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A B S T R A C T   

Objective: Given the importance of unhurried conversations for providing careful and kind care, we sought to 
create, test, and validate the Unhurried Conversations Assessment Tool (UCAT) for assessing the unhurriedness of 
patient-clinician consultations. 
Methods: In the first two phases, the unhurried conversation dimensions were identified and transformed into an 
assessment tool. In the third phase, two independent raters used UCAT to evaluate the unhurriedness of 100 
randomly selected consultations from 184 videos recorded for a large research trial. UCAT’s psychometric 
properties were evaluated using this data. 
Results: UCAT demonstrates content validity based on the literature and expert review. EFA and reliability an-
alyses confirm its construct validity and internal consistency. The seven formative dimensions account for 
89.93% of the variance in unhurriedness, each displaying excellent internal consistency (α > 0.90). Inter-rater 
agreement for the overall assessment item was fair (ICC = 0.59), with individual dimension ICCs ranging 
from 0.26 (poor) to 0.95 (excellent). 
Conclusion: UCAT components comprehensively assess the unhurriedness of consultations. The tool exhibits 
content and construct validity and can be used reliably. 
Practice implications: UCAT’s design and psychometric properties make it a practical and efficient tool. Clinicians 
can use it for self-evaluations and training to foster unhurried conversations.   

1. Introduction 

Due to the industrialization of healthcare [1], clinicians and patients 
often feel pressed for time during consultations, leading to a sense of 
rushed and depersonalized interactions [2]. These perceptions of hur-
ried consultations can have detrimental effects on care, including 
limited understanding of patient concerns and unaddressed healthcare 
issues [2–4]. While clinicians and patients have limited control over how 
much time is allotted for consultations—dictated by macro-level 

temporal structures prioritizing efficiency and healthcare demands—-
they have more agency over how the time is spent, which is determined 
by the micro-level communicative practices of patients and clinicians [5, 
6]. 

These agentic communicative practices of patients and clinicians 
have consequential effects on the rhythm and pace of healthcare con-
sultations. Several researchers emphasize the impact of communicative 
behaviors (e.g., asking open-ended questions, engaging in small talk) on 
the perceived pace of consultations [4,5,7,8]. Notably, Montori and 
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Fig. 1. Summary of UCAT’s Design and Validation Steps.  
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colleagues [8] advocate for unhurried conversations, a communicative 
practice co-created by patients and clinicians, that prioritizes the quality 
of consultation time over quantity, providing opportunities for creating 
tailored care plans that make emotional, practical, and intellectual sense 
for patients [1,8–12]. 

Unhurried conversations are conceptualized not in terms of duration 
or speed; instead, the unhurriedness of conversations is determined by 
the perceived rhythm and participation during conversations [8]. 
Conversational rhythm represents an organically emerging tempo that 
the conversational partners mutually construct. Participation refers to 
the cognitive and emotional availability of the participants during 
conversations. When participants perceive synchronous rhythm and 
participation, they can engage in unhurried conversations appropriate 
for the demands of care, allowing patients and clinicians to engage in 
shared decision-making and develop tailored care plans. 

Although this conceptual work offers a rich understanding of un-
hurried conversations, translating these ideas into practice necessitates 
additional efforts in identifying specific, measurable attributes that 
characterize unhurried conversations. Therefore, building on Montori 
and colleagues’ [8] conceptual work, we operationalized unhurried 
conversations as an ongoing, mutual accomplishment between patient 
and clinician that proceeds through a range of verbal and nonverbal 
communicative practices, including pace, pauses, emotionality, shared 
turn-taking, inviting questions, off-task topics, embodiment, conversa-
tional interruptions, external interruptions, and delaying topics. Sub-
sequently, we saw the potential for converting these behaviors into an 
assessment tool to gauge the unhurriedness of patient-clinician consul-
tations or guide novice practitioners seeking to enhance their ability to 
engage in unhurried conversations. 

Owing to the practical utility of creating the unhurried conversation 
assessment tool (UCAT), our primary objective was to develop a user- 
friendly tool and validate it by evaluating the unhurriedness of previ-
ously recorded patient-clinician encounters. The ensuing sections detail 
the tool development and validation processes completed over 18 
months. The paper concludes with a discussion of the key findings, 
implications, and future research directions. 

2. Methods 

To design and validate the unhurried conversation assessment tool 
(UCAT), this study was conducted in three phases, as summarized in  
Fig. 1 and elaborated in the sections below. The clinical consultations 
analyzed using UCAT were obtained during a clinical trial in which in-
vestigators recorded visits with and without a shared-decision making 
(SDM) intervention. The Mayo Clinic Institutional Review Board (IRB) 
approved the source study from which video recordings were drawn and 
the analyses of these recordings in this study. All participants provided 
written consent for the use of these recordings for future research 
purposes. 

