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uring recent interviews for admission
to medical school, candidates were
asked to respond to a hypothetical situation so that their communication skills could
be assessed. They were told that a patient in the
emergency department had just been informed
that he had suffered a minor heart attack, to
which he had exclaimed “Oh no! A heart
attack! That’s terrible!” They were then asked
to provide an empathic response to the patient’s
distress, one that clearly identified and
acknowledged at least one of the emotions the
patient had expressed. Most of the candidates
responded appropriately with statements such
as “I realize that’s a big shock to you” or “Clearly
that news feels overwhelming.” However, one
candidate replied “I did say it was a small heart
attack, you know.”

What is empathy?
Although the last candidate’s response was factual, it neglected to acknowledge the patient’s
emotional state. Whereas the candidate’s clarification might have been helpful at some other
point in the course of treatment, it was unlikely
to build rapport or reassure at that particular
instant. It would certainly not have scored highly
on any scale measuring clinical empathy.
Empathy is the ability to understand another’s
experience, to communicate and confirm that
understanding with the other person and to then
act in a helpful manner.1 Despite some overlap
with other compassionate responses, particularly
sympathy, empathy is distinct. 2 Sympathy
involves the sharing of emotions between the
observer and the sufferer without necessarily disentangling the experience of the former from the
latter. By contrast, empathy is an accurate understanding of the experience of the sufferer leading
to an attuned response from the observer.3
Clinical empathy is an essential element of
quality care, and is associated with improved
patient satisfaction and adherence to treatment,
as well as fewer malpractice complaints.4 Indeed,
many of the criticisms of medical care voiced by
patients refer to what they perceive as inadequate
interpersonal and communication skills rather
than deficiencies in the technical or procedural
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aspects of their care. We suggest that an increase
in the attention paid by physicians to their own
role in this interaction could mitigate the distress
that they feel during particularly difficult
encounters with patients and may possibly
improve their satisfaction with the practice of
medicine. There is even evidence to suggest the
involvement of a neurobiologic substrate in this
exchange. Functional magnetic resonance imaging data indicate that acts of kindness toward
another person may activate important reward
centres in one’s own brain, whereas unsympathetic communication can elicit negative emotions.5 These findings imply that explicit articulation of empathy and other altruistic behaviours
may benefit both donor and recipient.
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How often do physicians engage
in empathic communication?
In clinical practice, physicians articulate explicit
responses to their patients’ emotions infrequently.
Take, for example, a recent study6 in which
oncologists were video-recorded speaking with
their patients. Moments when emotions were
expressed by the patients (e.g., statements such as
“I’ve got nothing to look forward to.”) were often
overlooked by the physicians. Of approximately
200 such moments, termed empathic opportunities, the oncologists responded 22% of the time.
They chose instead to discuss some other aspect
of medical care, such as a change in therapy, 76%
of the time. A more recent study involving
patients with lung cancer and their oncologists
showed similar results.7 In this study, the oncologists acknowledged or explored only 11% of
such empathic opportunities.

Key points
•

Clinical empathy is an essential element of quality care associated with
improved patient satisfaction and adherence to treatment, as well as
with fewer malpractice complaints.

•

There is abundant evidence that empathic communication is a skill that
can be taught.

•

Currently, there is insufficient emphasis and time apportioned to teaching the empathic response in medical school, postgraduate training
and continuing medical education.
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What accounts for the skill deficit
in clinical empathy?
There are likely multiple explanations for the relatively low levels of empathic communication
shown in these studies. Until recently, education
concerning communication and clinical empathy
skills lagged behind education in other areas of
clinical practice. As a result, many physicians have
not received sufficient training to develop or
enhance the necessary interpersonal skills for
patient-centred care — a model identified as ideal
by the US Institute of Medicine.8 It is also possible
that empathy is not adequately modelled, nor is its
acquisition adequately rewarded or reinforced,
during the education process. Finally, systematic
education in this area may have developed slowly
because acquiring competence in these domains
was considered to be a mysterious and osmotic
process (i.e., an intuition) rather than a skill set that
can be specified, taught and learned (i.e., a technique that would lend itself to tuition).

