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Abstract
Background: Evidence suggests empathy, an essential component of
holistic patientcare, may be declining amongst medical students and
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residents. Yet there are only a few qualitative studies, mostly fromWest,
exploring this phenomenon.
Objective: This is a qualitative study of the learning environments of a
tertiary care hospital of Pakistan, aimed to understand how junior doc-
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Methods: This case study adopted constructivist theoretical perspectives
and was conducted from January 2019 to June 2019. Data was
gathered from three focus group discussions and analyzed by thematic
analysis. Patterns were identified and reported to generate codes, basic
and organizing themes.
Results: The participants were cognizant of empathy and its significance
in patient management. Seniors as role models, first-hand knowledge
of patients’ plights, active involvement in patient care and witnessing
illnesses in dear ones were facets positively influencing empathy. Salient
hindrances included enormous work load, gender bias, past negative
experiences, language and literacy barriers. Some participants felt like
devising their own strategies to cope with workload and providing em-
pathetic care. There is pivotal role of workplace based learning; enabling
junior doctors to handle multi-dimensional doctor-patient relationship.
Conclusion: Clinical environments are significant for junior doctors’
grooming in attainment of empathetic patient care. Exhibiting empathy
may be different in eastern and western diaspora. Faculty development
could promote refined understanding of empathy and strategies to
convey empathetic patientcare ensuring safe medical practice.

Keywords: developing empathy, perception, clinical environments,
clinical setting, junior doctors, medical residents

Introduction
Most healthcare professional agree that the patient
doctor relationship influences clinical management and
outcomes and empathetic patient-centred care is an es-
sential component of healthcare provision. Gladstein’s
[1] conceptualization of empathy, comprising of cognitive
and affective domains, has been refined by Morse et al.
[2] as having four components:

1. emotive (experiencing and sharing in another’s psy-
chological state and emotions;

2. moral (an internal altruistic force that motivates the
practice of empathy)

3. cognitive (identifying and understanding another’s
emotions and perspective from an objective stance
and

4. behavioural (conveying understanding of another’s
perspective through communication).

Hojat et al. [3] defines “clinical empathy” as an “under-
standing of patients” experiences, concerns and perspect-
ives combined with a capacity to communicate this un-
derstanding and an intention to help. Doctors’ empathy
has benefits for both the patients and treating doctors
themselves. They provide more effective management
plan, shared decisionmaking regarding diseasemanage-
ment, increasing patients’ compliance and fewermalprac-
tices claims against them [4], [5], [6], [7], [8]. The term
“ethical erosion” has been used in literature denoting a
decline in empathy and compassion with increasing clin-
ical experience [9], [10].
Preliminary literature search on empathy in health profes-
sionals identified predominantly quantitative studies,
longitudinal and cross-sectional, assessing andmeasuring
it by employing tools like Jefferson Scale of Physician (or
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Student) Empathy and Interpersonal Reactivity Index etc.
[11], [12]. Longitudinal research is more appropriate
where we want to study if and how people change over-
time. Mostly articles and systematic reviews suggested
a decline of empathy among medical students and
physicians [13], [14], [15], [16], [17], [18] with only a
few, all cross-sectional, reported empathy remained stable
or increased as medical students progress [19], [20],
[21]. These contrasting findings often identified the role
of adaptable factors like the impact of culture, emotional
well-being, and facets of undergraduate curricula and
clinical environments upon empathetic development in
medical students and physicians. Few qualitative studies
have attempted to gain an understanding of such facets
[10], [17], [22]. These studies have recognized aspects
like consultants as role models, increased exposure to
patients and discussions surrounding the psychosocial
impact of illnesses increasing the cognizance of junior
doctors and gaining better understanding of the patients’
perspective. The barriers influencing empathy included
time constraints, stressful working environment and pri-
oritization of patients’ physical well-being leading to de-
sensitization of patient’s suffering. Negative role models
and being judgmental of patients contributed negatively
for the development of empathy.
We recognize the extent to which evidence-based dis-
courses, draw upon literature derived fromWestern, rich,
educated, and industrialized countries and this under-
pinned the rationale for this qualitative exploratory case
study. We hope our study might contribute an account
which considered similarities and differences between
local and global empathy encompassing cultural, ethnic,
literacy and socio-economic disparities.
Our research questions were the following:

