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Abstract
Background: Physician empathy is important to patients across the socio-economic spectrum. However, whether
socioeconomic status (SES) influences how patients’ judge physician empathy is not known. We investigated how
patients’ perceptions of their general practitioners’ (GPs) empathy related to objectively measured patient-centeredness
of the GPs and their detection and response to emotional cues.
Methods: Secondary analysis of 112 videoed consultations of 8 GPs with the high and low empathy scores as rated by
patients using the Consultation and Relational Empathy (CARE) Measure working in high or low deprivation settings in
Scotland. Objective assessment involved the Measure of Patient-Centredness (MPCC) which has 3 components (exploring
disease and illness experience, understanding the whole person, and finding common ground) and the Verona coding
system (which measures emotional cues, concerns and responses).
Results: GPs rated by patients as being empathic were more patient-centred overall than those rated as less empathic,
in both high (p = 0.03) and low deprivation areas (p = 0.05). In high deprivation areas, perceived empathy was related to
finding common ground (p = 0.02) whereas in low deprivation areas it was related to understanding the whole person
(p= 0.01). In high deprivation areas, empathic GPs also had significantly different responses to emotional cues
and concerns than GPs perceived as having low empathy.
Conclusion: Socioeconomic status appears to affect how patients judge practitioner empathy. This study emphasises
the importance of finding common ground and detecting and responding actively to emotional cues in consultations
in high deprivation areas. Further research on a larger sample is warranted.
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Background
Empathy is widely regarded as a crucial attribute of
healthcare professionals, and research has shown the importance of empathy in general practice consultations in
achieving higher patient satisfaction, enablement, and
improvement in some health outcomes [1-5]. Empathy
has been defined in the clinical context as involving an
ability to a) understand the patient’s situation, perspective and feelings (and their attached meanings) b) to
communicate that understanding and check it’s accuracy, and c) to act on that understanding with the patient
in a helpful (therapeutic) way [1]. Clinical empathy is
thus closely related to the concept of patient-centred
care although it is only recently that the overlap between
these concepts has become more explicit [6,7].
Measuring empathy in routine consultations is usually
done by patient assessment, using patient rated experience measures (PREMS). The Consultation and Relational Empathy (CARE) Measure is one widely used
measure which was developed and validated in general
practice in areas of both high and low socioeconomic
deprivation [8,9]. Such an inclusive approach is important given the wide differences in health and healthcare
needs that exist between affluent and poor areas [10]. Inequalities in health occur between affluent and poor in
most countries [11], but within western Europe,
Scotland has had the highest level of health inequality
for many decades now [12,13]. Although the social determinants of health are the key cause of such inequality,
healthcare itself is an important determinant too. Despite the provision of universal coverage of healthcare to
all citizens within the United Kingdom over the last
70 years, there has long been an ‘inverse care law’ in operation, in which the provision of good quality care varies inversely with the need for it in the population
served [14,15]. Because general practitioners (GPs) are
not distributed in the UK according to population need,
GPs working in deprived areas face higher demands, and
more stress [11].
We have previously shown that GP empathy as perceived by the patient, is necessary for patient enablement
in both high and low deprivation areas [16] - without
empathy, enablement does not occur. However, there is
currently a lack of studies that link patients’ perceptions
of their GPs’ empathy (however measured) in individual
consultations with observed specific consultation behaviours and responses. This may be important in order to
understand how patients from differing backgrounds
‘judge’ physician empathy. Differences in this could lead
to, for example, tailored specific interventions to improve perceived empathy in patients from deprived areas
compared with more affluent patients.
In our previous work on a large dataset of videoed consultations in general practice in high and low deprivation
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areas, consultations in deprived areas were found to be
less patient-centred than in affluent areas, when assessed
by a validated objective observer-rated method [17]. However, this study did not explore differences in patientcentred consulting behaviours between GPs perceived as
being high or low in empathy in deprived areas and affluent areas.
The detection of emotional cues and the type of response by practitioners may also be an important factor
in empathic accuracy and may strengthen the therapeutic relationship between doctor and patient [18-20].
Cues are verbal or non-verbal hints exhibited by patients
which suggest an underlying unpleasant emotion, and
have been found to be very common in general practice
consultations [20]. How the detection and response to
such cues by GPs relates to patients’ views of the GPs’
empathy, in high and low deprivation settings, is not
known.
The aim of the current study was to explore whether
and how patients’ perceptions of the GPs’ empathy in
consultations in high and low deprivation areas relates
to a) observer-rated patient-centred behaviours and b)
the detection and responses of the GPs to patients emotional cues and concerns.

