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ABSTRACT 

 

It is near universally accepted that empathy is a desirable trait for physicians and physicians 

in training. Empathy is not simply a desirable trait, it is part of the deontological duty of a 

physician. When physicians understand their patients they can offer them options which 

are best suited for them, thus giving patients autonomy. Empathy is especially important 

for patients in urban and underserved environments as a weapon against conscious and 

unconscious bias. Interestingly, the data also suggest that empathy improves patient 

outcomes in multiple settings. Unfortunately the evidence would suggest that medical 

students become less empathic over the course of their training. This paper argues that 

empathy should be emphasized in medical education and also gives suggestions as to how 

it can be better incorporated and nurtured in a curriculum.  
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INTRODUCTION 

 

The purpose of this paper is to make a bioethical argument for why empathy 

should be a core component of medical education. First there is the longstanding 

deontological argument that providing empathy and compassion are central to the identity 

of a physician. Second, in order for patient’s exercise their right to autonomy they must 

understand their choices and feel empowered to speak. Third, empathy has a special role 

in urban settings where immense power struggles, inequalities and biases exist.  Fourth 

there is empirical evidence that empathy is beneficial to patients. Lastly I will make the 

case that empathy is currently not being taught well and that we as a medical community 

should work to improve empathy education.  
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CHAPTER 1: IT IS THE DUTY OF THE PHYSICIAN TO BE EMPATHETIC  

 Sir William Osler famously said “Listen to the patient; he’s telling you the 

diagnosis.” It is widely accepted among physicians, the public and medical educators that 

good communication and understanding is a critical part of medicine. Patients are coming 

to the doctor to share the story of an illness and how it has an impact on their lives. 

Patients are afflicted with anxiety, anger, fear and many other emotions as a result of 

their illness. Forming a therapeutic alliance and truly understanding what is happening to 

the patient and what the patient is trying to communicate also involves recognizing their 

emotional state 1. Patients and the public expect that their physician is more than a 

mechanic. The American Medical Association and the Association of American Medical 

Colleges (AAMC) both recognize that empathy is a core value for physicians. Darrel 

Kirch, president and CEO of the AAMC has said that, “Every patient wants their doctor 

to be academically prepared – to know the medicine that they need to know… But 

equally important, they want their doctors to have personal attributes that contribute to 

their professionalism – what a patient might call their ‘bedside manner’“2. Consider a 

doctor who responds to the shock of a new lung cancer diagnosis with a brash statement 

such as “Well you should have listened to me when I said stop smoking” strikes virtually 

everyone as highly inappropriate and unprofessional even though it may be factually 

correct. The statement is hurtful and causes the patient with a new case of lung cancer 

tremendous stress on an already terrible day. Surely this doctor who lacks the ability to 

understand how her patient is feeling would be looked down upon by patients and 
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colleagues. Even more, this doctor has failed her duty as a physician to be empathic 

towards her patients.  

 A 43 year old woman comes into clinic complaining of headache for three 

days. It’s throbbing in quality, worse with the light and movement, described as a 10/10 

in severity and accompanied with nausea and vomiting. What is the treatment for this 

disorder?  

Are patients the same as the sample USMLE board question above? The diagnosis 

is migraine headache and the treatment is sumatriptan. In real life this patient is more 

than a “43 year old woman.” Her name is Marie, she is a mother, she is an analyst, and 

she enjoys podcasts and reading The New York Times. There is more to her story than 

the description of her headache. There is suffering, not being able to care for her children 

or go to her job. There is fear that the headaches will be relentless. Her pain has a 

complex interaction with her body and how she perceives the world. Marie has come to 

her doctor for relief. Her doctor is not simply a machine that reads symptoms and 

provides medicine.  Her treatment does indeed include sumatriptan but also some level of 

empathy and compassion to ease her suffering.  This is what is expected of the 

physician. Howard Spiro 3 in his 1993 book Empathy and the Practice of Medicine makes 

the point that understanding pain is a crucial part of being a physician:  

Not superficially but deeply and with great accuracy must doctors grasp, 

see, contain, reflect, recognize until they can tell the full and painful stories that 

befall their patients and themselves. Then will they have ears to hear, then will 

they have the capacity to tolerate their patients’ pain and to extend through 
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empathy their deep and lasting help. As Henry James says of the reader, the 

doctor’s task is “to lend himself, to project himself and steep himself, to feel and 

feel till he understands and to understand so well that can say” (James, 

1981,136). Therein lies the task, therein the gift and gladness.  