1. How do young doctors perceive the importance of
empathy and learn about it through clinical experi-
ences?

2. Which aspects/facets in the clinical environment in-
fluence the development of empathy?

3. What educational strategiesmight optimize the devel-
opment of empathetic junior doctors?

Methods
Study design

We adopted a constructivist theoretical perspective and
case study methodology, aligned to aims and research
questions [23], [24], [25]. This study sought to explain
how junior doctors perceived empathy and theorize about
the social processes by which these perceptions form
and empathetic behaviours are developed in the real life
context in which they take place (clinical environments
of a single tertiary care hospital of Pakistan) (see attach-
ment 1).
We conducted focus group discussions (FGDs) as the
data collection source.Wewanted to utilize the advantage
of inter-relational dynamics of the FGD as research data,

to overcome the reluctance of participants for one on one
interview and to understand a topic not scrutinized before
locally [26], [27], [28]. Author 1 (AR), the pricipal invest-
igator, was also a faculty member of the institute studied.
Thus, whilst not a complete insider, not being a junior
doctor herself, working in the same institute provided
some understanding of the culture being studied [29].
Author 2 (LJ), supervised project, offered an outsider
perspective and independent analysis of data..
The study was conducted in 2019 at a single tertiary care
hospital, at Combined Military Hospital Lahore (CMHL),
Pakistan after obtaining ethical approvals from CMHL
(96/2018) and UoD (SMED REC 116/18). The study
participants gave voluntary, written, informed consent,
after going through participant’s information leaflet and
having opportunities provided to contact AR for their
queries. They were assured that the interviews were not
assessments of any kind, have no bearing with their work,
can withdraw from research even after giving consent
and may not answer any or all the questions. Their rights
were stated clearly in the consent forms as well as reiter-
ated before the start of each FGD.

Sampling size and procedure

Drawing upon identification of how some specialties have
tendencies towards being more technology oriented (as-
sociated with lower empathy) as compared to people
oriented specialties [30] (see table 1), purposive sampling
was developed, employingmaximumvariation/theoretical
purposive sampling technique [31], [32], [33]. FGDs were
designed to have diverse opinions of junior doctors. All
house officers and residents of the hospital were potential
study participants and invited to take part in the study.
House officers are fresh medical graduates having com-
pleted MBBS (bachelor of medicine, bachelor of surgery)
and undertaking one year mandatory clinical rotations in
all major specialties. There were 123 house officers (87
females and 36 males) and137 residents (94 females,
43 males) working at CMHL. Each focus group was com-
posed of house officers and residents from different
specialties and in different years of training to have di-
verse views and in anticipation of healthy discussion
amongst them.

Data collection and analysis

After piloting the study a question guide, along with useful
prompts and probes, was prepared (see attachment 1,
appendix c). Ground rules were set for FGD ensuring
everyone’s participation in a cordial environment. Data
were recorded and transcribed, then integrated with field
notes capturing non-verbal and para-lingual communica-
tions to aid meaning making. All participants were as-
signed anonymous signifiers followed by a number cor-
responding to the FGD in which they participated.
Preliminary constant simultaneous comparison was used
to enhance each step of data gathering andmonitor “data
saturation” [33], [34] which seemed to have been
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Table 1: Specialties breakdown of the residency programmes offered at CMHL

Table 2: Source of data collection and number of participants

achieved after conducting three FGDs. The data was
managed by hand analysis and “thematic analysis”, was
employed for identifying, analyzing and reporting patterns
within data [35].

Results
A total of nineteen participants, thirteen female and six
male, participated in the study (see table 2). Eight organ-
izing themes were identified and each was an umbrella
tomultiple basic themes, as shown in table 3. The themes
have been illuminated below by using short verbatim
quotes.

Junior doctors’ understanding of the term
empathy

There was general agreement across FGDs about defini-
tions of empathy. The majority used the well-known
phrase “to be in other persons’ shoes”. The participants
further elaborated their personal understandings of the
term encompassing the four domains of empathy [4].
They expressed it “arising from conscience” (MX3) (mor-

al), as “technique to treat patient” (UC1) (behavioural),
as an “understanding what the person… going through”
(YS2) (cognitive) and “feeling what they are suffering
from” (WS1) (emotive).
Some participants suggested the notion that empathy is
important in acquiring a holistic understanding of the
patients. It’s the understanding in toto. The person is not
an object and he or she just a disease…considering the
whole situation the patient is going through (HI3).
The relationship between empathy and expressing emo-
tions arose during discussions often linked to perceptions
that society expects doctors to be without emotions. I am
a doctor and being emotional doesn’t go with the image
of a doctor (ZE1); being a doctor you should keep your
emotions outside the hospital… being a doctor you are
another person and otherwise you are another person
(TR2). On inquiring the group responded it’s an unwritten
rule but also explicitly told by few of their tutors. We found
it intriguing; paradoxically a clear dilemma for the parti-
cipants.
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Table 3: Basic and organizing themes identified from data analysis
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Perceived value/importance of empathy

