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Abstract

Objective Responding to emotional cues is an essential element of therapeutic communica-

tion. The purpose of this study is to examine nurses’ competence of responding to emotional cues

(CRE) and related factors while interacting with standardized patients with cancer.

Methods This is an exploratory and predictive correlational study. A convenience sample of

registered nurses who have passed the probationary period in southern Taiwan was recruited

to participate in 15‐minute videotaped interviews with standardized patients. The Medical Inter-

view Aural Rating Scale was used to describe standardized patients’ emotional cues and to mea-

sure nurses’ CRE. The State‐Trait Anxiety Inventory was used to evaluate nurses’ anxiety level

before the conversation. We used descriptive statistics to describe the data and stepwise regres-

sion to examine the predictors of nurses’ CRE.

Results A total of 110 nurses participated in the study. Regardless of the emotional cue level,

participants predominately responded to cues with inappropriate distancing strategies. Prior for-

mal communication training, practice unit, length of nursing practice, and educational level

together explain 36.3% variances of the nurses’ CRE.

Conclusions This study is the first to explore factors related to Taiwanese nurses’ CRE. Com-

pared to nurses in other countries, Taiwanese nurses tended to respond to patients’ emotional

cues with more inappropriate strategies. We also identified significant predictors of CRE that

show the importance of communication training. Future research and education programs are

needed to enhance nurses’ CRE and to advocate for emotion‐focused communication.
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1 | BACKGROUND

According to the World Health Organization 2012 GLOBOCAN

project, more than 32 million people have suffered from cancer

worldwide.1 In addition to physical symptoms, cancer brings pro-

found psychological impacts. Based on 2 studies examining thou-

sands of cancer patients, the prevalence rate of psychological

distress was between 32% and 44%.2,3 In Asia, a systematical

review (n = 43) showed that approximately one‐third of prostate

cancer patients experienced clinically high psychological distress.4

Moreover, evidence indicated that more than a quarter of Asian

cancer patients experienced depression and anxiety.5–7 This emo-

tional distress is negatively linked to health‐related quality of life,

emotional function, role function, and social function.8
wileyonlinelibrary.com/journal/p
1.1 | Patients’ expression of emotional distress:
emotional cues

For us to detect patients’ emotional distress, understanding how

patients express their emotions is essential. Heaven and Green9 con-

ducted a series of relative studies and conceptualized these expres-

sions as emotional cues. An emotional cue is “a hint or a clear

expression that something is or may be important or distressing or a

cause of concern.”9 Emotional cues are reliable indicators of emotional

distress. Patients with emotional distress were more likely to express

emotional cues in consultations than those without emotional

distress.8

Researchers identified special patterns of how cancer patients

express their emotional cues. A study revealed that cancer patients
Copyright © 2016 John Wiley & Sons, Ltd.on 1
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(n = 196) expressed more emotional cues earlier in the provider‐

patient conversation than later. Moreover, patients expressed more

emotional cues in their conversation with nurses than with physi-

cians.10 Clearly, nurses play an important role in responding to

patients’ emotional cues. Appropriate nursing responses to a patient’s

emotional cues not only enhance the patient’s information recall and

satisfaction but also predict nurses’ own satisfaction.11 Evidences sug-

gested that nurses’ sufficient competence in responding to emotional

cues (CRE) encourages further disclosure and is the foundation of pro-

viding emotion‐focused care.12–15
1.2 | Patient‐related factors influencing emotional
cue disclosure

Healthcare providers face several challenges to recognizing and

responding appropriately to patients’ emotional cues. Patients may

hide or blur their emotional cues from nurses for several reasons,

including worrying about treatment delay, fear of the stigma of being

a difficult patient, trying to be “cooperative,” or searching for emo-

tional support from family only.16 Approximately 70% of cancer

patients’ emotional cues were implicit and were therefore hard to

detect by Dutch nurses in 1 study.13 In an American study, when

57% of cancer patients’ emotional cues were acknowledged, only

22% of those were explored by nurses.17 In addition, evidence showed

that nurses only adequately responded to 25% of the emotional cues

disclosed by head‐neck cancer patients and their caregivers.14
1.3 | Nurse‐related factors influencing managing
emotional cues

