
    
        [image: cover image]
    

  "Methodological notes on empathy": Further considerations

Bennett, Jo Anne RN, PhD

Advances in Nursing Science .
			18(1):36-50, September 1995.

Author Information

HIV Clinical Specialist/Community Health Consultant, Private Practice, Adjunct Assistant Professor, Division of Nursing, New York University, New York, New York.

Abstract

This article updates and extends Jeannette Gagan's "Methodological notes on empathy," published in the January 1983 issue of ANS.The evolving conceptualization of empathy as a complex, intrapsychic, and interpersonal process suggests that the inconclusiveness and apparent contradictions of research to date might be substantially clarified by considering data from a multidimensional perspective. Attention to the conceptual bases underlying diverse measurement approaches is key to understanding the data produced. Notwithstanding the limitations of their paradigms and models for nursing, the debates and knowledge accumulated in other disciplines can inform a broad range of inquiry relevant to nursing.


  Helping others is the fundamental activity of nurses. It is the idea that took Nightingale to Scutari and Linda Richards to Boston City Hospital. The question of what evokes this love of ministering, this general responsiveness to people in need has yet to be answered. [1] (p298)

  Empathy has invariably been identified, implicitly or explicitly, by nursing theorists as central to caring, nursing competence, and the nurse-patient relationship. So perhaps it is not surprising to find that it was addressed in one of the earliest studies reported in Nursing Research [2] or to find a growing number of studies published over the past 2 decades. Notwithstanding this interest, empiric research to date has provided only minimal support for the belief that empathy affects health care outcomes. Moreover, findings from studies of nurses' empathic ability have appeared contradictory.

  Comparison of findings among studies is difficult, however, because the methods used have varied so much. Indeed, several nursing authors have suggested that the pursuit of knowledge about empathy and its uses in nursing practice has been limited by the approaches used to study it. In 1983 Gagan [3] suggested that this state of the science reflected the number of instruments used, their diverse approaches to rating, and the fact that they were developed for other disciplines. She elaborated the challenge of operationalizing the concept of empathy "in the nursing arena" and maintained that the manner in which empathy is assessed "is a question of central importance." Positing that the empathic process is shaped within the context of a relationship, Gagan suggested that empathy may be actualized differently in different types of professional relationships and that therefore measures of empathic ability must be able to account for differences, such as the exploratory and confrontational elements of a psychotherapeutic relationship versus the support and nurturance of a nurse-patient relationship. More recently, Morse and colleagues [4] enumerated ways nursing care delivery precludes applying the psychologic counseling model of empathy to the nurse-patient relationship. They suggested, "It is usually impossible to create a [similar] empathic relationship between the nurse and the patient." [4] (pp277-278)

  The issue is not merely a question of instrumentation. It is also an issue of what questions researchers ask and how they ask them. For the questions direct observation and measurement. Subsequent analyses must then allow researchers to discern patterns of empathy in situational contexts and relate them to dimensions of nursing process and care outcomes.
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  CONCEPT OF EMPATHY

  Conceptual complexity

  Forsyth [5] suggested that lack of clear conceptual analysis hinders nurses' knowledge building about empathy (and other processes). Conceptual clarity may help unravel heretofore contradictory findings and provide better direction for continuing research and education. A simple definition has proved elusive, however, because empathy is a complex phenomenon that is frequently embedded in other processes. Even before empirical study got under way in the 1940s, theoretical discourse extended conceptual definitions to include not only the empathizer's internal subjective response, but also the so-called object-person's active (though perhaps unconscious) communication of emotional cues, and both the understanding communicated by the empathizer and its accuracy as perceived by the object-person. [6-8] Hence, empathy is conceived to be a bidirectional interpersonal phenomenon.

  Social scientists began to consider empathy's role in human relations at the turn of the century. [6-9] A key conceptual debate was whether to consider empathy as cognition or affect: Is it an intellectual understanding of what another is thinking or feeling, or is it viscerally feeling what another is feeling? In other words, is it recognizing emotion or sharing it? [10]

  Consensus across the subdisciplines of psychology is that cognition and affect are inseparable multidimensional components of a multistage, cyclical process in which affect is central. [6-12] Separating the two is artificial: Since affective response may depend on cognitive ability to infer another's state, cognitive empathy may be a necessary but not sufficient condition for empathic affect. [7] Conversely, the cues used for inference may be supplied by vicarious affect. Emphatic affect is distinguished from the empathizer's own personal excitement or distress that may be aroused by another person's experience of strong emotions. [13] Helpful behavior may be enacted to relieve one's own distress rather than the other's, or personal distress may elicit avoidance rather than concern and helping behavior.

