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Communication and Team Culture  
in the Operating Room





7
NONVERBAL ELEMENTS OF RAPPORT  
DURING ENDOSCOPIC PROCEDURES  
– A VIDEO ETHNOGRAPHIC STUDY



250

Ch
ap

te
r 7

ARTICLE INFO

Authors:
Krista Hoek
Monique van Velzen 
Hannah van Zweeden
Jurjen J Boonstra
Elise Sarton 

Keywords:
rapport, 
therapeutic communication, 
endoscopy, 
video-ethnography, 
nonverbal communication

DOI: 10.21203/rs.3.rs-4562058/v1

Submitted



Ch
ap

te
r t

itl
e

251

2

6

4

8

10

1

5

3

7

9

ABSTRACT

Background
Patients undergoing gastrointestinal endoscopy often experience anxiety, physical expo-
sure, and reduced agency, making rapport particularly important in the peri-procedural 
phase when patients may be unable to speak or move freely. While nonverbal behaviors 
are known to support rapport in traditional one-to-one consultations, far less is under-
stood about how these behaviors function in the fast-paced, team-based environment 
of an endoscopy unit. This study examines how healthcare professionals use nonverbal 
behaviors to build rapport with patients immediately before sedation.

Methods
We conducted a descriptive video-ethnographic study in a tertiary academic endoscopy 
department. Using ceiling-mounted cameras, we recorded eight elective endoscopic 
procedures and analyzed the period from patient entry into the room until loss of respon-
siveness under sedation. Data consisted of synchronized video and audio recordings, 
fieldnotes, and reflexive memos. A reflexive thematic analysis approach was used to 
identify patterns of nonverbal behaviors contributing to rapport.

Results 
Across the dataset, clinicians demonstrated four clusters of nonverbal behaviors con-
tributing to rapport: eye contact and gaze; comforting physical touch; open or receptive 
postures; and deliberate positioning relative to patient eye level and proximity. These 
behaviors were used dynamically in response to patient cues—including anxiety, hesi-
tancy, or physical stillness—and supported moments of attunement between clinicians 
and patients despite the presence of masks, monitoring equipment, and procedural 
demands. Although most rapport-related behaviors occurred in dyadic moments, team 
members also coordinated implicitly through shared positioning and supportive actions.

Conclusions
In the pre-sedation phase of endoscopy, nonverbal behaviors play a central role in estab-
lishing rapport, possibly reducing patient anxiety, and enhancing perceived safety. Unlike 
standard consultation settings, clinicians in endoscopy must adapt their behaviors to pa-
tient immobility, limited facial visibility due to masks, and a multi-professional workflow. 
These findings highlight the need for communication training that addresses nonverbal 
rapport-building in technical, procedure-driven environments.
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KEY MESSAGES

What is already known about this topic:
•	 Rapport enables effective communication among healthcare providers and patients 

and is crucial for patient involvement in bowel cancer screening programs.
•	 Nonverbal elements play an important role in enabling rapport and enhancing pa-

tient experience.
•	 Current knowledge on nonverbal communication for rapport mostly concerns one-

to-one interactions and may not be applicable to the endoscopy department.

What this study adds:
•	 This video ethnographic study was able to identify key elements of periprocedural 

nonverbal communication techniques within the endoscopy department associated 
with the creation of rapport.

•	 The nonverbal elements included eye contact, postural open body positions, physical 
touch such as a soothing touch and body lean, which were also observed in one-to-
one doctor–patient interactions.

How this study might affect research, practice or policy:
•	 This study identified key elements of periprocedural nonverbal communication 

techniques within the endoscopy department associated with the establishment of 
rapport.

•	 This knowledge may contribute to further development of educational programs 
with the objective of enhancing communication skills.

•	 The fit with the literature on rapport making in a one-to-one interaction between 
healthcare providers and patients supports the transferability of our findings to the 
environment of the endoscopy department.
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INTRODUCTION

Modern medicine is constructed, among other things, on the groundwork of Cartesian 
body-mind dualism, implying a distinction of what takes place in the mind juxtaposed to 
what happens in the body (1). Dualism still dominates biomedical analytical methods and 
lays the groundwork for positivism, which means a logical thought based upon unbiased, 
impersonal and empirical observations and measurements (2). Healing by technological 
interventions became the gold standard, and randomized controlled trials (RCTs) were 
judged as the only legitimate means of measuring their effectiveness (3-5).