Nurses’ inadequate responses to emotional cues are closely linked to

inhibitory behaviors including factual clarification, use of distancing

strategies, and overt blocking. Factual clarification is defined as “con-

tinuing with the cue and clarifying evidence related to it; however,

there is no further exploration of the identical cue.” Distancing strate-

gies include disrupting the flow of conversations or moving away from

the emotional cue. By using overt blocking, the subject is changed to

avoid the cue and content expressed by the patient.9 These behaviors

may reduce further disclosure or even block patients from revealing

information or emotional cues.12 The possible factors that lead to

nurses’ inadequate response include their lack of communication train-

ing, lack of confidence, and lack of time.17,18 In contrast, facilitating

behaviors such as acknowledgement and exploration of the cues are

considered adequate strategies that can facilitate patient emotional

disclosure, enhance effective patient‐provider communication, and

allow more accurate information gathering from patients.12 Acknowl-

edgement is defined as using checking, reflection, or empathy to

respond to emotional cues without taking any further action. Exploring

the cue means using a question or statement for eliciting information

or clarifying the cue.9

Other nurse‐related barriers to cue responding may link to envi-

ronmental factors (eg, unbalanced nurse‐to‐patient ratio), task‐

oriented care models, or opinions about communication.19,20 Although

how nurses respond to patients’ emotional cues is important and chal-

lenging, research that explores nurses’ CRE thoroughly is scarce. Only
one American study found no significant variables that can predict

nurses’ affective responsiveness behavior.15 What affects nurses’

CRE remains unclear, especially in the Chinese culture. The specific

aims of this study were to (1) describe the standardized patients’ (SP)

emotional cues and nurses’ cue‐responding behaviors, (2) examine the

correlation between the levels of emotional cues and the cue‐

responding behaviors, and (3) identify the predictive factors related to

the CRE of Taiwanese nurses.
2 | METHODS

2.1 | Study design

An exploratory and predictive correlational study was conducted. A

unidirectional sequential analysis was used to analyze the levels of

SP’s emotional cues and nurses’ responding behaviors.
2.2 | Participants

A convenience sample of registered nurses was recruited from 2 med-

ical centers and 3 regional hospitals in the southern Taiwan. Although

we recruited nurses in different units (eg, oncology and palliative care

units), eligible nurses must have had experience of caring for cancer

patients. We excluded nurses who were in the 3‐month probationary

period because of their unfamiliarity with working routines and envi-

ronment. Among the 186 approached nurses, 120 nurses (65%) agreed

to participate. Upon confirming the participation on the study, a

researcher explained the overall study goal and process, including par-

ticipating in a video‐recorded, 15‐minute conversation with a cancer

patient. Nurses were not told that the primary focus is their response

to emotions and the patient was simulating a cancer diagnosis.
2.3 | Instruments

Instruments used were a demographic questionnaire, the Medical

Interview Aural Rating Scale (MIARS), and the State‐Trait Anxiety

Inventory (STAI).

2.3.1 | Medical Interview Aural Rating Scale

The MIARS, developed by Heaven and Green,9 is widely used to exam-

ine patient–health care provider communication. The MIARS can be

used to evaluate 3 communication domains. For the purpose of this

study, 2 domains were assessed: patient’s emotional disclosure (1 item)

and nurse’s response to emotional cues (5 items). Emotional disclosure

was evaluated as cues that are expressions of emotion. Emotional cues

were rated independently on the basis of psychological depth (levels 1

to 3) of SP by 2 coders. A level‐1 cue contains hints of emotion and

implies some features of emotion. When a patient expresses a level‐

2 cue, he or she conveys a specific emotional state. A level‐3 cue is

an explicit or stronger level of emotion.

