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IN 1989, o n e  of  the  au thors  (VFK) and o the r s  d e v e l o p e d  
a half-day c o m m u n i c a t i o n  w o r k s h o p  for  p r a c t i c i n g  phy-  
sicians.~ C o n d u c t e d  ove r  400 t imes  for  m o r e  than  6,000 
phys ic ians  s ince  1990, this P h y s i c i a n - P a t i e n t  C o m m u -  
n ica t ion  W o r k s h o p ,  n o w  u n d e r  the  aegis  of  the  Miles 
Ins t i tu te  for  Hea l th  Care  C o m m u n i c a t i o n ,  beg ins  w i th  a 
f rus t ra t ion  exerc i se .  Par t ic ipa t ing  phys ic ians  are  asked 
to name  and d e s c r i b e  the i r  mos t  f rus t ra t ing  pa t i en t s  o r  
p h y s i c i a n - p a t i e n t  encoun te r s .  Later  in the  w o r k s h o p  
they  w o r k  in g r o u p s  to r e c r e a t e  the  d ia logues  f rom these  
difficult  e x p e r i e n c e s  and  d e v e l o p  m o r e  effect ive  ap- 
p r o a c h e s  than  those  they  ini t ial ly u sed  in the  encoun te r s .  

W e  have  found  a r emarkab l e  c o n s i s t e n c y  in the  
k inds  of  e n c o u n t e r s  phys ic ians  t h r o u g h o u t  the  na t ion  
ident i fy as frustrat ing.  2 In eve ry  w o r k s h o p ,  m a n y  phy-  
sicians i d e n t i f y  as " m o s t  diff icult  e n c o u n t e r s "  t hose  in 
w h i c h  the  pa t i en t  exp res se s  a s t rong  nega t ive  e m o t i o n  
such  as anger ,  sadness,  o r  fear, and  those  in w h i c h  the  
pa t i en t  s eems  unwi l l ing  o r  unab le  to assume respons i -  
b i l i ty  for his o r  h e r  o w n  se l f -des t ruc t ive  behav io r :  cig- 
a re t te  smoking,  a lcohol i sm,  o r  g lu t tony.  W e  see  s imi lar  
difficult ies wh i l e  obse rv ing  med ica l  t ra inees  ta lking w i th  
pat ients .  3 

EXAMPLES OF FRUSTRATING ENCOUNTERS 

Fol lowing  are  four  e x c e r p t s  f rom difficult  inter-  
changes,  two  r e c o r d e d  du r ing  o b s e r v e d  in t e rv i ews  and 
two  r eca l l ed  by  phys ic ians  and p r e s e n t e d  in workshops .  

Case A: Loneliness 

Doctor: Do y o u  live wi th  y o u r  husband? 

Patient: He died two  years ago. 

Doctor: So you ' re  alone. 

Patient: Yes. It 's hard somet imes.  

Doctor: Well, I believe in look ing  a t  the bright side o f  
things. You have a daughter  here who  is very 
concerned f o r  y o u r  welfare. 

Case B: Pain 

Patient: I keep hav ing  this p a i n  a n d  nobody  seems able 
to exp la in  it. Dr. X. a n d  Dr. Y. have done  a l l  the 
tests they can th ink  of. They say that  no th ing  
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Doctor: 

Patient: 

Doctor: 

Patient: 

turns up a n d  they don ' t  k n o w  wha t  to do next. 
Bu t  the p a i n  keeps coming  back. 

You st i l l  have the same pa in?  

Yes. No th ing  we've done  has helped. Not  the ant- 
acids or  the Za n t a c  or the nitroglycerine. Noth- 
ing. 

Well, I w o u l d n ' t  be too worried. I expect that  Dr. 
X. wi l l  f igure  it out. He probably  wi l l  have to 
do some  more tests. 

(Clearly irate) What  do y o u  mean  more tests? I 
told you. They've done everything/ 

Case C: Smoking 

Patient: I 'd like to stop s m o k i n g  bu t  it's so hard. I tried 
once a n d  in a week I was back at  i t  

Doctor: Well  this seems like someth ing  y o u  have to do 
f o r  yourself; no one is going to do it f o r  you.  