The duty of a physician is not to treat patients like board questions but rather to 

truly grasp suffering. The modern Hippocratic oath written by Louis Lasagna4 in 1964 

states  

I will remember that there is art to medicine as well as science, and that 

warmth, sympathy, and understanding may outweigh the surgeon's knife or the 

chemist's drug.  

Physicians are not expected to be mechanics, they are expected to understand and 

connect with patients. There is more to health and life than optimizing physiologic 

parameters. Sometimes this concept gets lost among scientific advancement but it is still 

what patient’s, the public, and professional organizations expect from today's physicians. 
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CHAPTER 2: TRUE AUTONOMY DOESN’T EXIST WITHOUT EMPATHY AND 

UNDERSTANDING  

Let’s imagine another scenario. Bob Woodward is an 85 year old veteran of the 

military. He is survived by his son John and his daughter Abagail. John works for JP 

Morgan as a fixed income analyst and Abagail is registered nurse who works on an 

orthopedic surgery floor. Because Abagail has more of a medical background she is the 

medical power of attorney. Bob picked up cigarette smoking a long time ago during his 

days overseas and hasn’t been able to kick the habit since. Several months ago during a 

Sunday family dinner, Bob caused quite a scare when he had a coughing fit which bought 

up some blood. They went to the emergency department on what would become one the 

Woodward family’s worst days. A chest x-ray showed multiple nodules. A follow up CT 

scan and bronchoscopy confirmed what everyone had feared, metastatic stage IV lung 

cancer. Over the next several weeks, Bob’s health, energy and spirits would quickly 

decline. Day by day he would get worse as the cancer spread, destroying whatever 

healthy lung tissue remained causing nearly unbearable pain. Death was surely imminent 

but no one could say exactly when. On November 4, 2016 Abagail came home work to 

find Bob short of breath and confused. She quickly dialed 9-1-1. The EMT’s saw that 

Bob was struggling to breath and so they rushed him to the hospital. In the emergency 

department, Dr Lisa Conrad introduced herself and realized that Bob was no in frame of 

mind to answer questions or make decisions. She asked who the legal power of attorney 

was; “That would be me” said Abagail. “Look, we don’t have much time, your dad is 

very sick and will need a breathing tube to save his life. What do you want to do?”  
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This fictional scenario happens every day across America. Healthcare providers 

give family members extremely difficult choices and without time to fully process all the 

information. In Atuwl Gawande’s book being Mortal5, he discusses the dilemma 

physicians face when having these types of difficult conversations with patients. Dr 

Gawande outlines three different routes a physician can take. The oldest approach option 

that Dr Gawande describes is medical paternalism. Decades ago when physicians were 

held to near God like stature, medical paternalism was the standard. The physician’s 

mastery of medicine compared to the layperson’s ignorance puts them in a position to 

know best and decide what is best for the patient. If the doctor knows the patient, 

understands the risks and benefits and data then shouldn’t the doctor be the best person to 

make the decision? This reasoning allowed physicians to ethically have unchecked 

power. How could people with no medical training possibly know what was best for 

them? These were the days an OBGYN could decide a woman has had too many children 

and tie her tubes without asking the patient. Paternalism is clearly problematic because it 

assumes that the physician can make value judgements for patients. Paternalism creates 

and exploits an inherently unfair power struggle. With the rise of patient centered care we 

have completely shunned paternalism as inappropriate. Today patients expect to be at the 

center of their own care and to decide what does and does not happen to their bodies with 

doctors acting as consultants.  With good reason society has moved far away from the all-

knowing physician who cannot be wrong and therefore never needs to consult with 

patients. The result of patient centered care and equality led to what is commonly seen 

today, what Dr Gawande calls the informative approach.   
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In the informative approach the physician provides all of the facts so that patients 

can decide for themselves what to do. The theory behind the informative approach is that 

all one needs to make a good decision is high quality information. It solves the problem 

of medical paternalism by putting the power back into the hands of the patient. However, 

in order to do this patients need a crash course in medicine. In our example above with 