The nurse’s response to emotional cues is coded into 5 cue‐

responding behaviors that belong to 2 categories: adequate response

(ie, exploration of the cue and acknowledgement of the cue) and inad-

equate response (ie, factual clarification, use of distancing strategies,

and overt blocking).12 These responses were defined by Heaven and
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Green and described in Section 1. The MIARS has been applied to

explore the emotional expression in cancer patients and patients

receiving palliative care. In the current study, the interrater reliability

coefficient (κ) among 2 raters was 0.8 and intrarater reliability was

0.78, indicating the level of consistency and stability of the coders.

2.3.2 | State‐Trait Anxiety Inventory

Nurse anxiety was measured via the Chinese version of the STAI, mod-

ified by Chung and Lung21 based on Spielberger’s STAI. State anxiety

measures the current anxiety status, including feelings of tension,

worry, and arousal of the autonomic nervous system. Trait anxiety

evaluates relatively stable aspects of anxiety that are related to per-

sonality. The STAI is a self‐rated questionnaire using a 4‐point Likert

scale to assess 2 subscales: state anxiety (20 items) and trait anxiety

(20 items). The total score ranges from 20 to 80. Higher score indicates

a higher degree of anxiety. A total score of 20 to 39 represents low‐

level anxiety; a total score of 40 to 59 suggests middle‐level anxiety;

and 60 to 80 suggests a high‐level anxiety. The STAI has been used

in Taiwan with Cronbach α of 0.90 and 0.86 for reliability and validity,

respectively. In the current study, the Cronbach α for State Anxiety

Inventory and Trait Anxiety Inventory was 0.92 and 0.89, respectively.

2.4 | SP training and data collection

A standardized script was developed by the author (MFL) using actual

case scenarios to demonstrate the physical and psychological manifes-

tations of a newly diagnosed cancer patient. The script contains differ-

ent levels of emotional cues as described by the MIARS. A professional

director was hired to train 10 paid SPs regarding how to express differ-

ent levels of emotional cues based on the scripts. All SPs received four

8‐hour group training sessions. After training, each SP was evaluated

by 2 researchers using the MIARS to ensure the consistency of emo-

tional cue expression. Finally, 6 SPs were considered authentic and

consistent, and they were randomly assigned to interact with the nurse

during the 15‐minute interview. All nurse‐patient interactions

occurred in a hospital private room. Participating nurses obtained writ-

ten information prior to the interview about the patient’s illness, chief

complaint, and objectives of the upcoming nurse‐patient interview (eg,

approaching a patient who received problematic test results). The

nurses also completed demographic questionnaire and the STAI prior

to the interview. All interviews were video recorded.

2.5 | Human participants

Approval to conduct the study was obtained from each of the 5 partic-

ipating hospitals. Written informed consent was obtained from all par-

ticipants prior to the interviews.

2.6 | Data analysis

The interviews were coded independently by 2 master‐prepared

researchers who had received MIARS training. Based on the MIARS,

each turn of conversation was coded as an analytic unit. The Observer

XT (Version 10; Noldus Information Technology, 2010) software was

used to import the video recordings and conduct coding analysis to

enhance the validity of MIARS coding.22 The frequencies of each
behavior unit of patient and nurse were totaled for analysis. A unidi-

rectional sequential analysis, adapted from the Multiple Episode Proto-

col Analysis Program developed by Erkens,23 was used to examine the

correlation of patients’ expression of emotional cues with nurses’

responses to those cues. The relative kappa was calculated to reflect

the degree of association between cues and responses (−1 ≦ k ≦ 1).

A higher kappa indicates a stronger correlation. To recognize the pre-

dictors of nurses’ CRE, we calculated a cue‐responding score13:

CRE ¼ adequate response−inadequate response
total number of cue responses

:

The CRE score ranges from 1 to −1, with a higher score

representing higher competence of emotion‐focused communication.