Patient: I k n o w  that, Doc. I guess I j u s t  can't  do it. 

Doctor: You keep gett ing these at tacks o f  bronchitis. 

Patient: Yeah. That's why  I come here. 

Patient: 

Doctor: 

Patient: 

Doctor: 

Case D: Chest Pain 

I d idn ' t  see a doctor f o r  f i ve  days in that hospital. 
Then the doctor  came and  s tood in the doorway 
and  said  to me  "'George, you 've  had  a heart at- 
tack. You go up to Mayo's  every t ime y o u  get 
sick so y o u  better go there now. "" That's all  he 
did. My  son- in - law  had  to get  me  and  bring me  
here. 

When was  that? 

That was  three years ago. I ' l l  never go back to 
that doctor  or to that  hospital. I was f i t  to be 
tied. I get  angry j u s t  th ink ing  abou t  him. 

A n d  that  episode, d id  y o u  have chest p a i n  like 
what  brought  y o u  in here now? 

PROCEDURE: EMPATHIC COMMUNICATION 

W e  be l ieve  that  the  phys ic ians '  f rus t ra t ion  in these  
s i tuat ions can be  r e m e d i e d  by  a specif ic  in te rac t iona l  
skill that  w e  call  an e m p a t h i c  c o m m u n i c a t i o n .  During  
the w o r k s h o p s  and in c o a c h i n g  s i tua t ions  w e  teach  the 
phys ic ian  to  s t r ive  for  an u n d e r s t a n d i n g  of  the  pa t ien t ' s  
feel ings and to c o m m u n i c a t e  that  unde r s t a nd ing  to  the  
pat ient .  A c o m p l e t e  c o m m u n i c a t i o n  of  this  sor t  inc ludes  
app rec i a t i on  of  the  pa t i en t ' s  feelings, s u p p o r t  of  his o r  
her  pas t  act ions,  and, often, p r o m i s e  of  he lp  in the  future.  

I l lness  leads  to  a sense  of  isolat ion.  All pe r sons  w a n t  
to have the i r  feelings,  ideas, conce rns ,  and  d i l emmas  
u n d e r s t o o d  by  others .  W i t h o u t  unders t and ing ,  individ- 
uals r ema in  isolated.  An e m p a t h i c  c o m m u n i c a t i o n  in- 
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terrupts the sense of isolation and is strongly therapeu- 
tic. Unfortunately,  physicians  often have difficulty 
providing such a communication, especially when the 
patient is experiencing strong negative feelings. We be- 
lieve empathic communicat ion has the potential to re- 
solve the conflicts posed by these four problem dia- 
logues. We divide the process of empathic communication 
into discrete steps and teach participating physicians this 
step-by-step process. ~ 

Steps for Empathic Communication 

1. BE AWARE OF THE AFFECTIVE MOMENT. One listens 
for statements that are full of strong feeling, especially 
strong anger, sadness, loss, grief, fear, or expressions of 
being trapped or stuck. Although the physician may first 
be aware of strong patient affect by paying attention to 
his or her own emotional response, more often the phy- 
sician is aware of the presence of a strong affect but 
unaware of his or her own feelings. Such a physician 
may avoid the issue and miss an opportunity to under- 
stand the patient, s 

2. STOP. Sometimes the physician has no clear idea 
just what strong affect he or she has detected. Unless 
he or she takes time for .reflection, the physician may 
find it difficult to label the affect. The physician may 
have to stop the patient in the midst of the interview to 
process what he or she has heard. 

E x a m p l e :  

Doctor: H m m .  Let  me  stop and  th ink  o f  w h a t  you ' ve  been 
telling me  f o r  a momen t .  

Patient: It's j u s t  that  nobody  seems to be able to . . .  

Doctor: Please, Mr. Smith, give me  a second; let me  th ink  
a little. I k n o w  that  y o u  are anx ious  to talk  
abou t  this. B u t  I need a f e w  m o m e n t s  to reflect 
on w h a t  y o u  have been telling me  so far .  

