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Empathy

The definition of empathy is not univocal, both be-
cause of the great complexity, variability and spectrum
of manifestations of this human capacity, and because
of different perspectives from which it is investigated.
Currently, empathy is studied by neurosciences with
relevant advancements in the last years, which have
led to a better understanding of its mechanisms. The
problem with this approach is that the emerging

knowledge about empathy is at risk of remaining only
theoretical with poor chances of being translated into
objective and concrete benefits for people, and this is
particularly true in clinical practice and in the patient-
physician relationship. Although it is not appropriate
to describe empathy with a rigid interpretation, it is
useful to try to understand its basic mechanisms. It is
clear that, from a clinical point of view, a synthesis
and a simplification are necessary, both to allow
everyone, even non-neuroscientists, to fully under-
stand the most important aspects of empathy, and to
translate this knowledge into real-life daily clinical
practice. However, from a neuroscientific point of
view, some basic concepts can be very helpful for a
better comprehension of the patient-physician rela-
tionship and its consequent sustainable improvement.

Empathy can be broadly defined as the reactions
of one individual to the observed experiences of an-
other.1 Even though we experience empathy as a
unique state, empathy is characterized by multiple di-
mensions. Both a cognitive and an affective compo-
nent can be recognized when empathic responses are
analyzed. Cognitive empathy refers to the capability
of understanding the others’ point of view and moti-
vations, and requires a cognitive process of mental
state attribution.2 On the other hand, affective empathy
indicates emotional response through experience shar-
ing,2 that is experiencing the same feeling of the ob-
served person through embodiment.3,4 A third
component of empathy, which can also be considered
as a form of affective empathy, is called motivational
empathy and indicates the dimension of compassion,
that is feeling an emotion for a suffering person, like
an urge to care for another’s welfare.5 Motivational
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empathy is the basis of compassionate caregiving.
Empathy can be modulated by several factors, both

contextual and intentional ones, which can enhance or
retract the empathic response. Contextual factors are
passive ones, like the intensity of the observed emo-
tion, the attention focused on pain rather than on a
task, the habit of inflicting pain for curative purposes,
the characteristics of the context, of the observed per-
son and of the one who empathizes. On the contrary,
intentional factors require attentional effort or will:
these ones are the point of view, the active effort to
empathize, the reappraisal capacity to adapt the em-
pathic response according to the other’s pain response,
the degree of training in empathizing, the intention to
cure or not.6-9

Empathy and empathic disconnection
in clinical practice

Nowadays, during their practice physicians very
often have too limited time to dedicate to the relation-
ship with patients, thus possibly determining poorer
quality of experience for them.

From a clinical point of view, empathy plays a cru-
cial role in the patient-physician relationship because
it has the potential to markedly influence, both posi-
tively or negatively, the patient’s experience in terms
of satisfaction, compliance and outcomes.10

Empathy is so important for the quality of the pa-
tient’s experience because it is possible to transform
even a brief encounter into a positive experience for
the patient through an appropriate empathic relation-
ship. Indeed, quite often retaliations are more likely
to occur when this does not happen. Actually, it is the
quality of time spent with the patient that really mat-
ters, although the available amount of time is limited.
For example, if during a 20-min visit a physician
could spend even only a few minutes giving full at-
tention to the patient, valuing the relationship, then the
patient would have a good experience.

However, empathy can be a double-edged sword.
As it can be determinant to greatly improve the pa-
tient’s experience, it can also cause significant per-
sonal distress for the physician if not properly
integrated into healthcare.

In particular, affective empathy, that can be char-
acterized by an empathic resonance with the patient,
exposes physicians to the risk of personal distress. In
fact, when relating to another person, mechanisms of
experience sharing basic to affective empathy imply
that we feel inside ourselves, within our body, the
same feeling experienced by the other person ob-
served.9,11 The nature of this experience sharing system
makes it necessary for our brain to differentiate the
self from the other, and to understand, for example,
that the observed (and embodied) emotion is not ours,

and comes from the other. The less our brain is capable
to make a self-other distinction, the more we are ex-
posed to the risk of personal distress from empathizing
with the other. Cognitive empathy is less likely to
cause distress either because of its different neural
substrate, and because of its characteristic of being a
cold empathy,12 well exemplified by surgical practice.
Motivational empathy, or compassion, is also less
likely to cause distress because, thanks to a balanced
interaction between affective empathy and cognitive
empathy brain circuits, it allows the comprehension
of the other’s suffering, and the stemming of a new,
warm and positive desire to help, without experienc-
ing the exact same observed emotion.