Can empathy be taught?
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There is now abundant evidence that empathic
communication is an essential medical skill that
can be taught.3 Even though physicians differ in
their innate capacities, as with any other skill in
medicine, clinical empathy can be taught and
acquired. Improvements have been seen at every
level of training and practice. In fact, the medical
school candidate mentioned earlier offered an
excellent empathic response on her second
attempt after less than 15 seconds of further
instruction — a clear demonstration of the effectiveness of teaching clinical empathy. Therefore,
it is not surprising that changes in medical school
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curricula to include emotion skills training have
shown encouraging results.9,10 Resident physicians
attending short courses have improved their ability to deliver bad news, specifically developing
better responses to emotional cues,11 and fellows
in oncology attending workshops on communication skills showed substantial improvements in
verbal expressions of empathy.12
The recent development of valid and reliable
measures to assess clinical empathy, such as the
Consultation and Relational Empathy (CARE)
measure,13 has facilitated the teaching and evaluation of these skills, as have the objective structured clinical examination (OSCE) stations.14 Similar methods can be used to change the behaviour
of practising physicians. In a randomized controlled study of communication skills training that
included 160 oncologists from 34 UK cancer centres, those who received the training showed significantly more expressions of empathy and
appropriate responses to patient cues in videorecorded encounters than their untrained counterparts.15 A more recent study has shown that similar
improvements in the use of empathic responses
can be achieved even when oncologists are trained
using a brief online format that solicits feedback
on audio-recorded encounters.16

Where do we go from here?
Clinical empathy is an essential medical skill that
can be taught and improved, thereby producing
changes in physician behaviour and patient outcomes. Empathic responsiveness, which conveys
understanding of another’s perspective,17 requires
the integration of knowledge, skills and attitudes
that should be taught during undergraduate medical training and continue in a more contextualized fashion at the postgraduate level and beyond.
Despite evidence that empathy may be related to
clinical competence18 and that it declines during
undergraduate medical training,19 medical schools
in Canada and elsewhere may not be adequately
addressing the issue at the undergraduate and
postgraduate levels. There is little information
concerning the specific teaching of clinical empathy as a distinct technique; when it is taught, it is
usually included in the curriculum covering communication skills. Clearly, more emphasis on
empathic communication in medical education in
Canada and other countries would be valuable and
would benefit from further study.
Our profession now needs to incorporate the
teaching of clinical empathy more widely into
clinical practice at all levels beginning with the
selection of candidates for medical school. The
behavioural aspects of empathy — the empathic
response — can be assessed and integrated into
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medical schools’ core communication skills training. Assessment of such responses not only provides a reward for their occurrence, it also delineates their value as an integral part of becoming a
competent physician. Consonant with the principles of adult learning,20 the relevance of empathic
skills must also be reinforced and contextualized
throughout medical education.
Although formal assessment of clinical empathy and inclusion of empathy training in medical
school curricula is a good start, its relevance must
be contextually reinforced and embedded in postgraduate and continuing medical education
(CME) programs. A voluntary CME program on
empathy for physicians may help the individual
practitioners who pursue it gain general knowledge and skills in this area, but there is no guarantee that those who need it most will seek it out.
Moreover, a separate CME course for empathy
risks decontextualizing the acquisition of communication skills from clinical practice. Wider use
can be made of single half-day teaching sessions
(as a minimum) comprising brief didactic presentations, followed by supervised role play using
standardized patients and DVD- or Web-based
examples to help integrate the skills into clinical
practice. 21 Ultimately, it may be possible to design
a Web-based quiz for recertification of clinicians
in practice in which different responses and their
consequences are illustrated on video, as in the
award-winning Crossroads 2 2 section of the
I*CARE website. In Canada, the Royal College
of Physicians and Surgeons’ Maintenance of Certification (MOC) Program and other programs of,
for example, the College of Family Physicians of
Canada, could reinforce the value of empathy by
including patients’ evaluations of physicians’
empathic skills, which can be assessed within the
broader framework of communication skills.
The maintenance of empathic skills requires
more than just targeted educational interventions. It also requires a shift in the learning environment such that clinicians practise in ways that
reinforce and model the importance of empathy
in patient care.23 The question of what specific
educational interventions are needed to enhance
empathic skills at all levels of education must be
addressed by medical educators, as must the socalled hidden curriculum by which attitudes and
values are implicitly communicated to trainees.
To borrow from the words of Winston Churchill,
we have the tools — now we can finish the job.
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