Currently, our understanding of human beings and their health has changed toward the 
consideration of complex systems in permanent interactions with the environment. The 
clinical setting, the cognitive-affective communication of clinicians and the rituals used 
to administer treatments influence the clinical outcome of patients (6). In general, the 
benefits of effective physician‒patient communication are clear, and most healthcare 
professionals acknowledge the importance of improving patient‒physician relationships 
(7, 8). Contextual factors encompass the combination of different psychological, social 
and physical elements characterizing a therapeutic encounter and influencing the lived 
experience of a patient (6, 9-11). A negative therapeutic context involving negative sen-
sory and social stimuli may negatively affect patient-reported outcomes such as patient 
satisfaction. There is empirical evidence that contextual factors, such as pain and anxiety, 
impact clinical outcomes and influence the use of analgesic and anxiolytic medication 
(9-11). 

In particular, during endoscopy, patients may feel in an inferior position, emphasizing 
the importance of effective communication skills among endoscopy staff (12). This 
experience of feeling inferior or exposed has also been described in recent qualitative 
work, underscoring that comfort, vulnerability and communication are tightly linked in 
endoscopic care.

Rapport is the close and meaningful relationship between people; an understanding of 
one other point of view implicates verbal and nonverbal involvement (17, 18). The use 
of elements of therapeutic communication can increase patients’ knowledge and under-
standing, enhance trust and self-health skills, increase adherence, provide comfort and 
facilitate the management of emotions that are key to patients’ health and wellbeing (16, 
19). Rapport seems to be highly relevant for patients in more stressful clinical contexts, 
such as gastrointestinal endoscopies (20). Endoscopy is therefore an appropriate set-
ting for examining nonverbal behaviors that contribute to rapport, particularly because 
patients may not be able to rely on their own nonverbal cues once positioned for the 
procedure.
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Colorectal cancer is the third most common cancer worldwide, and its prognosis relies 
heavily on early diagnosis (21). Early detection, by colonoscopy, holds significant societal 
importance. Patient experience is a critical factor in determining patient involvement 
in bowel cancer screening programs and has an impact on whether patients choose to 
attend repeat disease surveillance procedures (22). More broadly, patient experience 
before sedation is a determinant of perceived safety and willingness to return for future 
procedures, underscoring the importance of rapport-building behaviors.

Although extended literature exists on the nonverbal elements of the creation of rapport 
in healthcare providers and patient interactions, this research generally focuses on com-
munication in a one-on-one interaction during a medical interview or in an examination 
room (23-30).   Far fewer studies have examined how rapport is built nonverbally in dy-
namic, procedure-driven environments involving multiple clinicians and limited patient 
agency.

The aim of the current study was to analyze the nonverbal elements used to create rap-
port by healthcare providers working at the endoscopy department.

For this purpose, we recorded video footage from healthcare providers interacting with 
patients undergoing elective endoscopy under sedation. An overarching study sought 
to investigate the effects of training in therapeutic language and communication among 
healthcare providers and patients. However, the present analysis is descriptive only and 
does not examine training-related effects.

The research question was as follows: Which nonverbal communication techniques are 
used by healthcare providers to create rapport in the perioperative setting of an endos-
copy department?

Our secondary research question was as follows: How do the nonverbal behaviors we ob-
served compare with what is already known from one-to-one rapport-building literature?
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METHODS

This research was carried out at Leiden University Medical Center (LUMC), a large tertiary 
academic teaching hospital situated in Leiden, the Netherlands. The protocol was ap-
proved by the Institutional Science Committee, which received a waiver to be performed 
by the Institutional Review Ethics Committee (METC Leiden the Hague Delft, Leiden, the 
Netherlands) and adhered to GCP regulations. Written informed consent was obtained 
from all participants. Participants received no financial compensation. The data were 
collected and recorded between May 2021 and June 2022. Recordings started when the 
patient entered the operating room and were analyzed until the sedation practitioner 
started deep sedation. Because the focus of this study was explicitly on the pre-sedation 
phase, no data were collected after patients became unresponsive.