Most participants recognized empathy as an integral
component of a comprehensive healthcare plan, import-
ant for the patients’ trust/satisfaction, expectations and
even patients’ perception of doctor’s competence. Many
emphasized the importance of empathy during history
taking, for formulating management plans, counselling,
patients’ compliance to medical advice and facing fewer
complaints against them.
If we empathize… will be able to pick something earlier
(NF3); if we are prescribing expensive medicines which
the patient cannot afford…we failed to provide healthcare
to that particular patient (UC1); if the doctor isn’t empath-
etic he (the patient) isn’t ready to adopt whatever you
said to him (ZW2). He may not be getting well… the pa-
tient will prefer to go to the same doctor for review rather
than lodging a complaint (XR1).

Outcomes of being empathetic for the treating
physician

Some participants opined that empathetic care took a
toll on doctors but counterbalancing this view some aired
the opinion that it evoked positive feelings too.
I could feel her pain…I was at the point of breaking down
myself (ZE1); if you, like, bottle it all in… it will lead to
depression, exhaustion and burnout (TR2); Some pa-
tients… are very grateful, that makes you happy and you
want to domore... It’s very gratifying, for any doctor (GX3).

Evolution of empathy in doctors

There was diverse opinion regarding the evolution of
empathy. Participants spoke strongly about it decreasing
as well as increasing with the passage of time. A few
maintained it was an innate, static phenomenon.
More junior the doctor is… they are more empathetic.
They even cry with the patient… with the passage of time
they see a lot of suffering, they get a little insensitive
(ZE1); I am more able to be empathetic towards my pa-
tients… when you get to see the patients in real, intract-
able pain… or a patient with a persistent discharge which
has ruined his social life and his image... can realize how
difficult their disease makes the life for them (MX3).
Empathy is an innate thing… doesn’t get affected (YS2).

Role of current undergraduate curriculum in
developing empathy

A few participants suggested that the current undergradu-
ate curriculum sensitized students towards empathetic
patientcare; but the overwhelmingmajority indicated that
the curriculum doesn’t prepare them for practical life.
They found the ability to empathize was something they
learnt mainly from the clinical environment.
When I started my clinical career I had only theoretical
knowledge… in clinics we have learned that empathy is
a big element in the treatment of the patient… without

that you cannot cure your patient (UC1);We don’t exactly
know the true importance of empathy till we are actually
in the clinical side (LO2).

Facets in the clinical environment positively
influencing the development of empathy

There was high level of agreement between participants
that close working relationships with patients and seniors
as role models contributed significantly. Consistently
words such as “idolized” (ZE1, MX3), “inspired” (XR1,
NZ3), and “mesmerized” (LO2) highlighted admiration
for certain clinicians and how juniors copy themannerism
of their seniors. There have been seniors … from whom
I learnt how to empathize with the patient… how to con-
sider patient as a human being and not as a disease
(ZE1); I learnt the right language... the way to talk and
sitting and everything. Most of the counselling I have
learnt is from my own seniors and not from any book
(GX3); taking care of my ward patients place an onus of
responsibility on me (DB2).
Few participants said seeing some seniors, being short
tempered with the patients (bad rolemodels), made them
resolve not to do something similar and few felt working
in a resource limited facilities with disadvantaged popu-
lation enhanced their empathy. Some also expressed that
personal experiences of illnesses increased their em-
pathy. “They probably get too stone hearted… I tell myself
that I won’t be like this” (XR1); “being a patient yourself
or having a dear one being a patient… you realize the
importance of empathy” (EX2).