Bob, Abagail will receive an impromptu talk on intubation, mechanical ventilation, and 

the alternates. These are difficult topics for medical students to understand over four 

years let alone a distressed family member with no medical training in five minutes. With 

this approach Abagail is given so much power that she now also feels like she is 

responsible for her father’s life. If she decides against intubation and her dad dies is she 

now at fault because she interpreted the information incorrectly? In underserved urban 

populations this is especially troublesome because patients can have little to no health 

literacy nor the ability to access supplemental information. The informative approach is 

problematic because it floods decision makers with facts which they may be ill-prepared 

to understand or put into context. In popular culture the typical depiction of a bad 

doctor’s visit is a very intelligent oncologist, essentially speaking what sounds like a 

foreign language while the patient quietly nods along pretending to not be completely lost 

and scared. The informative approach absolves the physician from having to know her 

patients and limits responsibility to reciting accurate facts. This translates into physicians 

lecturing patients and waiting for them to suggest the next move. While the informative 

approach gives patients powers it also gives them responsibility which they may be ill-

equipped to handle.  
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Think of the informative approach and medical paternalism as two problematic 

approaches on different ends of the same spectrum. On the paternalism side the physician 

has all the power, experience and knowledge. On the informative approach side patients 

have all the information but no ability to contextualize it and now all of the burden of 

medical decision making without any experience or training.  Dr Gawande suggests a 

third hybrid option: informed guidance. This approach takes into account where the 

family is coming from and guiding them towards the best option. It allows patients to 

have power but it also allows the physician to take responsibility and leverage their 

medical experience. With this approach Bob’s doctor can take the time to see that 

Abagail is distressed and just wants to take care of her father. She can delve deeper and 

understand what the family’s wishes are and guide them towards the option which best 

reflects them while also giving them to option to choose differently. In order for this 

approach to work best, doctors must be able to understand where patients and families 

are. Having a grasp of their health literacy, family situation and emotions are all key to 

understanding what options to offer. The only way to provide this type of care is through 

an empathic physician. Empathy is the missing ingredient in decision making which 

allows us to move past paternalism and flooding our patients with information. Empathy 

allows physicians to see where their patients are and guide them towards the best options.   

In the Bob Woodward scenario, his daughter Abagail has been offered facts 

without much guidance. Either she can say yes to the ventilator and save her father’s life 

or say no and have him die.  She never got to spend enough time with her father and now 

that he is at the end of his life she feels guilty for not being a better daughter. Her brother 
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looks to her to make the best choice because she works in healthcare. Abagail is scared, 

she sees that her father is uncomfortable and struggling to breath. So she chooses the 

most compassionate option for her father which seems to be putting him on the ventilator.  

However if Dr Lisa Conrad communicated with empathy and an understanding of 

the situation her prompt to Abagail may sound something like this 

“I see that your father is very ill from metastatic lung cancer. I know that 

this must be an incredibly difficult time for you and your family and I imagine it 

isn’t easy to see your dad confused and struggling to breath. If we put him on the 

ventilator we won’t be able to fix the irreversible damage already done to his 

lungs by the cancer. From what I understand about the type of person your father 

was it sounds like he would want to his suffering to stop once he is near death. It 

looks like he is in the process of dying and we can also make him very 

comfortable if you so choose.” 

In the first scenario she was faced with essentially no choices. Either her dad 

would be put on the ventilator and survive, or die because she failed to act. Overcome 

with guilt and fear she truly has no option. However through the second approach 

Abagail actually has autonomy. Her emotions have been recognized and she has been 

offered two compassionate pathways for her father. If she so believes that keeping him on 

the ventilator is best so the rest of the family can say goodbye she can choose that option. 

However now she has another option, to help her father die peacefully. Most importantly 

the provider has recognized that family members face guilt when they have to withdraw 

life support. Having to make clinical decisions for a family member is emotionally 
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exhausting. One 2011 study by Wendler and Rid6 found that up to a third of surrogates 

experience substantial emotional issues after having to make medical decisions.  It is 

through empathic communication that patients and families can feel comfortable and be 

understood so that they are offered choices. This intuitive idea is also supported by 

evidence. A review of 320 patient encounters exploring the role of empathy, and listening 

with patient satisfaction and autonomy in 2011 found that patients whose physicians were 

rated as more empathetic had more satisfaction and higher rates of autonomy support 

than those physicians had less empathy7.  

The key to modern day medicine is decision making. In order for physicians to 

provide the best care for their patients, they must be empathic and understand where they 

are coming from. Paternalistic physicians deprive their patients of autonomy. Physicians 

who overload their patients with information create precarious situations where patients 

are ill-equipped to make the best choices. The middle ground is only accessible to the 

empathetic physician who understands her patients.  
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CHAPTER 3 EMPATHY AND URBAN POPULATIONS  

Patients in urban environments have unique challenges due to racial differences.  

