could 

make a difference whether the content or the emotion is mentioned. The same verbal behaviours may apply 
to content, affect or both. Hence when the health provider echoes, reflects back, paraphrases, summarizes or 
checks a patient's expression, the adopted code will be an acknowledgement. If the health provider refers to 
the factual content or topic of the cue or concern without referring to the emotional element (e.g. “the 
operation?”) the code will be acknowledgement of content. If the health provider refers to the emotional 
aspect of the cue or concern (e.g. “worried?”) it will be an acknowledgement of affect. 

The provider may also explore the content (e.g. “what operation are you going to have?”), or explore the 
affect (or both content and affect, e.g. “why are you so worried for the operation?”). 

Finally, with an empathic response the health provider empathises with the patient's predicament and, 
thus, legitimises or shares the patient's emotion. The emotion involved in the patient's cue or concern must 
be mentioned in an empathic response. These are statements of understanding or educated guesses, all 
coming after exploration of the affective part of the patient's expression (e.g. “I understand this must be 
really hard for you, especially as you are so scared about this operation”). 

3.2. Procedural coding rules 

3.2.1. Units of analysis 
The unit of analysis is any response by the health provider to each cue/concern expressed by the patient. It 

may correspond to the turn of speech of the health provider or to part of it—if the provider expresses more 
than one response to the cue or concern within the turn. If the patient expresses more than one cue or 
concern in the same turn, the response is rated in relation to each of the cues or concerns. For instance, if a 
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patient turn contains two cues (e.g. “… the pain is driving me mad, and I’m upset about my wife.”), the 
provider can respond to one of them (e.g. “How bad is your pain”), or both (e.g. “You mentioned your pain 
and also being upset about your wife”) or none. The subsequent provider coding has to contain at least one 
code for each cue. 

3.2.2. Immediate and delayed responses 
A distinction is made between immediate and delayed responses. The immediate response refers to the 

provider speech unit(s) in the turn immediately following any cue or concern. All immediate responses 
must be coded, whatever their nature. However, the provider may also refer to a cue or concern in earlier 
speech units. These delayed responses should be coded only when the response of the provider is explicitly 
referred to a cue/concern from an earlier section. 

3.2.3. Nonverbal provider behaviour 
Nonverbal behaviour should be taken into account when coding because it impacts on the meaning and 

delivery of the words. For example, the rater should consider the providers’ tone of voice, facial expression, 
or eye contact. Congruence or lack of congruence between verbal and nonverbal messages may help coders 
to decide between categories, and can facilitate decisions about behaviours which provide space or do not 
provide space. Videotapes contain more nonverbal information than audiotapes for which only tone of 
voice can be considered. 

3.2.4. Reliability 
All 104 consultations (39 with male patients) were transcribed and coded by expert raters. A subgroup of 

20 consultations (8 with male patients) was randomly selected to investigate the reliability of the coding. 
Table 1 shows the ICD-10 diagnostic group of the general sample of patients and the subgroup selected to 
analyse inter-rater reliability. 

 [TABLE 1] 
Health providers were 9 psychiatrists and 7 residents in psychiatry; 9 male, the mean age was 39 years 

(29–57) and clinical experience ranged between 3 and 32 years. Each psychiatrist contributed with a 
different range (1–15) of interviews. The utterances coded as cue/concern which were followed by an 
health provider response were 224 (10.4% of the total number of turns). Table 2 shows the distribution of 
the VR-CoDES-P coding on the two main axes given by the two raters. Analyses showed that the VR-
CoDES-P is reliable (percentage agreement 92.9%, Cohen's kappa 0.90 (±0.04) p < 0.0001). 

[TABLE 2] [TABLE 3] 

4. DISCUSSION AND CONCLUSION 

4.1. Discussion 
We have introduced a new coding system, the VR-CoDES-P, devised to investigate health care providers’ 

responses to cues and concerns, as defined by the VR-CoDES-CC. Four criteria were formulated. The 
system: (1) is limited to provider responses to cues and concerns. It is not designed to code all provider 
utterances, (2) builds on a precise definition of cues and concerns, (3) provides a neutral perspective for 
coding provider responses, (4) can provide data suitable for sequence analysis. 

The selection of provider responses and their description is neither unique nor always novel. An important 
inspiration derived from the work by Heaven et al. [12] which finds support by Roter and Larson [20]. 

The VR-CoDES-P has several levels of analysis. It is based on two main factors or axes: whether the 
emotional experience is explicitly verbalised or not and the provider promotes further disclosure or not. 