  Despite the commonly accepted definition of empathy as the act of "feeling into" another's affective experience, [6] there is no consensus about the notion of empathic arousal (ie, whether the empathizer experiences affect that is similar to the other's). The question remains, Is it role-taking or actual experience of emotion? [10] This question has not had broad discussion in the nursing literature, which seems to reflect an accepted view that it is imaginative role-taking. [14-16]

  Empathy's role as an antecedent to social behavior (eg, sympathy, caring, and helping) depends on environmental or situational circumstances. [9,13] The range of stimuli capable of evoking affective arousal also varies as a function of both social experience and cognitive development, but it is not known if individual thresholds for affective arousal change or remain constant across the life span.
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  Multidimensional, multistage process

  Empathy exists as both trait and state. Empathic responsiveness depends on emotional reactivity, which reflects an individual's naturally occurring spontaneous tendency (ie, disposition or trait). Highly empathic people tend to be more generally arousable and overtly responsive. [10]

  Gladstein conceptualized state as a continuum of cognition (conscious role taking and thinking like another), affect (experiencing the other's feelings, attitudes, and emotions), and a combined affective-cognitive process (decoding and reencoding perceptions). [8,17] State empathy is manifested in feelings, thoughts, or behavior and can be observed from three perspectives: empathizer, empathee, and observer.

  Disposition, or trait, appears to be relatively stable across the life span. [13,17,18] Differences among individuals develop in childhood as cognitive skills are acquired and as a result of family interaction and other environmental influences. Changes after adolescence rest on changes in cognitive capacities, such as memory, attention, fantasy, and self-awareness. Hence, research on individual differences among adults typically focuses on environment and situational factors that affect responsiveness (ie, arousal) such as similarity to others, emotional intensity of stimuli, social evaluation, and the consequences of empathizing. [18] The usual foci of empathy training, however, are cognitive sensitivity, cognitive appreciation of the concept, or empathic communication (ie, conveying understanding to the empathee). Only slight increases in cognitive sensitivity have been achieved by training. [17]

  The empiric literature provides more answers about the process of empathizing than about state or trait. [17] (p184) The empathic process has both intrapsychic and interpersonal dimensions. Kohut [19] maintained that although empathy comprises rapid preconscious mental processes, it is used nonintuitively and ploddingly.

  Katz [20] proposed that the intrapsychic process involves four spontaneous, rapid and overlapping, functionally inseparable steps: identification, incorporation, reverberation, and detachment. Others subsequently explored how inference, imagination, and intuition are involved and how different types of internal referents may contribute to the empathic response. It has been postulated that the process can occur both with and without complex inferences. Some suggest intuition is more useful than sensing for perceiving covertly expressed feeling messages; others maintain that one senses culturally learned, nonverbally communicated behavioral cues. Imagination is key because it allows one to go beyond mere association with one's own experience and "see" from and assimilate a dissimilar other's perspective. [21]

  Gladstein [17] indicated there is theoretical consensus (not yet tested by empiric studies) across the psychology disciplines that interpersonal empathy in counseling situations occurs in three stages:

  1. In the prestage, both cognitive and affective empathy are present as trait.

  2. During the in-stage, affect is unconscious and rapid, but cognition occurs consciously and slowly (ie, over a few seconds). In other words, the empathizer is unaware of affective empathizing but chooses to take the other's perspective.

  3. Affective empathy ends in the poststage as the empathizer again becomes aware of his or her own feelings, and there is a conscious lack of effort to continue the "as if" perspective.

