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Patients’ and Clinicians’ Perceptions
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Consultations and Associations with Patient Outcomes
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Abstract
Background: Empathy is a cornerstone of effective communication. However, clinicians’ and patients’ percep-
tions of clinician-expressed empathy might differ. The independent perceptions of patients and clinicians on
clinician-expressed empathy in advanced cancer consultations and the associations of these perceptions with
patient outcomes are unknown.
Objective: We assessed (1) patients’ and clinicians’ independent perceptions of clinician-(self-)expressed empa-
thy in advanced cancer consultations and (2) the associations between these perceptions and affective patient
outcomes.
Methods: This observational study included data from 41 consultations in the advanced breast cancer setting.
Postconsultation, patients’ and clinicians’ perceptions of clinician-expressed empathy were assessed, as well as
patients’ (1) pre–post anxiety, (2) post-anxiety, (3) emotional well-being, and (4) satisfaction. Multilevel regression
analyses were run to draw conclusions.
Results: Patients perceived higher levels of empathy than clinicians, without a significant relationship between
the two (mean [M] = 85.47, standard deviation [SD] = 14.00 vs. M = 61.88, SD = 15.30, 0–100 scale; b = 0.14,
p < 0.138, 95% confidence interval [CI] =�0.04 to 0.32). Higher patient-perceived empathy was associated
with decreased anxiety [(1) b =�0.67, p = 0.039, 95% CI =�1.30 to �0.03; (2) b =�0.15, p = 0.042, 95% CI =
�0.30 to �0.01], higher satisfaction (b = 0.05, p < 0.001, 95% CI = 0.03 to 0.08), and lower emotional distress
(b =�0.32, p < 0.001, 95% CI =�0.48 to �0.16). There were no associations with clinicians’ perceptions [(1)
b =�0.34, p = 0.307, 95% CI =�1.00 to 0.31; (2) b =�0.02, p = 0.824, 95% CI =�0.17 to 0.14; (3) b < 0.01,
p = 0.918, 95% CI =�0.03 to 0.02; (4) b = 0.08, p = 0.335, 95% CI =�0.08 to 0.25].
Conclusions: Patients’ and clinicians’ empathy perceptions differed. In improving patient outcomes, the focus
should be on patients’ perceptions of clinician-expressed empathy. Future research could focus on ways to elicit
patients’ perceptions of empathy with the higher aim of improving patient outcomes.
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Introduction
Empathic clinician communication is one of the path-
ways through which patient outcomes are influenced
(e.g., satisfaction and distress).1–4 Empathy expressions
become especially important in cases of serious illness
such as advanced cancer wherein stakes are particularly
high.5,6 In these situations, empathy can decrease fre-
quently occurring emotional distress such as anxiety
and uncertainty, while increasing satisfaction.7–10

Although both patients and clinicians acknowl-
edge the importance of clinician-expressed empathy,11

their perceptions of empathy use in clinical consul-
tations might differ. For example, in a large study
among hospitalized patients and their clinicians, both
described empathy as very important and agreed it
includes respectful communication and listening.11

Clinicians were, however, much more optimistic about
whether empathy occurred, with 78% of clinicians ver-
sus 54% of patients believing that medical encounters
entailed sufficient empathy.11

Similar patient–clinician disagreements on the use of
empathy in consultations have been found in a wide va-
riety of medical specialties, such as primary care, radiol-
ogy, and surgical specialties.12–14 Given the importance
patients place on receiving empathy,15,16 such disagree-
ments might be undesirable.17 It is, however, unknown
what the independent empathy perceptions are of pa-
tients and clinicians in the advanced cancer setting.

In addition, insight is needed on what the separate in-
fluences of patient-perceived clinician-expressed empathy
(from now on referred to as patient-perceived empathy)
and clinician self-perceived expressed empathy (from
now on referred to as clinician-perceived empathy) are
on patient outcomes. The association between patient-
perceived empathy and improved affective outcomes
such as satisfaction, emotional well-being, and anxiety
has been demonstrated in a wide variety of studies, in-
cluding those in oncology.8,18–20

However, research on the association between clinician-
perceived empathy with patient outcomes has been lim-
ited. Some studies have shown an association between
clinicians’ awareness of their displayed empathy21 or
their perception of the quality of the doctor–patient rela-
tionship22 with improved patient outcomes in diabetic
care21 and primary care.22 Whether this also applies to
the setting of advanced cancer is, however, unknown.