Study design
The present exploratory research used an ethnographic phenomenological approach. 
Ethnographic research can provide insight into the behaviors, thoughts, behaviors, 
norms and feelings of a group (31). Video ethnography of healthcare providers interact-
ing with patients undergoing an endoscopic procedure (gastro- or colonoscopy) was 
used to study patterns of behavior, insiders’ perspectives, (nonverbal) communication, 
and actions in a natural setting over a period of time (32). The researchers (HZ, KH) im-
mersed themselves in the research population for an extended period of time, observing 
behavior, and making field notes while interacting minimally with the healthcare provid-
ers, adapting a go-along ethnographic approach (33). The researchers were nondirec-
tive and naturalistic; they did not express preferences, stepped back from action, and 
attempted not to interfere with regular care. Following the data collection, a reflexive 
thematic analysis was performed to convert the range of retrieved data into reliable units. 
The data were retrieved without sampling size and pursuing data saturation; that is, until 
the researchers were empirically confident, additional data would not lead to any new 
emergent input (34, 35).

Participants and consent
The study included sedation practitioners, endoscopists, nurses and patients. Hospital 
staff were recruited via e-mail or informal medical gatherings from the endoscopy de-
partment. At these gatherings, healthcare providers were informed about the research 
project with the aim of recruiting as many healthcare providers as possible. Initially, 
they were informed that videos were taken to analyze anxiety among patients, without 
specifying that the videos would also be useful for analyzing the behavior of healthcare 
providers.
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All participants first signed an informed consent form. This approach was taken to mini-
mize any potential changes in behavior among healthcare providers and was approved 
by the institutional review board. Halfway through the study, all healthcare providers 
were fully informed about the research questions and therapeutic communication train-
ing. They then signed a second consent form, reaffirming their agreement to participate 
in the study. Staged disclosure was used only to reduce Hawthorne effects; all partici-
pants ultimately received full information before the study period ended.

Patients were recruited via telephone or e-mail. All recruited subjects agreed to par-
ticipate, and all enrolled patients signed an informed consent form. The participants were 
informed of all the research questions and objectives of the study from the start of the 
study. Only the period before deep sedation was analyzed; patients remained responsive 
during the entire analytical window.

At the start of each day, the researcher ensured that all healthcare providers had signed 
the informed consent forms or would ask the healthcare provider to do so if they had 
not previously consented. Failure to secure consent would result in the cancellation of 
recording and study participation for that day; the latter never occurred.

Video ethnography and reflexivity
The preparation of the data collection involved checking the video equipment and envi-
ronment. The existing camera of the endoscopy room was chosen for pragmatic reasons. 
These cameras, situated at the ceiling, were able to film the whole endoscopy room from 
a large angle. Additionally, a camcorder would have made a ‘Fly on the Wall’ approach 
more challenging (36), as it is far more visible for all participants.

The researchers (KH, HZ) did not work in the perioperative department and used a tran-
scendental approach, putting aside their own knowledge and theories during the retriev-
al of qualitative data (37). The transcendental approach, largely developed by Husserl, is 
a philosophical approach to qualitative research methodology seeking to understand 
human experiences (38); “description is to be performed from a first person point of view, 
to ensure that the respective item is described exactly as is experienced, or as intended, 
by the subject” (39). In this regard, promptly, researchers prepare any reflexive notes. 
Additionally, all the researchers kept fieldnotes and regularly discussed their experiences 
within the research team.

Video data allowed repeated viewing, enabling deeper visual analysis of nonverbal 
behaviors including gaze, positioning, posture, and touch, which could not be captured 
through audio transcription alone.
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Data analysis
Qualitative content analysis was used to reveal themes and categories using ATLAS.ti 
software. The validation criteria of qualitative research, such as generalizability, reliabil-
ity, and verifiability, were used (35). The data were transcribed verbatim, and identifiers 
were removed to preserve the confidentiality of the transcripts. All the data were kept in 
password-protected files with limited access to protected hospital network drives. Tran-
scription included all audible speech; however, video served as the primary data source, 
particularly for encoding gaze, posture, body positioning, and physical touch. Nonverbal 
behaviors were coded directly from video, not inferred from transcripts.

