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The term empathy originates from the German word
Einflihlung and was first used by Robert Vischer in
1873 to descrlbe the projection of human feeling on to
the natural world'. Empathy explalns how we discover
that other people have selves”. Psychologist Carl
Rogers has popularised it. He focused on client-
therapist relationship rather than the process of thera-
py itself; placing the client at the centre®. This influ-
enced the concept of patient-centred care.
Self-concept is influenced by others’ attitudes, espe-
cially during formative years. A negative self-concept
arises from a highly critical environment, which dis-
tances the individual from their ‘organismic self’. This
causes confusion and ultimately results in the individu-
al living out their lives by an external rather than inter-
nal locus of evaluation®. This means that the individual
does what they believe others would want them to do
rather than following their own desires'. Empathy is
often described with congruence (being genuine and
transparent) and unconditional positive regard (being
non-judgemental)°.

Importance of Empathy in Medicine:

The patlent-phyS|C|an relationship is the centre of
medicine®.

Medical schools are expected to educate altruistic
physicians who must be compassionate and empa-
thetic in caring for patients. Physicians’ understanding
of a patient’s perspective—and their expression of car-
ing, concern, and empathy—are among the listed edu-
cational objectlves The fact that empathy influences
interpersonal relationships has been widely acceg)ted6
Empathy is known to |mprove clinical outcome®®, atti-
tudes toward eIderIy patlents a reduction in malprac-
tice I|t|gat|on competence in hlstory taking and per-
formance of phyS|caI examinations' . patient satisfac-
tion®'®"" and, ph S|C|an satisfaction', better therapeu-
tic relatlonshlps 15 and good cI|n|caI outcomes'®
Women show more emgathy than men'2"7 and have
more caring attitudes'®

In order to understand the level of empathy in medical
students and doctors of Mirpurkhas, we need to have
a conceptual framework as well as an operational
measure of physician empathy, both of which have
remained focus of much debates and controversy’.
Conceptual Framework:

Empathy is both a cognitive and an affective or emo-
tional domain®>?%. The cognitive part helps to under-
stand others’ feelings and perspectives and has been
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described more a domain of empathy'?. The emotional
or affective domain means entering into, and taking
over the inner feelings of another person. This has
been described to reflect more the domain of sympa-
thy'%. Though both cognitive and affective parts
involve sharing, cognitive domain involves sharing the
understanding, and allows a physician to keep the
composure and keep himself/herself "compassionately
detached" from the patient. This may help in more ra-
tional approach without being overwhelmed®®.
Whereas affective domain, linked more with sympathy,
involves sharing and entering into the feelings of the
patient which may interfere with objectivity and may
lead to bursts of emotions that mlght mterfere with
clinical neutrality and personal durablllty
The two concepts do not, however, functlon inde-
pendently. For example, in one study , we found a
correlation coefficient of 0.45 between the two.
Hence | define physician’s empathy as “a primarily
cognitive domain of a physician, which enables him/
her to understand patient’s experiences, fear, anxiety
and perspective. This is subsequently reflected in the
physician’s communication and attitude”.
Operational measures of empathy:
Many research instruments have been developed to
measure empathy in the general population including
the Interpersonal Reactivity Index developed by Da-
2 the Hogan EmEathy Scale®, and Emotional Em-
pathy, developed by**. Methods measurlng empathy |n
nursing include the Empathy Construct Rating Scale®
the Empathlc Understanding of Interpersonal Process-
es Scale 7 the empathy subtest of the Relation In-
ventory , and the Empathy Test?’. Methods measur-
ing physician empathy include Jefferson Scale of Phy-
sician Empathy for phgsmians and health profession-
als (the "HP" version) * and Toronto’s Scoring™.
What is Jefferson Scale of Physician Empathy?
Jefferson Scale of Physician Empathy was originally
developed for students (the "S" version). It included 20
Likert-type items answered on a 7-point scale
(1=strongly disagree, 7=strongly agree). It had only
three negatively worded items, which were considered
insufficient to avoid the confounding effect of the
"acquiescence response style" (e.g., the tendency to
constantly agree or disagree by yea-sayers and
naysayers)®.
Later versions included ten negatively and ten posi-
tively worded items to avoid the confounding effect
(see appendix 1). A revised version of the Jefferson
Scale of Physician Empathy for physicians and health
professionals (the "HP" version) was developed by
slightly modifying the wording of the "S" version to
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make it more relevant to the caregiver's empathetic 5. Association of American Medical Colleges (AAMC)

behaviour rather than to empathetic perceptions
The changes were made on the basis of

(attitudes)®.

the assumption that empathetic attitudes (perceptions) g

and behaV|ours (actions) are two different aspects of

empathy even though they are correlated.

Jefferson’'s scale versus Toronto’s Empathy

Questionnaire (TEQ)

The Toronto Empathy Questionnaire TEQ represents
Whereas,
Jefferson Scale of Physician Empathy represents em-

empathy as a primarily emotional process

pathy as a primarily cognitive process®
Jefferson Scale of Physician Empathy is
supported by Psychometric data®®

Psychometric data in support of the construct validity
and criterion-related validity (convergent and discrimi-
nant) and internal consistency reliability of the original
Jefferson Scale of Physician Empathy (the "S" version)

have been reported®. Convergent validity was con-
firmed by significant correlations (p<0.05) between

scores on the empathy scale and conceptually relevant
measures, such as compassron (for residents, r=0.56;
. Also, significant correla-

for medical students, r=0.48)%
tions were observed between the Jefferson Scale of
PhyS|C|an Empathy and Interpersonal Reactivity In-
dex?

students, r=0.24)*

students?®

original scale was determined by coefficients alpha
(0.87 for residents and 0.89 for medical students)**.

Little has been done about empathy in Pakistan. Hence
Muhammad Medical College should be appreciated for
holding a symposium and several research projects on

empathy.
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