SPSS 17.0 (IBM, Armonk, NY, 2008) was used to perform statistical

analysis including descriptive statistics for describing demographic

characteristics, Pearson correlation, and a forward selection stepwise

multiple regression for establishing a predictive model.
3 | RESULTS

3.1 | Demographics

Of the 120 nurses who agreed to participate, 110 (91.6%) completed

the questionnaires and were included in the analysis. Participants

worked at 2 medical centers (n = 48, 43.6%) and 3 local hospitals

(n = 62, 56.4%) in southern Taiwan. All 110 were female. Their average

age was 34 (SD = 6.4) with more than half aged 23 to 33. The average

length of practice was 10.7 years (SD = 6.8). The majority (n = 60, 55%)

had some college or higher education; however, most of them (n = 81,

74%) had not received any communication training. Forty‐three of the

nurses (39%) practiced in general medicine and surgery units, and 24

(22%) practiced in oncology units. The average score of state anxiety

was 50.1 (SD = 10.4) with more than 85% (n = 93) of the participants’

state anxiety equal to or higher than the middle level. The average

score of trait anxiety was 46.0 (SD = 9.0) with 76% (n = 84) demon-

strating middle‐ or high‐level trait anxiety. Table 1 shows participants’

demographic characteristics.
3.2 | Emotional cues and cue‐responding behavior

The average was 23.4 emotional cues (95% confidence interval,

22.2‐24.5) in each 15‐minute interview, ranging from 10 to 42 emo-

tional cues. Most emotional cues (46%) were level 1 followed by level

2 (38%) and level 3 (16%). The majority (n = 2139, 83%) of nurses’

cue‐responding behavior were inadequate responses, including factual

clarification, use of distancing strategies, and overt blocking. For the

adequate cue‐responding behaviors (n = 441, 17%), 219 responses

(8.6%) were exploration of the cue (eg, what makes you feel sad?),

and 222 (9%) were acknowledgement of the cue (eg, are you at a loss

because of your disease?) (Table 2).



TABLE 1 Participant demographics (N = 110)

Characteristic n (%) Mean (SD)

Age 34 (6.4)

Years of nursing practice 10.7 (6.8)

0‐7 38 (35)

8‐13 39 (35)

>14 33 (30)

Level of education

Junior college (diploma) 8 (7)

Technical college (diploma) 42 (38)

University (bachelor) 60 (55)

Practice units

Medical/surgical 50 (45)

Oncology 36 (33)

Palliative 15 (14)

Emergency room/intensive care unit 9 (8)

Prior formal communication training

Yes 29 (26)

No 81 (74)

State anxiety 50.1 (10.4)

Mild (20‐39) 17 (16)

Moderate (40‐59) 77 (70)

Severe (60‐80) 16 (15)

Trait anxiety 46.0 (9.0)

Mild (20‐39) 26 (24)

Moderate (40‐59) 76 (69)

Severe (60‐80) 8 (7)

4 LIN ET AL.
3.3 | The relationship between emotional cues and
cue‐responding behavior

On the basis of unidirectional sequential analysis, participants

used lots of distancing strategies (κ = 0.70, 0.68, 0.38) regardless

of the levels of emotional cues. On the other hand, the most fre-

quent adequate response was exploring the cues (κ = 0.32) when

patients’ emotional cues were more implicit (ie, level‐1 cues).

When patients’ emotional cues were explicit (ie, level‐3 cues),

participants tended to use more acknowledgement strategies

(κ = 0.36) (Table 3).
3.4 | Correlation of demographics and CRE

Based on Pearson correlation analysis, the CRE positively correlated

with prior communication training (r = 0.39, P = .000), working at a pal-

liative‐care unit (r = 0.35, P = .000), and educational level (r = 0.23,

P = .016). On the other hand, the CRE negatively correlated with

length of practice (r = −0.24, P = .009) and state‐anxiety score

(r = −0.23, P = .014).
3.5 | Predictors of CRE

The mean score of the independent variable, CRE, was −0.064

(SD = 0.28, ranging from −1 to 0.2, confidence interval, −0.6 to −0.7).