  Thus, affective movement in and out of empathy occurs unconsciously but can be reactivated consciously. The conscious aspect is essentially what is addressed in empathy training, even when the stated objective is to develop affective or cognitive sensitivity. Empathy training in nursing has also emphasized verbal and nonverbal communication in understanding the patient's situation and feelings. [14,16,22-25]

  Back to Top

  MEASURING EMPATHY

  Precise operationalization rests on conceptual clarity, yet empathy's complexity yields a construct whose broad scope cannot be easily consolidated to serve empiric inquiry. Gladstein cautioned that we must beware of generalizing about the "nature of empathy" and address "various kinds of empathy." [17] (p187) He identified 18 types (noting that some have been researched more frequently than others and some neglected) and suggested that even more may exist particular to life stages. If so, perhaps (as Gagan [3] implied) there are role-specific types, too. Or perhaps nursing researchers can only measure empathy indirectly, which could be viable provided we know what we mean and what we are measuring.

  Since different instruments tap different aspects of empathy, there can be no one right, or best, multipurpose tool to recommend for all. The operationalizations in one study may not fit too easily into another. One's choice must fit the specific situation and purpose. Likewise, since different measures do not provide analogous information, the nuances of findings must be carefully interpreted. Researchers must evaluate how well an instrument fits the specific questions asked.

  Operational definitions reflect researchers' selective foci on specific dimensions or processes (affect, cognition, motivation, disposition, perception, or communication). A particular study's focus reflects the researchers' intradisciplinary traditions. [18] Wheeler [26] echoed Gagan's [3] concern about nursing inquiries' reliance on psychology models, suggesting that it has led to inappropriate fragmentation of a unitary phenomenon.

  Another problem is that as its use has proliferated, the term has become "burdened by surplus meaning." [18] (p391) So some tools may actually not measure empathy itself, but qualities related to it. For example, Bachrach [11] urged distinguishing a clinician's observable empathic response from empathy itself (ie, disposition, perception, or responsive arousal). He suggested that observable communication reflects verbal facility or clinical skill (ie, knowing what verbal response is appropriate in the specific situation with a particular client). He also maintained that a clinician's response is an intervention and thus is (or should be) strategic. Indeed, the question of when and how to use empathy has been raised in the nursing literature. [4] The emphasis in nursing (research and education) discourse to date, however, has been on how to communicate empathic understanding. [16,22-25,27-31]
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  Ability vs performance vs outcome

  The needs of nursing research demand tools that not only validly operationalize conceptual distinctions but also predict clinical behavior. In other words, operationalization must be sensitive to competence and also specific to role implementation and performance evaluation. Situation-specific tools may also be useful. A variety of instruments have been used to measure nurses' empathic disposition or ability, typically without relating it to performance or outcome (ie, without examining nurse-patient interactions in clinical situations).

  An early approach applied physiologic measures of arousal to operationalize empathy as emotional reactivity. Other early tools measured subjects' ability to predict the other's responses. Another once-popular tool, the frequently modified Truax-Carkhuff scale of "accurate empathic understanding," operationalized subjects' "ability to recognize, sense, and understanding the feelings of another person...and to accurately communicate this understanding to him" [32] (p315) by their written responses to 16 statements by a hypothetical client to a therapist, as rated by specially trained judges. La Monica and associates [16,25] used it to demonstrate the effectiveness of empathy training for nurses. Their finding, however, may not validly reflect skill acquisition, dispositional change, or increased sensitivity, but merely congruence between tool content and that of the training. Sparling and Jones [33] found that psychiatric nurses scored higher than those practicing in other clinical areas. This finding may reflect, as Gagan [3] observed, the scale's focus on psychiatric contexts or its detection of cognitive appreciation of the concept (ie, knowing which verbal responses convey empathy and which do not) rather than actual empathy or communication ability per se. Others suggest it emphasizes verbal skill rather than understanding.

  Another frequently used tool, the 16-item empathy scale from the Barrett-Lennard Relationship Inventory (BLRI), [12] is based on the theoretical premise that it is the client's perception that influences therapeutic outcome (in psychology and counseling, at least). The BLRI taps both the therapist's and client's perceptions of the therapist's empathy, though it has frequently been used to measure only one or the other. Its 6-point Likert scales operationalize the extent to which a therapist is "conscious of the immediate awareness" [12] (p3) of a specific client. Versions of the BLRI have been developed for use in family, friendship, coworker, and teacher-pupil relations and in group therapy situations. Although findings in studies of nontherapeutic interactions have generally been consistent with those in therapeutic situations, [34] Gagan [3] suggested that the nonpsychiatric nurse-patient setting called for a more specific instrument. She pointed out that the range of issues discussed by nurses and patients in a hospital setting is more heterogeneous than the content of either the BLRI or the Truax-Carkhuff scale. This concern is not so much a question of the validity of their content per se, but whether the content breadth is adequate for nursing's more extensive, diverse role.