Against this background, this study aimed to de-
termine (1) patients’ and clinicians’ independent
perceptions of clinician-(self-)expressed empathy in ad-
vanced cancer consultations and (2) the associations be-

tween these perceptions and affective patient outcomes.
Answering these questions can help shed light on the po-
tential power of empathy in advanced cancer care from
both patients’ and clinicians’ perspectives, which ulti-
mately can be used to improve patient outcomes.

Methods
Design
This study is part of a larger observational research
study in which clinician–patient consultations in ad-
vanced breast cancer care in two large hospitals in
the Netherlands were audiorecorded. Both patients
and clinicians were asked to complete questionnaires
about the perceived communication (see our previous
publication in which the methods are also described).23

Ethical approval
The study was exempted from formal evaluation by
the Medical Research Ethics Committee of the Dutch
Cancer Institute. Both participating hospitals approved
the study.

Participants
Patients were eligible if they were women of >18 years
of age with incurable breast cancer (determined by the
clinical team), treated by one of the participating clini-
cians, had sufficient command of the Dutch language,
and had sufficient cognitive ability to complete ques-
tionnaires. We focused solely on female patients since
the majority of breast cancer patients are female and
sex may influence (perceived) communication.24,25

Furthermore, patients were scheduled for either an ini-
tial consultation with regard to their incurable breast
cancer or a consultation wherein evaluation (test) re-
sults would be discussed. Clinicians (oncologists)
were included when they treated eligible patients and
worked in one of the participating hospitals.

Recruitment
Eligible patients were recruited by a contact person at
the participating hospitals who enquired whether
they would be interested in being approached by the
research team investigating patient–clinician commu-
nication. When a patient approved, contact details of
the interested patient were transferred to the research
team (by telephone) after which a member of the re-
search team would call the patient to provide more in-
formation regarding the study. There was no mention
of the patients being in the advanced phase of their
disease since not all patients may have been well
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aware of that. Patients were told they would be required
to complete two questionnaires (one pre- and one post-
consultation) and that their next scheduled consulta-
tion would be audiorecorded (this was necessary for
the overall purpose of the larger study).

When preliminary consent was provided, the re-
search team sent an information letter and consent
form by (postal/electronic) mail to the patient, and
the clinical team was informed of the preliminary con-
sent. One of the researchers met the patient at the hos-
pital just before their appointment to sign informed
consent sheets. Patients were ensured that they were
free to withdraw from the study at any time, that
their data would remain anonymous, and were not
expected to suffer from any harmful consequences
due to the observational nature of the study. They
were not compensated for their participation.

The participating clinicians were asked to participate
by the research team or the coordinating investigator
(one of the oncologists) of the hospital before the start
of the study. They were also provided with an informa-
tion letter and were asked to provide informed consent.

Procedure
Preconsultation, patients completed a short question-
naire. Postconsultation, clinicians were asked to com-
plete a questionnaire. When a clinician did not have
sufficient time to complete the questionnaire at that
moment, they returned the questionnaire by postal
mail at a later time. The patients completed the sec-
ond questionnaire at home with paper and pencil or
through e-mail. A single reminder was sent to patients
and clinicians if their questionnaire was not returned
within two weeks after the consultation.

Measures
Patient questionnaires. All questionnaires were de-
veloped with the input of patient representatives to
ensure that completing the questionnaires would not
be too burdensome.

Background demographics. Postconsultation, demogra-
phic characteristics of the patients such as age, marital
status, ethnicity, level of education, occupation, and
past/current oncological treatments were assessed.

Perceived empathy. Patient-perceived empathy was
assessed postconsultation with a single 0–100 visual an-
alogue scale (VAS) (ranging from ‘‘not at all’’ to ‘‘very
much’’) with the following question: ‘‘Can you indicate

to what extent you felt that the clinician demonstrated
empathy in the conversation that was audiorecorded.’’
The same VAS has been used in a previous study in a
similar setting.26

Affective outcomes
Anxiety. First, preconsultation patients’ anxiety about
the upcoming consultation was assessed on a 0–100
VAS (ranging from ‘‘not at all’’ to ‘‘very much’’) with
the question, ‘‘Can you indicate how anxious you are
at the moment?’’ The same VAS item was presented
again postconsultation to assess the extent to which
they felt anxious after the consultation. The same
scale has been used before in a similar setting.27 Sec-
ond, the state version of the State Trait Anxiety Inven-
tory (STAI-s) was completed postconsultation.28

Patients responded to 10 questions on a four-point
scale ranging from ‘‘not at all’’ to ‘‘very much,’’ leading
to a total score ranging between 0 and 40. Examples
of questions are ‘‘I feel nervous,’’ ‘‘I am worried,’’ and
‘‘I feel calm.’’

