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Abstract

BACKGROUND/PURPOSE: The inner workings of
the patient-provider interaction (PPI) have been
shown to have profound effects on patient outcomes
and patient satisfaction. However, the interchangeable
use of terminology such as “compassion” and
“empathy” as well as the varying definitions of terms
such as “rapport” or “therapeutic alliance” have made
both teaching and applying these skills challenging.
Thus, the purpose of this literature review is to
synthesize the current data on the topic.

MODEL DESCRIPTION: A novel theoretical

framework is introduced, which is intended to illustrate
how each component relates, interacts with, and flows
as the relationship between patient and healthcare
provider progresses. Additionally, the new framework
is proposed to provide improved clarity and enriched
academic and clinical application of cultivating a
successful PPIL.

EVALUATION/OUTCOMES: The literature thus
far illustrates the complexity of this relationship,
warranting a more robust organization and approach
to optimizing said relationship.

DISCUSSION/CONCLUSION: The Compassionate
H.E.A.R.T. Model of Patient-Provider Interaction is a
more thorough view of the dyadic PPI that is
supported by the current literature. Further research is
needed to evaluate both the academic and clinical
application of the novel model.

Keywords: compassion; empathy, therapeutic alliance,
patient-provider interaction, rapport
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Introduction

“People don’t care how much you know until they know how
mnch you care.”

--Theodore Roosevelt

This quote has been attributed to several different
people over the years, but if its origins are from the lips
of former president Theodore Roosevelt, then it would
have first been uttered over a century ago, lending
credence to the idea that caring should be well-
ingrained into our collective consciousness, especially
in the field of healthcare. However, a study conducted
by Doohan and Saveman' narrates a differing practice
in the delivery of healthcare to patients. After a
harrowing bus crash that claimed 6 lives, researchers
interviewed the 56 survivors, 5 years following the
crash. When asked about their memories of the event,
they spoke of the physical pain, which is not surprising.
The other factor that was cemented into their
memories was a lack of compassion by caregivers at
the hospital. What is even more disheartening is that
they were all taken to multiple different hospitals.

While it may be argued that lack of compassion is an
aberration in healthcare practice, the current body of
literature paints a different picture. Thirteen-hundred
patients and physicians were surveyed and asked if the
U.S. healthcare system was compassionate; nearly half

113 252

of them responded “no.”” It appears that this
disheartening trend continues; other more recent
investigations reveal similar ﬁnd'mgs.3’4 The question
then becomes, “Why?” While the answer is

undoubtedly multifaceted, part of it likely lies in the

education of healthcare professionals.” It is well-
established that compassionate care matters, as
demonstrations of compassion have been shown to
increase patients' hope for recovery, accountability,
control over theit own health, satisfaction, safer care,
happiness, and healthcare professional resilience—
which leads to time and cost savings.* Yet, there still
exists a lack of clarity regarding the specifics of
compassion in the administration of patient care.

In the literature on the topic of compassionate care,
ambiguity appears regarding the terms compassion,
empathy, caring, kindness, connection, rapport, and
patient-provider relationship—terms that are often
used synonymously—and makes merely collecting data
challenging.” In physical therapy, the most pervasive
equivalent term used is “therapeutic alliance” (TA). A
systematic review on the topic of TA defined it as
having 3 components: 1) therapist-patient agreement
on goals; 2) therapist-patient agreement on
interventions; and 3) the affective bond between
therapist and patient.’

Attempts by primary care physicians have also been
made to illuminate how to create a sustained
partnership with their patients, with the key
components being: 1) whole-person focus; 2)
physician’s knowledge of the patient; 3) caring and
empathy; 4) patient trust of physician; 5) appropriately
adapted care; and 6) patient participation in shared

decision-making.”

However, these components are
presented as free-standing concepts, with not much in
the way of a flow that occurs in any encounter between
2 human beings, nor insights into how they interact

with one another.
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While any attempt at trying to quantify the dyadic
nature of such a complex interaction will fall short of
reality, this overly-reductionist view of a TA that is
intended to attune ourselves to the phenomenological
experience of our patients leaves a great deal to be
desired. Combine that with the sheer confusion among
terms used to describe the process, and it is apparent
that a new approach to compassion in care is

warranted.®

The Components of

Compassionate Care

Thus, the purpose of this literature review is to
introduce a novel theoretical framework to expound
upon the complex nature of the patient-provider
interaction (PPI), while simultaneously simplifying its
application both in the classroom and the clinic. To
address this purpose, first we will begin with a
discussion of each component that goes into
compassionate care, based on the literature, followed
by the presentation of a novel framework.

AUTHENTICITY

There is agreement in the literature that vulnerability is
a general human condition; it remains complex,
multifaceted, and thus difficult to define.” One of the
complexities lies in how it is open to both objective

and subjective definitions."