  La Monica [35] used the BLRI's approach to construct a tool-the Empathy Construct Rating Scale (ECRS)-with content developed and validated by nurses. It has not yielded better nurse-patient agreement, however. As with the BLRI, patient ratings are consistently higher than nurses' rating (r = .12-.20; N = 37 and 80 nurse-patient pairs, P greater than .05 [36]; N = 300 pairs, P<.05 [35]), and ratings by nurse peers did not correlate to either nurse or patient ratings (N = 300 triads; r = .10 and .06, respectively, P greater than .05 [35]).

  Back to Top

  Interpreting the nurse-patient discrepancy

  The BLRI and ECRS both attempt to measure performance, but neither examines discrete actions or transactions. Hence, they do not get at process. Although the ECRS was developed by a nurse with nurses, [35] it is nevertheless a general empathy tool. Its content does not address inherently nursing interactions or functions. Moreover, it measures perceived general behavior (the degree to which item statements are like the way a nurse acts [36]) in relation to a patient, not specific interactions between the nurse and patient. Hence, the ECRS may more validly tap ability or disposition than performance. Indeed, several studies seem to have used it as a measure of ability, [22,37,38] and a differently formatted tool [39] comprising the same content is marketed (not just to nurses or health care professionals) to diagnose empathic strengths, defined as the tendency to rely on one or more types of empathic modes of responding more (or less) than others.

  The ECRS has no "does not apply" option, so to some extent both nurse and patient respondents may be judging a perception of what the nurse is generally like-or even more abstract inferences of what he or she would be like-rather than actual experiences. (However, an ECRS score is calculated if up to 20% of the 84 items are skipped. [36]) The item wording may enhance this problem, since personal pronouns are not used to refer to either nurse or patient. (There are no subjects, and the object is "a person.") It is also possible that patients perceive the items as generally characteristic of nurses and do not make discriminant ratings.

  This limitation may be one of fine discrimination, which in turn may be a function of the perceived general nursing expertise of a particular nurse. For example, patients rated nursing students lower than the students' self-ratings, yet the two were correlated (N = 235, r = .54, P<.001). [37] Or patient respondents may not know a nurse well enough to answer many items from actual experience, thus enhancing the effect of singular positive experiences, which in turn may even promote a perception of general likableness regardless of the nurse's typical overall responsiveness. Thus, the ECRS may reflect overall patient satisfaction with an individual nurse, or even the entire immediate staff involved in the patient respondent's care. Unlike an ongoing relationship with a therapist or outpatient health care provider, hospitalized patients may not sense a one-on-one personal relationship with any nurse, even a designated primary nurse or case manager, whom they see intermittently during a few hours of the day (but not necessarily every day of their hospital stay) and whom they may not perceive as totally or only with them during the period of many transactions. The self-focus of being ill may also influence one's discriminating focus on another, even a helper. Moreover, as Forsyth [40] noted, hospitalized patients may not be inclined to be critical of those on whom they depend.

  The persistent nurse-patient discrepancy may reflect other aspects of the data-gathering methods besides instrumentation. Unfortunately, only one patient and one peer rated each nurse subject. [35-37] It would be useful to correlate several patients' perceptions to evaluate a nurse's performance overall and perhaps to identify internurse differences-or conversely, to validate patients' ability to discriminate among nurses by having patient subjects rate several nurses. Comparing internurse differences in patient ratings to differences in self-ratings could further validate the usefulness of both the tool and the method. Reseachers have also used only one self-rating for a nurse. The identification of intranurse performance variation among patients, however, may be key to linking empathy to outcome variation.

  Another methodologic concern is that nurse subjects have selected the patients who rated them. The bias inherent in this approach may not be in their choosing those they think will give positive ratings, but rather in choosing those who they think are likely to agree to participate. This perception may reflect sufficient rapport to yield a relatively homogeneous sample and thus skew ratings, especially given the limited nonspecific content. Those not chosen may not be judged as likely to refuse (or to give negative responses), but rather their not being selected could reflect the extent of rapport: The nurse may not feel he or she knows those patients well enough to ask for what might be perceived as a favor (ie, participation in a nursing study) or even to anticipate their likely response to such a request.