A study done in 1999 by Cooper-Patrick and colleagues8 published in JAMA explored 

the role of race and gender in the doctor patient relationship. Specifically they were 

looking to see if race and gender were able to affect the physician’s participatory decision 

making style. That is if patient’s felt like the doctor was involving them in decision 

making. This is a surrogate outcome for patient satisfaction.  The group found that 

African American patient’s rate that visits as less participatory than whites. When 

patients see physicians of the same race the visits are rated more participatory. Gender 

did not have an impact however female physicians were more likely to have a 

participatory visit than their male counterparts.   The authors conclude that their work 

adds to the growing body of research which indicates ethnic difference between 

physicians and patients impacts communication. Why does race matter? The authors cite 

several factors such as difference in health literacy, cultural differences in disease models 

or attributions of symptoms, educational status, and unintentional bias. Of course a 

logical continuation is that if there are such gaps in communication there must able be an 

empathy gap.  

The link between empathy and race has been long studied and it has been shown 

that there is indeed a link. A study published in PLoS in 2016 showed that registered 

nurses and nursing students felt that black patients felt less pain than white patients9. The 

same study also found that black NFL players were sent back into play sooner than white 

players suffering from the same injuries. In 1994 a paper in the New England Journal of 
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Medicine looking at the treatment of pain in patients with metastatic cancer found that 

minority patients were three times more likely to get inadequate pain management10. 

Another paper published in Social Cognitive and Affective Neuroscience in 2014 looked 

at how many milliseconds it took an individual to feel an empathic response to pain for 

own-race vs other-race individuals11. They did this by connecting electrodes to research 

subjects and showing them faces experiencing a painful condition. They measured how 

long it took for the research subject to feel pain. In the 290-340 ms time window there 

was a difference in how long it took for own-race vs other-race individuals to feel a 

reaction to pain. In the 400-750 ms time window this difference disappeared. They were 

able to correlate these responses to the empathic concern ratings of the Interpersonal 

Reactivity Index (IRI) questionnaire. The authors conclude that there is a “functional, 

neural and temporal distinction between two sequential processing stages underlying 

empathy, namely, a race-biased stage of pain sharing/mirroring followed by a race-

unbiased stage of cognitive evaluation of pain.” Put in simpler wording, this means that 

the subjects had an initial subconscious bias that was soon corrected by another system, 

likely conscious thought. The implication here is that we are hardwired to be biased 

against people who look different than us. Centuries of violence against other races, 

religions and languages and an “us vs them” mentality in wars intuitively supports this 

notion. Of course this doesn’t excuse this type of thinking and thankfully we are still able 

to feel empathy for people who don’t look similar to us as the study shows. The 

underlying problem is that bias exists, even in something as fundamental as empathy. 

Educators must recognize this and correct for this. Physicians should also be aware of 
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their own subconscious bias as it has important implications for patient care. If empathy 

improves outcomes and minorities receive less empathy then physicians are obligated to 

correct this disparity.  

Clearly this creates a unique problem for underserved urban populations. Patients 

in underserved urban areas receive less empathy from their physicians, have a harder time 

communicating and, as been documented time and time again, have worse outcomes. We 

know that race plays a role in how much empathy we feel, how much pain we perceive, 

how we treat pain and how much we involve patients in management. Certainly empathy 

is not the sole solution for the immensely complicated issue of race and medical 

outcomes but it is a good place to start. A study done in 2011 published journal Pain 

supports empathy as a solution. The authors found that a pro-white empathy bias led to a 

pro-white pain treatment bias. With their intervention of an empathy-inducing, 

perspective-taking intervention to help them imagine how patient’s pain affected their 

lives they were able to cause a 55% reduction in the pain treatment bias12. This data 

brings up the question, what other treatments are minorities not receiving because due to 

a lack of empathy they are not offered a solution?  

 Aside from race, patients in urban populations also face other social 

determinants of health which can impact aspects of their care including empathy. Perhaps 

one of the most significant issues facing urban populations is a power inequality. 

Drawing from personal analogy I can share the story of two excellent, yet very different 

emergency departments (EDs). One is Temple University Hospital ED located in North 

Philadelphia. It serves one of the most disadvantaged zip codes in the country. The other 
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is Christiana Hospital ED located in Wilmington Delaware. It serves a wide variety of 

patients with a very large catchment area and happens to treat many suburban patients 

with private insurance who come from higher socioeconomic classes than the patients in 

North Philadelphia. Both facilities are academic medical centers which strive to provide 

excellent care but differ in the resources they can offer patients. The Temple ED is loud, 

most rooms are separated by a cloth curtain. The department has two racks of linens for 

all of its patients. In order to ration, most patients are limited to only a few blankets and 

none get pillows. The Christiana ED provides private walled off rooms for a majority of 

its patients with a stock of 20-30 blankets in every single patient room. The hospital is 

also able to afford pillows for patients in the ED. The differences in care provided are 

more than superficial details.  

