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ABSTRACT There is now a societal and cultural expectation that doctors and
nurses should feel, and display, empathy for their patients. Many commentators
argue that medical and nursing students should be taught empathy. Empathy,
however, is difficult to define: it is not the same as kindness, as it implies a
degree of psychological insight into what the patient is thinking or feeling.
Empathy is seen by some as a form of emotional intelligence that can be
systematically developed through teaching and positive role models. Here we
debate the meaning of empathy, and whether it is truly a quality, or attribute,
that can be taught.
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Can we really teach empathy?
Yes we can
Barack Obama, 2008 US Presidential Election slogan
Complexity
Empathy is a multifaceted concept which has been
described as feeling what another person feels, imagining
oneself in another’s situation or imagining being the
other person in their situation. Empathy has also been
thought of as a capacity to understand the content of
other people’s minds and as the moral foundation of
care.1 Empathy is also conceptualised as a personal
attribute and as a relational construct.2 Empathy is
needed not just to understand a patient’s illness or
emotions but to understand enough of their context,
concerns and expectations to diagnose and treat them
appropriately.3 Despite its importance there have been
recent distressing reports describing a lack of empathy
in patient care.4–6 A paradox exists in medicine between
a theoretical commitment to empathy yet valuing
detachment and objectivity in practice.7 The empathy
deficit in clinical care is mirrored by quantitative studies
suggesting that medical students’ empathy declines
during their training.8,9 Two recent systematic reviews
conclude that it is possible to teach empathy.10,11 This
paper explores the challenges of teaching empathy by
interrogating various facets of the construct.
Yes we can: clarify the concept of empathy
Doctors have always struggled to balance connection
and detachment in their relationship with patients.
Medical education and practice have promoted a

narrow approach to empathy, emphasising its cognitive
and behavioural dimensions and leading to ‘detached
concern’ as a model for medical professionalism.12 A
more appropriate broad view of empathy adds affective
and moral dimensions.11,13 This broad concept of
empathy embraces a sharing of emotions with the
patient and acknowledges that empathy is a driving
force for acts of altruism.12,14
‘Broad’ empathy can be regarded as a relational process
which involves cognitive, behavioural, affective and moral
dimensions working together, but varying according to
the clinical context and needs of the individual patient;
each dimension will now be explored.2,15
Yes we can: teach perspective taking, curiosity
and reflection (cognitive dimensions)
Understanding the patient’s view, the meaning of their
disease, their concerns and expectations, depends on
imaginative perspective-taking. The perspective is otherorientated, outward looking and concerned with trying
to view the world from the patient’s point of view. A
curiosity to discover the patient’s views is in contrast to
taking a self-orientated perspective in which the student
imagines ‘how would I feel in this situation?’ Such a selforientated perspective can lead to personal distress or
an urge to abandon the patient to escape the suffering.
Students and doctors need time for reflection to
increase their self-awareness and to develop their sense
of clinical curiosity. Other-orientated perspective taking
has been successfully taught by using role play, experiential
teaching and the medical humanities.3,10
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Yes we can: teach sharing feelings (affective
dimensions)

education

To enhance affective (emotional) empathy we need to
address students’ fears that sharing emotions will cloud
clinical judgement or lead inevitably to burnout.12 There
is a difference between experiencing empathic concern,
which forms a bond of shared humanity, and personal
distress which can lead to burnout. Neuroscience
research shows that different pathways in the brain are
involved in personal distress and empathic concern.16
Experiential learning17 and role models have been
used to enhance emotional empathy and learn
emotional regulation.18 Students can learn the
importance of retaining self-other differentiation since
although empathy should involve deep engagement
with the patient , this does not mean the student
loses sight of where the self ends and the other
begins.2 In empathy the student is emotionally engaged
with the patient and at the same time is able to reflect
on these emotions, knowing that they originate in the
other person.12 Mentoring offers an opportunity to
reflect on emotional regulation.19
Mindfulness training,20 narrative medicine,21 medical
humanities,22 and reflective writing23 are training
initiatives that can help students to learn a broad form
of empathy. Neuroscience research shows that brief
interventions using meditation techniques induced
brain responses and promoted pro-social behaviours in
response to the suffering of others.24–26 These changes
suggest increased resilience and a greater capacity to
attend to the suffering of others. So fears of the harms
of ‘too much’ empathy may not be justified, acquisition
of empathic skills could increase rather than decrease
the emotional stability of the doctor.24–26 Furthermore,
it appears it is the suppression of emotions, rather than
emotional connection, which leads to the doctor’s
detachment and eventually to burnout.27,28
Yes we can: teach empathic behaviour
(behavioural dimension)
Viewing empathy as a behaviour has generally been
taught by a range of communication skills courses
which have demonstrated increases in empathy.11
Students can learn appropriate body language, phrases
and open questions which suggest empathy but do not
necessarily lead to ‘genuine’ empathy.29 OSCE exams
may not increase ‘genuine’ empathy since in these
situations students are often inward looking rather
than adopting the outward perspective integral to
empathy. 30,31 If empathy is viewed simply as a
performance rather than as a deeply held commitment
there is a risk that it may become limited to patients
similar to oneself rather than to all patients.29