A lot of thinking should be taking place during this 
time-out. The physician has to sort out his or her own 
feelings, diagnose the patient's feelings, and formulate a 
plan. At the very least, the physician must reach at least 
one hypothesis for "How is this patient feeling right 
now?" 

3. NAME THE AFFECT. S o m e t i m e s  the patient dis- 
plays the affect and names it for the physician. More 
often the physician must come up with a name for the 
affect unaided. Sometimes the physician is wrong. Nam- 
ing an affect requires a diagnostic guess and, as with 
other diagnoses, the physician may be wrong. If so, the 
patient will usually correct  him or her. 

E x a m p l e :  

Doctor: That  sounds  awfid.  You m u s t  have been really 
fr ightened.  

Patient: N o t  so m u c h  f r ightened  as angry. They said  they 
w o u l d  be a r o u n d  i f  I needed them and  then, 
when  I called, nobody  was  in. 

Doctor: I see. N o t  so m u c h  f r igh tened  as angry. Yes. Can 
y o u  tell me  more a b o u t  w h a t  angered you? 

Instead of understanding the patient further, many 
physicians seem to feel a great compulsion to "do some- 
thing" at this point. Perhaps sensing the power of an 
empathic connection, they feel obliged to rush on to 
some sort of further action, some advice, or some ther- 
apy. Part of the difficulty is the sudden surge of  real 
feeling that physicians can experience when they do 
understand how their patients feel, and why. Coming 
face to face with grief, anger, fear, and the painful real- 
ities of life and disease, physicians, too, may feel distress. 
Nevertheless, the power  of an empathic connection is 
too great to squander on any further action so quickly. 
First the physician must pause in the togetherness that 
he or she has created. If the physician's rush to move 
on is created by a sense that the patient cannot stand 
being in such a vulnerable condition, the physician should 
take heart. That patient has had these feelings up to this 
point. The physician's b e i n g  w i t h  the patient may bring 
comfort. Often the physician can do nothing more, and 
simply being together with the patient is the most ther- 
apeutic step he or she can provide. The physician must 
not diminish it. 

4. APPRECIATE THE AFFECT. Mostly this is a matter of 
the physician's acknowledging that such feelings make 
sense to himself or herself. If they don't, the physician 
probably does not yet  understand how the patient sees 
the situation. 

E x a m p l e :  

Doctor: I can see that  y o u  were angry. B u t I  don ' t  exactly 
understand. Why angry? 

Patient: I had  counted  on them. They promised.  

Doctor: I see. You  f e l t  betrayed. 

Patient: Exactly!  

5. AFFIRM THE PATIENT'S PAST ACTIONS. The physician 
may wish the patient had chosen a different course of 
action, but the chosen action made sense to the patient 
at the time he or she performed it. The patient may have 
failed to follow the physician's recommendations or 
missed his or her appointment. He or she may have 
become violent or attempted suicide. The physician need 
not worry that the patient will think he or she is advising 
further such behavior, just that the physician can see 
how bad the patient was feeling and how the action 
occurred. 

6. OFFER HELP IN THE FUTURE. Physicians c a n  try t o  

help in the future. The physician can assure the patient 
that ffhe or she gets in the same bind again, the physician 
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will offer to help out. The help may be as simple as 
talking on  the te lephone  or  in the office. 

Smith and Hoppe 6 detai led the last four of these 
steps, but  we are convinced  that the first two of the six 
steps are also essential for effective empathy. Perhaps 
there are some native empathizers  who never have to 
stop to reflect. For most  physicians, however,  a pause is 
essential. This pause to reflect identifies empathic pro- 
cess as a cognitive event. Of course, increased facility 
with the skill leads to smoother  and quicker processing. 
With pract ice  the process  becomes  so smooth that it no 
longer looks like anything that requires thought  at all 
and the physician appears  to have been  born  to do it. 
"She's a natural," peop le  say, but  the step-by-step ap- 
proach has to be mas te red  first. 