The data were analyzed using an applied thematic analysis with an inductive process 
based on the six phases of thematic analysis outlined by Braun and Clarke (40): data 
familiarization, code generation, theme development, theme revision, theme definition 
and report production (40). A codebook was developed as themes emerged by two cod-
ers independently (KH and HZ) before they were discussed together until consensus was 
reached. The analysis continued with the clustering of codes into emergent categories 
and then structuring and grouping into overarching themes. The final validation of the 
codes against the data extracts was completed by the researchers (KH, ES) to ensure 
consistent representation of the categories and themes of the entire dataset, ensuring 
data generalizability. The overarching study also used other types of data that will not be 
described in this article.

RESULTS

Sample characteristics 
The analyzed video tapes included sedation practitioners, endoscopists, nurses and 
patients. The demographic data of the healthcare providers before and after the training 
were comparable. Most healthcare providers were female and worked in the endoscopy 
department as endoscopy nurses. The details are shown in Table 1. All the patients had 
previously undergone an endoscopy; the majority were female, with mean ages of 65 
(female) and 45 (male) years, as shown in Table 2.

The total taping time ranged between 15 minutes and 5 hours, for a total of almost 16 
hours. Analyses were performed from the moment the patients entered the endoscopy 
room until sedation started and the patient did not respond to the cues.
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Reflexivity
Before the commencement of the study, the researchers performed fieldwork by walking 
alongside the endoscopy nurses, sedation practitioners, and endoscopists to be able to 
blend in with the team. Additionally, this approach created a more naturalistic posture for 
the researchers, as shown in the fieldnote below:

Fieldnote 1 August 2021, HZ
“At first, I did not know the significance of all the monitoring present, nor did I 
know where to stand at some moments of the procedure.”

Along the way, the researchers (KH, HZ) considered themselves more and more as ‘Insid-
ers’ as the fieldnote below states:

Fieldnote 2 July 2021, KH
“I had a good day today. I can see the team knows who I am now, and what the 
purposes are of the study. It makes me feel more relaxed, as they seem to think of 
me, more like a member of the team.”

Themes and subthemes
The analyses resulted in the identification of 4 major themes divided into 9 subthemes, as 
shown in Table 3, Figure 1, and Figure 2. The nonverbal techniques and gestures used to 
create rapport in our study included facial expressions, physical touch, postural changes, 
and body position. We decided to analyze the data before and after the implementation 
of TLC training to obtain a wider sample. We observed signs of the presence of rapport 

Table 1. Demographics of healthcare providers

Before (4 cases) After (4 cases)

Nurse/Endoscopists/Sedation Practitioner 9/4/4 8/3/4

Male/Female 3/14 5/10

Table 2. Patient demographics

Before (4 cases) After 4 cases)

Sex (female) 100% 50%

Age (range) 45 (34 - 64) 65 (56 - 76)

Colonoscopy/Gastroscopy/Both 2/1/1 4/0/0

Previous endoscopy 4 4



259
N

on
ve

rb
al

 e
le

m
en

ts
 o

f r
ap

po
rt

 d
ur

in
g 

 
en

do
sc

op
ic

 p
ro

ce
du

re
s 

– 
a 

vi
de

o 
 

et
hn

og
ra

ph
ic

 s
tu

dy

7

and a lack of rapport in both cohorts; however, for the purpose of this study, we did not 
compare the two cohorts.

Each theme reflects observable, repeated patterns of behavior representing interactional 
processes in which clinicians actively responded to patient cues. Themes were therefore 
defined by their relational function rather than by the isolated behavior alone.

Figure 1.1. Themes and subthemes in a Venn diagram   

Figure 1.2.  Word cloud of themes and subthemes according to their appearance and importance 
throughout the dataset.
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3.4 Facial expressions 
Eye contact is defined as the extent to which a healthcare provider investigates the pa-
tient’s face and can be critical for enhancing rapport (23). The eye contact in the video 
recordings varied from ‘brief’ eye contact episodes from a few seconds to ‘sustained’ eye 
contact from almost a whole minute, where a healthcare provider is constantly follow-
ing the patient’s facial expressions and movements. Two examples of differences in eye 
contact are presented below:

Example 1 – ‘brief’ eye contact (video 8, SPS 5, patient 8)
Arriving at the OR the patient lays in the hospital bed with the head end up, facing the 
sedation practitioner who is reviewing the patient’s chart at the opposite end of the 
hospital bed. As the patient begins to tell the sedation practitioner their story of a pre-
vious bad experience of the last hospital visit, the sedation practitioner is seen walking 
across the OR looking for something, not looking toward the patient who continues 
the story. The patient is expressing their feelings of anxiety and narrating things that 
could go wrong during the procedure. While the sedation practitioner is preparing, oc-
casionally looking directly at the patient, their responses consist of “yeah?” and “hmm 
okay” or sometimes even saying nothing at all.

Example 2– ‘sustained’ eye contact (video 4, doctor 4, patient 4)
Arriving at the OR, the patient lays in the hospital bed with the head end up, facing the 
doctor, nurse, and sedation practitioner. The doctor walks toward the patient, greets 
the patient, proceeds to ask several safety questions, moves to the right side of the 
patient to face the patient at a comfortable distance, makes eye contact with the pa-
tient and listens attentively by nodding the head up and down. The patient begins to 
express their feelings of anxiety and says they are not feeling very well. The doctor ver-
balizes they are in good hands. Furthermore, the doctor steps one step closer toward 
the patient, bends their upper body a little toward the patient and touches shortly the 

Table 3. Themes and subthemes in making rapport

1.Facial expressions 1.1Eye contact and
1.2 Gaze

2.Use of physical touch 2.1 Soothing touch
2.1.1 proximal
2.1.2. distal

2.2 Instructing the patient
2.3 Checking on the patient

3.Posture 3.1 Open body positions
3.2 Closed body positions

4.Body position 4.1 Distance toward the patient
4.2 Body lean (forward/backward)
4.3 Eye level of HCP in relation to the patient



261
N

on
ve

rb
al

 e
le

m
en

ts
 o

f r
ap

po
rt

 d
ur

in
g 

 
en

do
sc

op
ic

 p
ro

ce
du

re
s 

– 
a 

vi
de

o 
 

et
hn

og
ra

ph
ic

 s
tu

dy

7

arm of the patient, while making directly eye contact. The interaction continues with 
doctor ‘looking’ and ‘listening’ to patient; and the patient ‘looking’ and ‘talking’ to the 
doctor.

In our data, sustained eye contact appeared to function as a signal of availability and 
attentiveness, helping patients feel seen and acknowledged. In contrast, brief or absent 
eye contact often coincided with patient narratives that remained unsupported or unre-
ciprocated, reducing the likelihood of rapport formation.

Physical touch 
The use of physical touch varied from checking the patient to instructing the patient 
and soothing the patient. Checking the patient was mostly used to determine whether 
the patient was still responsive after the start of deep sedation. We defined ‘instructing 
the patient’ as every touch that functions as an instruction or guidance. Finally, soothing 
was defined as a touch not used for the abovementioned purposes, with the purpose of 
soothing, of enhancing patient comfort.

All the videos were checked on the patient, and the patient was instructed about the 
patient during the initial phase of the start of deep sedation, as described previously 
Figure 3.

Soothing touches were often seen as a reaction to the behavior of the patient. For ex-
ample, in Figure 3, the patient was seen fumbling with her fingers. This was followed by a 
physical palpation by the endoscopist.

Soothing touch functioned as a bidirectional regulatory cue, often used when patients 
displayed visible anxiety or bodily tension. 
Figure 2: Examples of nonverbal elements of rapport 

 
  Figure 2. Examples of nonverbal elements of rapport
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Posture 
The observed postural behaviors included opening and closing the body. Body open-
ness was defined as the absence of folded arms or crossed leg positions (41), also seen in 
Figure 3.

The closed body positions included the folded arms shown in  Figure 3. Additionally, fre-
quent akimbo positioning of the arms was observed, with hands on the hips and elbows 
turning outward, as shown in Figure 3.

Open postures tended to occur during greeting, reassurance, or explanation and aligned 
with moments in which patients appeared more verbally engaged. Closed or akimbo 
postures often coincided with task-focused behavior and reduced relational attunement. 
While not inherently negative, these postures appeared to limit opportunities for rapport.