2.1. Phase one: conceptual and operational development 

Building on Montori and colleagues’ [8] multi-level model of the 
determinants of unhurried conversations and relevant literature from 
the domains of communication, time studies, and shared 
decision-making, a team of researchers and clinicians operationalized 
unhurried conversations as an ongoing, mutual accomplishment between 
patient and clinician that proceeds through a range of verbal and nonverbal 
communication practices wherein one or more participants (mutually) 
regulate the sequence, spacing (temporal and spatial) and speed of interac-
tion to make themselves available to the other and remove or suspend dis-
tractions from the environment in order to improve care. While Montori 
et al. [8] discuss both micro-level individual characteristics and 
macro-level organizational (e.g., scheduled duration of appointments) 
features that facilitate or hinder conversational participation and 
rhythm, our focus was identifying micro-level communicative practices 

that influence the unhurriedness of conversations. Through a thorough 
literature review and six months of weekly deliberations and debates, 
we identified ten observable elements of unhurried conversations: pace, 
pauses, emotionality, shared turn-taking, inviting questions, off-task 
topics, embodiment, conversational interruptions, external in-
terruptions, and delaying topics. These dimensions and their conceptual 
and operational definitions were extrapolated from prior literature and 
are outlined in Table 1.1 

Based on these operational definitions, three to six items focusing on 
the verbal and nonverbal communicative markers for each dimension 
were crafted. For instance, statements reflecting emotionality included: 
(a) Participants expressed emotion that was acknowledged by the other, 
(b) Participants expressed emotions, and (c) An expression of emotion 
was given time to be processed. These statements were accompanied by 
one global item to provide an overall assessment of each dimension. 
While the items within each dimension directed attention to specific 
communicative behaviors, the global ratings focused on providing col-
lective scores of these behaviors. The use of global ratings for summative 
assessments is well supported by prior research [13–15]. Thus, a final 
global item was also included in the tool to measure the overall per-
ceptions of unhurriedness. 

The first version of UCAT consisted of 55 statements assessing the ten 
dimensions and the overall unhurriedness perceptions. However, during 
preliminary testing of two recorded patient-clinician encounters, the 
researchers identified 14 items that were redundant, ambiguous, or 
inaccurate. These items were subsequently removed from the tool. 
Additionally, some items were rephrased to better represent the di-
mensions of unhurried conversations. 

The resulting tool comprised 41 items: three items for each of the ten 
dimensions, a global item assessing each dimension, and a final item 
assessing the overall perception of unhurriedness. The face and content 
validity of these dimensions and respective items was bolstered by an 
expert peer review [16]. The tool was shared with a physician with 
research expertise in communication and time studies. We held multiple 
meetings with the expert to discuss the tool’s development. These dis-
cussions confirmed that the generated items reflected the ten dimensions 
of unhurried conversations. 

Notably, the ten dimensions included in UCAT serve as formative 
indicators of unhurried conversations [17]. These formative indicators 
are considered determinants of the unhurriedness of conversations 
rather than the effects of the conversation’s unhurriedness. To elaborate, 
unhurried conversations result from a combination of these ten di-
mensions, and an increase in any of these dimensions is associated with 
heightened perceptions of consultation unhurriedness. Conversely, an 
increase in perceptions of unhurriedness may not necessarily be 
accompanied by an increase in all ten dimensions. Fig. 2 visually illus-
trates the formative model of unhurried conversations, incorporating 
the ten dimensions. 

2.2. Phase two: designing, piloting, and refining UCAT 

2.2.1. Designing UCAT 
Based on phase one, a working draft of UCAT was created that 

incorporated the ten dimensions of unhurriedness—each assessed 
through three statements and one global item. The design of UCAT was 
centered on usability and quick referencing, considering its concurrent 
use by raters during the observation of recorded clinical encounters. 
Consequently, drawing from assessment tools used in different contexts 
[13,15,18] and considering the ease of use of Likert rating scales, each 
statement was designed to be answered on a 5-point Likert scale ranging 
from 1 (strongly disagree) to 5 (strongly agree). To account for the possi-
bility of some dimensions being absent (e.g., no external interruptions 

1 These ten dimensions are explained in detail in a related conceptual paper, 
currently under review, developed in parallel with this manuscript. 

D.M. Mandhana et al.                                                                                                                                                                                                                         



Patient Education and Counseling 123 (2024) 108237

4

may occur during an encounter) or difficult for observers to assess (e.g., 
participant’s back is facing the camera, making it challenging to observe 
body language), a "not applicable" option was included. 

The first version of UCAT was created to include ten dimensions, 
each assessed through four items using a 5-point Likert scale and one 
overall item evaluating perceptions of unhurriedness. The tool also 
included an initial section dedicated to collecting descriptive informa-
tion about the rater and the patient-clinician encounter video. To ensure 
convenience, the entire rating tool was meticulously organized to fit on a 
single side of an A4 paper. To further improve ease of use, the rating tool 
was presented in a user-friendly PDF format, including fillable fields and 
buttons. Other design features that improved the ease of reading and 
evaluation included tabular formatting of each dimension and colored 
font to distinguish between global items and statements within each 
dimension. 

To enhance rating consistency and minimize training requirements, 
an instruction manual explaining observable behaviors associated with 
each dimension was developed for UCAT. Noteworthy clarification as-
pects of the manual included: (1) unhurried conversations can be brief or 
long, and raters aren’t evaluating the length of conversations, (2) the 
term "participants" in UCAT refers to the clinician, patient, or both, (3) 
some dimensions in UCAT may be absent or challenging to assess, 
allowing raters to select the "not applicable" option, (4) emphasis on not 
interpreting the absence of these dimensions as evidence of unhurried-
ness or hurriedness, and (5) instructing raters to take brief notes and 
determine final ratings after reviewing the entire video, rating the entire 
encounter rather than specific parts. The instruction manual—included 
in Supplemental Appendix 1—was also presented as a PDF and designed 
in a tabular format with appropriately highlighted words and phrases, 
drawing attention to critical information. 