Objectively, it can be
defined as the interaction between capabilities and risks
making up an individual’s wellness-illness status, yet

subjectively, the person’s own assessment of this

transaction is also part of the definition." Healthcare is
already well-built to handle the objectively-defined
vulnerabilities through its “calculative thinking”
epistemology—or understanding of the world through
scientific investigation.'”” However, when someone has
a certain aspect of their body seemingly “break down,”
it is not only the body, but the life lived in that body,
ot, lived body, that is disturbed. There is a shift in the
patient’s entire meaning-making process, leaving them
to make sense of living in a body that now feels
foreign."” Whether the patient is aware of the subjective
aspect of vulnerability or not, it is as equally important
as the vulnerabilities that can be objectively measured
and tested scientifically. This is true especially when
one is attempting to connect with that person and their
entire lived experience, as the meaning-making process
that is disturbed by this subjective aspect of
vulnerability drives their entire sense of being in their
world.

Current medical practice’s focus on the scientific
aspects of vulnerability often leads to an objectifying
gaze from a distance, or a place of “detached concern,”
that is detrimental to our ability to buid a
relationship.' Healthcare providers must lean in and
connect with our own vulnerabilities of our own lived
experience in order to better enter the world of
relationship.” With the exploration of their own
vulnerability, the healthcare provider triggers a shift
toward authenticity, or a deepening of present being in
the world that can operationally be described as a shift
in attention and engagement and reclaiming of oneself
from the way we typically fall into our everyday ways
of being.”” The “default mode” of the human
experience is shaped largely by the influence of others,
often termed the “they,” as well as our own thoughts
of who and what we think we should be. Just as the
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patient is forced to confront their vulnerability and loss
of self/meaning, which forces them to faces the fagcade
they had put up in their inauthentic life as the “they,”
it is the healthcare provider’s responsibility to enter this
same space & confront our own mortality or potential
to lose all that gives us meaning at any moment, which
in turn also forces us to tear down the walls of our own
inauthentic path. In other words, the provider must be
able to fully exist authentically in the present moment,
minimizing protective distancing from the suffering
witnessed daily, in order to open themselves up to be
able to enter a patient’s suffering. This is preferable
rather than protectively shielding themselves from the
anxieties associated with the vulnerability of their own
humanness or that of those with whom they are
attempting to build fellowship."

KNOWLEDGE/ADVICE-
SEEKING AND CLINICAL
KNOWLEDGE/EXPERTISE

Patients seek out healthcare providers for help.
Whether a patient/provider visit targets mysteries
surrounding  bodily  functions, healthier  self-
governance, or amelioration of pain, every patient is
advice-seeking—in search of medically-informed
guidance. Louis Gifford organized this fact when he
proposed that every patient has 4 questions they are
seeking to get answered: 1) What is wrong with me? 2)
What can you do to help? 3) What can I do to help?
and, 4) How long will it all take?'®

PPIs offer unique opportunities for a healthcare
provider who possesses extensive schooling, has
undertaken rigorous clinical rotations, and has engaged
in yearly continuing-education courses, to evaluate
patients for unknown or unspecified pathologies and
their related impairment and functional abilities.

Accompanied by a desire to help others, practitioner
competence (diagnostic as well as protocol efficacy)
presents as a primaty critetion in provider selection.”
In a systematic review of the literature on patient
priorities for primary care, 19 studies found that the
second most important factor in  patient
preference/provider selection was
competency/accuracy, topped only by the quality of
“humanness.” Humanness here is referred to as being
viewed by the patient as “understanding,
compassionate, attentive, treats you like an individual,”
and is “patient, honest, friendly and pleasant, and

sensitive to patients' feelings.”"’

This places a luminous spotlight on the importance of
the “caring” in care provision. When a level of
expertise/knowledge is combined with a genuine,
caring desire to help, the genesis of optimal PPI
becomes an achievable feat.

“OPEN-FLOOR” FREEDOM AND
ACTIVE LISTENING

One of the primary aspects of care that patients seek
in a provider is the assurance that their views and
preferences will be considered when devising a
treatment plan.'® This serves as an important reminder
that there are 3 key elements to Evidence-Based
Practice  (EBP): 1) Evidence; 2)  Clinical
expertise/expert  opinion; and  3) Patient’s
perspective.””  Patients must be provided an
opportunity to share their views and preferences with
their provider, secure in the knowledge that both are
valued and utilized in formulation of treatment
options. It is all too easy for well-meaning, busy
clinicians to forget that the patient’s unique social,
cultural, and personal circumstances as well as their
values, expectations, beliefs, and priorities are critical
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elements to practicing evidence-based medicine
(EBM).* Unfortunately, the literature suggests
healthcare providers fall short in this regard. On
average, patients are interrupted while narrating their
health concerns anywhere between 11 to 12 seconds™
** and 23 seconds.” The clinician’s failure to listen fully
is problematic because the patient is the biggest expert
regarding their lived experience. Additionally, if
patients are not allowed to actively participate in the
conversation, it begs the question: how can any form
of alliance be engineered to optimize care regimens?