Facets in the clinical environment negatively
influencing the development of empathy

Excessive and unsustainable workloads were singled out
as having the most significant impact on empathetic be-
havior. For instance walk in outpatient departments
(OPDs) with no appointment system made it impossible
tomonitor work loadmanagement. Bad rolemodels, poor
General Physician system with unnecessary referrals to
specialists OPDs and free medical facility were further
described as negatively impacting empathy. Some parti-
cipants felt unprepared or unable to decidewhich patients
required more empathetic care and were left to prioritize
themselves who genuinely deserved an empathetic care.
The patients load is so much that they may feel that the
doctor isn’t giving enough time to each patient…may feel
there is lack of empathy (XR1); “doctor when under-slept
and overworked, he is not empathetic” (HI3); if their
(consultant) approach is empathetic … you also learn…
if they are not empathetic… that’s what you learn.(GX3);
Everybody is getting the free treatment.. we personally
feel that they are getting, sometimes, treatment for
nothing (OC3); It is her (doctor’s) intelligence to filter out
the doctor shoppers… and those who have genuine
problems (HI3).
Emerging from the data was a sense that within resource
poor settings some patients were more deserving than
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others. Furthermore where doctors experienced patients
who left them feeling uncomfortable they might become
more cautious and less empathetic with future patients.
They are rude to you… don’t know how to deal with that
(ZW2); patients who are very educated and aware of their
own illness… don’t let you examine them properly… em-
pathy should not be expected from the doctor (NZ3);
everyone who comes here wants to be checked as soon
as possible and want to take 20 minutes of the doctor’s
time! (GX3); If a female doctor is being empathetic and
nice to a male patient, the male patient can ask for her
phone number… this obviously affects the doctor; as she
might not empathize the next patient that comes to her
(XR1). This was confirmed by othermembers of the group.
Additionally, few participants opined that some patients’
take male doctors as more competent. At times they
make you feel as if you are less of a doctor so you cannot
empathize with them…get that feeling from some male
patients. (GX3).
Similarly, they opined that some patients prefer to be
seen by doctors of same gender. “A lady would rather
keep a distance frommale doctors because she wouldn’t
be able to discuss her problems…and vice versa”.(HI3)
Similarly some comments highlighted language differ-
ences and low education level as barriers hindering the
communication of empathy. Others mentioned how pa-
tients’ response to physical environment such as OPDs
being too hot or cold or inadequate waiting rooms might
create situations where concern for empathetic compon-
ents of care might decrease.

Educational strategies to improve empathetic
abilities of junior doctors

In line with the majority view that exposure to the clinical
environment and patients being most valuable for the
development of empathy some suggested early, meaning-
ful clinical exposure for medical students right from first
year, rather than delaying to third year. Also spending
more time with patients, prioritizing not just history taking
skills and examination but also psychosocial aspects
would provide better insight to students about patients’
illnesses. Faculty as role models and regular workshops
with specific scenarios to enhance communication skills
and empathetic behaviours were suggested. Participants
also articulated a link between the experience of stress
with reduced empathy “basically you are exhausted…you
don’t have an outlet” (LO2). There were requests for peer
support groups to manage work related stress: I wish we
had some sort of workshops or someplace where we
could talk about our clinical experiences (LO2). We should
organize a group discussion like this... We can share
where we felt helpless and the incidents where we could
do the best for the patients so it becomes motivating for
others as well (ZE1); maybe some people who can actu-
ally empathize with the doctors as well. They probably
need it too (EX2); role models can help the junior doctors
learn more (XR1); supervised learning…You acquire the
necessary abilities to communicate with the patient and

to break news or how to explain the disease conditions
… inculcate in our clinical settings for junior doctors to
learn to be empathetic (HI3)