Methods
The study objectives were investigated by means of a
secondary analysis of data collected between 2006–2008
by Mercer and colleagues as part of a research project
on the consultation in general practice in areas of high
and low deprivation which we have previously described
[17]. Ethical approval for the study was obtained from
the Local Research Ethics Committee and informed consent was gained from all participating GPs and patients.
The original study was funded by the Chief Scientist
Office of the Scottish Government (CSO Ref: CZH/4/
267). It was independently reviewed and given a
favourable opinion by the local research ethics committee
in Scotland, UK (approval number: REC/06/SO701/43).
Consultation data

Practices were recruited from the upper and lower quartile
of deprivation (Scottish Index of Multiple Deprivation,
SIMD 2006) in the Greater Glasgow and Clyde Area,
Scotland, UK [17]. The mean deprivation score for all
practices in the upper quartile was 49 (range 41–62) and
14 (range 5–22) for the lower quartile. The full study involved 20 practices, 47 GPs and 659 patients in whom
consultations were videoed and CARE Measure scores
were collected immediately afterwards (13 practices, 25
GPs, 356 patients in high deprivation areas and 7 practices, 22 GPs, 303 patients in low deprivation areas) as
previously described [17]. The mean deprivation (SIMD)
scores of the participating practices were 46 (range 41–58)
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in the high deprivation group and 13 (range 5–22) in the
low deprivation group, thus closely matching the mean
scores of all practices in the two quartiles shown above.
The mean SIMD scores of the participating patients in the
original study was 49 (SD 20) and 14 (SD 15) in the high
and low deprivation groups, respectively. For the current
secondary analysis, the 47 GPs were ranked according
to their mean CARE measure scores and the two GPs
with the highest and the two with the lowest perceived
empathy scores (mean CARE Scores) in both high and
low deprivation groups were selected (thus 8 GPs in
total) and all their recorded consultations included
(112 in total). The mean deprivation scores of the participating patients in the current study were 52 (SD 22)
and 10 (SD 8) in the high and low deprivation groups,
respectively. Thus there is clear evidence of representativeness in terms of deprivation level at all levels of the
previous and current study.
Analysis

Patient-centred behaviour was assessed by the Measure
of Patient-Centred Communication (MPCC) which consists of three components (exploring disease and illness
experience, understanding the whole person, and finding
common ground) which are added to give a total score
[21]. The coding of the consultations had been carried
out as previously reported [17].
The patients emotional cues and concerns and GP responses were measured using the Verona Emotional
Sequences of cues and concerns (Verona-CoDES-CC) system, which is an in-depth system that enables rigorous,
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detailed descriptive coding of patients cues and concerns.
Cues can be verbal or non verbal hints that allows a
patient to suggest an unpleasant underlying emotion. Concerns are defined as clear and unambiguous expressions of
an unpleasant current or recent emotion where the emotion is explicitly verbalized and health practitioners’ responses refer to the immediate of delayed response the GP
gives to a patient elicited cue or concern [22] (Figure 1).
Each of the consultations was analysed for cues, concerns and responses using the following steps:
1. Each consultation was transcribed verbatim. Notes
were added to the transcription that provided them
with points of reference and context to behaviours
that were being carried out either by the patient or
the practitioner during the consultation.
2. Two coders (one student, JML and one researcher,
MH) were trained in using the Verona-CoDes-CC
by an originator of the system (GH) who also
provided on-going expertise and advice.
3. Inter-rater reliability was measured for cues ,
concerns and health provider responses using
Cohen’s Kappa [23] on 20 consultations. Two cycles
of inter rater reliability were undertaken to measure
on an utterance by utterance scale. Overall the
coders (JML and MH) achieved an excellent
inter-rater reliability score for cues, concerns (0.95
respectively) and health provider responses (0.91).
The achieved inter rater reliability scores were
above average when compared to previous studies
using the Verona coding system [24-26].

Figure 1 Verona-CoDES-CC, coding provider responses (Del Piccolo et al. [22]).
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The cycles of inter rater reliability took place between
September 2009 and January 2010. The remaining study
coding of the 112 consultations was undertaken between
January and August 2010. In the current analysis we explore health practitioners response to the second level
shown in Figure 1 (i.e., explicit and non-explicit, inviting
and non-inviting).
Statistical analysis was carried out using SPSS version
18. Differences between groups were assessed by the appropriate parametric and non-parametric tests.

compared with the low empathy group in affluent (p =
0.05) and deprived (p = 0.03) areas. In terms of the three
components of the MPCC, component 1 (exploring disease and illness experience) was not significantly different between high and low empathy GPs in either
affluent or deprived areas. Component 2 (understanding
the whole-person) was significantly higher in the high
empathy GPs compared with the low empathy ones in
the affluent areas but not in the deprived. Component 3
(finding common ground), conversely, was significantly
higher in the high empathy GPs in the deprived areas
compared with low empathy GPs, but this was not found
in the affluent areas (Table 2).