Using the Steps in Frustrating Encounters 

Returning to the four problem dialogues cited above, 
we can at tempt  to apply these six steps of active em- 
pathy. In all of these interactions,  the physicians en- 
countered  strong pat ient  affect. The first set of responses 
satisfied nei ther  physician nor patient. Empathic com- 
municat ion offers a technique for dealing with  the pa- 
tient 's emotions  and with  the physician's own feelings 
of discomfort. The interchange thus becomes  therapeu- 
tic for both. 

CASE A: LONELINESS. The physician who descr ibed  
this interact ion said that he feared opening up a "Pan- 
dora's box" of strong feelings, of overwhelming sadness. 
But the sadness is there. It has already been let out of 
the box. Now the challenge is to g e t  w i t h  the patient,  
to diminish isolation wi th  that sadness. Worse than feel- 
ing sad is naming the sadness and then being left alone 
with it. The physician said that his feel-good exhor ta t ion 
to look at the bright side of things was borne from his 
desperate  feeling that the interact ion was going badly 
and that he needed  to do  something but  d idn ' t  know 
just what that something was. We suggest identifying 
the pat ient 's  feeling of  loss. 

Doctor: So y o u ' r e  a lone.  

Patient: Yes. A n d  it 's h a r d  some t imes .  

Doctor: I can  imagine .  I t  m u s t  be lonely. Can y o u  te l l  
m e  wha t ' s  har des t  f o r  you?  

Patient: It 's  the l i t t le  things. L i ke  shopping.  We used  to 
go  shopp ing  together f o r  groceries. This last  time, 
w h e n  I went ,  I w as  so  a w a r e  o f  h is  n o t  be ing  
w i th  me. I f e l t  l i ke  cry ing  r ight  in  the m i d d l e  o f  
the c h e c k o u t  l ine.  

Doctor: J u s t  shopping .  

Patient: Yes. I t 's  h is  c o m p a n y  I miss; w e  were  together  a 
long  t ime.  

Doctor: I t  s o u n d s  l i ke  y o u  m i s s  h i m  a g rea t  deal.  

In case the action taken did not  yet  match the intent  of  

the communicat ion,  we would  urge the physician to sit 
at the pat ient 's  level, to touch her, and perhaps to hold 
her hand at this point. Of course, just by recognizing 
the patient's loneliness and grief, the physician may come 
to feel some of the same feelings. "Shared feeling" is also 
part of the larger definit ion of empathy and need  not be 
avoided by the physician. 

CASE B: PAIN. The pat ient  in this scenario has just 
explained that he is stuck in a bad place. His physicians 
know neither  what  the cause of his pain is nor what  the 
treatment should be. The interviewing physician thought 
reassurance was called for. But reassurance is a danger- 
ous tool, all too often implying that things aren' t  as bad 
as the patient  thinks they are, or worse,  not  as bad as 
he or she is port raying them to be, thus leading the 
patient to feel d iscounted and misunderstood.  We sug- 
gest a clear message of understanding. 

Doctor: 

Patient: 

Doctor: 

Patient: 

Doctor: 

Y o u  s t i l l  have  the s a m e  p a i n  ? 

Yes. N o t h i n g  they 've  d o n e  has  h e l p e ~ . . .  Noth-  
ing. 

I see. Y o u  s t i l l  have  the pain ,  y o u r  doctors  are 
stuck,  a n d  y o u  m u s t  be f e e l i n g  angry  or  f r ight -  
ened. 

That 's  it, Doc. N o t  so m u c h  angry  as fr ightened.  
I d o n ' t  k n o w  whe the r  I o u g h t  to g o  s o m e w h e r e  
else or  what.  I t h i n k  they've d o n e  every th ing  they 
can  a n d  I k n o w  they are g o o d  doc tors  a n d  are 
t ry ing  hard. B u t  I s t i l l  g o t  the p a i n .  

Tha t  does  s o u n d  f r igh ten ing .  I can u n d e r s t a n d  
h o w  y o u  m u s t  fee l .  