Demonstrating the importance of the first factor, a number of studies have applied brain imaging methods 
to investigate the effect of labelling emotionally evocative images For instance, Hariri et al. exposed their 
subjects to threatening and fearful non-face stimuli derived from the international affective picture system 
[21]. They either were given the stimuli without specific instructions or were told to verbalise the emotion 



Piccolo, L. del, Haes, H. de, Heaven, C., Jansen, J., Verheul, W., Bensing, J., Bergvink, S., Deveugele, M., Eide, 
H., Fletcher, I., Goss, C., Humphries, G., Young-Mi, K., Langewitz, W., Mazzi, A., Mjaaland, T., Moretti, F., 
Nübling, M., Rimondini, M., Salmon, P., Sibbern, T., Skre, I., Dulmen, S. van, Wissow, L., Young, B., Zandbelt, L., 
Zimmermann, C., Finset, A. Development of the Verona coding definitions of emotional sequences to code 
health providers' responses (VR-CoDES-P) to patient cues and concerns. Patient Education and Counseling: 
2011, 82(2), 149-155  

 

This is a NIVEL certified Post Print, more info at http://www.nivel.eu 

that was elicited from seeing the pictures. Brain imaging data revealed that just seeing the stimuli was 
associated with a bilateral amygdala response (amygdala activation is associated with emotional responses, 
mainly during fear conditioning [22]), whereas cognitive evaluation with a verbal labelling of the emotion, 
was associated with the reduction of this amygdala activation and with an increase in response of the right 
prefrontal cortex and the anterior cingulate cortex, which overruled the more primitive affective responses 
[23]. These findings indicate that by letting the patient express cues and concerns, the health professional 
helps the patient to regulate emotional processing in the brain, by stimulating the centres that ‘down 
regulate’ the negative emotions, corresponding to stress reduction [24]. 

The second axis, providing space for further disclosure is also important, as it helps to find common 
ground between both health provider and patient feelings, facilitating an affective coordination [25]. In 
analyses of interpersonal interaction this opening up for the other person is a fundamental dimension, both 
in the philosophy of human interaction (such as Buber's distinctions between “ich” (I), “du” (you) and “es” 
(it) [26]) and in a modern neuroscience-based understanding of phenomena such as rapport and empathy 
[23] and [24]. 

The VR-CoDES allows also researchers to adopt sequence analysis techniques. Sequence analysis allows 
an understanding of the temporal relationship between events focusing on interactions in terms of what 
communication behaviour precedes and what follows a target behaviour [1]. If we want evidence on the 
impact of provider responses to cues and concerns, interaction analysis systems need to describe the 
consultation process realistically and accurately, reflecting the dynamics of true interaction. To get beyond 
mere counting of utterances, the timing of events will have to be recorded [27] and [28]. Even if the 
introduction of sequential analysis presents challenging methodological and conceptual problems [29], [30] 
and [31], it permits us to study the natural course of events and thus provides a more valid picture of the 
actual communication processes. 

4.1.1. Reliability 
Reliability indices showed that the agreement between raters was substantial. The category “non-explicit 

reference to cue/concern” was rated slightly more often than explicitness by both raters (R1: 54.46%; R2: 
51.34%). The same level of agreement was found for the provision of space axis (R1: 71.87%; R2: 
73.21%). Nearly all individual categories were adopted by the raters, showing that the distinction between 
these categories is feasible and useful. A broader discussion on the frequency of all VR-CoDES categories 
and reliability outcomes will be presented in a forthcoming paper, specifically devoted to the application of 
the VR-CoDES in a psychiatric context. 

4.1.2. Limitations 
The VR-CoDES-P has some limitations. First, it covers only responses to negative emotions or worries, as 

defined in the VR-CoDES-CC. The choice was because negative emotions are more probably related to a 
concern. This does not exclude that, the provider might present emotionally salient remarks that are a 
response to a patient's positive emotion or a hint of a positive emotion. Secondly, in the system only 
responses, and not the preceding remarks to cues and concerns, are coded. In this case no parsimonious 
solution was found to solve the problem of responses that at the same time were elicitors. Thirdly, the 
system could have been even more specific if it provided details about specific skills such as whether an 
open or closed question was used in switching topic, or if the cue was acknowledged using a summary or a 
reflection. For this reason the VR-CoDES-P may be used along with another system, more specifically 
designed for communication skills. Fourth, nonverbal behaviour is not specified in detail in the coding 
system, albeit it is used as a way of getting to the Verona codes (e.g. the distinction between ignoring and 
silence based on nonverbal behaviour of the health provider). Finally, the VR-CoDES-P system is rather 
complicated and time consuming when using all 17 categories. To tap these it may be necessary to have a 
large dataset for analysis. However, there is preliminary evidence for the utility of a categorization based on 
the two main factors, which seem to be a realistic approach for most research questions. 