The predictors were selected to enter the regression model on the

basis of the level of their correlation with CRE. Prior formal
communication training, practice unit (palliative‐care unit vs others),

length of nursing practice, and level of education were significant pre-

dictors that together explained 36.3% of the variance of CRE (Table 4).
4 | DISCUSSION

This observational study aimed to explore what influences nurses’ CRE

and the relationship between emotional cues and CRE. Although mean

age, length of nursing practice, and educational level were slightly

lower than those of nurses in the European and US studies,12,20 the

participants reflected a representative sample of nurses in Taiwan.24

Overall, inadequate behaviors, especially distancing strategies, com-

prised the overwhelming responses of nurses. Although the use of dis-

tancing strategies decreased by 15% when more explicit level‐2 or

level‐3 emotional cues were given, other negative strategies were still

used to handle these cues. This phenomenon may be associated with

nurses’ inability to recognize subtle cues or nurses’ decisions about

the priorities of the communication. For example, nurses may prioritize

physical care over psychological care.25

It is noteworthy that Taiwanese nurses demonstrated more inade-

quate cue‐responding behaviors than nurses in other countries. Com-

pared to studies done in Hong Kong, UK, and Netherlands, which

showed that about 50% of the nursing students’ or nurses’ cue‐

responding behaviors were distancing strategies,13,19,20 participants

in the current study used distancing strategies 81% of the time. Future

studies are needed to explore what factors contribute to Taiwanese

nurses’ use of inappropriate strategies, including culture‐specific

reasons. Although addressing negative emotion is essential in

patient‐centered care, this practice may challenge cultural beliefs in

maintaining communication harmony or “face.” In someChinese culture,

face is conceptualized as an individual’s contingent self‐esteem.26 To

maintain communication harmony or face (eg, sustaining a professional

demeanor), nurses might suppress their own emotions and avoid

patients’ negative emotions.27 Furthermore, evidence that adults from

Asian and western cultures process socio‐emotional cues differently

has been identified recently.28 Therefore, how cultural beliefs influence

the nurses’ responses to patients’ expressions of emotion must be

explored before conclusions are generated from cross‐cultural

comparisons.

In the current study, 4 variables were found to be significant pre-

dictors of CRE: prior formal communication training, practice at a pal-

liative unit, length of nursing practice, and educational level. Our

finding regarding prior formal communication training is similar to

other studies that indicated nurses who have received this training

can use communication skills more effectively. Communication‐trained

nurses were more competent to identify emotional distress, use open‐

ended questions, show empathy, be sensitive about patients’ emo-

tions, and respond and manage patients’ emotional distress.29–31

Unfortunately, only one‐third of the nurses in this study had prior for-

mal communication training. Hsiao and colleagues32 reported that

although more than 90% of the 38 nursing schools in Taiwan teach

communication‐related topics in basic nursing classes, the average

teaching time is only 2.7 hours. Although no consensus yet exists on

the appropriate amount of prelicense communication education in



TABLE 2 Patients’ emotional cues and nurses’ responding behaviors

Behavioral Elements

Frequencies
Mean per

Conversation 95% CI SDn (%)

Patient cues

Level 1 1231 (46) 10.90 10.00‐11.80 4.90

Level 2 1020 (38) 8.80 8.20‐9.40 3.30

Level 3 414 (16) 3.70 3.40‐4.00 1.60

Nurse cue‐responding behaviors

Adequate response 441 (17) 4.07 3.40‐4.80 3.85

Exploration of the cue 219 (8.6) 2.10 1.60‐2.50 2.30

Acknowledgement of the cue 222 (9) 2.00 1.50‐2.40 2.40

Inadequate response 2139 (83) 18.70 17.50‐20.00 6.06

Factual clarification 23 (1) 0.20 0.10‐0.30 0.40

Use of distancing strategies 2105 (81) 18.40 17.30‐9.60 6.20

Overt blocking 11 (0.4) 0.10 0.00‐0.20 0.40

Abbreviation: CI, confidence interval.