Satisfaction. The extent to which patients were satisfied
with the communication of the clinician during the
consultation was assessed postconsultation with a sin-
gle 1–10 item ranging from ‘‘not at all’’ to ‘‘very
much’’ with the question, ‘‘Can you indicate the extent
to which you are satisfied with regard to the communi-
cation by the clinician in the conversation that was
audiorecorded?’’ An adapted version of this has been
used before.26

Emotional well-being. Emotional well-being was
assessed postconsultation with the five-item Emotion
Thermometer Tool.29 The items of this tool are visualized
as thermometers ranging from 0 (‘‘not at all’’) to 10 (‘‘ex-
tremely much’’), with a total score ranging between 0 and
50. The five different items assessed stress and tension,
anxiety, depression, anger, and the need for help.

Clinician questionnaire. Postconsultation, clinicians
were asked to complete a short questionnaire assessing
perceptions of their own empathic communication and
discussed information during the consultation.

Perceived empathy. The aforementioned 0–100 (‘‘not at
all’’ to ‘‘very much’’) VAS item presented to patients was
presented to clinicians postconsultation, enquiring after
the extent to which they believed to have expressed em-
pathy during the consultation with the question, ‘‘How
much empathy did you express during the consultation?’’
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Statistical analyses
First, the demographic characteristics of the sample of
patients were described. Second, patient-perceived em-
pathy and clinician-perceived empathy were described.
Third, a multilevel linear regression analysis was run
with patient-perceived empathy as the independent var-
iable and clinician-perceived empathy as the dependent
variable to assess whether patients’ and clinicians’ per-
ceptions were significantly related. Fourth, to facilitate
interpretation, the analysis was run again with stan-
dardized scores for both the patient- and clinician-
perceived empathy variables, so that the coefficient
of the analysis could be interpreted as a correlation
between clinician and patient perception.

Next, four multilevel linear regressions were run to
assess the associations of patient-perceived empathy
and clinician-perceived empathy with patient out-
comes. Each regression had patient-perceived empathy
and clinician-perceived empathy as their independent
variables. Each multiple linear regression had an affective
patient outcome as dependent variable: (1) pre–post anx-
iety, (2) postanxiety, (3) patient satisfaction, and (4) emo-
tional well-being. All analyses controlled for clustering of
results to the different clinicians and hospitals by adding
clinician as a level. Since solely two hospitals participated
in the study, hospital was not suitable to add to the model
as a level (Intraclass Correlation Coefficient <0.01), but
was added to the model as a factor variable instead.

Analyses were run with STATA 14.0. All tests were
two sided and considered significant when p < 0.05.

Results
Participants
As described in detail previously,23 of the 84 appro-
ached patients, 39 were not included (no oral consent
(n = 19), not fulfilling inclusion criteria (n = 4), not
reachable (n = 2), logistical problems (n = 10), with-
drawing of consent (n = 2), and audiorecording failed
(n = 2). Of the 45 included patients, 41 completed all
questionnaires. All approached 12 oncologists agreed
to participation.23 Background demographics are
summarized in Table 1 (which is reprinted from our
previously published article using this dataset).23

Independent perceptions of patients
and clinicians on clinician-expressed empathy
Patient-perceived empathy was higher than clinician-
perceived empathy (mean [M] = 85.47, standard devia-
tion [SD] = 14.00, range: 44.50–100.00 vs. M = 61.88,
SD = 15.30, range: 20.20–84.80). A multilevel regression
analysis showed no significant relationship between

clinician- and patient-perceived empathy (b = 0.14,
p < 0.138, 95% confidence interval =�0.04 to 0.32).
The multilevel regression analysis run again with
standardized scores of empathy scores of patients and
oncologists enabled us to interpret the beta coefficient
as a correlation that was very low (r = 0.12).

Associations between patient- and clinician-
perceived empathy and patient outcomes
As illustrated in Table 2, with four multilevel regres-
sion analyses, we assessed the associations of patient-

Table 1. Background Characteristics Participants

Total (n = 41a)

M (SD)

Age (years) 57.18 (12.20)
Range 31–84

n (%)

Marital status
Married 27 (66)
Single (including divorced, widowed) 14 (34

Highest Educationb

Low —
Intermediate-1 9 (22)
Intermediate-2 18 (44)
High 14 (34)

Occupation
Paid job 10 (24)
Disabled/sick leave 14 (34)
Housewife 4 (10)
Retired 13 (32)

Ethnicity
Dutch 35 (86)
Western immigrantsc 5 (12)
Non-Western immigrant 1 (2)