CASE C: SMOKING. The physician in this dialogue said 
that he was losing pat ience with  his patient, who  seemed 
unwilling to take any responsibi l i ty for his smoking and 
for his health. The physician said that he felt as if he 
were  "working one side of the street  and the patient  
was doing the other  side." The two were  compet i tors  
rather than collaborators.  We  suggest that the physician 
try to cross that s t reet  and get  with the pat ient  by naming 
the patient 's  occul t  dilemma. 

Doctor: 

Patient: 

Doctor: 

Patient: 

Doctor: 

Patient: 

Doctor: 

I can  see t ha t  y o u  are  c a u g h t  in a d i f f i c u l t  di- 
l e m m a .  

Eh? W h a t  do  y o u  mean?  

Well, I k n o w  tha t  y o u  are t ired o f  these chest  
colds. Y o u  k n o w  tha t  the s m o k i n g  is r u i n i n g  
y o u r  hea l th  a n d  t ha t  y o u r  lungs  are su f fer ing  
f r o m  it. Ye t  the s m o k i n g  gives  y o u  p l e a s u r e  a n d  
w h e n  y o u  try to s top  y o u  f e e l  worse. 

That 's  it, Doctor. I rea l ly  do  f e e l  bet ter  w h e n  I ' m  
s m o k i n g .  

So y o u  are c a u g h t  be tween  w a n t i n g  to s top a n d  
n o t  w a n t i n g  to stop.  

Yeah. I guess  t ha t  I am.  

H m m .  We're bo th  stucl~ aren ' t  we? W h a t  s h o u l d  
w e  do  next? 
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With such an effort the physician and patient be- 
come colleagues, not enemies. If any solution is to be 
found it will be by working together, not against each 
other. In recognizing the dilemma that the patient ex- 
periences, the physician is not sanctioning destructive 
behaviors. He or she is not  suggesting that destructive 
behaviors continue, but simply and directly recognizing 
the problem as experienced by the patient. 7-1° 

CASE D: CHEST PAIN. The physician in this case said 
that he was troubled by the dialogue because he could 
sense his patient's anger and thought he would be 
trapped into defending the distant physician or perhaps 
be seen in the same light. Another physician who heard 
about this case commiserated, saying that he didn't like 
patients who were "irrational," and explained that such 
a category included weeping people and angry people. 
We suggest that this is another clear indication for em- 
pathy. 

Doctor: 

Patient: 

Doctor: 

Patient: 

Doctor: 

Patient: 

Doctor: 

Patient: 

W o w /  You were un tended  to f o r  several days 
and  then the doctor told y o u  to p a c k  y o u r  bags 
and  leave? 

That's a b o u t  it. 

I can imagine  t h a t y o u  were angry. 

I don ' t  th ink  y o u  can even imagine, Doc. I was 
rectdy to b low  m y  stack. A n d  I don ' t  get  angry 
easily. 

You  were very angry. 

Yeah. 

A n d  have y o u  had  such experiences elsewhere? 
Here? 

No, that  was  the on ly  time, Doc. I've a lways  been 
taken care o f  really good here. Dr. Z. has been 
super. 

In each case, effective empathy brings the physician 
and the patient back together instead of allowing a wider 
rift to develop between them. 

DISCUSSION 

Grattan and Eslinger define a f f e c t i v e l y  b a s e d  e m -  

p a t h y  as "an ability to construct for oneseff another's 
emotional experience; a sort of vicarious arousal." They 
define c o g n i t i v e l y  b a s e d  e m p a t h y  as "an ability to take 
another's viewpoint, infer his feelings, and put oneseff 
in his shoes." ~ 1 We define an empathic communicat ion 
in the latter sense, a cognitive skill, and view it as a 
learned intellectual process that requires understanding 
of feelings. Using and thinking about their own current 
sensory observations, physicians come to an understand- 
ing of the patient's feelings. Others call this act se l f .  

t r a n s p o s a P  2 and believe that empathy is a sort of magic 
feeling that may, but does not always, follow. For teach- 
ing purposes and to solve the difficulties presented to 
us by physicians in these communication workshops, 

we believe the expression of cognitively based empathy 
suffices. 