A huge contributing factor to the above issue is the
productivity standards inherent in healthcare systems.
However, when given the opportunity to express
themselves freely and uninterrupted at the start of a
healthcare encounter, patients take an average of 92
seconds.” It is vital to the patient and provider that the
patient be able to share their thoughts, beliefs, and
experiences freely in order to optimize patient care.
Practitioners must thoughtfully and purposefully
create “metaphoric space,” or allow an opportunity in
the conversation for a “narrative discourse,” ofr
communion in the form of “someone telling someone
else that something happened.”

The natural counterpart to someone having the space
to speak their piece is active listening. Active listening
is defined as a comscions processing of the stimuli being
received through the auditory system via the passive
process of hearing.*® Extensive literature published on
this topic speaks to the vitality of this often-overlooked
skil. ~ Morgan et al”  highlighted  how
miscommunication occurring in PPIs is common and
often proceeds undetected. The authors stated that
“consultations are extremely complex interactional

events, with numerous potential barriers to effective

communication, including strict time constraints. It is
therefore essential that general practitioners (GPs)
work actively on strategies which minimize the risk of

more serious communication problems occurring.”

Traeger et al®® compared intensive patient education to
a placebo in patients with acute low back pain. The
placebo in the study was active listening without
offering information or advice. Placebo, Latin for “I
will please,” is a procedure that is considered to have
no therapeutic effect, designed merely to pacify and
calm.” Researchers concluded that adding 2 hours of
patient education to first-line care did not improve low
back pain outcomes as compared to the placebo
intervention. Since both groups showed equal
improvement, it could be argued that active listening is
not a “sugar pill” but rather a viable and powerful tool.

Kaptchuck et al’ also relegated active listening to the
placebo category, finding that: a “placebo” of
enhanced therapeutic relationship consisting of a
warm, friendly manner; active listening (such as
repeating patient’s words, asking for clarifications);
empathy (such as saying “I can understand how
difficult Irritable Bowel Syndrome (IBS) must be for
you”); 20 seconds of thoughtful silence while feeling
the pulse or pondering the treatment plan; and
communication of confidence and positive expectation
(“I have had much positive experience treating IBS and
look forward to demonstrating that acupuncture is a
valuable treatment in this trial”); produced statistically-
and clinically-significant effects on patient outcomes.

Similarly, Fuentes et al’ found that ‘“enhanced
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therapeutic alliance,” measured as verbal behaviors,
including active listening (ie, repeating the patient’s
words, asking for clarifications); tone of voice;
nonverbal behaviors (ie, eye contact, physical touch);
and empathy (eg, “I can understand how difficult LBP
must be for you”); appeared equally as important as
Interferential Current (IFC) in pain modulation. From
a mechanistic standpoint, it has been established that
using patient-centered interview (PCI) skills such as
active listening shows patients’ brain changes on
functional resonance imaging (fMRI) related to
decreased pain-related neural activation of the anterior
insula.”® Haley et al”® concluded that active listening and
self-awareness lead to improved empathy in healthcare
providers and ultimately to improvements in quality of
patient-centered care (PCC).

UNDERSTANDING AND
EMOTIONAL
INTELLIGENCE

From the patient’s perspective, the logical next step
after having your space to share your story is to feel
that your thoughts and feelings about that story are
understood. It has been established that “failures in
communication of information about illness and
treatment are the most frequent source of patient

dissatisfaction.”!®

Researchers found that a high
number of patients already have an idea about what is
wrong and what may have caused their condition. But
failing to articulate their experiential observations via
open-floor freedom/active listening, or not having
their thoughts and feelings about it properly
understood are what contribute most to poor patient
satisfaction and poor treatment outcomes. An
examination of the literature reveals patients not only
value “humanness” as the top quality they are seeking
in a healthcare provider, but also that patients are

looking for a provider willing to “explore patient

needs” as well as “other aspects of relation &

communication.”!’

A key factor in ensuring the needs of another are being
heard and understood is emotional intelligence (EQ)—
having the ability to decode exactly what those needs
are and how they are making the other person think or
feel. This term was popularized by psychologist Daniel
Goleman,™ in which he defines it as one’s ability to
“recognize, understand, & manage their own
emotions” as well as the ability to “recognize,
understand, & manage the emotions of others.”
Goleman goes on to dive deeper into EQ), elaborating
on its 5 components: 1) Self-awareness; 2) self-
regulation; 3) motivation; 4) empathy; and 5) social
skills. For the purposes of this paper, EQ is defined as
an examination of basic definitions of recognizing,
understanding, and managing emotions in ourselves as
well as in others.