  Yet another methodologic reason for the discrepancy found in Forsyth's study [40] is that it was not a comparison of nurses' and patients' perceptions of performance. Two different types of empathy were measured: patients' perception of performance and nurses' self-perception of skill. Patients used the BLRI [12] (a measure of communicated understanding) and the nurses used Hogan's empathy scale (EM), [41] a 39-item measure of perspective-taking, or the "intellectual apprehension of another's state." Hogan [41] specified that cognitive capacity or disposition is distinct from perceptual accuracy of others' affective perspective. Correlations, not equivalent scores, should be expected. Hence, Forsyth [40] did not report lack of correlation or negative correlation. (She found that although the nurse sample had lower than average EM scores, patients rated them high on the BLRI. Unfortunately, the report does not include correlational analyses.)

  Similarly, Zimmerman's [22] use of both the Truax-Carkhuff scale [32] and the ECRS [35] in a single study suggests a reason for the apparently contradictory findings of La Monica and associates [25,36] when evaluating training efficacy. These two instruments operationalize different constructs, and the training intervention of La Monica et al [36] focused on the more narrow of the two (ie, communicating understanding). Hence, the latter (Truax-Carkhuff score) improved while there was no change in the more general ECRS score. [22,25,36]

  Layton and Wykle's [42] comparison of four instruments is illustrative. They used simulated patients in a 30-minute counseling interview. The would-be patients (N not reported) rated nurse and nurse aide (N = 18 and 32) interviewers on both the BLRI and ECRS while judges used the Truax-Carkhuff scale to rate the (audiotaped) interview. The interviewer subjects completed the 24-item true-false Empathy Test, which covers principles of empathy. Results were strong correlation (r = .78, P<.001) between the BLRI and ECRS (the two ratings by patients), and moderate correlations (r = .37, P<.001) between the Truax-Carkhuff scale and ECRS (the scales that focus on verbal responses). The empathy test did not correlate to the BLRI or ECRS (r = .03-.04, not significant) and correlated weakly to the Truax-Carkhuff scale (r = .25, P<.05)-again demonstrating the latter's association with what was taught. Layton and Wykle [42] explained these findings as modest correlations between phase 1 and phase 2 empathy and between phase 2 and 3 empathy and low correlation between phase 1 and phase 3 empathy. In other words, as with other skills, ability and competence do not ensure consistent performance.

  Nor should equivalent scores necessarily be anticipated when different instruments purport to measure the same dimension or type of empathy. Extant scales are not constructed to be indexes of an individual's trait or state, only to indicate differences among individuals-essentially ordinal data. Scores have no inherent or absolute value and cannot be compared to or combined with each other to provide a profile or portrait of an individual. Differences between patient and nurse ratings (even with the same tool) do not necessarily imply divergence.

  The nurse-patient discrepancy found with the BLRI and ECRS may also be conceptual. Even allowing for individual differences in empathy disposition, nurse researchers should not assume concordance between dispositional empathy assessed by means of self-report measures and empathy assessed by behavioral responses to situational variables or by others' perceptions. Nor can situational intention be inferred from either a would-be empathizer's disposition or the empathee's perception. Even the premise that clients' perception is the most valid measure of either empathic ability or perception is moot. Empathees' perception of being understood may validly reflect (or assess) only the empathizer's empathetic-communication ability or effectiveness and not empathy per se. Patients' ECRS ratings could also reflect other aspects of nurses' behavior. At the very least, researchers must recognize that nurses in these studies were not rating their perception of patients' perception of their behavior, but their self-perception. [35,36,40] Indeed, differences in nurses' and patients' priorities for, and perceptions of, caring behaviors have been a frequent finding by researchers not addressing empathy. It is possible that the nurses studied would have accurately predicted (if asked) patients' higher ratings of their behavior and that their self-ratings reflected their own yardsticks of intention versus performance, perceived patient need versus what was provided, or even their competence versus performance. The perplexing finding [36] that control group ECRS scores improved while those of the group receiving training dropped may thus be explained: An increased appreciation of the concept may have made trainees' self-evaluation of performance more stringent, or they may have interpreted scale content differently following the training. The improved Truax-Carkhuff scale scores, meanwhile, reflected the scale's congruence with the training focus on verbal behavior. Layton [23] also reported that Truax-Carkhuff scale scores showed posttraining improvement, whereas the BLRI did not change, although the two were correlated at both pretesting and posttesting.