2.2.2. Piloting and refining UCAT 
The pilot testing of the tool occurred in two stages. In the first stage, 

four researchers (DM, DB, VM, and CSJ) evaluated the unhurriedness of 
five recorded clinical encounters using UCAT. As in the first phase, each 
researcher rated the encounter on the ten dimensions. Based on the 
ambiguities and difficulties noted during the rating process, we made 
further modifications to UCAT. The discussion and feedback led to 
refining item phrasing to improve clarity. Dimensions with the "not 
applicable" option were reordered to appear at the end in a sequential 
order to reduce the cognitive load of switching between different anchor 
sets [19]. Last, the structure and design of the UCAT and instruction 
manual were modified to facilitate measurement. 

For the second pilot testing stage, two external raters evaluated five 
videos to assess the tool’s usability without extensive training and 

Table 1 
Conceptual and Operational Definitions of the Dimensions of UCAT a.  

Dimensions Conceptual Definitions Operational Definitions and 
Examples 

Pace An unhurried pace refers to a 
rhythm of conversation that 
makes it possible for both 
participants to speak without 
rushing or having to 
constrain their rhythm 
choices to accelerate or 
decelerate due to reasons 
extraneous to care. 

Alignment between 
participants’ speech rates (i.e., 
number of words per unit of 
time). 
Example:  
a. A clinician matches the 

speech rate of the patient. 

Pauses Unhurried conversations 
involve pauses and moments 
of silence, allowing the 
participants to reflect and 
respond to relevant 
conversational and cognitive 
demands. 

A break or rest in conversation 
arising in the form of pauses or 
silence. 
Examples:  
a. The physician is silent as 

they consider answering the 
patient’s question.  

b. The patient is allowed to 
pause and reflect on the 
news they receive or the 
answer to a question. 

Emotionality Unhurried conversations 
permit either participant to 
express and discuss their 
emotions (i.e., state of mind 
deriving from one’s 
circumstances, mood, or 
relationships with others) 
during the conversation. 

Display and discussion of 
emotions during the 
conversation. 
Examples:  
a. A patient cries, laughs, or 

openly expresses their 
emotions verbally or 
nonverbally.  

b. A clinician cries, laughs, or 
openly expresses their 
emotions verbally or 
nonverbally. 

Inviting Questions Unhurried conversations 
entail the use of questions 
that invite the other to share 
and elaborate their answers, 
allowing both participants to 
freely share information and 
inquire to learn more. 

Open-ended questions that give 
the participants an opportunity 
to share information freely. 
Examples:  
a. How are you feeling?  
b. Could you describe that 

symptom further? 
Shared 

turn-taking 
In unhurried conversations, 
the ratio of turn-taking is 
roughly even or negotiated 
so that both participants 
behave as if they have an 
equal opportunity to speak. 

The ratio of turn-taking 
between the physician and 
patient during the 
conversation. 
Examples:  
a. Participants take 

appropriate turns to speak.  
b. The clinician allows the 

patient to respond to 
questions. 

Conversational 
Interruptions 

Conversational interruptions 
prevent participants from 
completing their turn in a 
way that disrupts the flow of 
conversation. 

The frequency of 
conversational interruptions 
initiated by the patient or 
clinician. 
Example:  
a. The clinician or patient 

“cuts off” the other mid- 
sentence to change the 
conversational topic. 

External 
Interruptions 

External interruptions occur 
when a conversation is 
interrupted by another 
person (e.g., a staff member) 
or an event (e.g., a 
technological problem). 
Unhurried conversations are 
characterized by less 
frequent external 
interruptions. 

The frequency of external 
interruptions due to another 
person or event. 
Examples:  
a. Another staff member 

comes into the room.  
b. The technical equipment 

fails and requires attention. 

Embodiment Unhurried conversations are 
supported through open 
body language. 

Participants’ body language (e. 
g., head nods, leaning forward, 
closed arms) during the 
conversation. 
Examples:  

Table 1 (continued ) 

Dimensions Conceptual Definitions Operational Definitions and 
Examples  

a. Open body language: Open 
arms; Head nods.  

b. Closed body language: 
Closed arms; Walking away. 

Off Task Topics Unhurried conversations 
involve a discussion of topics 
unrelated to medical 
problems or diagnoses that 
enhance the depth of 
conversation. 

References to topics unrelated 
to medical problems or 
diagnoses. 
Examples:  
a. Questions about weekend 

plans.  
b. Discussing hobbies or 

personal goals. 
Delaying Topics To support unhurried 

conversations, participants 
may delay addressing non- 
immediate topics so that 
more time and attention can 
be given to pertinent topics. 