 According to US Census Bureau data, in the zip code surrounding Temple 

Hospital (19140), 33.5% of the adults aged 25 or older do not have a high school 

diploma. In the zip code surrounding Christiana Hospital that same number is 11.8%. For 

comparison, across the country 92% of adults have attained at least a high school 

diploma. Less education for patients in communities such as those surrounding Temple 

University Hospital equates to less health literacy. This creates an unequal playing field. 

Patients must follow doctor’s orders because they can’t fully understand the risks, 

benefits and alternates of a treatment. They have to trust fully and can’t have a discussion 

about their health because certain topics may be too complicated. I was fortunate enough 

to experience this difference first hand. At Temple patients are often complicit with the 

doctor wants to do. At Christiana hospital, patients ask very detailed questions such as 
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“Could it be possible I have sepsis?” Many times Temple patients won’t know the names 

of all the medications they take. At Christiana hospital I was surprised at how quickly 

patients could recite their medications, pronounce them correctly, recall the dosage and 

even knew the prescribing physician and the last time they saw them.  

 These differences are important because they create a tremendous 

disparity in the care these patients receive and their outcomes. Health literacy and 

education reduce the power inequality between doctor and patient. When there is a large 

power difference patients may be afraid to speak up and ask questions. This is 

problematic because it means that if there is a miscommunication patients may not be 

able act. A power inequality also means that patients are being talked to rather than talked 

with. When patients ask “could this be sepsis,” it becomes apparent there is an underlying 

concern and then possible to ask a clarifying question such as “we don’t believe you have 

sepsis, may I ask why you are concerned?” Health literacy, education and reducing the 

power inequality open the door for empathic communication.  
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CHAPTER 4 EMPATHY AND BENEFICENCE  

In this section we will explore the evidence that shows empathic physicians are 

able to provide better patient care. For those unfamiliar with bioethics this is the most 

compelling and easiest to understand reason to blend together empathy and medicine. 

Some of the research also shows that empathy can improve patient satisfaction scores 

which means that hospitals can receive more money from payers incentivizing 

administrators to promote empathy.   

 In 2004 Kim and colleagues13 hypothesized that more empathic physicians 

would have more satisfied and compliant patients. The group interviewed 800 patients at 

a large university hospital in Korea and inquired about the patient’s perception of their 

doctor’s communication skills. The results of their study showed that physician’s 

empathic communication skills significantly influenced satisfaction and compliance. The 

study has a few limitations.  Patients were asked about their compliance and perceived 

physician empathy rather than an objective ranking of either. Additionally, there are 

cultural differences in the doctor-patient relationship in America and Korea and it is 

unknown how applicable these findings may be. Nonetheless the study supports the 

notion that there is more to being an effective physician than simply recognizing disease 

and writing prescriptions. Communicating and understanding patients has a measurable 

impact on how patients behave and if they adhere to treatment plans. It is not uncommon 

for doctors to describe patients as “non-adherent” and use the label to explain why they 

aren’t getting better. This paper would suggest that the physician can do more to battle 

non-adherence and empathy may be a solution.   
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 Aside from improving after visit adherence in the outpatient setting, 

empathy also improves the perceived efficacy of inpatient care. Steinhausen and 

colleagues14 performed an interesting experiment in Germany to see if trauma surgery 

patients perceived their care to be better when they had a more empathic surgeon 

compared to one who was less empathic. The group surveyed 127 patients six weeks after 

they were discharged from a general surgery trauma floor. These are typically patients 

admitted after a serious traumatic event such as a car accident, fall or stabbing. They 

asked the patients about the quality of their medical treatment and also on how empathic 

they perceived their doctor to be using the Consultation and Relational-Empathy measure 

(CARE). The results suggest that apart from medical treatment, the interaction between 

surgeons and patients is related to higher patient reported treatment success. This work 

has significant implications.  All clinicians strive to provide effective care and certainly 

patients should feel like they are receiving high quality care. However this study is also 

not without limitations.  The study design was cross-sectional meaning that all the 

patients were surveyed at once about how they perceived their physician interaction and 

efficacy of their care. Additionally the evaluation treatment success and empathy by 

patients was subjective. It could be the case that all patients received the highest quality 

care but their perceptions were inaccurate. Some might even argue that it isn’t the duty of 

the physician to provide care that feels efficacious but rather is simply the standard. The 

counterpoint is that nonetheless it is important to maintain high patient satisfaction 

scores. Additionally, part of the healing after trauma is psychological and it can be argued 

that high quality interactions with the treatment team are part of that healing process. 
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Luckily there is also data to suggest that empathy can do more than improve subjective 

outcomes.  