108

Yes we can: teach ethics (moral dimension)
We share a basic human need to be valued and
recognised by others; a need for empathy.32 Empathy
forms the cornerstone of care ethics and drives
altruism.33,34 Empathy involves capacities of moral
sensitivity, both of opening oneself to the subjective
experience of others and getting judgements about their
experience right.33 Hilfiker suggests that the fundamental
goal of teaching medical ethics is to enhance empathy.35
Yes we can: explore the limits of empathy
Macnaughton argues that empathy may be dangerous,
but conflates the construct with identification.36
Although we cannot know exactly what it feels like to
be another person an empathic doctor strives for
empathic accuracy. Macnaughton suggests saying ‘I
know how you feel’ shows empathy, but such a selforientated view is characteristic of sympathy rather
than empathy.36 Downie describes a narrow cognitive
view of empathy and calls instead for ‘engaged
attention’, which is really a part of broad empathy.37
Yes we can: support and empathise with students
and doctors
Student and physician wellbeing is related to their
empathy and depends on the opportunity to reflect on
one’s feelings and vulnerabilities. All students and
doctors need time to discuss these issues with their
colleagues and mentors. We need to interrogate
biomedical paradigms to appreciate that any
observation and understanding in medicine is already
interpreted and situated.3
Medical schools must create a learning environment
that respects the integrity and authenticity of their
students and nurtures them as professionals and as
people.28 How can we expect students to be empathic
if they are not treated with empathy from their
medical school?
Yes we can: change the medical culture
Medicine has adopted a positivist view that prioritises
technology, hierarchy and evidence-based interventions
which risks viewing patients as objects of intellectual
interest.38 The medical culture does not acknowledge
a need for a doctor to share and process their
feelings.28,39 Empathy should be seen as essential, not
something ‘nice’ but irrelevant to ‘real’ medicine. The
medical culture has more influence in teaching empathy
than the efforts of a single positive role model.29 To
respond to Francis’ call for a culture change, a change
is needed in attitudes to recognise the importance of
working with emotions in the doctor–patient
relationship.5,29
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Culture change also requires removing the barriers to
empathy in the formal and hidden curriculum. 3
Competition, harassment, bullying and hierarchies can
threaten empathy development.40,41 The balance between
the scientific biomedical parts of the curriculum and the
psychosocial elements needs to be redressed.3 The
strong emphasis on the biomedical has a distorting effect
which creates a gap between the doctor’s and patient’s
way of understanding.3 Pedersen suggests that this could
be addressed by looking at situations where the
biomedical paradigm is clearly insufficient in patient care,
e.g. end of life care.3 Medical teachers also need to have
time to teach and for their efforts to be recognised and
valued by the administration.3
Yes we can: teach empathy
Medical schools have a responsibility to educate their
students in a humane empathic way.28,43 Students can learn
that their wellbeing is critical for their empathy and so for
their education.28 Empathy requires practice and there is
no substitute for patient contact from an early stage in

the course.44,45 Students want to empathise with patients
and their teachers need to build on their willingness.46
Although the current literature on teaching empathy is
hampered by conceptual confusion and methodological
weakness, a review of ten rigorous studies supports
the notion that empathy can be enhanced by teaching.47
Students and doctors can learn that empathy is neither
detachment nor immersion but an iterative relational
process of emotional resonance, reciprocity and
curiosity about the meaning of the clinical situation for
the patient.29
Although the current literature on teaching empathy is
hampered by conceptual confusion and methodological
weakness, a review of ten rigorous studies supports
the notion that empathy can be enhanced by teaching.47
Students and doctors can learn that empathy is neither
detachment nor immersion but an iterative relational
process of emotional resonance, reciprocity and
curiosity about the meaning of the clinical situation for
the patient.29
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Can empathy be taught?
R Downie