Delaying or delegating topics 
to a different time/person. 
Examples:  
a. We’ll discuss that next time.  
b. Someone else will be taking 

it from here. 

a Extrapolated from [7,8,10,37–68]. 
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expertise. After a brief training meeting, the raters received the instru-
ment and instruction manual. Valuable feedback and results from this 
round prompted a crucial change: Removing dimension labels (e.g., 
speech rate) as these seemed to introduce distortions in the assessments 
(i.e., assessing the number of words spoken per unit of time instead of 
the synchrony between participants’ speech rates). Thus, all dimension 
labels were replaced by a numeric title (i.e., 1, 2…10). This round of 
piloting also resulted in more precise rating instructions and a better 
layout of the scoring sheet. The refined UCAT comprised 41 items 
organized in three segments: 10 main unlabeled domains containing 
three individual items each, global measures containing ten items, and 
the overall unhurried conversation item. 

2.3. Phase three: testing and validating UCAT 

After establishing content validity in previous phases, the final phase 
tested and validated UCAT for internal structure and construct validity. 
This involved assessing the inter-rater reliability, as well as the factor 
structure and internal consistency of the dimensions of unhurried con-
versations. To ensure methodological rigor, the study followed content 
analysis and scale validation procedures recommended by previous 
research [20–22]. The following sections provide a detailed description 
of these procedures. 

2.3.1. Sample 
The consultations analyzed using UCAT were sampled from previ-

ously recorded clinical encounters that took place during eight practice- 
based randomized and one quasi-randomized clinical trials conducted 
between 2007 and 2015. These trials evaluated the effect of usual care 
with or without SDM tools designed to support conversations about the 
treatment of Graves disease, osteoporosis, diabetes mellitus, and atrial 
fibrillation (for more details, see [23–26]). 

Eligible recordings captured complete patient-clinician consultations 
conducted in English in which a single clinician participated. For our 
purposes, a clinical encounter was considered complete if it comprised 
an introduction (such as asking open-ended questions about patients’ 
complaints and describing the appointment’s purpose), a medical dis-
cussion, and an appointment closure (where the clinician clearly indi-
cated that the appointment had concluded). By adhering to these 
criteria, we ensured that all ten dimensions of UCAT could be assessed 
and any differences in evaluations of unhurriedness were not influenced 
by recordings that commenced or ended abruptly. 

From a pool of 184 eligible recordings, we randomly (using a random 
number generator) selected 100 consultation videos for content anal-
ysis. The videos had an average length of M = 32.63 min (SD = 16.72), 
with the patient-clinician encounter duration averaging at M 
= 28.91 min (SD = 13.71). Participants were, on average, 60.7 years old 
(SD = 17.5), and 61.2% were women. These patients met with male 
(48%) and female (47%) clinicians, with 5% of data missing for 

clinicians’ sex. 

2.3.2. Coding procedure 
Two raters, proficient in English, were provided with these 100 re-

cordings to assess the unhurriedness of each consultation using UCAT. 
To ensure UCAT’s usability without extensive training, only the in-
struction manual was shared with the raters, and no additional training 
was provided. To calibrate their ratings, the raters independently rated 
five randomly selected pilot videos and discussed the scores to identify 
any disagreements and their underlying reasons. One of the authors 
(CSJ) participated in these discussions and updated the instruction 
manual to address the disagreements. Subsequently, the raters inde-
pendently rated another set of five randomly selected videos and dis-
cussed their scores and any disagreements. 

This calibration process aimed to achieve interrater reliability-
—assessed by intraclass correlation coefficient [27] using absolute 
agreement—of 0.70 or higher [28]. The interrater reliability for the pilot 
videos exceeded this criterion (ICC = 0.814; p < 0.001). Following this 
calibration process and setting a threshold for interrater reliability, our 
objective was to attain reliable and consistent ratings using UCAT for the 
sampled patient-clinician encounters. The raters then independently 
rated the remaining videos without any discussion of scores. 

Fig. 2. Formative Model of Unhurried Conversations.  

Table 2 
ICCs, Mean, and SD results for UCAT.  

Dimensions ICC (95% CI) p- 
value 

Mean (SD) 

Rater 1 Rater 2 

Grand Item 0.59 (0.444 to 
0.704) 

0.001 4.93 (.35) 4.93 (.41) 

Global Items 0.45 (0.266 to 
0.597) 

0.001 3.54 (.40) 3.69 (.45) 

Speech Rate 0.34 (0.154 to 
0.502) 

0.001 4.94 (.27) 4.92 (.50) 

Pauses 0.26 (0.042 to 
0.412) 

0.01 4.00 
(1.37) 

4.72 (.93) 

Emotionality 0.41 (0.234 to 
0.561) 

0.001 4.55 (.69) 3.99 
(1.52) 

Inviting Questions 0.95 (0.928 to 
0.967) 

0.001 4.96 (.30) 4.96 (.40) 

Shared Turn-Taking 0.77 (0.678 to 
0.840) 

0.001 4.90 (.38) 4.96 (.40) 

Conversational 
Interruptions 

0.36 (0.175 to 
0.518) 

0.001 4.91 (.37) 4.95 (.25) 

External Interruptions 0.65 (0.522 to 
0.751) 

0.001 0.81 
(1.56) 

0.89 
(1.58) 

Embodiment 0.43 (0.252 to 
0.575) 

0.001 4.28 (.85) 4.93 (.52) 

Off-task Topics 0.57 (0.420 to 
0.688) 

0.001 1.62 
(2.00) 

2.69 
(2.42) 

Note. Delaying Topics was excluded from the results because it was observed in 
only four videos. 
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2.3.3. Reliability and validity assessments 
After the raters completed their evaluations, the inter-rater re-

liabilities using ICCs were computed for the overall rating as well as for 
the global and individual items for the ten dimensions. The coders’ 
ratings on individual items for each dimension were aggregated by 
calculating means. The ICCs for the ten dimensions are based on these 
aggregate ratings and were computed using single measures, absolute 
agreement, two-way mixed-effects model [29]. 