 There are a few groups which were able to overcome the limitations of the 

Steinhausen group and objectively show that empathy improve outcomes. The team 

responsible for the creation of the Jefferson Scale of Empathy15-17  published a study in 

Academic Medicine showed that patients who had more empathic physicians also had 

better glucose control. They went through the records of 891 patients with diabetes 

treated by 29 different family physicians. They grouped patients into those with good 

glucose control as measured by a hemoglobin A1C < 7% vs those with poor control as 

defined by hemoglobin A1C>9%.  Next they had the family doctors take the Jefferson 

Scale of Empathy and separated the doctors into low, moderate and high empathy groups. 

They found that patients with good glucose control were more likely to have high 

empathy doctors. This study builds on the work before it by comparing an objective 

clinical outcome to an objective measurement of provider empathy. There are significant 

implications of this work if the results are reproducible. If empathy can be tied to 

improved glucose control that means it could also be tied to improved mortality, fewer 

amputations and less blindness. The argument could be made that empathy is a treatment 

for diabetes and therefore physicians are doing harm by not employing it.  

 Aside from better managing conditions with known chronic conditions 

such as diabetes, empathic doctors are also better at making the correct diagnosis.  Jodi 

Halpen is a psychiatrist and professor of bioethics and medical humanities at Berkley. 

She writes about how empathy is crucial to making the correct diagnosis. Empathy 
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establishes trust and allows patients to be vulnerable and share their stories. Dr. Halpen18 

cites multiple studies which show that patients only share superficial clues about their 

disease with physicians until they begin to empathy at which time they start sharing more 

anxiety provoking information. Patients bring incredibly complex histories with them to 

the physician. She goes on to conclude that “Careful listening not only directly improves 

patient satisfaction and effective care, it might actually save overall time by preventing 

conflicts and misunderstandings down the line.”  

 In addition to empathy helping physicians to make the right diagnosis, 

empathy can also help physicians with their own emotional distress and burnout. 

Gleichgerrcht and Decety19 conducted a large survey in 2013 showing that empathy and 

emotional awareness create more satisfied physicians.  7,584 physicians were surveyed 

on compassion fatigue, personal distress and job satisfaction while having their empathy 

and emotional awareness evaluated. The group found that the ability to engage in self-

other awareness and regulate emotions contributed significantly to a sense of compassion. 

These factors are associated with less burnout and increased job satisfaction.  Surely an 

intervention that can help patients and help physicians to remain healthy and practice 

longer should be pursued.  

 Lastly while not necessarily beneficial to patients, empathic doctors have 

been shown to get sued less. Unfortunately in the current legal environment the primary 

driver of not causing harm to patients is the treat of legal action mores o than a moral 

obligation to maleficence. In a study performed by Levinson20, researchers audiotaped 

and coded interactions with about 150 primary care doctors and surgeons. They analyzed 
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differences between the groups which had no claims vs the group which got sued. No 

behaviors could separate the surgeons who got claims compared to those who did not but 

significant differences were found in primary care physicians (PCPs). PCPs who spent 

longer with patients, laughed more, were warmer, friendlier, asked more open ended 

questions and were more empathic ultimately got sued less.  
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CHAPTER 5 WHY INTERVENTION IS NEEDED  

Unfortunately the evidence currently states that many physicians have more room 

for empathy in their practice. In a study involving oncologists and their patients, it was 

found that doctors often missed out on crucial opportunities to connect with patients.  

Pollak and colleagues21 recorded about 400 clinic conversations between oncologists and 

patients and coded the conversations for the presence of empathic opportunities and 

responses. The empathic opportunities were patients calling out for more help with 

phrases like “I’m scared about what my lower white blood count means” or “Oh no. 

What do we do now?” The oncologists only took about 22% of the available 

opportunities to respond. A response was considered something as simple as “It’s not 

easy for anybody in your family” or “Give us time. We are getting there.” 

Both physicians and patients are in broad agreement that compassionate care is 

important to successful medical treatment. But only 53% of patients and 58% of 

physicians said that their healthcare system generally provides such compassionate care. 