4.1.3. Further investigation 
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Several investigations are needed to further substantiate the use of the VR-CoDES-P system. Researchers 
may have different study aims. Some may wish to take a broad perspective in examining the effectiveness 
of communication. Whether or not responses are explicit is interesting in and of itself. For instance, is non-
explicit acknowledgement enough to make the patient feel acknowledged and that rapport is being built? 
This might depend on the medical and social context and on the patient's own preferences and it remains an 
empirical question. The same applies to whether or not providing space is effective. As suggested in the 
introduction, there are good reasons to believe that it is not always appropriate to explore the patient's cues 
at length. Patients may avoid (part of) the illness experience because the reality is too threatening [32]. It is, 
in fact, surprising that so little evidence is available to substantiate the relative impact of being explicit and 
providing space to patients’ concerns. Our coding system will hopefully stimulate the provision of 
empirical evidence and eventually increase our understanding of basic mechanisms in patient and health 
care provider communication. 

Other researchers may be interested in more specific communicative responses and may want to study the 
reactions of health care providers in detail. For example, Watzlawick and Jackson [33] have suggested that 
‘ignoring’ is the most dismissive communicative message. In the VR-CoDES-P ignoring is coded when a 
cue or concern is ignored and no reference whatsoever is made to either the content or the emotion, and can 
be distinguished from the more active ‘shutting down’. Which of these responses has a more negative 
impact remains to be established empirically. Learning about such subtle distinctions can be of particular 
interest to communication skills training. 

Future studies should also clarify whether the VR-CoDES-P data should be supplemented by a qualitative 
approach to emotional communication. Finally, it is unclear how well the system will work in cultural 
contexts different from the one in which it has been developed. Even though this initial phase involved 
researchers from many different countries and different cultural settings, most of the early work has 
evolved from a western perspective. 

4.2. Conclusions 
The Verona-CoDES-P system to code provider responses to patient cues and concerns has been developed 

based on consensus within the Verona Network of Sequence Analysis. This is the first attempt to bring 
together the experience and competence of researchers from different backgrounds to define a common 
classification system, which might facilitate comparative research on the basis of a shared language. The 
system, when applied in a psychiatric context has been shown to be reliable. If found sufficiently valid and 
reliable also in other contexts, the system can play an important role in the development of evidence-based 
communication. 

4.3. Practice implications 
Research applying the VR-CoDES-P should be applied to develop research-based approaches to 

communication skills training. 

4.3.1. Information for users 
For the correct application of the VR-CoDES, the network has developed a training package of coding 

exercises, obtainable on request. The manuals of the VR-CoDES (VR-CoDES-CC, VR-CoDES-P and VR-
CoDES-Units of Analysis) are available to interested researchers free of charge on http://www.each.eu. 
New users are strongly recommended to complete the exercises of the training package and, subsequently, 
to conduct a reliability study with their own transcript/video data to ensure minimal quality standards. 
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FIGURES 
Fig. 1. The Verona coding definitions of emotional sequences for the health Provider (VR-CoDES-P) flow 

chart. 
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TABLES 
Table 1.  ICD-10 diagnostic group of the general sample of patients and the subgroup selected to 

analyse inter-rater reliability. 

ICD-10 diagnostic group General sample Inter-rater sample  
 

n  %  n  %  
 

Depression without psychosis 40 38.5 7 35.0 

Anxiety, somatoform and stress related disorders 37 35.6 7 35.0 

Personality disorders 3 2.9 1 5.0 

Schizophrenia 2 1.9 0 0.0 

Organic syndromes 1 1.0 0 0.0 

Other diagnosis 10 9.6 3 15.0 

No psychiatric diagnosis 11 10.6 2 10.0 

 

Total 104 100 20 100 
 

Table 2. Reliability of the coding of the two factors of the VR-CoDES-P provides space (P)/reduce 
space (R) and non-explicit (N)/explicit (E) combined together. 

Rater 2 Rater 1  
 

Total 

 
NR  

 
NP  

 
ER  

 
EP  

 

NR 39 0 0 1 40 

NP 3 71 0 1 75 

ER 2 0 16 2 20 

EP 3 4 0 82 89 

 

Total 47 75 16 86 224 
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Table 3. Two raters agreement on each of the VR-CoDES-P codes. 
VR-CoDES-HP code  

 
Frequency  

 
%  

EPAAc 9 4.3 

EPAEm 3 1.4 

EPAEx 35 16.8 

EPCAc 5 2.4 

EPCEx 30 14.4 

ERIa 14 6.7 

ERSw 2 1.0 

ERPp 0 0.0 

ERAb 0 0.0 

NPAc 3 1.4 

NPAi 18 8.7 

NPBc 48 23.1 

NPSi 0 0.0 

NPIm 2 1.0 

NRIa 3 1.4 

NRIg 32 15.4 

NRSd 4 1.9 

 

Total 208 100.0
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