Physicians are often anxious about naming a strong 
feeling because they believe it will "put ideas in the 
patient's head." They suspect that telling a patient that 
he or she might have been frightened will, in itself, in- 
crease the patient's fear. These physicians suspect that 
if they name anger, the patient will become even more 
angry. We doubt  that such a sequence ever occurs. Pa- 
tients feel better when  their strong feelings are named 
and understood. No patient has to have these ideas "put 
in his or her h e a d " - - i n  most cases he or she has just 
named them to the physician! 

Sometimes physicians ask what to do when they are 
sure that a strong affect is present but are not sure just 
what it is. We suggest: w h e n  in  doub t ,  be  c u r ious .  It is 
perfectly correct  to ask. 

Doctor: I can tell that  y o u  f ee l  strongly a b o u t  this. 

Patient: Yes. 

Doctor: B u t  I a m  no t  sure ! unders tand exactly H O W  
y o u  f e e l  Could y o u  tell me? 

We also would apply the same rule when we rec- 
ognize the feeling but not the reasons behind it. Phy- 
sicians should be curious and ask. Their patients will 
help them out. 

There are at least two types of patients for whom 
an empathic connect ion is insufficient or particularly 
difficult: first, the patient who  is angry with the very 
physician who is now trying to be helpful; and second, 
the patient who  denies the affect that seems obvious to 
his or her physician. 

If the patient is angry with the physician for an 
action that the physician wishes he or she hadn't  done, 
he or she may need to apologize first. 

Doctor: I can see h o w  y o u  m u s t  feel, a n d  as I th ink  o f  
it, I a m  sorry that  I spoke  as I did, Wha t  I sa id  
was  o u t  o f  line. I can unders tand y o u r  st i l l  being 
angry w i th  me, b u t  i f  y o u  can .forgive me, I 
w o u l d  s t i l l  l ike to work  w i th  you .  

Alternatively, if the physician doesn't  feel so guilty 
but wishes to present his or her side of the story, he or 
she might well do so, but only after attempting an em- 
pathic communication. 

Doctor: l see. ! can unders tand  that  y o u  are really angry 
wi th  me  a n d  I can see h o w  the mat ter  appears 
to you. I w o u l d  be angry, too, i f  I thought  m y  
doctor  had  abandoned  me, as i t  seems to y o u  . . . .  
Still, i t  looks di f ferent  f r o m  m y  p o i n t  o f  view. 
W o u l d  y o u  be w i l l i n g  to hear h o w  it  seems to 
me? 

The patient who  denies a particular feeling but ex- 
emplifies that feeling is usually very difficult to reach 
with an empathic effort. 
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Doctor:  I t  s o u n d s  l i ke  y o u  are real ly  f e e l i n g  s ad  a b o u t  
this. 

Patient: No, I ' m  not. I t  doe s n ' t  bo ther  me. 

B o o k  L~ p o i n t s  o u t  t h a t  i t  m a y  b e  p a i n f u l  f o r  t h e  

p a t i e n t  " t o  a l l o w  t h e s e  s o r t s  o f  f e e l i n g s  t o  b e  u n d e r -  

s t o o d . "  H e  o r  s h e  m a y  r e s e n t  f e e l i n g  p i t i e d ,  m a y  fee l  

" l o o k e d  d o w n  o n , "  o r  m a y  f ee l  i n t r u d e d  u p o n  b y  a s o r t  

o f  " m i n d - r e a d i n g  d o c t o r . "  Y e t  e v e n  i f  t h e  p a t i e n t  is n o t  

in  t o u c h  w i t h  h i s  o r  h e r  f e e l i n g s  o r  d e n i e s  p o s s e s s i n g  

t h e m ,  a n  e f fo r t  t o  say  h o w  i t  m i g h t  f ee l  c a n  b e  t h e r a -  

p e u t i c .  

Doctor:  I see. But, y o u  know,  f o r  m a n y  p e o p l e  such  a 
terrible loss w o u l d  be p r e t t y  pa in fu l .  I can  imag-  
ine  tha t  I 'd  f e e l  very sad. I ' d  real ly  be grieving. 
A n d  I m i g h t  be a l i t t le  angry  too, tha t  i t  h a d  
h a p p e n e d  to me. 