The raters’ evaluations for each item pertaining to the ten di-
mensions were averaged to create composite scores for each item. 
Adhering to best practices for scale development [30,31], an exploratory 
factor analysis (EFA) was performed on the composite scores to examine 
both the dimensionality of unhurried conversations and the quality of 
items. Preliminary analyses before running EFA included an examina-
tion of the correlation matrix, Kaiser–Meyer–Olkin Measure of Sampling 
Adequacy (KMO >.50), and Bartlett’s Test (p < .001) values. 

To evaluate whether items within each UCAT dimension were 
consistently scored in the same direction, the internal consistency of the 
tool was assessed using Cronbach’s α coefficients. The IBM SPSS 
V.29.0.1.0 package was used for all analyses. 

3. Results 

3.1. Inter-rater reliability results 

Table 2 presents the inter-rater reliabilities and descriptive statistics 
for UCAT’s ten dimensions and global items. Inter-rater agreements for 
the overall assessment item (ICC = 0.59) and the mean of the ten global 
items (ICC = 0.45) were fair (between 0.40 and 0.60) per Cicchetti’s 
[27] criteria. The ICCs ranged from 0.26 (poor) to 0.95 (excellent) for 
the tool’s individual dimensions. 

3.2. EFA and internal consistency results 

Before interpreting the EFA results, we examined the correlation 
matrix for all scale items and found both positive and negative eigen-
values [32]. Closer inspection revealed that the negative eigenvalue was 
extremely close to zero, suggesting its impact on the factor solution was 
negligible [33]. We also identified four items (1–3, 2–2, 4–1, and 5–2) 
deemed redundant as they had exceptionally high inter-item correla-
tions (~1) and thus provided no meaningful additional information 
[33]. Their removal resulted in a positive definite correlation matrix. 

With a KMO value of 0.66 and a significant Bartlett’s Test (χ2 (325) 
= 5012.54, p < .001), the data met the necessary assumptions for con-
ducting a factor analysis. We proceeded with principal components 
factor analysis using varimax rotation to identify the factor structure and 
eliminate items with poor loadings. Factors were retained if (a) they had 
eigenvalues greater than 1.00 and were located above the bend in the 
scree plot, and (b) the loadings were greater than .60 on the primary 
factor and lower than .40 on any secondary factor [34]. To facilitate the 
interpretation of the rotated component matrix, loadings lower than .35 
were suppressed. 

The rotated component matrix yielded a seven-factor solution, ac-
counting for 89.93% of the variance in the unhurriedness of conversa-
tions (Table 3). Notably, dimensions including pauses, emotionality, 
external interruptions, embodiment, off-task topics, and delaying topics 
loaded on distinct factors, whereas speech rate, inviting questions, 
shared turn-taking, and conversational interruptions all loaded on a 
single factor. Upon closer consideration and after consulting the litera-
ture, it became clear that these four dimensions—in contrast to oth-
ers—are uniquely focused on the tempo and rhythm of patient-clinician 
conversation that is co-constructed through paralanguage (modulating 
speech rate, avoiding interruptions) and verbal (asking inviting ques-
tions and managing turn-taking) means. Thus, we named it Participation 
and Rhythm, as Montori et al. [8] point to the role of participation in 
shaping a conversation’s tempo. Whereas the other factors relate to 

Table 3 
Results of Exploratory Factor Analyses – Seven Dimensions of Unhurried 
Conversations.  

Scale Items, Cronbach Alphas, and Means and Standard Deviations Factor 
Loadings 

Participation and Rhythm  
▪ Participants did not try to rush the conversation. .845  
▪ Participants held the conversation at a natural pace. .845  
▪ Participants asked open-ended questions that encouraged 

participation from the other. 
.943  

▪ Participants asked questions that allowed the other to share 
additional information. 

.966  

▪ Each of the participants took appropriate turns in the 
conversation. 

.962  

▪ Both participants contributed to the conversational 
rhythm. 

.958  

▪ Participants helped maintain the flow of conversation. .954  
▪ Participants were able to complete their conversational 

turns without the other interrupting. 
.727  

▪ Participants allowed the other to speak without 
interruption. 

.704 

Cronbach’s Alpha (α) 0.97 
Mean (SD) 4.94 (0.30) 
Pauses   

▪ Participants were able to pause without being interrupted 
by the other. 