Treatments currently receivingd

Chemotherapy 18 (44)
Radiotherapy 2 (5)
Hormone therapy 16 (39)
Immunotherapy 9 (22)
Operation —
Targeted therapy 4 (9)
Symptom-oriented treatment 10 (24)
Tumor-oriented treatment possible,

but refrained from
—

Tumor-oriented treatment impossible 1 (2)

This table is reused.23

aOut of the 45 participating women, 41 completed all questionnaires,
data of the remaining 4 could not be retrieved.

bLow = primary education or less (<12 years of age); intermediate-
1 = lower secondary (>12 years of age); intermediate-2 = upper secondary
(>12 years of age); high = tertiary (university/college) (>18 years of age).

cSomeone is considered a Western immigrant when he/she or at least
one of the parents was born in Europe (excluding Turkey), North Amer-
ica, Oceania, Indonesia, or Japan. All immigrants from different back-
grounds are considered non-Western immigrants.

dParticipants can receive several treatments, so this does not add up
to 100%.

M, mean; SD, standard deviation.
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perceived empathy and clinician-perceived empathy
with four affective outcomes. Pre–post difference in
anxiety was associated with patient-perceived empathy
( p = 0.039), but not with clinician-perceived empathy
( p = 0.307). Postconsultation anxiety was also associ-
ated with patient-perceived empathy ( p = 0.042), but
not with clinician-perceived empathy ( p = 0.824). Sat-
isfaction too was associated with patient-perceived
empathy ( p < 0.001), but not with clinician-perceived
empathy ( p = 0.918). Emotional well-being was also as-
sociated with patient-perceived empathy ( p < 0.001),
but not with clinician-perceived empathy ( p = 0.335).

Discussion
The aim of this study was to determine (1) patients’ and
clinicians’ independent perceptions of clinician-(self-)
expressed empathy in advanced cancer consultations
and (2) the associations between these perceptions and
affective patient outcomes. We found that patients per-
ceived significantly higher levels of clinician-expressed
empathy than clinicians. Patient-perceived empathy
was not related to clinician-perceived empathy. Patient-
perceived empathy was associated with all four affective
outcome measures, influencing them positively, whereas
clinician-perceived empathy was not associated with
any outcome.

Our finding that patients perceived more clinician-
expressed empathy than clinicians themselves perceived
contradicts most previous research,11,14,30 but not all.31

Several clinician and patient factors specific to the ad-
vanced cancer setting might explain this, as previous
studies were mostly conducted within primary care.

Focusing on clinician factors, clinicians regularly ex-
perience stress and insecurity when dealing with incur-
ably ill patients due to discomfort around the topic of
death and the act of dismissing hope.32–35 We could
speculate that this discomfort might instill the belief
in clinicians that they are less empathic, or might
lead to a more critical evaluation of their expressed em-
pathy (and rating yourself highly might be uncomfort-

able) than primary care settings, which induces less
discomfort due to the less seriously ill population. In ad-
dition, self-assessment of clinicians has been known to
not always be accurate.36 Alternatively, given the increas-
ing attention on clinicians’—empathic—communication
skills,37 we could speculate that oncologists become in-
creasingly aware of their behaviors. This might also
help explain our contradictory findings to the previous—
earlier—research.11,14,30,37

Moving to patient factors, an explanation could be that
patients’ evaluation of clinician-expressed empathy is
influenced by the longstanding clinician–patient relation-
ship in serious illness. Patients’ sense of loyalty, trust, and
satisfaction increases when they are more familiar with
their doctor.38–42 Furthermore, patients with (advanced)
cancer have reported to experience an instant sense of
trust in their oncologist due to their vulnerable situa-
tion.43 Lastly, when patients are generally satisfied, the
likelihood to dismiss potential communicative missteps
of the doctor increases (e.g., the ‘‘halo effect’’).44 In
sum, in the advanced cancer setting, clinicians might
be more self-critical, whereas their patients might be
more lenient when assessing their clinicians’ empathic
behavior, compared with primary care settings.

The second part of the study was dedicated to the
associations of patient-perceived clinician-expressed
empathy and clinicians’ self-perceived empathy with af-
fective patient outcomes. Our finding that patient-
perceived empathy is associated with decrease in anxiety
and distress and increase in satisfaction is in line with
previous findings showing similar effects on psycholog-
ical well-being and patient satisfaction.8–10,19 However,
the lack of association of clinicians’ self-perceived empa-
thy with affective patient outcomes is in contrast with
some previous literature demonstrating that clinicians’
perceptions can play a role in patients’ emotional well-
being, satisfaction, and quality of life.21,22,45

Previous studies were, however, mostly conducted
with patients suffering from nonlife-threatening illness
and may, therefore, have yielded different results. It is