When reviewing the literature on how EQ and its
components relate to interactions between healthcare
provider and patient, the message is clear: it plays a
profound role. Miscommunication is a regularly-
occurring phenomenon in healthcare interactions for
many reasons.”” While mostly due to the complex
nature of human communication, research seems to
suggest that providers “cannot assume their
communication has been successful or understood as
intended,” implying that a certain degree of EQ is
necessary to attempt to achieve that ever-elusive goal
of understanding the thoughts, beliefs, or emotions
that have been shared in the encounter.”” Without any
exploration of thoughts and feelings regarding what is
attempting to be communicated, there is no way to
assess the level of understanding that has or has not
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been achieved. It has also been found that a physician’s
EQ is positively correlated with patient self-rated
satisfaction, and their level of trust in the physician, as
well as their rating of the overall patient-doctor
relationship  (PDR).” The literature has also
demonstrated that using an emotional focus with
empathic responses in order to understand the
patient’s story (ot, in other words, EQ) shows brain
changes on fMRI related to decreased pain-related

neural activation of the anterior insula.*?

VALIDATION AND EMPATHY

Patients often seek healthcare for help with their pain
experience; communication with those in pain is
important, as the way that healthcare providers
respond to patient sharing of pain-related stories has a
significant impact on pain-related outcomes.” Not only
are patients seeking to be understood but also in search
of validation, and how it is or is not provided to them
in sharing their pain story.”” Linehan® suggests that
validation can best be defined as a legitimatization
process where the listener communicates that the
speaker’s thoughts and feelings are understandable and
free from judgment. Based on this process, Linehan
points out that validating a patient’s thoughts and
feelings does not mean that the person validating
necessarily agrees with the speaker’s perspective, but
rather that the listener can simply understand why the
patient thinks and feels as they do.” While most
clinicians might feel they already provide validation for
their patients, the key factor is whether the patient feels
validated by the listener’s response.*

The concept of validation is a vital step in the PPIL
Countless patients—particularly those dealing with

persistent pain—believe that others do not believe
their pain story or, worse yet, doubt if their pain
condition is legitimate."" This issue not only rings true
across cultures, but the difficulties are often amplified
when the patient belongs to a culture or speaks a
different language than the healthcare provider.*** In
these instances, how support is offered is just as vital as
what 1s communicated. The theory of psychological
reactance suggests that individuals have a basic need
for self-determination in affecting their own lives.**
The theory proposes that any messaging or persuasive
attempt may constitute a threat to freedom and arouse
reactance, which in turn leads to rejection of the
message.” This theory predicts that the more explicit
and dominant a message is, the greater the perceived
threat to freedom—and the psychological reactance it
induces. This is countered by whether the message is
deemed to have high “person-centered” qualities or is
specifically intended to alleviate a distressed person’s
emotional state.”” Research has centered primarily on
marital relationships. However, a clear correlation
exists between the level of perceived person-
centeredness of a response and principles of
psychological reactance, which can be applied to the
PPL.* Thus, it is imperative that the providet’s message
of wvalidation be paired with genuine empathy to
attempt to mitigate any psychological reactance.

Empathy is a widely-discussed topic that often leads to
varying definitions and components regarding what it
entails. In addition, empathy is a topic that is layered,
rather than presenting as a single observable trait.
Riess" described empathy as “a human capacity that is
best understood as several facets that work together to
enable us to be moved by the plights and emotions of
others.” Riess elaborates by stating, “our empathic
capacity requires specialized brain circuits that allow us
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to perceive, process, and respond to others.” Thus, it
is the combination of these 3 activities (perceiving,
processing, and responding) that allows someone to
show empathy.

For example, a provider demonstrating empathy as just
described would be able to perveive that their patient is
frustrated by not feeling heard, and process that
information to effectively respond by allowing them the
time and space to share their experience. While overlap
exists between EQ (as defined above), empathy (as
defined here), and compassion (defined in the next
section), the goal of this manuscript is to attempt to
sort out the subtle differences without being heavily
reductionist. The perception occurs first with EQ,
followed by empathy as the processing, interpretation,
and relating to those perceptions, and involves both
cognitive and emotional intelligence, among other
components of empathy whose definitions are beyond
the scope of this article.

As for the relevance of empathy in the PPI, the
evidence is potent. In a large cohort study investigating
over 240 Italian physicians and nearly 21,000 patients
with diabetes, it was found that the patients of
physicians who scored low on self-rated empathy had
a 41% greater risk of diabetic complications.”
Analogous findings were also seen with a smaller, but
still significant sample size in the United States as well.
A study of almost 900 patients under the care of nearly
30 physicians found that there was a 16% difference
between the A1C hemoglobin testing as well as a 15%
difference in low-density lipids (LDL) cholesterol
levels of diabetic patients in favor of the high-rating
empathy physicians.” Similar findings were seen when

investigating disability among migraine sufferers and

their assessment of their physician’s level of empathy.
The patients of physicians with higher patient-rated
empathy scores showed statistically- and clinically-
significant improvement in compliance with diet/meal
timing, exercising, stress modulation activities, sleep
modification, medication use, and overall patient

OIJ.'ECOI'IICS.52

In another example, a large prospective study of the
placebo effect found that when placebo acupuncture
was paired with an “augmented” patient-provider
relationship (consisting of warmth, attention, active
listening, and empathy), the intervention had similar
effects as those seen in clinical trials of drugs currently
used to treat irritable bowel syndrome.” Looking into
the trauma surgical ward of the hospital, a place where
technical medical skills are classically thought to be the
dominant factor regarding patient outcomes, we see
morte of the same results. Patient-reported assessment
of physician empathy was the strongest predictor of
treatment outcome at both 6 weeks (short-term
outcomes) and 12 months (long-term outcomes)
following patient discharge.” As alluded to earlier,
there is a final step in an empathic response, and that
is the actual response or action, which we have defined

as compassion.

