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Objective: The emotions expressed by physicians in medical encounters have signiﬁcant impact on health
outcomes and patient satisfaction. This study explored how physicians’ regulation of displayed emotions
affects patients’ satisfaction, under low and high levels of patient distress and length of physician-patient
acquaintance.
Methods: Questionnaires were administered to 46 physicians and 230 of their patients (before and after
the medical encounter) in outpatient clinics of two hospitals.
Results: Data were analyzed with hierarchical linear modeling which takes the nested data structure into
account. We found a signiﬁcant interaction effect of physician regulation of displayed emotions and
patient distress on satisfaction: When distress was high, physician regulation of emotions was negatively
related to patient satisfaction. The results also show a signiﬁcant interaction effect of physician regulation
of displayed emotions and length of physician-patient acquaintance: With a longer acquaintance,
physician regulation of emotions was negatively related to patient satisfaction.
Conclusion: The effect of the physicians’ emotional display on patient satisfaction depends on contextual
factors, such as patient distress and length of physician–patient acquaintance, which affect patients’
emotional needs and expectations.
Practical implications: When patients have high emotional involvement in the encounter it is suggested
that physicians consider presenting genuine emotions to patients.
ã 2016 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction
Physicians’ expression of positive emotions in medical encounters is associated with positive health outcomes [1–5], well-being
[5], and patient satisfaction with medical care [6–8]. For example,
physicians who expressed more empathy were evaluated more
positively [9] and had patients who reported higher levels of
satisfaction and were more compliant with their doctors’ advice
[7]. However, physicians experiencing and displaying emotions in
medical encounters might face a conﬂict. Traditional views of the
medical profession require an unemotional, objective, authoritative approach. In addition, emotional neutralization is viewed as
supporting physicians when coping with emotional challenges in
interactions with patients [10,11]. Accordingly, physicians’ socialization and professional norms have encouraged emotional
detachment [11,12]. The tension between expression of emotions
and maintenance of an emotionally neutral, objective position is
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expressed in the notion of “detached concern,” which reﬂects the
need to present outward caring while inwardly maintaining the
emotional distance and calm required for optimal medical
performance [13–15].
Ideas regarding emotional expression in medical encounters
have changed considerably over time. In the last three decades, the
medical profession has emphasized the emotional aspects and the
importance of empathy and compassion as inherent to the
profession [11,15]. Physicians’ communication with patients is
viewed as an important factor in the medical treatment process
[5,16,17]. Despite this shift, emotional detachment prevails when
physicians experience negative emotions during the medical
encounter [15]. When physicians are unable to spontaneously
experience positive emotions due to situational factors (e.g., work
overload) or personal factors (e.g., cynicism), they may have to
engage in emotion regulation [4]—i.e., ‘The processes by which
individuals inﬂuence which emotions they have, when they have
them, and how they experience and express these emotions’ ([18],
p. 275). Physicians need emotion regulation skills to manage and
express their own emotions as well as to allow patients to express
their emotions during a consultation [7,16].
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Emotions may be regulated either by antecedent-focused
strategies which are employed before the emotion has fully
developed (e.g., reappraisal of the situation) or by responsefocused strategies which are applied once an emotion is already
underway (e.g., faking a displayed emotion through intensiﬁcation) [19,20]. While physicians’ cultivation of genuine empathy
through antecedent-focused strategies is certainly desirable,
suppressing negative emotional reactions and faking positive
reactions, such as empathy, might be also beneﬁcial for patients