Table 2. Associations between Perceptions and Affective Patient Outcomes

Patients’ perceptions Clinicians’ perceptions

b 95% CI p b 95% CI p

Anxiety pre–post �0.67* �1.30 to �0.03 0.039 �0.34 �1.00 to 0.31 0.307
Anxiety post �0.15* �0.30 to �0.01 0.042 �0.02 �0.17 to 0.14 0.824
Patient satisfaction 0.05* 0.03 to 0.08 <0.001 <0.01 �0.03 to 0.02 0.918
Emotional well-being �0.32* �0.48 to �0.16 <0.001 0.08 �0.08 to 0.25 0.335

*p < 0.05.
CI, confidence interval.
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arguable that in the setting of advanced cancer, the im-
portance of patient-perceived empathy grows due to
the high stakes involved6 and the great amounts of dis-
tress and uncertainty experienced46 and, therefore, may
exceed the importance of clinicians’ perceptions.

Practical implications
When trying to improve patient outcomes through
optimal communication, our study showed that the
focus should be on patients’ perceptions of empathy
as opposed to clinician self-perceived empathy. Clini-
cians should thus be aware of how their empathic
communication skills are perceived by their patients,
which does not always seem to be the case.47 This
lack of awareness as to how they are perceived might
make it difficult for clinicians to adjust their empathic
behavior where necessary. It is not uncommon for doc-
tors to make assumptions regarding patients’ percep-
tions and needs during medical encounters.48,49 By
asking patients about their own perceptions, clinicians’
empathic behavior might be optimized and patient
outcomes ultimately be improved.

As different patients have different needs, this en-
quiry might need to be done for each patient so that
communication can be tailored.50,51

Future research
The most prominent question that comes to light based
on the results of this study is what clinicians could do to
have an accurate perception of how their empathic com-
munication skills are perceived by their patients. Ques-
tion prompt lists (QPL) to facilitate question-asking
behavior of patients and patient-reported outcome mea-
sures (PROMs) to facilitate better insight into patients’
well-being and needs have turned out to be effective in
improving clinician–patient communication in oncol-
ogy, leading to favorable patient outcomes.52–55

QPLs and PROMs designed to encourage patients to
express their perceptions, needs, and preferences re-
garding their doctors’ empathic communication
might increase clinicians’ awareness as to how they
are perceived and how they could optimize their use
of empathy. Future research could focus on the possi-
bility of designing a tool to help elicit emotional needs
of patients with focus on clinicians’ empathy use in
advanced cancer consultations and investigate its po-
tential to improve patient-perceived empathy and ul-
timately patient outcomes.

Alternatively, clinicians could directly ask patients to
offer feedback during consultations regarding their em-

pathic communication. Doctors receiving direct feed-
back from patients through the means of a short
feedback form with open-ended questions and oppor-
tunity for direct follow-up have shown to be effective
in improving communication, as well as patients’ and
physicians’ satisfaction.56 Future research could further
explore this possibility of a teach-back method with cli-
nicians asking for direct feedback during consultations
regarding their empathic communication in the setting
of advanced cancer and its effect on patient outcomes.

Limitations
This study has several limitations. First, the sample
size was small; results in a larger well-powered sample
might differ.

Second, participants were all female, most were
highly educated, and the majority of patients were trea-
ted in a cancer-specialized hospital.

Third, a bias may have been present in our sample,
limiting generalizability of results, since it is possible
that patients who were uncomfortable or unsatisfied
with their clinician were less inclined to participate.
Also the participating oncology teams might be more
interested in communication and have better commu-
nication skills than nonparticipating teams.

Fourth, since empathy was not defined in the ques-
tionnaires, responses were based on each patients’ sub-
jective concept of what empathy entails. Since each
patient may have a different idea of what empathy en-
tails, no conclusions can be drawn on which specific
behaviors of the clinicians were appreciated by the pa-
tients and improved patient outcomes.

Lastly, the formulation of the empathy question and the
questionnaire completion moment (most oncologists: im-
mediately postconsultation, patients: at home—although
exact completion moment was not assessed) for oncolo-
gists and patients differed, possibly influencing results.

Conclusion
This study demonstrates the power of patient-
perceived empathy to improve patient outcomes.6,9,10

In advanced cancer settings, patients seem to perceive
more clinician-expressed empathy than clinicians
themselves, and these perceptions can decrease their
anxiety while increasing satisfaction and emotional
well-being. So, patient-perceived clinician-expressed
empathy should be the core focus when trying to
improve medical communication and optimizing
patients’ well-being at a time this is most crucial.
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