Body position
Body position was used differently throughout the observation period. The physical dis-
tance toward the patient was often reduced at moments when patients expressed signs 
of anxiety, as in the example of Figure 2 where the endoscopist positioned themselves 
closer to the patient who was fidgeting her fingers. Often, healthcare professionals use a 
forward body lean toward the patient.

Finally, healthcare providers positioned themselves differently in relation to the eye level 
of the patients. As the patients laid on the operating table, they were placed in a standard 
operational position. However, in 6 out of the 8 videos, healthcare providers kneel down 
to reach the same eye level as the patient (Figure 3).

Body positioning often involves sequential coordination. When one clinician leaned 
forward or lowered themselves to the patient’s level, others tended to pause their activity 
or adjust their position to avoid crowding the patient. These micro-adjustments suggest 
that rapport-building in endoscopy emerges not solely from one-to-one interaction but 
from a collective.

Figure 3: Examples of nonverbal elements of rapport 

 
Figure 3. Examples of nonverbal elements of rapport
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DISCUSSION AND CONCLUSION

Discussion
This video ethnographic study was able to identify key elements of periprocedural 
nonverbal communication techniques within the endoscopy department that are associ-
ated with the creation of rapport (18, 23-28). To our knowledge, this is the first study to 
examine nonverbal communication techniques in a periprocedural setting, such as in the 
endoscopy department.

Eye contact in the video recordings varied from brief eye contact episodes from a few 
seconds to sustained eye contact from almost a whole minute, during which a healthcare 
provider constantly followed the patient’s facial expressions and movements. The impor-
tance of eye contact has been described by Gorawa as critical for enhancing rapport (23). 
It serves as a salient factor in therapeutic communication improving adherence.

The use of physical touch was also observed as a frequent tool used by healthcare provid-
ers, varying between checking the depth of sedation, instructing the patient and touch-
ing for a soothing purpose. Touch can be perceived as comforting and healing (27) and is 
often performed by healthcare providers when a patient shows signs of anxiety or pain.

Posture analysis revealed the use of open and closed body positions. Open body posi-
tions commonly indicate and facilitate rapport and empathy. In contrast, closed body po-
sitions such as the use of arms in the akimbo position have been described as imperious, 
cold and immodest, hindering the creation of rapport (26). Last, body positioning, such 
as leaning forward, is often perceived as more empathic (24). Looking down on a patient 
can be intimidating; frequently sitting down or kneeling down may be used to enhance 
connection (25).

Findings from our data confirm the literature on nonverbal elements for the creation of 
rapport in wider medical settings, such as one-to-one interactions between a doctor and 
a patient (23, 24, 42, 43).

Classic one-to-one doctor‒patient communication commonly involves two people 
interacting with each other without a facemask. This leads to more elaborate distinctions 
in facial expressions. In our study, due to sterility issues during endoscopic procedures, 
the facial expressions of healthcare providers were partly invisible due to the use of face 
masks, limiting analysis to eye contact and gaze only in our study.

We clarify that the nonverbal behaviors identified did not function as isolated techniques 
but formed interactional sequences aimed at supporting patient comfort. For example, 
clinicians frequently combined eye contact, forward lean, and brief soothing touch when 
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patients expressed anxiety, suggesting that rapport-building is a multi-modal process 
rather than a single behaviour.

Additionally, although the results appeared primarily dyadic, several episodes demon-
strated that rapport in endoscopy is influenced by team choreography. When one clini-
cian leaned forward to reassure a patient, others often paused, stepped back, or adjusted 
positioning to avoid crowding the patient. These subtle coordinated behaviours indicate 
that rapport-building is embedded in team flow rather than individual performance.

While eye contact, open posture, touch, and proximity are widely described in general 
medical communication, the context of endoscopy amplifies their importance: patients 
lie supine, may already feel physically exposed, and have limited capacity to use their own 
posture or movement as communicative tools. Thus, clinicians’ nonverbal responsiveness 
may serve as a compensatory relational mechanism in a setting where the patient’s ex-
pressive freedom is constrained.

That said, achieving matching positioning and body postures naturally seems to be more 
challenging, given that the patient is lying down on the operating table while healthcare 
providers need to be in an upright position to perform the endoscopic procedure and 
provide sedation. Interestingly, as often observed in these videos, healthcare providers 
tend to mirror and adapt their body positions when they deem this necessary for their 
connection with the patient.