[21,4] and signify commitment to caring [22]. However, no
knowledge exists regarding the impact of inauthentic expression
of positive emotions. Research into this impact is necessary
because physicians tend to view faking emotional display as part of
their job, as a way of coping with the tension between internal
emotional neutrality or negative emotions and the requirement to
display caring. Furthermore, research in non-professional service
contexts suggests that the response-focused strategy of surface
acting, namely modiﬁcation of displayed emotions while internal
emotions remain unchanged [23], is negatively associated with
customer satisfaction [24].
Accordingly, the present study focused on the effect of surface
acting on patient satisfaction, and explored contextual conditions
under which such regulation of displayed emotions might have
negative or positive outcomes, i.e., patient’s distress level and
length of physician-patient acquaintance. Distress affects the
patient’s emotional needs in the encounter as well as expectations
regarding the physician’s genuine emotional support [25]. Length
of acquaintance signiﬁcantly contributes to relationship strength
[26] deﬁned as the intensity and depth of the relationship [27].
Relationship strength is a major factor in the quality of the
physician–patient relationship and has a key role in understanding
various aspects of the relationship [26] and affecting the outcomes
of service providers’ emotional display [27].
Although the major impact of physicians’ emotional expression
on patient-related outcomes is acknowledged, physicians’ surface
acting is an under-researched area [7]. To the best of our
knowledge, this is the ﬁrst study to explore the relationship of
displayed emotions and patient satisfaction. By exploring conditions that determine the effect of physicians’ regulation of
displayed emotion on patient satisfaction, we seek to extend the
knowledge on this important aspect of the medical encounter.
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1 = not at all; 7 = frequently) that is based on a measure frequently
used to assess surface acting in non-medical service contexts [28].
To evaluate the appropriateness of the items to the context of
medical encounters, brief interviews were conducted with
10 physicians working in outpatient clinics and hospitalization
units, asking about the emotional aspects of their interaction with
patients and the suppression and display of genuine emotions (e.g.,
“Do you ever fake your emotions in medical encounters?; Which
emotions do you fake?"). Following previous studies which have
revised the original scale (e.g., [29]), the ﬁnal scale consisted of four
out of ﬁve items of the original scale (‘I pretend, in order to cope
with patients properly’; “I put on a ‘mask’ to present the emotions I
am required to display in my job”; “I fake a good mood”; “In my job
I act as if I am ‘on stage”) and additional three items based on the
interviews, which reﬂect the effort physicians make to hide their
true emotions from patients (“In my work I put on a ‘matter-of-fact
mask’ to hide the various emotions I experience”; “I play a role and
make an effort so that patients will not see what I am truly feeling”;
“There is a gap between what I feel and what the patients would
say they see and feel regarding my emotions.”). (a = .88).
2.2.2. Patient satisfaction
Patients’ satisfaction was measured via 17 questions [30],
asking patients to report their satisfaction with the information
provided by the physician, the emotional aspect of the encounter,
and general satisfaction with the encounter (response scale: 1 = not
satisﬁed at all; 7 = very satisﬁed). As the correlations between the
sub-scales were high (ranging between r = .76 to r = .84) we have
summarized all the items to a single score (a = .98).
2.2.3. Distress
Distress was assessed by asking patients the following
question: “To what degree do you evaluate your illness as severe?”
(Response scale: 1 = not severe at all; 10 = very severe) [31].
2.2.4. Length of physician–patient acquaintance
Length of acquaintance was measured by asking patients the
following: “How many times have you met the physician in the
past? (Not just in regard to your present medical condition)." [27]
The categories of surface acting, distress and length of
acquaintance were calculated according to the medians (Low =
below the median; High = above the median).