COMPASSION

The concept of compassion is esoteric even when
being investigated via scientific inquiry. A widely-
agreed-upon definition could not be ascertained from
the available literature. In its simplest form,
compassion can broadly be described as “a concern for

2554

the well-being of others. However, given the

overlaps covered above, a more succinct definition
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could be helpful to further distinguish compassion
from its other close relatives.

Compassion has been further defined as “a multi-
textured response to pain, sorrow and anguish that
includes  kindness, empathy, generosity, and
acceptance, with the strands of courage, tolerance, and
equanimity equally woven into its cloth.”” Elaborating
turther, the authors state that compassion is “the
capacity to be open to the reality of suffering and to
aspire to its healing.” While this definition offers
slightly more clarity on what exactly compassion is,
there is still some ambiguity.

Goetz et al”® provide further elements of the broader
definition including “the feeling that arises in
witnessing anothet’s suffering and that motivates a
subsequent desire to help.” This definition paints
compassion as an affective state in response to a
subjective feeling, rather than an attitude. If
compassion is often quoted as being “empathy in

action,”’

the desire to help paired with subsequent action
is the differentiating factor between compassion and
empathy. For the purposes of this article, the following
4 components of compassion and the foundation for
this framework include: 1) awareness of suffering
(cognitive/empathic  awareness); 2) sympathetic
concern related to being emotionally moved by
suffering (affective component); 3) a wish to see the
relief of that suffering (intention); and 4) a
responsiveness or readiness to help relieve that

suffering (motivational).”

Research that investigated compassion and its effect on
patient-provider interactions is limited in scope and
purview. In fact, this dearth of available literature was

motivational in the creation of our theoretical model.
Additionally, as the title of the model (Compassionate
H.E.ART. Model) suggests, it is compassion that is
thought to be the pivotal moment in the PPIL. Future
research will inevitably tell if this contention is
accurate. At present, despite significant overlap and
lack of consensus regarding compassion (as defined
above), it can still be inferred that the concept has a
positive effect on PPIs.

We reviewed a large study that involved 240 physicians
and more than 21,000 patients. The study revealed that
physician self-rated empathy had a significant impact
on complications from diabetes.” The researchers’
operational definition of empathy was as follows: “A
predominantly cognitive attribute that involves an
understanding of  experiences, concerns, and
perspectives of the patient, combined with a capacity
to communicate this understanding with an intention to
help.” A clear overlap exists between that definition and
what we defined as compassion above. Which factor
was measured and how did they both influence the
results? Similar questions arise with nearly all the
studies focused on empathy. Some researchers’” used
the Consultation and Relational Empathy (C.A.R.E.)
Measure. Despite having empathy in the title of the
outcome measure, another study used the same
C.AR.E. measure and found that compassion is
correlated with decreased incidence of post-traumatic
stress disorder (PTSD) in emergency room patients.”
When reviewing questions that appear on the C.A.R.E.
Measure, one explicitly asks about the provider’s level
of “care and compassion,” which adds to the
confusion regarding distinguishing compassion from
empathy. It is unclear if one factor was more influential
than the other on outcomes achieved related to patient
compliance and treatment outcome.
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The researchers of this theoretical framework are not
alone in questioning this overlap between the terms. In
a recent prospective cohort study” of almost 6,500
patients and their outpatient physicians, a tool to
measure clinical compassion was developed and was
shown to have strong internal consistency and
convergent validity to identify the patient’s experience
related to compassion or compassionate care. That
same tool was utilized in a cross-sectional
investigation® of nearly 900 patients and their
emergency room physicians. Results revealed excellent
reliability and an ability to assess patient experience
(compassion), distinct from mere patient satisfaction.

Despite lack of research on the direct effect of
compassion on PPIs, the transition from empathy to
compassion is vital to managing the cost of care® and
is thought to function in a stress-buffering manner for
the clinician,” with significant implications for a
medical system riddled with clinician burnout. Cleatly,
all seem to play a pivotal role in the process of PPIs
leading to successful patient health outcomes, which
highlights the importance of distinguishing the

components that contribute to a successful interaction.

CONGRUENCE/RAPPORT

Rapport is described as “a friendly relationship in
which people understand each other well”*
Congruence, or “genuineness,” is “an aspect of the
therapy relationship with two facets, one zntrapersonal

and one nterpersonal.”**

Mindful genuineness, personal
awareness, and authenticity characterize the
intrapersonal element. The capacity to give voice
respectfully and transparently to one's experience to

another person characterizes the interpersonal

component. Congruence, then, occurs when rapport
meets the intersectionality of integrity during an
interaction with another.