.959  

▪ Participants allowed each other to pause. .947 
Cronbach’s Alpha (α) 0.99 
Mean (SD) 4.36 (0.91) 
Emotionality  

▪ Participants expressed emotions. .890  
▪ Participants expressed emotions that were acknowledged 

by the other. 
.867  

▪ Participants allowed time for the expressions of emotion to 
be processed. 

.950 

Cronbach’s Alpha (α) 0.92 
Mean (SD) 4.27 (0.99) 
External Interruptions  

▪ An external factor (e.g., person, event) interrupted the 
conversation. 

.929  

▪ An external factor disrupted the flow of conversation. .934  
▪ Either participant was prevented from completing their 

conversational turn because of outside factors. 
.928 

Cronbach’s Alpha (α) 0.94 
Mean (SD)** 2.74 (1.17) 
Embodiment  

▪ Participants displayed body language that was open to the 
other. 

.911  

▪ Participants displayed body language that indicated they 
were available for the conversation. 

.968  

▪ Participants were visibly engaged in what the other was 
saying. 

.968 

Cronbach’s Alpha (α) 0.97 
Mean (SD) 4.65 (0.37) 
Off-task Topics  

▪ Participants discussed topics unrelated to the medical 
conversation. 

.968  

▪ Participants sought to establish rapport by asking questions 
about the other’s personal life or work. 

.976  

▪ Participants engaged in conversation to get to know each 
other (outside of clinical roles). 

.968 

Cronbach’s Alpha (α) 0.99 
Mean (SD)** 3.54 (1.16) 
Delaying Topics  

▪ Participants indicated that certain issues could be 
discussed in the future to have adequate time. 

.942  

▪ To maintain a deliberate pace, some issues were held for 
another time. 

.958  

▪ Participants prioritized a topic to allow for a more 
deliberate pace. 

.930 

Cronbach’s Alpha (α) 0.97 
Mean (SD)** 1.91 (0.42) 

Note. The redundant items with exceptionally high inter-item correlations, 
including items 1-3 (Participants spoke at an unhurried pace), 2-2 (Participants 
paused during the conversation), 4-1 (Participants asked questions that allowed 
the other to share freely), and 5-2 (Both participants contributed to the flow of 
the conversation), were removed from the EFA analysis. 
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behaviors that either no one controls (external interruptions), only one 
person controls (delaying topics), or that are useful but not central to the 
pace of the conversation (showing emotion, making small talk, having 
open body language), the items in the participation and rhythm factor 
explicitly concern how participants co-construct a shared rhythm. 

The first factor, participation and rhythm, comprised nine items, 
explaining 29.47% of the variance, and exhibited high internal consis-
tency with a Cronbach’s α of .97. The subsequent five factors were each 
composed of three items. They showed the following accounted variance 
and Cronbach’s α values: off-task topics (16% accounted variance, 
α = .99), delaying topics (13.24% accounted variance, α = .97), embodi-
ment (11.63% accounted variance, α = .96), external interruptions 
(7.59% accounted variance, α = .94), and emotionality (7.03% accoun-
ted variance, α = .92). The seventh factor, pauses, comprising two items 
(α = .99), accounted for 5% of the variance in assessments of unhurried 
conversations. 

Last, Pearson correlations were calculated for the pairwise combi-
nation of the composite measures of the seven factors describing un-
hurried conversations (see Table 4). The analysis revealed that the seven 
factors exhibited limited statistically significant correlations. Precisely, 
only the following combinations were correlated: participation and 
rhythm was significantly related to pauses (r = .30, p < .01), off-task 
topics was related to emotionality (r = .26, p < .01), delaying topics was 
correlated with embodiment (r = − .38, p < .01) and external interruptions 
(r = .26, p < .01), and external interruptions was related to emotionality 
(r = − .23, p < .05). 

4. Discussion and conclusion 

This study identified ten dimensions of unhurried conversations and 
used them to develop the unhurried conversation assessment tool 
(UCAT). The UCAT was then subjected to a rigorous validation process, 
resulting in a comprehensive assessment tool comprised of seven 
formative dimensions measured through 37 items. The ready-to-use 
final tool and the companion coding manual are included in Supple-
mental Appendix 1. 

4.1. Key findings and implications 

The UCAT components were derived from a thorough review and 
grounded in clinicians’ experiences. Their content validity was further 
established through expert peer review. Testing the UCAT to assess the 
unhurriedness of consultations revealed promising inter-rater reli-
ability. Inter-rater agreements for the overall assessment item and the 
domain-level composite scores were fair. Inter-rater agreements for in-
dividual UCAT dimensions ranged from poor to excellent. 

The EFA and reliability analyses confirm the UCAT’s strong construct 
validity and excellent internal consistency. The UCAT’s formative di-
mensions account for 89.93% of the variance in the unhurriedness of 
conversations. Interestingly, contrary to our proposed ten-dimensional 

model, unhurried conversations can be effectively represented by 
seven formative dimensions. These include speech rate, inviting ques-
tions, shared turn-taking, and conversational interruptions that loaded 
together to form the Participation and Rhythm dimension—aligned with 
Montori and colleagues’ [8] focus on participation in shaping conver-
sation tempo. The remaining six dimensions loaded independently, 
representing behaviors beyond conversational partners’ control (e.g., 
external interruptions), controlled by one party (e.g., delaying topics), 
or valuable but ancillary to shaping conversation’s pace (e.g., expressing 
emotion, taking pauses, open body language, small talk). Each dimen-
sion displayed excellent internal consistency, with Cronbach’s alpha 
values exceeding 0.90 [27]. 