Discussion
Our study findings suggested that in CMHL there is a high
level of cognizance of empathetic patient care among
junior doctors. However, there is a need to enable them
to develop strategies for demonstrating it in busy, re-
source poor work setting. The behavioural aspect of em-
pathy was emphasized by some for optimizing patient
care. This is similar to findings of Aomatsu et al. [36] who
found residents considered behavioural empathy neces-
sary, irrespective of whether they shared the patients’
emotions or not.
Our findings are aligned with publishedmedical literature
about the evolution of empathy. One Pakistani study [37]
found that whilst empathy scores remained stable across
the years amongst medical students, these scores were
much lower compared to studies using similar tools in
countries such as Iran, Korea, China, UK, Italy, Brazil and
USA. This underscores the importance to explore the fa-
cets influencing empathy development. We found these
to be somewhat similar to those identified by earlier
studies done elsewhere with few stark differences. As-
pects like increased exposure to patients and discussions
surrounding the psychosocial impact of illnesses increase
the cognizance of junior doctors regarding impact of ill-
ness on the patients and their families [2], [6], [22], [38].
Positive role models are found to be extremely helpful.
Non-evaluated, implicit lessons on empathy are more
beneficial rather than objective lessons/assessments
which risk becoming farcical for the students [22], [36].
Tutors need to model self-reflective behaviours to their
students, helping them to understand the learning and
development opportunities provided by such practice.
Our study has identified gender as potentially an import-
ant factor in determining empathetic care with certain
patients’ preference to be seen by physician of same
gender and sometimes female doctors’ empathymiscon-
strued bymale patients. The participants felt less inclined
to be empathetic with such patients. Similarly, when fe-
male participants felt that certain patients perceivemale
doctors to be more competent they had difficulty in
building an empathetic patient-doctor relationship. Hence,
the patients’ characteristics were influencing their em-
pathetic abilities. In contrast, the literature search has
revealed only a modest impact of gender on patient-
doctor relationship. Hall and Roter’s meta-analysis [39]
reported that the gender of the doctor does not influence
the gynaecological patients’ affective expressions of their
complaints. Similarly, a Europeanmulti-centre study [40]
concluded that quality of communication were similar for
both female and male physicians. The doctors’ empathy,
support and approachable demeanor are highly appreci-
ated by all patients, regardless of their gender. These
studies indicate that as communication isn’t comprom-
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ised due to gender difference an empathetic relationship
is possible. However, western studies on non-native pa-
tients indicated that some patients prefer to be seen by
physician of same gender [41], [42]. How that influences
the doctors empathy wasn’t deliberated upon in those
studies.
The barriers influencing empathy identified by earlier
studies [2], [3], [22], [36], [38] included time constraints,
stressful working environment and prioritization of pa-
tients’ physical well-being leading to desensitization of
patient’s suffering (focusing primarily on the disease
process) and negative role models. Lack of appreciation
from seniors, fear of repercussions of making mistakes,
patients’ attitude/haughtiness, literacy level and challen-
ging curriculum also impacted negatively in empathy de-
velopment. Being a developing nation with scarce re-
sources (less medical and paramedical staff combined
with a populous country) puts a lot of burden on health
professionals and hinders demonstrating empathy. Ten-
sions exist between understanding of the importance of
empathy and the realities of high workloads and low re-
sources and they are creating stress for the junior doctors.
Whilst empathy is perceived as being part of formal, in-
formal and hidden curriculum it is individuals who have
to cope with the pressures rather than institutions. We
propose it’s time for educational institutions to face these
paradoxes, expand infrastructure and workforce; rather
than assigning them to individual doctors to cope with
and risk burn out or reduced quality of care.
We think that the notion of empathy needs to be more
nuanced than it is currently. The undergraduate and post
graduate curricula need to be expanded to deal with
empathetic care, with an emphasis on faculty develop-
ment to revisit empathy through the eastern lens. Medical
professionalism is contextual and socially constructed
way of performing rather than a stable set of traits. The
social norms can vary in different societies and need to
be accepted. Gosselin, Norris & Ho [43] asserts that the
medical education standards are largely designed in the
west and cultural differences need to be recognized.
Educators, researchers and faculty from non-western
countries ought to work towards appropriate context
sensitive and locally driven approaches; rather than rely-
ing wholly on medical education standards designed by
the west. Tutors might facilitate in creating publicly ob-
servable facial and bodily displays for the junior doctors
[44]. It would help them in handling multi-dimensional
doctor-patient relationship and developing clinical em-
pathy as a teachable and learned set of abilities.
We were able to obtain a fairly broad, diverse perspective
on our research questions. The junior doctors discussed
their perceptions and development of empathy (RQ1),
the facets in the clinical environment enhancing and
hindering the development of empathy (RQ2) and which
strategies/measures could potentially promote the devel-
opment of empathy amongst young doctors (RQ3) (see
attachment 1).
Conducting a small scale study involving junior doctors
of a single institute, we do not make a claim of generaliz-

ability. Multicenter studies may be carried out in future.
However, one should keep in mind specific informal and
hidden curricula influencing the findings. Our studymight
be useful to the stakeholders of not only CMHL but poten-
tially other teaching hospitals of the country. Perhaps,
regional medical institutes and western world, dealing
with multi-cultural patients, will find it interesting. We
hopemore studies are done on this important topic locally
to attain desirable healthcare systems. Future studies
might involve other stakeholders, such as patients, faculty
and administrative staff for creating lasting solutions.

Conclusion
Our study shines some light on the local experiences and
contributes to global discourses. We found junior doctors
aware of the importance of empathy. Attempts could be
made to nurture the facilitators and overcome the
hindrances in the clinical environments identified by the
study participants. The practices implemented may be
driven from international (largely western) evidence based
medicine but possibly modified according to the social
and cultural norms.
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