Patient:  Yeah, I suppose  so. 

M a n y  w r i t e r s  o n  t h e  s u b j e c t  o f  e m p a t h y  t r e a t  i t  as 

a n  i n n a t e  q u a l i t y  t h a t  o n e  m u s t  b e  b o r n  w i t h  o r  l e a r n  

at  a v e r y  e a r l y  age. ] 4 - I s  W e  d i s a g r e e .  A p h y s i c i a n  w h o  

h a s  l e a r n e d ,  p e r h a p s  f r o m  h i s  o r  h e r  p a r e n t s ,  t o  l i s t e n  

to  o t h e r s  f o r  t h e i r  ideas ,  t h e i r  f ee l ings ,  a n d  t h e i r  d i l e m -  

m a s  is lucky.  B u t  t h o s e  w h o  h a v e n ' t  b e e n  s o  f o r t u n a t e  

m u s t  l e a r n  t h e s e  ski l ls  if  t h e y  a r e  t o  f u n c t i o n  as phys i -  

c ians .  S o m e  p h y s i c i a n s  m a y  b e  l i m i t e d  in  t h i s  a r e a  be -  

c a u s e  o f  a m e d i c a l  t r a i n i n g  t h a t  w a s  i t s e l f  a b u s i v e  a n d  

u n e m p a t h i c .  ~9-2] S o m e  p r a c t i c i n g  p h y s i c i a n s  n o t  o n l y  

m a y  l ack  t h o s e  ski l l s  b u t  m a y  e v e n  b e  u n a w a r e  o f  t h e i r  

va lue ,  s i n c e  c o m m u n i c a t i o n  ski l ls  a r e  o f t e n  g i v e n  s h o r t  

sh r i f t  i n  m e d i c a l  s c h o o l  a n d  r e s i d e n c y  t r a in ing .  A n d  to  

a p h y s i c i a n  w h o  h a s  n o t  b e e n  t a u g h t  t h e  skill,  a n  e m -  

p a t h i c  a c t  m a y  i n d e e d  a p p e a r  m a g i c ,  a v i r t u o s o  p e r f o r -  

m a n c e  t h a t  n o  o r d i n a r y  p h y s i c i a n  c o u l d  m a s t e r .  By 

b r e a k i n g  t h e  e m p a t h i c  c o m m u n i c a t i o n  i n t o  c o m p o -  

n e n t s ,  w e  f i n d  t h a t  t h e  p h y s i c i a n s  i n  o u r  w o r k s h o p s  c a n  

m a s t e r  t h e  s e p a r a t e  p a r t s ,  t h e n  p u t  t h e m  t o g e t h e r .  T h i s  

skill  c a n  b e  t a u g h t  j u s t  as sk i ing ,  t e n n i s ,  o r  s u r g e r y  c a n  

b e  t augh t .  2z-28 F o r  p h y s i c i a n s  w h o  s e e  p a U e n t  a f t e r  pa-  

t i en t ,  d a y  a f t e r  day,  w e  b e l i e v e  e m p a t h i c  c o m m u n i c a t i o n  

is n e c e s s a r y  a n d  p o s s i b l e .  

Final ly ,  i n  t h e  s p i r i t  o f  i n f o r m e d  c o n s e n t ,  a w a r n i n g :  

w e  d o  n o t  b e l i e v e  i t  is  p o s s i b l e  t o  p e r f o r m  t h e  i n t e l l e c -  

tua l  a c t i o n s  w e  a r e  p r e s c r i b i n g  a n d  r e m a i n  d i s t a n t  f r o m  

p a t i e n t s .  E v e n  t h o u g h  w e  t e a c h  e m p a t h y  as a n  i n t e l l e c -  

tua l  ac t iv i ty ,  w e  f i n d  t h a t  a n  e n r i c h e d  u n d e r s t a n d i n g  o f  

a p a t i e n t ' s  f e e l i n g s  l e a d s  to  s o m e t h i n g  so  c l o s e  t o  c o m -  

p a s s i o n  as to  b e  i n d i s t i n g u i s h a b l e  f r o m  it. 
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