The primary theoretical contribution of this study lies in the 
formative representation of unhurried conversations, highlighting that 
the dimensions are not interchangeable or correlated. Therefore, all 
seven dimensions are necessary for a comprehensive representation of 
unhurried conversations: Omitting any dimension is akin to removing a 
part of the construct [17]. Indeed, the seven dimensions in our model 
represent distinct verbal and nonverbal communication behaviors, as 
evidenced by the limited significant correlations between them. Even 
the dimensions that exhibited correlations showed weak relationships 
(r < .40) [35], further emphasizing the unique contributions and unin-
terchangeable nature of these dimensions. Overall, our formative model 
underscores the importance of examining distinct communication be-
haviors that collectively contribute to unhurried patient-clinician 
consultations. 

4.2. Study limitations and future research opportunities 

This study has several limitations that warrant future research 
attention. First, the study’s rigorous design and validation procedures, 
along with the results, provide reliability and validity evidence for 
UCAT; however, the psychometric support is limited to the specific 
patient-clinician consultations analyzed using UCAT. This limi-
tation—common in all rating instruments [13]—imposes the need for 
further validation from diverse and larger patient-clinician consultation 
samples. These validation efforts must be additionally substantiated 
with other forms of validity (e.g., concurrent and predictive) to obtain 
more definitive psychometric evidence. 

Second, inter-rater agreements for some UCAT dimensions were 
poor, possibly due to range restrictions and difficulty in observing spe-
cific behaviors [36]. Independent raters tested UCAT in the context of 
lengthier consultations (part of clinical trials evaluating the effects of 
SDM tools), resulting in limited variability and consistently high 
unhurriedness scores (see Table 2). Moreover, in some videos, behaviors 
like embodiment and emotionality were unobservable because patients 
or clinicians were facing away from the recording device. These results, 
derived from a range-restricted consultation sample, emphasize the 
need for additional UCAT testing with more diverse patient-clinician 
encounters. 

Last, to establish the factor structure and reliability of UCAT di-
mensions, we created multiple items per dimension following scale 
development best practices [20]. However, this resulted in a 37-item 

* * Mean and SD calculated based on data for videos in which the behaviors were 
observed. 

Table 4 
Bivariate Correlations Among UCAT’s Dimensions.  

Variable 1 2 3 4 5 6 7 

1 Participation and Rhythm —       
2 Pauses .30 * * —      
3 Emotionality .06 .03 —     
4 External Interruptions -.06 -.15 -.23 * —    
5 Embodiment .08 .02 .01 -.06 —   
6 Off-task Topics .15 .15 .26 * * .08 .10 —  
7 Delaying Topics -.10 .05 .04 .26 * * -.38 * * -.02 — 

Note. N = 100 
* p < .05; * * p < .01 
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instrument, including 10 global and 1 grand item(s), that may contain 
redundant items, potentially causing response fatigue. Our future goal is 
to create a tool consisting of only these 11 items (relying upon global 
and grand assessments), but additional work is required to verify the 
reliability and validity of this shorter instrument. 

4.3. Practice implications 

The study’s iterative design and testing procedures facilitated the 
development of UCAT as a convenient rating tool. Additionally, the 5- 
point Likert scale simplifies the assessment process for healthcare 

Table 5 
From Quantity to Quality of Consultation Time: Suggestions for Clinical Practice.  

Dimensions Research-Based Rationale Actionable Recommendations 

Participation and 
Rhythm 

Pace: An unhurried pace refers to a conversational rhythm that allows both 
participants to speak without rushing. Research suggests that convergence of speech 
rates positively influences trust, mutual intelligibility, cooperation, comfort, and 
reciprocal interaction between patients and clinicians[38,49–51,69].  

• Modulate the pace of your speech to align with that of your patients.  
• Avoid speaking too rapidly, especially while sharing medical 

information.  
• After sharing complex information, allow for pauses and time for 

patients to process and respond. 
Inviting questions: Unhurried conversations are marked by questions that encourage 
the free exchange of information between patients and clinicians. Clinicians’ use of 
open-ended questions has been positively associated with fostering open dialogue, 
building stronger relationships, enhancing engagement, and increasing patient 
satisfaction[43,52,53,55].  

• Utilize open-ended questions that allow patients to share information 
freely.  

• Encourage patients to ask questions about their condition or 
treatment.  

• Examples of open-ended questions:  
▪ How have you been managing your symptoms?  
▪ What is your experience with the prescribed medication? 

Shared turn-taking: In unhurried conversations, the ratio of turn-taking is negotiated 
so that participants have relatively equal opportunities to speak. 
Research findings related to turn-taking:   

• Clinicians are primarily responsible for establishing shared turn-taking[70]. 
• Shared turn-taking doesn’t necessarily prolong consultations; studies suggest pa-

tients use fewer words and provide valuable information[54].  

• Deliver information in segments, creating chances to confirm patient 
understanding or allow questions.  

• Use probing questions or prompts to elicit patients’ concerns or 
thoughts.  