  Finally, the theoretical premise underlying the BLRI's construction [11] -that patient perceptions (ie, feeling understood) predict therapeutic outcomes-warrants continued exploration. If not, resolving the discrepancy between nurse and patient ratings might be irrelevant to practice. Dawson's [43] finding that BLRI [12] ratings of health care provider empathy by hypertensive patients were associated with the patients' reported ease (or difficulty) discussing responses (including compliance) to health care (F[1, 179] = 8.82, P = .003) offers support for its predictive relevance to some outcomes. Few other studies have attempted to relate empathy to patient outcome variables. [43-45] Their negative findings may relate to small sample size and limited variability in scores-for criteria as well as empathy-or to the analytic methods used. The selected outcome criteria also need to be considered from a theoretical as well as methodologic perspective.
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  Multidimensional approaches

  Despite La Monica's [35] and Wheeler's [26] disagreement with the premise that empathy is multidimensional, using multiple measures may be more effective for predicting behavior than any single measure. La Monica's assertion that empathy exists as a whole and can not be divided into parts was based on a factor analysis of the ECRS and hence may simply reflect that tool's unidimensionality. Wheeler, in turn, used La Monica's finding to argue for a unifying conceptual model.

  The 28-item Interpersonal Reactivity Index (IRI) [46] uses four separately scored scales to capture fantasy, personal distress, emotional concern, and perspective-taking. It thus operationalizes two important conceptual distinctions: affect vs cognition and self-focused vs other-focused emotional responsivity. A decade of research supports its construct, with divergent and convergent validity demonstrated against other empathy and interpersonal measures. Experimental demonstrations of the scales' respective association with subjects' emotional reactions in situations where another is distressed, and with their subsequent helping behavior, support its theoretical construct.

  IRI content is not specific to professional helping or clinical situations. In fact, the personal distress scale includes items describing situations that should not be so distressing for nurses, which may explain its reported poor internal consistency with at least one sample [48] of nurses-alpha = .54, compared to alpha = .71-.80 with nonnurse [13] and nursing student [50] samples (and for the other three scales with both nurses and nonnurses).

  The IRI does not yield a summated total score, nor would its underlying construct suggest such an application. Rather, it can be used to explore how patterns of relationships among the respective dimensions differ and the implications of those different patterns. It is the implications of different patterning that may be clinically relevant. As Gladstein [17] noted, "In considering counselor empathy training one needs to think about this complex rather than about empathy as a unitary phenomenon." Emphasizing flexibility, he suggested that empathy's various dimensions may play several roles in influencing patient outcomes and that differential use according to specific goals, clients, and stages in a relationship should be considered. Davis [13] made a similar case for the link between disposition and behavioral response: "The facet of empathy most influential in affecting any specific behavior will depend upon the specific nature of that behavior." He reported repeated findings of "distinctly different patterns of relations" between the dimensions of empathy and various psychologic measures.
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  BEYOND INSTRUMENTATION

  Methodologic concerns extend beyond measurement. Cross-sectional designs have precluded attributing skill or performance to education or experience. Small samples and poor response rates also frequently limit generalizations. Longitudinal designs are needed to study the various types or dimensions of empathy over time to discern if and how they develop with experience or training or both. Longitudinal study must distinguish the individual and group levels of analysis. It is difficult to manipulate experiential processes, but analytic methods that accommodate multidimensionality can offer insights. Simple correlations and serial regressions are not merely inadequate; they can mislead. Multivariate methods that can process multiple indicators for variables, such as canonical correlation and structural Equation modeling, should be more useful for addressing the multidimensional nature of the complex social processes involved.