TABLE 3 Nurses’ adequate and inadequate responses by levels of patients’ emotional cue and their relationships as reflected by kappa

Cue
Level

Adequate Response Inadequate Response

Exploration of Cue Acknowledgement of Cue Factual Clarification Distancing Strategies Overt Blocking

N (%) Kappa N (%) Kappa N (%) Kappa N (%) Kappa N (%) Kappa

1 104 (8.6) 0.32 65 (5.4) 0.09 10 (0.8) 0.27 1011 (84.5) 0.70 6 (0.5) 0.41

2 84 (8.5) 0.24 64 (6.5) 0.12 11 (1.1) 0.36 821 (83.4) 0.68 4 (0.4) 0.22

3 30 (7.8) 0.07 91 (24) 0.36 1 (0.2) −0.47 257 (67.6) 0.38 1 (0.2) 0.02

TABLE 4 Regression analysis for variables predicting nurses’ competence of emotional cue‐responding (adjusted R2 = 36.3%)

Independent Variable ß 95% CI t P

Prior formal communication training 0.369 0.138/0.332 4.820 .000

Practice units (hospice or other) 0.306 0.127/0.373 4.023 .000

Years of nursing practice −0.305 −0.019/−0.006 −3.982 .000

Level of education 0.216 0.029/0.165 2.828 .006

State anxiety −0.144 −0.008/0.000 −1.889 .062

Abbreviation: CI, confidence interval.
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nursing, researchers have suggested that fewer than 40 hours of train-

ing may be insufficient.33 Actually, more than 40% (n = 44) of the

nurses in our study expressed the need for communication training.

The need to incorporate more structured communication training into

nursing curriculum or continuing education programs is urgent.

Practice experience in a palliative‐care unit also positively pre-

dicted CRE. Evidence indicated that palliative‐care nurses were

more skillful and comfortable at identifying patient suffering, eval-

uating psychological needs, and discussing emotional issues.34,35

Providing cross‐training opportunities for nurses in palliative‐care

units may enhance their CRE. On the other hand, our results

showed that length of experience negatively predicted CRE. A Pol-

ish study (n = 108) illustrated similar findings by demonstrating

that nurses had poor communication ability compared with nursing

students. The researchers suspected that nurses’ decreased com-

munication competence may come from work stress.36 A study
in Israel also revealed a negative relationship between nursing

burnout and nurses’ self‐efficacy in discussing special subjects with

patients.34 Therefore, more practice experience may not guarantee

greater CRE. In addition to communication training, addressing

nurses’ emotional needs may be equally important in promoting

nurses’ CRE.

It is not surprising to find that educational level was a positive pre-

dictor of CRE. Taiwanese nurses with a higher educational level are

more competent than nurses with a lower educational level in overall

nursing care and are more sensitive to emotions.37 One assumption

is that the general learning goals of a college education stimulate crit-

ical thinking, enhance teamwork ability, and focus on independent

practice. However, nurses with a technical education comprise the

majority of the nursing workforce in Taiwan. Among the 145 172 prac-

ticing Taiwanese nurses (January, 2014), 47% have a technical 3‐year

degree as their highest nursing degree.38
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Finally, nurses’ state anxiety negatively correlated to CRE,but not

their trait anxiety. That is, nurses’ communication‐related anxiety

stems from their current feelings, rather than from relatively stable

aspects of anxiety related to personality. Nurses’ state anxiety related

to communication can be affected by several factors, such as encoun-

tering difficult subjects and worrying about one’s own emotions.18 As

up to 85% of the participating nurse reported middle‐level anxiety, it

may due to their awareness of being recorded and studied12,15 and

the designed scenario, which was related to difficult subjects. Address-

ing nurses’ personal stress related to communication is important

because nurses who are more stressed feel less confident in

responding to emotional cues.39

Our study has some limitations, including the use of convenience

sampling and the Hawthorne effect related to video recording. The

results may not be applicable to male nurses who have different com-

munication styles.15,37 Although SPs were trained to reflect designed

emotional cues, their performance may have been affected by the

nurses’ responses, especially when the responses exceeded the scope

of the standardized script.
5 | CONCLUSIONS

To our knowledge, this is the first study examining Taiwanese nurses’

CRE. Analyzing nurses’ CRE is an innovative microlevel method to

interpret nurse‐patient communication.12 Taiwanese nurses used more

inadequate responses to all levels of emotional cues than nurses in

other countries. Future study is needed to explore possible reasons,

such as cultural differences. Significant predictors of CRE were identi-

fied: prior formal communication training, practice unit, length of nurs-

ing practice, and educational level. Researchers and educators must

consider how education and working environments affect nurses’ CRE.
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