Many of the doctors surveyed said that their healthcare system was preventing them from 

giving the care they would like to give. Constraints included time and the emphasis on 

controlling costs. Patients shared a desire to be listened to, be more involved in their 

decision making and to have more of a relationship with their doctor. Interestingly, the 

authors highlight medical education as an avenue to improve the amount of 

compassionate care delivered to patients22.  

In 1999 the American Council for Graduate Medical Education (ACGME) lists 

professionalism as a core competency for all residents. The American Board of Medical 
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Specialties (ABMS) also followed and so have many medical schools in what seems to be 

a common sense policy. Physicians should be professional and at a glance this term 

encompasses all the behaviors a doctor should have including empathy. In a 2008 

editorial, Dr Judah Goldberg23 makes the case that humanism and not professionalism 

should be a core competency for physicians. Whereas humanism includes empathy, 

compassion and is a global philosophy – professionalism is adhering to local customs and 

ways of acting. Professionalism is a learned behavior akin to fitting in with peers and 

acting as expected. Professionalism does not differentiate between lying to a patient and 

wearing a t-shirt to clinic. Humanism does indeed clarify that misleading a patient is far 

worse. Let’s say a team with residents, attending and a medical student has pathology 

results for a patient. The attending is on vacation and won’t be back for another few days. 

The patient who is in the hospital is very worried that she might have cancer and asks the 

medical student what the pathology results indicate. The entire team knows that the 

patient has cancer because the pathology report has returned. The residents tell the 

student that it is better if the attending physician breaks the bad news and to not say 

anything. What is the medical student to do when the patient looks her in the eye and asks 

“do you know what the results were?”  It is professional for a medical student to withhold 

a pathology result indicating cancer until the attending gets back from vacation because 

the team has said so but it is humanistic for the medical student to share the currently 

available results to the best of her knowledge. 

If Dr Goldberg’s argument is correct and professionalism and humanism are two 

distinct qualities with less overlap than previously thought we are left with a gap. 



22 

 

Considering most medical students go onto residency and graduate residency it can be 

safely assumed that they have met the standards for professionalism set before them. It is 

troubling then that after completing medical training, students are less empathic than they 

were before they started.  

What is the evidence for this? There is ample evidence to show that empathy 

actually decreases over the course of medical education. Students arrive highly empathic, 

indicating that the admission process is working fine but then end up much lower than 

age matched peers by the end of medical school24,25. There have many reasons theorized 

as to how and why students lose their empathy over the course of medical school. One of 

the leading theories is from what is known as the hidden curriculum which is when 

medical students learn to act like the residents and attending physicians they work with. 

Mimicking behavior and learning to fit into a group is essentially what it means to fit the 

mold of professionalism according to Goldberg. If it is over the course of medical school 

that students have a measurable drop in empathy then perhaps medical school is a good 

time to teach empathy. Buckman and colleagues26  wrote in an editorial published in 

Canadian Family Physician: “Despite evidence that empathy may be related to clinical 

competence and that it declines during undergraduate medical training, medical schools 

in Canada and elsewhere may not be adequately addressing the issue at the undergraduate 

and postgraduate levels.”   

Most schools have courses dedicated to teaching students how to interview 

patients and take a good medical history. Taking a good history is essential to arriving at 

the correct diagnosis and it is also an essential skill for medical students during their 
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clerkships. Research done by Hojat and colleagues15 showed that students who score 

higher on the Jefferson Scale of Empathy also score higher on their clinical rotations. 

Presumably this means that they are also getting at taking patient histories and 

understanding what is happening to their patients. Interestingly they found no correlation 

between USMLE scores, MCAT scores or GPAs and empathy. This suggests that 

empathy is its own unique skill which educators should seek to score and incentivize. 
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CHAPTER 6 SOLUTIONS  

What type of interventions should educators pursue? Perhaps one way to start is 

by simply rewarding and recruiting medical students who are very empathic. The Arnold 

P Gold Foundation does exactly this. Established in 1988 the foundation aims to keep 

compassion, respect and empathy at the core of all healthcare interactions. The society 

has an award which medical students can receive for providing empathic medical care. 

The award induces students into the Gold Humanism Honor Society which shows on 

residency applications and can make applicants more competitive, creating an incentive 

to provide empathic care. Medical schools and residency programs could further support 

the Gold foundation and buttress existing framework.  

To take the work of the Gold foundation a step further, clerkship directors can 

incorporate empathy and compassion into their formal grading rubrics. Most medical 

schools already emphasize the importance of professionalism into their grading rubrics. 