Results
Patient and consultations characteristics

Patients in the high and low GP empathy (CARE measure) groups showed no significant difference in the mean
ages in the low deprivation group but in the high
deprivation group the mean age of patients in the low
CARE group was significantly lower than in the high
CARE group (Table 1). There was no significant difference in gender distribution between the high and low
empathy groups. The extent of the difference in perceived GP empathy (mean CARE measure scores)
between the high and low CARE groups in both low and
high deprivation groups is also shown in Table 1. Consultation length did not differ significantly between the
high and low empathy GPs in either setting (results now
shown).

Patient’s emotional cues, concerns and GP responses in
the consultation

Table 3 shows the coded emotional cues and concerns
in high and low empathy (CARE Measure) consultations. Cues were more common than expressed emotional concerns in all groups. The number of cues (p =
<0.001) and concerns (p = 0.02) was significantly higher
in the high empathy GP consultations compared with
the low empathy GPs in the high deprivation group.
However, this difference was not observed in the low
deprivation group.
In terms of the observed GP responses to these cues
and concerns, there were significantly more inviting
(code I) health provider responses in the high empathy
GP consultations compared with the low empathy GPs
in the high deprivation setting (Table 3). This was
mainly due to more inviting non-explicit responses (code
IN) (Figure 2). There were also more non-inviting

GPs patient-centredness in the consultation

Table 2 shows the observed patient-centredness of the
GPs in the consultation using the MPCC. Total scores
were higher in the GPs in the high empathy group

Table 1 Patients’ characteristics in the high versus low perceived GP empathy groups
Patient questionnaire category

Patient group

Statistic

Low CARE

High CARE

p-value

Age

Low deprivation

Mean

50.6

52.5

0.51

(SD)

(21.1)

(19.2)

N

27

27

Mean

46.5

56.2

High deprivation

Gender

Low deprivation

High deprivation

Mean CARE measure score

Low deprivation

High deprivation

(SD)

(19.3)

(14.6)

N

26

30

% Female

75.9

77.8

N (%)

29 (51.8)

27 (48.2)

% Female

46.2

70.0

N (%)

26 (46.4)

30 (53.6)

Mean

38.5

46.7

(SD)

(1.3)

(0.5)

N

22

25

Mean

38.5

47.2

(SD)

(0.8)

(0.4)

N

22

28

<0.05

0.87

0.07

<0.05

0.01
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Table 2 Observed patient-centred behaviour in high versus low perceived GP empathy groups
High deprivation areas

Low deprivation ares

High CARE

Low CARE

P value

High CARE

Low CARE

P value

Total PCC mean (SD)

1.392 (0.524)

1.119 (0.409)

0.033

1.541 (0.448)

1.286 (0.429)

0.05

Component 1

0.307 (0.167)

0.233 (o.101)

0.080

0.296 (0.121)

0.288 (o.103)

0.858

Component 2

0.319 (0.415)

0.223 (0.336)

0.410

0.465 (0.363)

0.207 (0.327)

0.010

Component 3

0.766 (0.114)

0.663 (0.177)

0.021

0.781 (0.183)

0.826 (0.154)

0.396

empathic GPs also had significantly different responses
to emotional cues and concerns than GPs perceived as
having low empathy. Thus we have found evidence to
suggest that patients of differing socioeconomic status
use different criteria within consultations when judging
the GPs empathy.

responses (code N) in the high empathy consultations
than low empathy on the deprived setting, although this
was much less common than the inviting responses
(Figure 2).

Discussion
In this secondary analysis of 112 videoed consultations
we have found that GPs rated by patients as being empathic were generally more patient-centred overall than
those rated as less empathic. In high deprivation areas,
perceived empathy was significantly related to finding
common ground in the consultation whereas in low
deprivation areas it was significantly related to understanding the whole person. In high deprivation areas,

Results in relation to previous studies

We are not aware of any previous studies that have triangulated patients’ perceptions of physician empathy
with observed measures of patient-centred behaviour.
Patient centeredness in GP consultations has however
been previously linked with improved patient trust [27],
patient satisfaction [28], and improved outcomes [29,30].