Integrity cannot occur without rapport. However,
rapport can happen without congruence, which is most
easily visualized with the example of the “sleazy used
car salesman,” who 1is establishing an artificial
connection simply for the sake of making a sale.
Essentially, the goal of this phase of the therapeutic
relationship is to establish rapport in conjunction with
congruence, internally with oneself, and externally with
the patient. To continue down the path in unison, the
patient and practitioner must demonstrate a genuine
and honest understanding of one another.

Progressing through the proposed theoretical
framework, a poverty of quality research exists with
which to support each section that contributed to the
focused development of the framework itself, while
also providing structure for future research on
investigation of the PPI. For congruence specifically,
the only significant literature on the topic has been
published within the field of psychology. A recent
meta-analysis® found congruence to be a noteworthy
factor that positively influenced patient outcomes, but
with reservations due to the limited number of recent
studies looking into congruence’s association with
outcomes, the absence of any randomized controlled
trials, and the small range of effect sizes in newer
studies.

Rapport, on the other hand, has been investigated via
works that have explored TA. A strong TA has been
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shown to be positively associated with: 1) treatment
adherence in patients with brain injury and patients
with multiple pathologies seeking physical therapy; 2)
a reduction in depressive symptoms in patients with
cardiac conditions and those with brain injury; (3)
treatment satisfaction in patients with musculoskeletal
conditions; and (4) improved physical function in
geriatric patients and those with chronic low back

pain.’

CONFIDENCE/TRUST

Trust is defined as “assured reliance on the character,
strength, ability, or truth of someone or something.”*
According to developmental psychologist Erik
Erikson, the theoretical battle of trust vs. mistrust is
the very first state of psychosocial development,
occurring during the first 2 years of life.”” This sense of
trust or mistrust is learned by the child through their
interactions with their environment during this critical
developmental stage. Similarly, in the PPI framework,
the same concept is developed in both the patient and
the provider while progressing through each stage.
Once established in both directions, this leads to
confidence, or the “faith or belief that one will act in a
right, proper, or effective way.”® This confidence is
fostered via the means of trust. Without trust
developed throughout the previous stages of
interaction, confidence in the shared decision-making
in the next step is omitted.

While the literature is sparse, the importance of
confidence and trust in PPIs is somewhat intuitive. In
a retrospective study® of audiotaped interactions with
Gulf War veterans, it was found that engagement and

trust were positively associated between the patient

and provider, as well as the only 2 patient factors that
were associated with patient-provider concordance or
working collaboration. In studies where the definition
of TA was previously described as extremely broad,
including “the affective bond between patient and
therapist,” it can be argued that a portion of the
positive effects on treatment adherence, depressive
symptoms, treatment satisfaction, and physical
function can be attributed, at least in part, to
confidence and trust.’

CONCORDANCE/SHARED
DECISION-MAKING

Concordance refers to the patient and the provider
listening to one another’s thoughts and beliefs about
the issue, negotiating a shared understanding of those
beliefs, and coming to an agreement about how to
move forward.” Concordance is commonly referred to
as “shared decision-making” about both problem and
intervention, which is the core of the popular buzz-
phrase “patient-centered communication,”” and the

end goal of this novel theoretical framework.

Patients have made it clear they want and value a role
in the decision-making process.'” ' > For most
practicing clinicians, the paternal biomedical model is
still preferred, which likely contributes to lack of data
informed by the patient perspective. It is possible that
missteps in the proposed process of navigating the PPI
also contribute to interactions failing to reach this

critical stage.

Modes Of Communication
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While we have outlined an understanding of each of
the components of our novel framework, it is of
paramount importance to also acknowledge the modes
of communication through which each of these is
being communicated between patient and provider.
No exchange between 2 people can occur without a
vehicle of transfer. Communication, defined as “a
process by which information is exchanged between
individuals through a common system of symbols,

signs, or behaviors,””

is an integral piece of any
medical encounter. However, miscommunications are
a frequent and complex phenomenon.”” This
systematic framework that accounts for all of the
modes of communication taking place during the
exchange of information between a patient and their
healthcare provider could provide insights into better

grasping how to resolve this issue.

Verbal communication is probably the most
researched of all the mechanisms of communication. It
is well-established that words have the power to heal;”
however, healing is often attributed to the placebo
effect. Similarly, words have the power to have a
negative effect seen in patients given a “brief negative
verbal suggestion on how previous studies have shown
that exercise can induce pain,””* commonly referred to
as a “nocebo effect.” Practitioners must be aware of
how varying forms of communication contribute to
health outcomes,” particulatly when attempting to
avoid iatrogenic ailments, or instances where “doctors
[along with their words, thoughts, beliefs, feelings, and
actions|, drugs, diagnostics, hospitals, and other
medical institutions act as ‘pathogens’ or ‘sickening
agents.”””® The bottom line is that words matter and
can either harm or heal; thus, we must be mindful of
them.