Moreover, given that many endoscopy units—especially in Northern Europe—perform 
procedures without sedation, we acknowledge that our findings reflect a subset of en-
doscopy practice. In unsedated contexts, patient facial expression and body movement 
would likely be more observable, and rapport-building dynamics may differ. Therefore, 
transferability applies primarily to sedated or pre-sedation endoscopy sequences.

Notably, complex interactions and continuous processes exist between healthcare 
providers and patients. Crucial components of nonverbal communication, such as eye 
contact, body posture and position and the use of physical touch, may be interpreted 
differently among patients depending on contextual factors such as cultural background, 
sex, and age. For example, acceptance of comforting touch depends on the location of 
the touch, familiarity with healthcare providers and sex (27). Eye contact and gaze are 
interpreted differently between Western and Arabic or Asian cultures (28).

Two researchers were present during the data collection, adapting go-along ethnogra-
phy (33), a choice of a transcendental approach during the data analysis based on the 
epistemological assumptions of the Husserlien approach, thus enhancing the internal 
validity of our findings. The data on which this study is based involved several months of 
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fieldwork, carried out by the researchers, using a video ethnographic method. Video foot-
age enhanced our research, as the data could be observed repeatedly, at greater depths, 
providing new insights (44). Employing thematic analysis of the qualitative data permit-
ted identification, analysis and reporting of patterns within the dataset, facilitating the 
creation of a rich description of the subject matter. Following the standards of qualitative 
research, validation criteria, such as generalizability, reliability, and verifiability, were used 
(35).

Nonetheless, video analysis is susceptible to social desirability bias. At first, healthcare 
professionals may adapt their behavior knowing that they are filmed (Hawthorne ef-
fect). Nonetheless, as time passes, people tend to return to natural behavior (45). Video 
ethnography is a discrete and nondirective technique for recording naturalistic everyday 
behavior in clinical settings. It is useful to obtain firsthand insights into how healthcare 
professionals account for patient comfort in ways other methods may not detect. It has 
ecological validity, that is, it has a predictive relationship with behavior in a real-world 
setting (46).

Conclusion
This paper provides a thorough description of the nonverbal techniques employed to 
create rapport. Observations included facial expressions, postural changes, physical 
touch and body positioning. The fit with the literature on rapport making in a one-to-one 
interaction between healthcare providers and patients supports the transferability of our 
findings to the environment of the endoscopy department.

In conclusion, providing comfort and facilitating the management of emotions are key to 
patients’ well-being, and the findings of this study may contribute to further research and 
programs with the objective of enhancing the therapeutic language and communication 
skills of healthcare providers in a broader setting.

To increase conceptual coherence, we clarify here that our conclusions pertain specifically 
to nonverbal behaviors contributing to rapport, rather than to therapeutic language 
more broadly. Our findings highlight how clinicians working in highly technical proce-
dural environments can rely on subtle nonverbal behaviors to enhance patient comfort 
and relational safety, particularly in the vulnerable pre-sedation phase.

Future directions 
Our findings indicate the potential transferability of nonverbal rapport elements observed 
between the classical consultation context and the endoscopy department. However, our 
study did not quantify these elements, presenting an intriguing opportunity for future 
investigation using an objective coding scheme to systematically classify and measure 
these nuances.
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Second, the video cameras were not positioned close enough to capture or encode 
microexpressions on the faces of the participants. Additionally, the study of microexpres-
sions requires coders to have professional knowledge of action unit coding (47), which 
might be an interesting field of future research in this context.

Additionally, the incorporation of video-reflective ethnography represents a promising 
avenue for future exploration. Utilizing this technique in the perioperative setting, such 
as in the endoscopy department, could offer a more comprehensive and nuanced un-
derstanding of rapport dynamics, providing valuable insights into the intricacies of these 
interactions.

Future studies should also examine unsedated endoscopy populations, where patients’ 
own nonverbal behaviors may be more accessible, allowing a fuller analysis of interac-
tional reciprocity. Comparative research across sedated and unsedated settings would 
help refine understanding of context-dependent rapport-building practices.
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