  Nearly all studies explicitly examining the link between empathy and helping have been conducted in laboratory settings, often when a hypothetical person in need is not even physically present. Gurman called for "examination of discrete, observable therapist and patient behaviors...[that could] explicate what it is that the therapist does in the therapist-patient transaction that communicates his 'attitudes' of involvement, caring, and nondefensiveness." [34] (pp512-513) This could be an important avenue for nursing inquiry too. Davis [13] suggested that helping "opportunities" likely to elicit substantial personal distress or anxiety could better examine the divergent impact of empathic concern (EC) and personal distress (PD). Indeed, Bennett and colleagues, [48,49] using the IRI, found that discomfort in the presence of homosexual people (homophobia) mediated nurses' empathy (EC and perspective-taking, or PT) in the AIDS care context, while EC and PT had a direct modifying effect on both homophobia and AIDS care attitudes. This finding needs to be validated with other than paper-and-pencil measures. It would also be worth exploring how the distress of students and novice nurses influences their responsiveness to patients in diverse clinical situations.

  Subject selection also needs to be considered. Distinguishing findings of studies where empathizer-empathizee subjects share a relationship, real or hypothetical, from those involving strangers-which has been the more frequent approach in studies of empathy and helping-could have potential implications for professional helping relationships. It could also be valuable to study nurses not identified as especially empathic to learn if and how their empathic behavior or experiential background differs from the profiles of nurses identified as empathic or highly empathic. Davitz and Davitz interviewed nurses identified as "very much 'in touch' with their patients' experiences," which the authors inferred to be "a highly refined empathic response." [51] (pp79-97) These nurses expressed

  • "secure knowledge of the more technical aspects of nursing care," (pp96-97) which the nurses related to rigorous, structured education;

  • self-esteem reinforced both by appreciation from their patients and by respect from their colleagues; and

  • having had the opportunity to have worked with an "ideal nurse and the theme of caring was an important part of this ideal." (p97)

  Their findings (which suggest practice conditions that foster self-esteem and enhance the impact of skilled colleague role models may be key to empathic development) should be explored further.
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  FUTURE DIRECTIONS

  If indeed empathy is indispensable to effective helping roles, then understanding empathic processes is key to understanding as essential core of nursing. The bigger research challenge may ultimately lie not in determining the methods for seeking answers, but in posing the right questions. As researchers, we need to discern, and sharpen out focus more directly on, those aspects of empathy that most concern nursing. We must determine what inquiries can be critical for improving nursing care. In doing so, we must take into account the extensive work accumulated in other disciplines, noting and other counseling and health care roles. This large body of knowledge usually has not been accounted for in interpreting results of nursing studies. Yet it could help explain some contradictory findings and point to more productive inquiry. We may seek to reorganize it or to examine it under different lenses, but we cannot afford to overlook it.

  For example, reviewing a series of experiments, Davis [13] found that

  • Individual differences in disposition contributed more to emotional response and helping behavior than situational factors.

  • The facet of empathy that most influences any specific behavior depends on the specific nature of that behavior.

  • Empathic responsiveness resulting in altruistic or helping behavior predominantly involves affect, not cognition.

  • Perspective-taking can be more predictive of helping behavior than emotional concern, but its effect on helping is mediated by the empathic emotional response.

  • Cognitive empathy is associated with social functioning and correct perceptions of others' self-descriptions, but affective empathy is not.

  These propositions have not been examined in nursing contexts.

  So far, most empathy research in nursing has not been pursued to develop or test theory about empathy and its uses in nursing. Instead, empathy's importance has been assumed, and investigators have sought to determine if clinical setting is related to empathy, [48,52] to compare the degree of empathy among nurses in different specialties [33,52,53] and with different education and experience, [48,53] to assess patients' perceptions of nurses' empathy, [3,35-37,40,43,54,55] and to evaluate the effect of education on its development in nurses and nursing students. [22,23,27-30,37,38,56] In most nursing studies, empathy has been a criterion variable, so its role in nursing practice was not examined. Most studies have been descriptive, focusing on the interpersonal domain. Evaluations of educational approaches have been quasi-experimental. Other aspects of therapeutic rapport, such as genuineness, warmth, positive regard, trust, and respect have not been included, which precludes delineating empathy's specific contribution.
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  Key questions

  The following key questions have implications for recruiting people to the profession, for planning and assessing undergraduate and advanced education, and for improving practice:

  • How does empathy develop?

  • Can empathic dispositions be repatterned?

  • How can empathy be enhanced?

  • Do students' backgrounds or empathic dispositions influence education's impact on empathic behavior, and if so, can empathy training be adapted accordingly?

  • How can we measure empathic competence and performance?

