Empathic Communication:

A Teachable and Learnable Skill
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In 1989, one of the authors (VFK) and others developed
a half-day communication workshop for practicing phy-
sicians.! Conducted over 400 times for more than 6,000
physicians since 1990, this Physician—Patient Commu-
nication Workshop, now under the aegis of the Miles
Institute for Health Care Communication, begins with a
frustration exercise. Participating physicians are asked
to name and describe their most frustrating patients or
physician—patient encounters. Later in the workshop
they work in groups to recreate the dialogues from these
difficult experiences and develop more effective ap-
proaches than those they initially used in the encounters.

We have found a remarkable consistency in the
kinds of encounters physicians throughout the nation
identify as frustrating.? In every workshop, many phy-
sicians identify as “most difficult encounters” those in
which the patient expresses a strong negative emotion
such as anger, sadness, or fear, and those in which the
patient seems unwilling or unable to assume responsi-
bility for his or her own self-destructive behavior: cig-
arette smoking, alcoholism, or gluttony. We see similar
difficulties while observing medical trainees talking with
patients.?

EXAMPLES OF FRUSTRATING ENCOUNTERS

Following are four excerpts from difficult inter-
changes, two recorded during observed interviews and
two recalled by physicians and presented in workshops.

Case A: Loneliness

Doctor: Do you live with your busband?
Patient: He died two years ago.

Doctor: So you're alone.

Patient: Yes. 1t’s hard sometimes.

Doctor: Well, I believe in looking at the bright side of
things. You bave a daughter bere who is very
concerned for your welfare.

Case B: Pain

Patient: I keep baving this pain and nobody seems able
to explain it. Dr. X. and Dr. Y. bave done all the
tests they can think of They say that nothing
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turns up and they don’t know what to do next.
But the pain keeps coming back.

Doctor: You still have the same pain?

Patient: Yes. Nothing we’ve done has belped. Not the ant-
acids or the Zantac or the nitroglycerine. Noth-
ing.

Doctor: Well, [ wouldn’t be too worried. I expect that Dr.

X. will figure it out. He probably will bave to
do some more lests.

Patient: (Clearly irate) What do you mean more tests? 1
told you. They've done everything!

Case C: Smoking

Patient: I'd like to stop smoking but it's so hard. I tried
once and in a week I was back at it.

Doctor: Well, this seems like something you have to do

Jor yourself: no one is going to do it for you.
Patient: I know that, Doc. I guess I just can’t do it.
Doctor: You keep getting these attacks of bronchitis.
Patient: Yeah. That's why I come bere.

Case D: Chest Pain

Patient: 7 didn’t see a doctor for five days in that bospital.
Then the doctor came and stood in the doorway
and said to me “George, you've bad a beart at-
tack. You go up to Mayo’s every time you get
sick so you better go there now.” That's all bhe
did. My son-in-law bad to get me and bring me
bere.

Doctor: When was that?

Patient: That was three years ago. I'll never go back to
that doctor or to that bospital. I was fit to be
tied. I get angry just thinking about bim.

Doctor: And that episode, did you bave chest pain like
what brought you in here now?

PROCEDURE: EMPATHIC COMMUNICATION

We believe that the physicians’ frustration in these
situations can be remedied by a specific interactional
skill that we call an empathic communication. During
the workshops and in coaching situations we teach the
physician to strive for an understanding of the patient’s
feelings and to communicate that understanding to the
patient. A complete communication of this sort includes
appreciation of the patient’s feelings, support of his or
her past actions, and, often, promise of help in the future.

Illness leads to a sense of isolation. All persons want
to have their feelings, ideas, concerns, and dilemmas
understood by others. Without understanding, individ-
uals remain isolated. An empathic communication 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 communication 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.®

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.

Example:

Doctor: Hmm. Let me stop and think of what you've been
telling me for a moment.

Patient: It’s just that nobody seems to be able to . ..

Doctor: Please, Mr. Smith, give me a second: let me think
a little. I know that you are anxious to talk
about this. But I need a few moments to reflect
on what you 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. Sometimes 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.

Example:

Doctor: That sounds awful You must bave been really
Jrightened.

Patient: Not so much frightened as angry. They said they
would be around if I needed them and then,
when I called, nobody was in.

Doctor: I see. Not so much frightened as angry. Yes. Can
you tell me more about what 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 being with 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.

Example:

Doctor: I can see that you were angry. But I don’t exactly
understand. Why angry?

Patient: I bad counted on them. They promised.
Doctor: I see. You felt 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 can try to
help in the future. The physician can assure the patient
that if he or she gets in the same bind again, the physician



224 Platt, Keller, EmpaTHIC COMMUNICATION

will offer to help out. The help may be as simple as
talking on the telephone or in the office.

Smith and Hoppe® detailed 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 practice 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,” people say, but the step-by-step ap-
proach has to be mastered first.

Using the Steps in Frustrating Encounters

Returning to the four problem dialogues cited above,
we can attempt to apply these six steps of active em-
pathy. In all of these interactions, the physicians en-
countered strong patient affect. The first set of responses
satisfied neither physician nor patient. Empathic com-
munication 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 described
this interaction 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 get with the patient,
to diminish isolation with 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 exhortation
to look at the bright side of things was borne from his
desperate feeling that the interaction was going badly
and that he needed to do something but didn’t know
just what that something was. We suggest identifying
the patient’s feeling of loss.

Doctor: So you're alone.
Patient: Yes. And it's bard sometimes.

Doctor: I can imagine. It must be lonely. Can you tell
me what's bardest for you?