In the light of these considerations, it is easy to un-
derstand that physicians often need a sort of empathic
defense against the patient’s emotional state.11Accord-
ingly, physicians may consciously or unconsciously
behave in such a way as to protect themselves from
prolonged exposure to the patient’s experience of suf-
fering. Therefore, empathic defensive attitudes have a
very important role since they protect the physician
from an early burn-out. However, these attitudes, es-
pecially when they occur unconsciously, may impair
the empathic connection with patients, which is so im-
portant to create a positive experience for them. It is
fundamental to well know what determines this em-
pathic disconnection (ED), that refers to those situa-
tions in which the empathic function is reduced.9,11 As
discussed above, there are many factors that contribute
to empathic modulation, either contextual or individ-
ual ones, which can enhance or retract the empathic
response of an individual. These factors are tightly
linked to many aspects of the patient-physician rela-
tionship, and ED can happen in different situations
which may all lead to disadvantages for the patient,
including feeling neglected, lost, judged, disoriented,
scared, or upset.

However, in our view, there are some particularly
frequent patient-physician scenarios that we can ex-
perience in everyday clinical life and that are capable
of determining ED. These scenarios are countertrans-
ference hate, moral judgement, reactive physical dis-
comfort, and labelling.9 They are characterized by
attitudes that are often unconscious, and, for this rea-
son, it is crucial to be able to recognize them when
they occur during clinical practice, in order to avoid
an unintentional poor experience for the patient.

On the one hand, physicians have the necessity to
establish high-quality empathic relationships with pa-
tients within the short amount of time allocated for
each visit, while, on the other hand, they are at risk of
being exposed to excessive emotional distress. This
situation forces physicians to develop good skills in
controlling their own empathic capacities. As we can
figure out on the basis of what we have previously dis-

[page 266]                                               [Italian Journal of Medicine 2018; 12:1043]

Brief Report

Non
-co

mmerc
ial

 us
e o

nly



cussed, the ideal strategy for a physician would be to
generate motivational empathy, or compassion, in
order to set a positive empathic relationship with the
patient without getting distressed. However, it may not
be so easy and may require a long and specific training
to become skilled in reproducing compassion in a con-
gruent way.

For this reason, we think that a first step to create
patient-physician relationships with a higher empathic
quality, even when the amount of time is limited, is to
learn how to skillfully recognize those very frequent
scenarios that are known to determine ED and cause
an impairment of the quality of the relationship and of
the patient’s experience. The key point is to recognize
these scenarios when they happen because this would
allow physicians to be conscious of their attitude, thus
naturally interrupting the concomitant ED. In fact, the
process of self-awareness of one’s ED would be suf-
ficient alone to cognitively avoid emotional distress,
while being more empathetic at the same time.

Common scenarios determining empathic
disconnection
Countertransference hate

Countertransference hate indicates a situation in
which the physician feels aversion for the patient and,
although the former apparently treats the latter as
usual, a subtle emotion of intense dislike is harbored
by the practitioner.13 This dynamic, well known in
psychiatric practice, should not be ignored in general
clinical practice too. The physician may be aware, or
unaware (which is more dangerous), of this process
and, as a consequence of it, the patient instinctively
reacts and tends to close off. This is likely to happen
when the physician has to deal with patients who be-
have in a demanding, harassing or insulting way. In
this case ED is caused by the perception of the patient
as an aversive stimulus, which down-regulates brain
areas dedicated to affective empathy, and up-regulates
the activity of the reward system, thus inducing the
physician to seek gratification damaging or taking re-
venge on the patient.9

An example may be a physician who has to check a
patient who complains about waiting too long and who
offensively blames on medical staff for it. The physician
will be more likely to superficially assess the patient
due to the triggered feeling of aversion and this may
lead to less precise diagnosis and worse outcomes.

Moral judgement

Moral judgement occurs when the physician
judges patients according to their own belief system
and cultural background.14 It is very common when
the patient is involved in some social taboo (e.g. drug-

addicted patient, criminal). When this happens, the pa-
tient is unlikely to set a positive and empathic rela-
tionship with the physician, and is not willing to share
information because of feeling judged. Moral judg-
ment may cause ED since the perception of another
person’s life values or habits as unfair or wrong deter-
mines a down-regulation of brain areas responsible for
affective empathy, as well as an up-regulation of the
reward system (e.g. unconsciously figured as you’re
wrong, and I feel gratified not being like you!).

For example, this occurs more frequently when the
patient has a disease, which is considered shameful be-
cause of its way of transmission, like sexually trans-
mitted diseases, or because of its social stigma, like
psychiatric disorders, mental retard, or drugs abuse.