  • Do more experienced nurses form relationships with patients that are characterized by a higher level of empathy (or certain types of empathy) or different patterns of empathy?

  • Does duration of relationship influence level or pattern of empathy?

  • Does continuing empathy depend on perceived patient response, and if so, how?

  • Does patient response change as the empathy pattern evolves?

  • What factors (patient, nurse, situation) influence patient perceptions of the relationship?

  • Do organizational climate, culture, or care delivery systems (such as primary, team, or case management approaches, collaborative practice and self-governance models) influence empathy?

  • Which situational factors influence empathic interaction in actual caregiving situations, and how can these be mediated, promoted, or counteracted?

  • What consequences does empathy have for the empathizer, particularly for nurses in the patient care context?

  Of course, answering the above questions is of little value without discerning empathy's role in nursing process and outcome. Therefore, we must seek answers to the following questions:

  • What is the nature of nurse empathy, and does it differ from empathy in counseling and psychoanalysis?

  • If empathy matters, how does it work, and how does it effect caring, caregiving, and outcome of that care?

  • Is empathy primarily a diagnostic tool?

  • Could too much empathy inhibit helpful, caring responses?

  • What are empathy's specific relationships to patient satisfaction and care outcomes in various situations?

  • What outcome variables should we expect empathy to influence?

  • How can empathetic communications be used?

  • When should empathy be communicated, and in what ways?

  • Should we sometimes avoid its use? If so, when?

  • Are some empathic responses more appropriate in some situations and not others? Are some inappropriate in certain situations?

  • How much empathy is useful in various situations?

  • Can empathetic interventions be planned?
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  Education

  Despite La Monica's affirmative assertion, [24] the question of whether empathy can be taught remains unanswered. If it can, then we need also to ask, how? Which methods are best? We even need to ask if teaching is necessary, and if so, what should be taught?

  Gladstein pointed out that empiric evidence "strongly suggests that didactic techniques were effective for teaching beginning level communicative empathic skills" but counselors-in-training "did not reach the facilitative level." [17] (p 179) His conclusion is consistent with findings in the nursing literature. [22,23,25,37,38,40,55] Moreover, the small changes that have been reported have yet to be linked to practice behavior, patient perception, or clinical (intermediate or long-term) outcomes. It is also notable that Truax-Carkhuff scores improved as much after a 2-hour training module [22] as after a 16-hour, 4-week program, [36] although neither training was associated with improved ECRS scores. La Monica and associates [25] also found greater improvement in trainees with higher pretest scores, which suggests that some aptitude-training interaction occurred, which in turn limits generalizing about the training effect. Some reports of nursing studies that indicate training enhanced skills do not include actual scores, so the effect cannot be evaluated.

  Investigators have not compared curricula or looked at specific curricular components. Nor has the relative impact of clinical and didactic education been examined. When students' development of empathy during generic education has been evaluated, general socialization to the nursing role has more or less been identified as the stimulus for promoting empathy. [48,52] Empathy-specific training, as noted above, has focused on communication skills. [14,16,23-25,27-30,36] Kalisch [56] pointed out the need for follow-up beyond immediate posttraining evaluation 2 decades ago, but such follow-up has not been forthcoming. La Monica and associates [36] even questioned the validity of evaluations soon after training.

  Future study must compare approaches to training to identify which program components are more effective and explore ways for integrating learning into practice. Prerequisites must be determined so that training sequences are developmentally sound. Content must include all dimensions of empathy, and teaching about the concept must be distinguished from teaching aimed at promoting sensitivity and accurate understanding and from teaching how (and when) to express it. Moreover, training must continue until a minimum facilitate level is achieved. This may require providing substantial opportunity for supervised practice.

  In answering the question, What does it mean to be a caring nurse? Gaut suggested, "The competent range of caring demands that a nurse have knowledge, skills, and the disposition to use both." [57] (p82) Such disposition may be directly related to empathy. At this point, however, our knowledge about empathy produces more implications for research than for practice. Answering Gagan's [3] call for exploratory and in-depth study will require careful attention to conceptual as well as operational distinctions. Researchers must recognize the tentativeness of various findings to date and regard contradictions as sources of information that raise new questions. Apparently contradictory findings may seem less so if reconsidered from a multidimensional perspective, thus broadening rather than overthrowing previous thinking.
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