Introduction
The term ‘empathy’ is in widespread use both in ordinary
conversation and as a technical term in palliative care,
social work, psychology and psychiatry. But it is unclear
what it means. The term was first introduced in a theory
of aesthetics around 1900, but is now taken to mean that
after special training doctors and others can be taught to
feel what patients are feeling. This is a widespread and
dangerous illusion, as is the connected view that the
humanities can be used to develop empathy. In fact the
attempt to experience the patient’s feelings may cloud the
doctor’s practical judgments.

What is ‘empathy’?
Before we can consider whether empathy can be taught,
we must be clear what it is, or indeed whether it is
possible. This is not straightforward. ‘Empathy’ did not
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exist before about 1900. The word was a foreign import,
a translation via Greek of the German ‘Einfühlung’. The
context for the import was a theory in aesthetics, to the
effect that we can appreciate a work of art empathically
by projecting our personality or our emotions into it.
This is the reverse of what is currently meant by the
term. Like other foreign imports, animal and plant, the
word has spread widely and colonised more familiar
words and ideas. Indeed, it is now commonly used in
ordinary and journalistic speech. For example, people
say or write, ‘I have empathy with your position’ and just
mean ‘I agree with it’ or ‘I understand where you are
coming from’. In other ordinary life contexts, empathy
seems to mean much the same as compassion or
sympathy. For example, we might be said to empathise
with a friend after a bereavement and mean that we
convey our sympathy. Now if empathy is just another
name for sympathy then there is no need to teach it
because we all (psychopaths excepted…) have the
capacity to respond to tears and laughter.
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But there is a large literature devoted to developing
‘empathy’ as a technical term and providing measurement
scales. Presumably it is this technical sense of empathy
some consider worthwhile to explain and teach in a
medical context. But what more precisely is that
technical sense? There seems to be no single definition
of it. Most definitions involve the point that empathy
enables us to feel what someone else is feeling, but
others extend the definition to include the idea that we
should be able to communicate our empathy to the
other person. I shall quote just one definition by writers
much respected in palliative medicine. Colin Murray
Parkes et al. state that:
Empathy involves being able to sense accurately and
appreciate another’s reality and to convey that
understanding sensitively.1

Or, as Jane Macnaughton puts it:
It is potentially dangerous and certainly unrealistic
to suggest that we can really feel what someone
else is feeling […] Any mirroring of feeling will
always differ quantitatively and qualitatively from
that patient’s experience.3
Indeed, there is something not a little patronising in the
suggestion that during a consultation one’s physician
can ‘sense accurately’ what one is feeling. Even one’s
nearest and dearest can get it wrong!
It seems to me then that empathy is a highly problematic
concept. The problem is that the central element in the
definition – being able to feel what someone else is
feeling – may not be possible or may mislead. Acceptable
J R Coll Physicians Edinb 2016; 46: 107–12
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Do ‘feelings’ or ‘emotions’ have a role
in the consultation?
The suggestion that empathy can be taught presupposes
that feelings are important in medical practice. Two
questions are raised by this presupposition:
1.
2.

How important is it for a doctor to have feelings in
a professional context?
How important is it for a doctor to be able to
recognise feelings in a patient?