Patient: It’s the little things. Like shopping. We used to
80 shopping together for groceries. This last time,
when I went, I was so aware of bis not being
with me. 1 felt like crying right in the middle of
the checkout line.

Doctor: Just shopping.

Patient: Yes It's bis company I miss; we were together a
long time.

Doctor: It sounds like you miss him a great deal.

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

the communication, we would urge the physician to sit
at the patient’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 definition of empathy and need not be
avoided by the physician.

CASE B: PAIN. The patient 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 portraying them to be, thus leading the
patient to feel discounted and misunderstood. We sug-
gest a clear message of understanding.

Doctor: You still bave the same pain?

Patient: Yes. Nothing they've done bhas belped. ... Noth-
ing.

Doctor: I see. You still bave the pain, your doctors are
stuck, and you must be feeling angry or fright-
ened.

Patient: That’s it, Doc. Not so much angry as frightened.
I don’t know whether I ought to go somewbere
else or what. I think they’ve done everything they
can and I know they are good doctors and are
trying bard. But I still got the pain.

Doctor: That does sound frightening. I can understand
bow you must feel.

CASE C: SMOKING. 'The physician in this dialogue said
that he was losing patience with his patient, who seemed
unwilling to take any responsibility 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 competitors
rather than collaborators. We suggest that the physician
try to cross that street and get with the patient by naming
the patient’s occult dilemma.

Doctor: I can see that you are caught in a difficult di-
lemma.

Patient: Eb? What do you mean?

Doctor: Well, I know that you are tired of these chest
colds. You know that the smoking is ruining
your health and that your lungs are suffering
from it. Yet the smoking gives you pleasure and
when you try to stop you feel worse.

Patient: That'’s it, Doctor. I really do feel better when I'm
smoking.

Doctor: So you are caught between wanting to stop and
not wanting 1o stop.

Patient: Yeab. I guess that I am.

Doctor: Hmm. We're both stuck, aren’t we? What should
we 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.”-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: Wow! You were untended to for several days
and then the doctor told you to pack your bags
and leave?

Patient: That’s about it.
Doctor: I can imagine that you were angry.

Patient: I don’t think you can even imagine, Doc. I was
ready to blow my stack. And I don’t get angry
easily.

Doctor: You were very angry.
Patient: Yeah.

Doctor: And bave you bad such experiences elsewbere?
Here?

Patient: No, that was the only time, Doc. I've always been
taken care of really good bere. Dy. Z. bas 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 affectively based em:-
patby as “an ability to construct for oneself another’s
emotional experience; a sort of vicarious arousal.” They
define cogritively based empathy as “an ability to take
another’s viewpoint, infer his feelings, and put oneself
in his shoes.” ' We define an empathic communication
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 self-
transposal'? 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 head”—in 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: when in doubi, be curious. It is
perfectly correct to ask.

Doctor: I can tell that you feel strongly about this.
Patient: Yes.

Doctor: But I am not sure I understand exactly HOW
you feel. Could you tell me?

We also would apply the same ruie 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 connection 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 bow you must feel, and as I think of
it, I am sorry that I spoke as I did. What I said
was out of line. I can understand your still being
angry with me, but if you can forgive me I
would still like to work with 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: I see. I can understand that you are really angry
with me and I can see how the matter appears
to you. I would be angry, too, if I thought my
doctor bad abandoned me, as it seems to you. . . .
Still, it looks different from my point of view.
Would you be willing to bear how it seems to
me?

The patient who denies a particular feeling but ex-
emplifies that fecling is usually very difficult to reach
with an empathic effort.
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Doctor: It sounds like you are really feeling sad about
this.

Patient: No, I'm not. It doesn’t bother me.

Book'* points out that it may be painful for the
patient “to allow these sorts of feelings to be under-
stood.” He or she may resent feeling pitied, may feel
“looked down on,” or may feel intruded upon by a sort
of “mind-reading doctor.” Yet even if the patient is not
in touch with his or her feelings or denies possessing
them, an effort to say how it might feel can be thera-
peutic.

Doctor: I see. But, you know, for many people such a
terrible loss would be pretty painful. I can imag-
ine that I'd feel very sad. I'd really be grieving.
And I might be a little angry too, that it had
bappened to me.

Patient: Yeah, I suppose so.

Many writers on the subject of empathy treat it as
an innate quality that one must be born with or learn
at a very early age.’*~'® We disagree. A physician who
has learned, perhaps from his or her parents, to listen
to others for their ideas, their feelings, and their dilem-
mas is lucky. But those who haven’t been so fortunate
must learn these skills if they are to function as physi-
cians. Some physicians may be limited in this area be-
cause of a medical training that was itself abusive and
unempathic.'®~%' Some practicing physicians not only
may lack those skills but may even be unaware of their
value, since communication skills are often given short
shrift in medical school and residency training. And to
a physician who has not been taught the skill, an em-
pathic act may indeed appear magic, a virtuoso perfor-
mance that no ordinary physician could master. By
breaking the empathic communication into compo-
nents, we find that the physicians in our workshops can
master the separate parts, then put them together. This
skill can be taught just as skiing, tennis, or surgery can
be taught.?*=2% For physicians who see patient after pa-
tient, day after day, we believe empathic communication
is necessary and possible.

Finally, in the spirit of informed consent, a warning:
we do not believe it is possible to perform the intellec-
tual actions we are prescribing and remain distant from
patients. Even though we teach empathy as an inteliec-
tual activity, we find that an enriched understanding of
a patient’s feelings leads to something so close to com-
passion as to be indistinguishable from it.
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