Reactive physical discomfort

Reactive physical discomfort refers to the instinc-
tive reaction of the physician when dealing with pa-
tients whose physical behavior is altered due to an
impaired regulation of the autonomic nervous system.
This is common among patients with psychiatric dis-
orders. According to the Polyvagal Theory, the per-
ceived safety of a situation induces a modulation of
the activity of different components of the autonomic
nervous system, namely the smart vagus (in situations
perceived as safe), the sympathetic nervous system (in
situations perceived as dangerous), and the vegetative
vagus (in situations perceived as life-threatening).15
Only when the activity of the first component is
prominent, the autonomic system is set in a way which
eases socialization and empathization. When the ac-
tivity of the other two components is prominent, the
autonomic system is set for fight-or-flight or paralyz-
ing fear responses, hindering any effort to empathize.
Reactive physical discomfort occurs when the physi-
cian experiences high levels of distress as a conse-
quence of mirroring the patient’s altered autonomic
state or because the patient’s altered control of facial
expression makes the physician perceive the patient
as potentially dangerous.9 In this scenario, ED is
caused by the perception of a threat, that is a fear re-
action, which deprives the physician of a good motor
control over the structures necessary for communica-
tion and empathization (heart rate, respiration, throat
muscular control).

For example, this can happen when the physician
has to deal with a schizophrenic and agitated patient
who can trigger discomfort because instinctively per-
ceived as a threat.

Labelling

Labelling is a process in which physician’s atten-
tion focus is shifted from the patient as a whole to the
patient considered as a diagnosis. When labelling oc-
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curs, the physician’s attention focus is not on the rela-
tionship with the patient, but on the tasks needed to
manage a specific disease. This is a direct conse-
quence of the standardized procedures to manage pa-
tients, which push physicians to adopt a standardized
attitude when dealing with them.

For example, a patient with liver cancer may be la-
beled as the liver cancer patient and treated accord-
ingly, strictly following clinical guidelines without
taking into consideration subjective aspects, which are
important in determining individual quality of life and
personal expectations or wishes.

In this scenario, ED is likely to be caused by a shift
of the attentional focus on the task to manage the pa-
tient, rather than on the relationship, determining a
down-regulation of brain areas responsible for affec-
tive empathy.9 Moreover, because of labelling, the
physician is also more likely to interpret everything as
a consequence of the already diagnosed disease and
its complications, losing the opportunity to link them
to other factors in a wider vision of the patient. This
may be misleading in terms of diagnostic and thera-
peutic accuracy when the practitioner has to assess the
patient’s health status during a middle-to-long-term
follow-up.

Improving empathy in the patient-physician
relationship

Probably, the most important way to improve the
quality of empathy in the patient-physician relation-
ship is to simply pay attention to the communication
process. This attention should be, first of all, focused
on learning how to be aware of some evident empathic
mistakes that physicians quite often make during their
clinical practice. Therefore, physicians should ac-
knowledge the above-mentioned ED scenarios in
order to possibly avoid them, since being aware of
them may be sufficient to interrupt ED and set an em-
pathic relationship without getting distressed.

Yet, there may be different strategies to avoid ED
and achieve better empathic relationships. Motiva-
tional empathy may be improved through meditation
techniques.16 Cognitive empathy may be enhanced
through learning how to properly observe the patient’s
Vitality Forms,17,18 which are dynamic and physical
reflections of a person’s emotional state expressed
through the qualities of movement. If physicians were
capable of interpreting these signs, they could better
interpret the patient’s mood, motivations and inten-
tions.9 Affective empathy may be improved trying to
consciously create empathic moments,9 that are brief
intervals of empathic resonance, long enough to get
valuable information about the emotional state of the
patient without causing significant emotional distress
to the physician.

However, we think that these ones are not first line
strategies. The first point that physicians need to ad-
dress in order to create a better relationship with their
patients is to focus on the communication process and
to avoid empathic mistakes that determine ED and im-
pair the quality of the patient’s experience. This ap-
proach can be integrated into clinical practice, for
example during patient’s history taking.

Conclusions

As we know, empathy plays a central role in the
patient-physician relationship and it is necessary for
physicians to learn how to properly use empathic
skills. A positive and effective patient-physician rela-
tionship may be considered useful to enhance the pa-
tient’s experience, but even to improve diagnoses and
outcomes. It has to be underscored that prioritizing
quality will be essential in the future of medicine and
one way to achieve this goal is to fully understand how
empathy works and how ED occurs. Even though
physician’s empathic skills may be trained and im-
proved with different strategies, there are some very
common patient-physician relationship scenarios char-
acterized by ED that significantly impair the quality
of patients’ experience. Therefore, a simple and sus-
tainable way for physicians to improve the quality of
the patient-physician relationship may be to acknowl-
edge these common mistakes in order to avoid them
during clinical practice.

This will be useful to improve the patient’s health
from a physical, cognitive but even emotional point
of view. Further research is needed to study this aspect
of the patient-physician relationship and its impact on
clinical outcomes, and appropriate study designs for
its investigation need to be found.
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