First, then, doctors will of course have concern for their
patients and be aware of signs of distress. But medicine
is essentially a practical activity, and the concern will be
expressed practically via sensitive discussion and agreed
treatment. Feelings require to be damped down or they
may get in the way of sound clinical judgment and
treatment. In an analogous way a musician may be playing
a concerto full of emotion, but the performer’s attention
must be outward to the music and conductor and not
inward to their own emotions - or they might lose the
place! The emotion is expressed practically via the
fingers. Similarly, the doctor’s feelings must be
transformed into practical activity or they will get in the
way of the consultation. There is a downside to this for
the doctor which I shall touch on later.
Second, we can all recognise the body language or facial
expressions of many common emotions. This ability can
be developed and might be useful in at least some
branches of medicine, and other areas such as police
interrogation. But this is not a matter of empathy, of
feeling what the patient is feeling, but rather of the
recognition and interpretation of facial and bodily
expressions. Enthusiasm for this alleged skill must of
course be tempered by recalling the words of
Shakespeare in Macbeth:
Duncan: There’s no art
To find the mind’s construction in the face
…
[Enter Macbeth]4

Can the arts and humanities make us
more empathic?
It is sometimes said that the arts and humanities can
make medical students more humane, and perhaps more
empathic. Sir Kenneth Calman and I can take a little
credit for promoting the idea of including optional
humanities components in the medical curriculum. But
we did not think that the humanities make people more
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This definition seems to have two elements: Empathy
requires that we can feel what someone else is feeling
– we must ‘sense accurately’; it also requires us to
‘convey that understanding sensitively’. I shall discuss
these in reverse order. If empathy requires the sensitive
communication of information then no one could
object. It is indeed desirable to stress the word
‘sensitively’, which makes the point that good
communication must be more than a mechanical
recitation of the risks and possible side-effects of
treatments. But the definition seems to be suggesting
more than that – it is suggesting that we convey our
understanding of the patient’s feelings. This leads to the
most important point of the definition – empathy
requires sensing ‘accurately’ what someone is feeling.
This seems to me to be highly problematic. How can
we ever be sure that what we are feeling is similar to
what another person is feeling or thinking? Perhaps it
is just what we ourselves might feel or think in that
situation. As Adam Smith puts it:
As we have no immediate experience of what other
men feel, we can form no idea of the manner in
which they are affected, but by conceiving what we
ourselves should feel in the like situation.2

elements in some definitions of empathy are best
expressed in more familiar terms, for example
concerning sensitive communication.

D Jeffrey, R Downie
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humane, far less empathic. As an unscientific approach to
evidence on this, I consider my former colleagues who
have obviously spent much time studying the humanities.
Are they more humane or empathic than my medical
colleagues? I don’t think so! What then can the arts and
humanities offer?
A great deal can be said on this,5 but I shall mention just
two contributions the humanities can make. First, they
can suggest wider perspectives. Medicine is by its very
nature narrowly focused and doctors must learn to use
their skills in painful and upsetting consultations and
treatments. As I suggested above, they should modify any
emotions caused by awareness of the distress of the
patient because emotions may cloud judgment. But the
inhibition of spontaneous emotion can have deleterious
effects over a lifetime. An interest outside medicine can
help here. This can, but need not, be an interest in the
humanities or the creative or performing arts. A doctor
once said to me that I worked in an ivory tower while
he worked in the dust of the arena. True, but from a
tower it is possible to view the world from different
perspectives. It is sometimes good to get out of the
arena. Secondly, and connectedly, the humanities can
offer a critique of medicine, its methods and its concepts.
It is good that this journal is allowing a critique of the
concept of empathy.
My conclusion then is that empathy cannot be taught.
Taken in its technical sense, it is impossible to realise this
goal as we can only experience our own feelings and not
those of another person. It is undesirable to attempt to
teach it, as a concentration on emotions can mislead,
blind judgment and lead to bad outcomes. There are
acceptable elements sometimes included in the concept
of ‘empathy’ but these are best conveyed by more
familiar ideas such as a sympathetic and friendly manner
and good communication. To mitigate this negative
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conclusion I shall finish with a quote from Thurstan
Brewin who was a distinguished consultant in palliative
medicine:
The ability of one person to lend strength to
another…is a mystery that nobody entirely
understands. But, for my money, in medical situations
– especially advanced cancer – being natural and
friendly has a lot to do with it. Look at the way some
hospital cleaners and porters boost the morale of
frightened patients. Do they have special
understanding, spiritual inspiration, or powers of
leadership? Not usually. How many communication
and counselling courses have they attended? None.
They are just natural and relaxed with friendly good
humour and no awkwardness or embarrassment…6
And no attempt at empathy!
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