Although verbal tends to be the dominant form of
communication, a large portion of the information
exchange in a healthcare interaction is nonverbal.”’®
Specific to visual communication, behaviors such as a
lack of smiling, nodding, or making eye contact have
been shown to have a negative effect on both the
physical and cognitive function of inpatient geriatric
patients, after controlling for the patient’s physical and
cognitive function at the time of admission. Inverse
findings also held true for positive visual cues (eg,
smiling, nodding, making eye contact, etc.) in

improving function.”

Human touch 1is another powerful means of
communication that has been shown to have a positive
effect on the healing of patients in various settings.”
These effects aren’t limited to the “skilled touch” of
manual interventions, but also through the means of
transferring a caring energy of connection through
“therapeutic touch.” Similarly, communicating via
shared emotions has also been shown to have a
positive effect on healthcare interactions.””' Space has
also been saved for communication deemed intuitive
in nature, or, similar to placebo effect—potential
means by which we have yet to understand.™

Mindful use of available means of communication
moves the practitioner from section to section of the
sequenced algorithm with iterative loop (theoretical
framework), ideally ending at the intended outcome of
a positive PPI and development of a concordant plan
to address patient concerns.
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The Compassionate
H.E.A.R. T Model

Putting all the above evidence together, we arrive at the
proposed Compassionate H.E.A.R.T. (Helping Ease,
Alleviate, & Relieve Therapeutically) Model (Figure). It
was developed by the authors to provide a structured
framework for teaching and clinical application of this
approach to the PPL

Figure 1

The Compassionate H.F.A.R.T.

Framework of Patient-Provider Interaction
(Helping Ease, Alleviate, & Relieve, Therapeutically)

PATIENT PROVIDER

Reflection Reflection

Modes of Communication
Verbal
Visual

Physical
Emotional
Intuitive

Willis & Lohman

MODEL DESCRIPTION

As shown in this model, the starting point for both

parties is vulnerability and anthenticity. The patient is
inherently vulnerable in their wrestle with some form
of illness and seeking care for the objective and
subjective aspects of that vulnerability. The provider
must step into the patient’s suffering by confronting
their own human vulnerability—thus liberating both
parties to authentically be in the moment and establish
a connection of lived experience.

With that first step established, the model segues by
appreciating the intersect of 2 separate lived
experiences by the provider and patient that is inherent
to the start of any healthcare interaction. The patient
comes to a practitioner seeking some sort of &nowledge
or adpice based on the clinical expertise that the provider
possesses. The patient is often seeking an opportunity
to tell their story, without interruption (open-floor
freedom), while the provider is actively listening. 1deally, if
the provider can attune to cues on what the patient is
feeling regarding their thoughts, beliefs, feelings, and
experience (emotional intelligence), a level of understanding
may be achieved.

The provider’s empathetic ability to relate to the patient’s
thoughts, beliefs, feelings without judgment is then
paired with validation for the patient and their lived
experience. It is this feeling of having someone else
come alongside of the patient to validate their
experience as real, combined with the provider’s
internal “at oneness” with the patient resulting from
“crossing over” into their lived experience and getting
themselves back,” that is hypothesized by the authors
to lead to a transformation in the interaction—a dyad
forming a singular unit, working together toward a
solution. This key shift in the relationship occurs when
both parties arrive at compassion; or empathic desire to
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help, hence why this sentiment compassion sits at the
figurative and literal heart of the model.

Once arriving at this key transformational stage of
compassion, the relationship then continues to shape a
level of congruence, in the form of a mutual respect for
each other’s role in the working relationship (rappori).
With this newfound understanding, the interaction
moves forward into a place of confidence that is achieved
via a means of #ust, until finally arriving at a place of
concordance, ot shared decision-mafking regarding the proper
path to take to reach the mutually-agreed-upon goals.

REFLECTION

Realistically, each step of the interaction will not always
flow smoothly. Clinician and patient interactions can at
times be messy. To account for this, a vital component
of the model is ongoing reflection, meaning the
opportunity for each party to step back and analyze
how the relationship is processing through the stages,
potentially retreating to a previous step to ensure that
every step is properly executed.

Reflection can transpire anywhere along the process
but is shown midway (Figure) for purposes of
simplicity. This reflective process, defined as “critical
and conscious thought about one’s behavior and

practice”84

or as a careful exploration and evaluation of
experience,” is paramount for any attempts to “bridge
the divide” that separates provider from patient via
what is known as “narrative competence,” or the
“ability to absorb, interpret, and act on the stories and
plights of others.”* Within the act of reflecting on the
interaction in real time as well as in retrospect lies the

ability to foster the kinship between the patient’s lived

experience and that of the provider’s as well, thus
creating the medical care that is desired by both parties.