2. Methods
2.3. Procedure
2.1. Participants
The sample consisted of 46 physicians who worked at
outpatient clinics in the hospitals between 2011 and 2012, and
230 patients; ﬁve patients of each physician. Of the physicians,
38 were male (83%) and most of them were married (91%). The
mean age was 53 (SD 6.85), ranging from 37 to 68. The mean
seniority as a doctor was 26 years (SD 7.12), ranging from 2 to 36.
The apprenticeship divisions were as follows: surgery (12),
orthopedics (11), opthalmology (8), gynecology (5), otolaryngology
(3), pulmonary (2), urology (2), nephrology (2), and gastroenterology (1).
Of the patients, 138 were female (60%). The mean age was 45
(SD 18.15); the mean years of education was 13 (SD 2.54); 82% were
born in Israel. The mean length of physician–patient acquaintance
was three meetings.
2.2. Measures
2.2.1. Regulation of displayed emotion-surface acting
Physicians’ surface acting in the medical encounter was
assessed with a scale consisting of seven items (response scale:

Participants were physicians and their patients in outpatient
clinics of two hospitals in the North of Israel. After receiving the
approval of the university and hospital ethics committees and the
hospital director, the head nurse of the outpatient clinics in each
hospital provided the names of all the physicians working there.
Next, the managers of outpatient clinics were asked for approval to
conduct the study in their unit. When approval was received, the
units’ physicians were asked to participate in the study (response
rate = 97%). This was followed by administering questionnaires to
ﬁve patients of each physician (response rate = 80%). Patients’ data
were collected at two time points: illness-related distress was
measured before the consultation and satisfaction was measured
immediately after the consultation.
3. Results
Means, standard deviations and ranges of the research variables
are presented in Table 1. Analyses were conducted with
hierarchical linear modeling (HLM) using PROC Mixed command
in SAS. This analysis takes into account the nested data structure
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Table 1
Means and standard deviations of physicians’ regulation of displayed emotion, length of acquaintance, patient distress and patient satisfaction.

Physicians
Regulation of displayed emotion (surface acting)

Patients
Length of acquaintance

Distress

Patient satisfaction

Mean (SD)

Range

N

All
Low
High

3.22 (1.36)
2.15 (0.62)
4.30 (0.98)

6
1.86
3.86

46
23
23

All
Low
High
All
Low
High
All

2.71 (3.88)
0.69 (0.83)
6.56 (4.47)
4.83 (2.71)
3.08 (1.47)
7.89 (1.32)
4.27 (0.77)

20
2
17
9
4
4
5.54

224
147
77
223
142
81
230

Table 2
Hierarchical model for the moderating effect of patient distress on the relationship between physicians’ regulation of displayed emotion and patient satisfaction.
Model 1
Variables
Regulation of displayed emotions
Patient distress
Patient distress* Regulation of displayed emotions
% explained variance
*

Model 2

B

SE
(0.04)
(0.02)

0.08
0.00

B
0.08*
0.01
0.03*
1.3

SE
(0.04)
(0.02)
(0.01)

p < 0.05.

(i.e., the patient-level data were constructed so that they were
nested in the higher level of the physicians’ data).
The results show a signiﬁcant interaction effect of physicians’
regulation of displayed emotions and patient distress (Table 2). We
interpreted the forms of the interaction by plotting the simple
slopes. As depicted in Fig. 1, when distress is high, physicians’
regulation of displayed emotions is signiﬁcantly and negatively
related to patient satisfaction (b = .16, p < .05) but when distress
is low the relationship of emotion regulation with satisfaction is
not signiﬁcant (b = .04, ns).
The results also show a signiﬁcant interaction effect of
physicians’ regulation of displayed emotions and length of
acquaintance (Table 3). Simple slope analyses show that physicians’ regulation of emotions is signiﬁcantly and negatively related
to patient satisfaction when acquaintance is longer (b = .18,

p < .05) but not under shorter acquaintance (b = .02, ns) (see
Fig. 2).
4. Discussion and conclusion
4.1. Discussion
This study examined the relationship between physicians’
regulation of displayed emotion and patient satisfaction in regard
to two conditions: patient distress and length of physician–patient
acquaintance. The results show that physician emotion regulation
was negatively related to patient satisfaction, but only under
certain contextual conditions. When patient distress was high, the
physicians’ regulation of displayed emotions was negatively
related to satisfaction. Research suggests that the regulation of

7
6.5
6
patient satisfaction

5.5
----- Low distress
___ High distress

5

4.5
4

3.5
3

2.5
2
1.5

Low regulation of
displayed emotions

High regulation of
displayed emotions

Fig. 1. Interaction effect of physicians’ regulation of displayed emotions and patient distress on patients’ satisfaction.
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6
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5.5
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acquaintance

5
4.5
4
3.5
3
2.5
2
1.5

High regulation of
displayed emotions

Low regulation of

displayed emotions

Fig. 2. Interaction effect of physicians’ regulation of displayed emotions and length of acquaintance on patients’ satisfaction.