Empathy goes a step further and as discussed earlier, has tangible benefit to the patient. 

By incentivizing students to provide empathic care, medical schools can help shape our 

future healthcare providers.   

Medical schools can also improve empathy by choosing students for their 

emotional intelligence rather than their scholarly ability. In February of 2018 Ezekiel 

Emanuel and Emily Gudbranson27 published an editorial in JAMA titled “Does Medicine 

Overemphasize IQ.” The authors bring up excellent points that medical school and 

residency programs strive to have the most intelligent, most prestigiously trained and 

most published applicants. In doing so they totally ignore emotional intelligence. They 
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also equate good test scores on standardized tests and hard sciences with other types of 

intelligence such as problem solving skills, analytical ability and common sense.  

Moreover medical schools are ranked by US News & World Report by standardized test 

scores and publications and the authors argue that this fuels a vicious cycle. The authors 

then bring up that there are three keys to make successful clinicians in today’s healthcare 

landscape. 1) Effectively lead teams, 2) coordinate care and 3) inspire patients and 

colleagues to change behavior. All of these qualities require a clinician with emotional 

intelligence. The authors conclude by encouraging schools to prioritize, reward and seek 

out emotional intelligence. In other words, empathy begets a better physician.  

  Lastly medical schools can focus on writing which has been shown to battle 

burnout and increase empathy. Practicing narrative medicine is a cheap, quick and 

effective way to reach these goals. There is no reason they shouldn’t be standard in 

medical education. In a 2001 editorial in the Journal of the American Medical 

Association narrative medicine is suggested as a solution10: “By bridging the divides that 

separates physicians from patients, themselves, colleagues, and society, narrative 

medicine offers fresh opportunities for respectful, empathic, and nourishing medical 

care.” The Lewis Katz School of Medicine at Temple University has taken steps forward 

to integrate narrative medicine into their curriculum. They have instituted a narrative 

medicine program and provide resources to students who want to write and share their 

stories from being in the hospital. The medical school provides staff who can guide 

through students writing prompts and help them develop their editorial skills. They also 

provide opportunities for protected time through electives and assignments so that 
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students can write and reflect on their experiences. Other medical schools could follow 

suit based on this sustainable model.  
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CONCLUSION  

Critics argue that the job of a doctor is to recognize disease and treat it. That there 

simply isn’t enough time to always have empathy and that emotional attachment gets in 

the way of patient care. Detached professional concern for the well-being of patients is 

adequate to ethically practice medicine. These notions are false. Empathy is critical to 

providing high quality patient care. It isn’t simply a luxury that doctors who want to feel 

good provide to their patients. For generations physicians, patients and educators have 

recognized that truly connecting with the patient and understanding them is a crucial part 

of medicine and what it means to be a physician. Osler himself urged doctors to listen to 

their patients. Empathy opens the door for communication and patient autonomy. Patients 

are not test takers who can always pick the right option given the facts and answer 

choices.  In dire situations such as the end of life or a pregnant woman with a fetal defect 

incompatible with life patients and families are overrun with emotions. They need a 

physician who can begin to understand what they are going through. Without a very 

skilled, empathic physician there is no way these patients can be counseled appropriately. 

 Hordes of studies prove that patients are healthier and happier with empathic 

physicians. Objective and subjective outcomes improve when doctors are more empathic. 

Perceived quality of care, patient satisfaction, adherence to treatment regimens and even 

glucose A1C levels all improve with the added touch of an excellent, empathic, 

physician. Additionally empathic doctors are less likely to get sued and more likely to be 

satisfied with their careers. Withholding these benefits is unethical.  
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As we have seen, patients in urban locations face their own unique set of 

challenges. Minority patients report less satisfaction with non-minority physicians. Racial 

bias exists, both outside and inside of medicine. Black patients receive less pain treatment 

than white patients. Moreover, urban populations have less health literacy and aren’t able 

to participate in their care as much as patients from higher socioeconomic backgrounds. 

All of these factors point to a great injustice where among many issues, doctors also have 

a tough time empathizing with patients. 

There is great room for improvement. Empathy declines over the course of 

medical school and with some targeted interventions we can try to stop and even possibly 

reverse this trend. Change doesn’t have to be expensive, it starts with educators 

recognizing that empathy is a critical component of patient care. Along with this, 

activates such as narrative writing can help students to become more attuned to emotions. 

We should care about caring.   

*The names and stories mentioned in this paper have been changed and altered 

and do not represent patient’s nor their personal identifying information   
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