MODES OF COMMUNICATION

Lastly, the model accounts for how all stages are
communicated between both parties throughout the
process. Modes of communication include:

e Words and sounds that are uttered verbally;

e Non-verbal communication that is taken in

visually;

e Any physical forms of communication such as

touch;

e Emotions that are exchanged, which are often
expressed via a mix of the other forms of
communication; and lastly,

e Holding space for the intuitive nature of
communication between 2 human beings.

Discussion/Conclusion

The information presented in this article is not
necessarily groundbreaking. As evidenced by the
references, a plethora of attempts have been made to
understand the PPI. However, deficits still exist in the
literature in terms of assimilating the information in a
manner that aids in transforming it into something
truly zeachable. Historically, the topics discussed here
have been treated as “the art of medicine” or “soft
skills” that cannot necessarily be objectively taught nor
measured, while the core knowledge has been the
“science.” The deeper that we collectively dive into the
intricacies of the PPI, the more evident it is becoming
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that these concepts of “art” and “science” are
inseparable when discussing the lived human
experience. True, there is an art to clinical practice. But
the goal of this framework and future works focusing
on it is to help show that there is indeed science woven
within this art, as well as art intertwined within the
science. Thus, a topic such as the PPI needed a
framework to facilitate its instruction to both current
and future healthcare providers, as structure provides

the foundation for creativity, or “the art,” to flourish.

The novel theoretical framework presented here is
intended to do just that: to organize the information in
a manner that allows it to be standardized across all
disciplines. As with the creation of any algorithm, we
are cognizant of the line between being reductionist
and attempting to simplify the complex nature of
helping those in need into some form of “rubric” that
can be graded. That is not the intent here, as so much
of connecting on a human level is impossible to
simplify or turn into a “science” to some degree. Or,
to put it more articulately, “the body that one
experiences cannot be reduced to the body that
someone else measures.”” So much of the key to
improving this facet of medicine exists in the
hypothetical margins of our collective “humanness.”
That is, developing the vulnerability that acts as the key
to unlocking this entire process, as well as
incorporating more reflection, not only on this
process, but more instances of bringing the humanities
into its education using stories and the arts that
describe the changes seen in our patients’ lived
experiences. The future might even paint a different
picture of all the components at play here.

A logical next question would be to ask what the

application of this framework looks like in the
classroom and in the clinic, as well as if the framework
seems to make a difference in terms of outcomes for
our patients. Plans specific to the authors are already in
the works to explore the clinical effectiveness of
approaching the PPI under this lens, as well as
outlining what the application would look like in a case
scenario. The robustness of the literature review here
led the authors to believe both would likely be better
suited for forthcoming works. The goal here was to
introduce the framework and supporting literature to
serve as a launching pad for future research, for
improving instruction, and for simplifying clinical
practice, while still honoring the complexity of 2 lived
experiences intersecting.

Figure 2

The Compassionate H.E.A.R.T. Model Operational

Definition of Terms

Vulnerability: The interaction between capabilities
and risks making up an individual’s wellness-illness
status

Authenticity: A shift in attention and engagement
and reclaiming of oneself from the way we typically
fall into our everyday ways of being.
Knowledge/Advice Seeking: The patient’s search for
medically-informed guidance for management of an
individual’s health status.

Clinical Knowledge/Expertise: Practitioner
proficiency in biomedical calculative competencies
such as diagnostic accuracy and protocol efficacy of

innumerable health conditions.
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Open-Floor Freedom: Purposefully and thoughtfully
created metaphoric space, or opportunity for
narrative discourse and communion in the form of
someone telling someone else something that
happened.

Active Listening: The conscious processing of the
stimuli being received via the passive process of
hearing in order to capture the complete message
being communicated.

Understanding: The comprehension or ability to
grasp the nature or significance of the thoughts,
beliefs, and feelings associated with something.
Emotional Intelligence: The ability to recognize,
understand, and manage the emotions in ourselves
as well as others.

Validation: A legitimatization process where the
listener communicates that the speaker’s thoughts
and feelings are not only understandable but also
free from judgment.

Empathy: Perceiving, processing, and responding to
the suffering of others in order to feel one’s way into
the experience of another.

Compassion: An awareness of suffering, sympathetic
concern related to being emotionally moved by
suffering, a wish to see the relief of that suffering,
and a responsiveness or readiness to help relieve

that suffering.

Congruence: Mindful genuineness with the capacity

to give voice, respectfully and transparently, to the

experiences of another.

Rapport: A friendly relationship in which people
understand each other well.

Confidence: Faith or belief that one will act in a right,
proper, or effective way.

Trust: Assured reliance on the character, strength,
ability, or truth of someone or something.
Concordance/Shared decision-making: The patient
and the provider listening to one another’s thoughts
and beliefs about the issue, negotiating a shared
understanding of those beliefs, and coming to an
agreement about how to move forward.

Reflection: Critical and conscious thought about
one’s behavior and practice, or a careful exploration

and evaluation of experience.
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