Table 3
Hierarchical model for the moderating effect of length of acquaintance on the relationship between physicians’ regulation of displayed emotions and patient satisfaction.
**
p < 0.01.
Model 1
Variables
Regulation of displayed emotions
Length of acquaintance
Length of acquaintance * Regulation of displayed emotions
% explained variance
*

B
0.07
0.006

Model 2
SE
(0.04)
(0.01)

B
0.09*
0.008
0.03**
3.8

SE
(0.04)
(0.01)
(0.01)

p < 0.05.
p < 0.01.

**

displayed emotions increases the target’s sense of uncertainty
because such emotions convey vague information [32]. Highly
distressed patients are likely to seek a high level of certainty in
their interaction with the physician, and react negatively to
vagueness, thus experiencing less satisfaction as a result of
physicians’ emotion regulation. Furthermore, the inauthenticity
involved in regulation of displayed emotions might undermine the
patient’s trust in the physician, which is especially detrimental
when distress is high [33].
The results show also that when the physician–patient
relationship is stronger, the relationship between emotion
regulation and satisfaction is negative. This result supports the
theory [26] regarding the differences between weak and strong
service relationships, suggesting that when the relationship is
weaker, patients’ expectations are directed only to the instrumental outcomes of the encounter, whereas in stronger relationships,
patients expect the physician also to satisfy their emotional needs,
and thus view negatively the inauthenticity involved in the
regulation of displayed emotions. In addition, in weaker relationships, patients might be less familiar with the physician’s
emotional expression, and thus be less likely to detect inauthentic
emotional display. These results are in contrast to the ﬁndings of
another study [27] indicating that the suppression of negative
emotions was negatively related to satisfaction in weak relationships. However, this other study was conducted in a nonprofessional context where customers are less involved in the
service and its outcomes than in the medical context, and therefore
customers are likely to be more forgiving if their relationship with
the service provider is strong [27].
The results contribute to the literature in several ways.
Although previous research has documented the positive effect
of physicians’ expressions of emotion [2,5], to the best of our

knowledge, this is the ﬁrst study to show that emotion regulation is
related to patient satisfaction. Several authors [34–36] have
recommended regulation of displayed emotions. Our ﬁndings
suggest that, regarding the physicians’ emotion display, it is
important to consider context variables such as patient-related
variables and characteristics of the physician–patient relationship.
The study has both strengths and limitations. One strength is
the collection of data from two sources—physicians and patients,
and from patients at two time points, thus minimizing single
source bias [37]. The scale of emotion regulation was carefully
developed with quantitative and qualitative tools to adapt it to the
medical context. In terms of limitations, the cross-sectional design
precludes making deﬁnite causal statements. The study was
conducted in hospital outpatient clinics, which are likely to have
context-speciﬁc characteristics in terms of patients’ and physicians’ personal characteristics as well as types of relationships.
Future research is recommended to explore the variables in other
medical contexts to test the generalizability of the results. In this
study, we explored the effect of emotional display only on patient
satisfaction. Physicians’ emotional expression was found to affect
health outcomes [2] but there is no data regarding the effect of
emotion regulation on such outcomes. Thus, future research is
recommended to explore the effect of physicians’ regulation of
emotional display on health outcomes and well-being. The present
study focused on patient satisfaction as a function of physicians’
regulation of displayed emotions, yet additional factors related to
the physician’s characteristics (e.g., professional skills) and
behavior (e.g., provision of information) were found to have a
signiﬁcant effect on patient satisfaction [38,39] Future research
could explore the interactive effects of emotion regulation with
these variables on satisfaction.
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4.2. Conclusion
The study shows that, although presenting positive emotions to
patients is considered beneﬁcial, the impact of displaying insincere
emotions depends on contextual factors. When patients are
distressed or when the relationship with the physician is strong,
a display of insincere emotions is negatively related to patient
satisfaction.
4.3. Practice implications
The results suggest that the notion of “detached concern,” when
positive emotions are presented and internal neutrality is
maintained, might be suitable in situations in which patients
are less involved. When patients have high emotional involvement
in the encounter it is suggested that physicians consider presenting
more genuine emotions to patients.
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