▪ Does this align with your understanding?  
▪ What factors should we consider before deciding on your 

treatment?  
▪ How do you feel about this course of treatment? 

Conversational interruptions prevent participants from completing their turns and 
disrupt the conversation flow.   

• Clinicians often interrupt patients—typically within 11 s[56,57].  
• These interruptions are usually intrusive, lacking cooperation, and can adversely 

affect patient satisfaction[58].  
• Unacknowledged interruptions can leave patients feeling unimportant and 

negatively impact their relationship with clinicians[45].  

• Engage in active listening; be mindful of tendencies to interrupt 
patients early in their responses.  

• Interrupt patients in a cooperative manner—providing support or 
asking clarifying questions—to foster a collaborative, patient-centered 
dialogue.  

• Verbally acknowledge patient interruptions, validating and 
emphasizing their contributions to the consultation. 

Pauses Unhurried conversations incorporate pauses and moments of silence, allowing 
participants to reflect and respond to relevant conversational and cognitive demands. 
Prior research suggests that pauses—including those prompted by clinicians using 
electronic medical records (EMRs) during consultations—contribute to patient 
comfort, agency, and participation[71].  

• Be intentional with pauses, particularly after sharing vital medical 
information or posing a question.  

• Strategically use EMRs during consultations to introduce pauses that 
allow patients to reflect or ask questions.  

• Explain the benefits of pauses by emphasizing their purpose in inviting 
patient participation. 

Emotionality Unhurried conversations allow participants to express and discuss their emotions 
during consultations. Research suggests that when clinicians display emotions and 
empathy during consultations, it results in enhanced patient-clinician rapport and 
communication, simultaneously decreasing patients’ psychological distress[41,59]  

• Avoid censoring or deflecting patients’ emotions during consultations.  
• Acknowledge patients’ emotions using verbal and nonverbal 

communication—e.g., nodding, actively listening.  
• Use simple gestures (e.g., greetings, compliments) to incorporate a 

warm demeanor into consultations. 
External 

Interruptions 
Unhurried conversations involve fewer external interruptions (e.g., technical issues 
or staff interruptions). While these interruptions may not impact patient satisfaction, 
they do impede communication quality and prolong consultation times, resulting in 
increased clinician stress levels[46,60,61,72].  

• Minimize interruptions during consultations by blocking technical 
notifications and creating protocols with staff for handling (non-) 
urgent matters.  

• Inform patients about possible interruptions during consultations and 
request their understanding.  

• Practice self-care to reduce stress and burnout caused by 
interruptions. 

Embodiment Unhurried conversations are supported through open body language, exemplified by 
behaviors like leaning forward, smiling, nodding, and sitting close. The use of open 
body language during consultations has been associated with patient participation, 
satisfaction, and collaboration[57,62–64,73].  

• Demonstrate engagement and active listening through:  
▪ Open body language (e.g., sitting down, leaning forward, and 

orienting your body towards patients).  
▪ Facial reinforcers (e.g., nodding, animated expressions). 

Off Task Topics Light-hearted discussion about off-task topics such as weekend plans or hobbies can 
establish a natural conversational rhythm conducive to unhurried conversations. 
This off-task chatting can assist in building rapport, enhancing conversational depth, 
reducing hurriedness perceptions, and increasing patient satisfaction[7,48,59,65].  

• Engage in off-task topics during the initial phases of consultation (e.g., 
history-taking) to build rapport.  

• Incorporate off-task topics while using EMRs; however, balance this 
with providing opportunities to pause.  

• Off-task topics may include the weather, jokes, hobbies, weekend 
plans, etc. 

Delaying Topics To support unhurried conversations, participants may delay addressing non- 
immediate topics, allowing more time for major concerns. This approach may allow 
for careful consideration of major issues while keeping consistent visit length[47]. 
Discussing several topics in a single visit may lead to hurriedness perceptions and a 
decline in care quality[66]. However, delaying minor topics comes with the caveat of 
potential additional consultations, which can be handled by other care team 
members or through telemedicine[67,68].  

• At the start of the visit, jointly determine the urgent or major topics for 
discussion. Sample questions include:  

▪ What are the major concerns you would like to discuss?  
▪ Are there any other concerns that you would like to address?  

• Defer less urgent topics to a later time, perhaps delegating to other 
members of the care team or addressing them through telemedicine 
follow-ups.  
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practitioners without much need for detailed note-taking. These design 
features, along with the promising psychometric properties, make UCAT 
practical and efficient. Consequently, UCAT may prove useful not only 
for evaluating the impact of unhurried conversations in larger research 
studies but also as a guiding tool for clinicians and medical students 
looking to assess their consultation practices. To aid clinicians in 
enhancing their proficiency across the verbal and nonverbal communi-
cative dimensions of UCAT, recommendations for specific actions cli-
nicians can take during consultations—based on prior research—are 
included in Table 5. 

5. Conclusion 

The components of UCAT provide a comprehensive assessment of 
unhurried conversations. The tool exhibits content and construct val-
idity and can be used by healthcare professionals without extensive 
training. Using the UCAT may support practitioners in improving their 
ability to facilitate unhurried conversations, which is the cornerstone of 
careful and kind care. 
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