Table 3 Observed emotional cues, concerns and responses in high versus low perceived GP empathy groups
Patient cues

Patient group

Statistic

Low CARE

High CARE

Low deprivation

Mean

12.3

12.2

(SD)

(7.2)

(6.8)

N

29

27

Mean

8.7

16.0

(SD)

(4.6)

(8.5)

N

26

30

Mean

0.6

1.2

(SD)

(0.9)

(2.3)

N

29

27

Mean

0.4

1.2

(SD)

(1.0)

(1.4)

N

26

30

Mean

10.7

11.4

(SD)

(6.5)

(7.7)

N

29

27

Mean

7.0

13.8

(SD)

(5.3)

(8.8)

N

26

30

Mean

2.1

2.0

(SD)

(1.9)

(1.9)

N

29

27

Mean

2.1

3.3

(SD)

(2.2)

(2.4)

N

26

30

High deprivation

Patient concerns

Low deprivation

High deprivation

GP responses: Inviting (I)

Low deprivation

High deprivation

GP responses: Non-Inviting (N)

Low deprivation

High deprivation

p-value

0.97

<0.001

0.62

<0.02

0.84

<0.01

0.88

<0.04
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Figure 2 Observed GP responses in high and low empathy groups in areas of high and low deprivation.

We are also not aware of any studies that have used the
Verona coding system to assess emotional cues and concerns, and practitioners responses in high and low
deprivation setting, nor related this to patients’ perceptions of GP empathy. It is well established within the literature that patient express more cues than concerns
within the consultation setting [24-26,31] and this was
confirmed in the present study.
More Inviting (I) yet not always explicitly stated health
provider responses were associated with patient’s perceptions of empathy in the high deprivation group. This
finding suggests that in the deprived areas the way the
GP responds to emotional cues is positively associated
with patient perceptions of empathy.
Strengths and limitations

A major strength of the present study was the availability of both videoed consultations and patients’ views of
the GPs empathy measured by a self-reported validated
questionnaire (CARE Measure) on the same consultations. This enabled triangulation of perceived views with
observed behaviours. In addition the availability of data
from consultations in areas of high or low deprivation
added to the richness of the dataset. Although the
sample size was modest, the coding of both patientcentredness (using the MPCC) and the patient’s
emotional cues and concerns and GPs responses (VeronaCoDES-CC) represented a considerable amount of effort
of the part of the researchers.
However, the weaknesses include the fact that it was a
retrospective secondary analysis with a small l and highly
selected sample and cannot therefore be regarded as necessarily representative of the setting and context. Thus
generalizability cannot be assumed and further research
is warranted. The analysis was descriptive, and should be

regarded as a first step in exploring interesting potential
differences in how patients from different socioeconomic
levels perceived GP empathy.
Implications for practice and future research

The implications of this research for practice are that
GPs may need to learn to use different consultation behaviours when consulting in areas of high or low
deprivation. This has implications for training, and also
for issues of time and continuity, and need to be viewed
in the broader context of health inequalities and the inverse care law [10,14,15].
Future research should use more robust statistical
methods including multi-level modelling and multiregression analysis, on a substantially larger sample,
which was outwith the scope of the current study (which
was part of a postgraduate research degree). With regard
to the Verona Coding definitions of Emotional Sequences for cues and concerns (Verona-CoDES-CC), future research could build upon the analyses of sequences
of consultations already reported [32]. The purpose of
this approach would be to assess if patterns of cues lead
to trends in health provider responses not only within
the single consultation but also over a series of meetings
between the same patients and practitioners, or for certain types of consultations (i.e. emotional compared with
physical complaints).

Conclusions
In this retrospective secondary analysis of 112 videoed
consultations we have found that GPs rated by patients
as being empathic were generally more patient-centred
overall than those rated as less empathic. In high
deprivation areas, perceived empathy was significantly
related to finding common ground in the consultation
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whereas in low deprivation areas it was significantly related to understanding the whole person. In high
deprivation areas, empathic GPs also had significantly
different responses to emotional cues and concerns than
GPs perceived as having low empathy. Thus we have
found evidence to suggest that patients of differing socioeconomic status use different criteria within consultation when judging the GPs empathy with a standard
validated tool. This has implications for the training of
GPs in communication skills. Further work, using more
robust analysis on a larger sample is warranted however
as generalizability from such a limited and selected sample cannot be assumed.
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