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Abstract

This article investigates the possible functions of empathic interpersonal engagement 
in the context of medicine and health care. While empathy can be understood in dif-
ferent ways on a theoretical level  – as an embodied process of resonance and syn-
chronization, as an affective process of emotional sharing, as a cognitive process of 
understanding the other, or as a narrative process of externalizing and communicating 
personal experiences – it is often called for on a normative level as a desideratum in 
the competence of medical professionals. We address this issue by introducing differ-
ent models of the relationality between doctors and patients, in order to clarify which 
dimensions of empathy are relevant in which model and raise the question whether 
empathy is more than a nice-to-have virtue on the side of the professionals.
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1 Introduction1

In July 2019, the Süddeutsche Zeitung published an article entitled “Aspiring 
physicians must show empathy”,2 invoking a commonplace criticism of mod-
ern medicine and health care: doctors should be more empathetic and show 
more compassion for the existential distress and crises of their patients. A 
professional ethics has emerged here that connects to virtue theory and con-
siders empathy as a service to the patients. But how can one determine the 
extent to which an empathic relationship is factually established and whether 
it has a health-promoting effect? It is true that certain aspects and dynamics of 
empathy can be isolated and made measurable in methodologically controlled 
settings, such as experimental psychological studies or questionnaires on sub-
jective emotions in experiences of crisis. However, a proper description of 
empathic processes requires a more comprehensive phenomenological analy-
sis in which the different dimensions of empathy (on the bodily, affective, and 
cognitive level)3 are related to each other. Especially those working in health 
care are confronted with emotionally challenging situations with patients and 
their relatives on a daily basis. The increasingly confusing organizational and 
political conditions of the health care system, such as the increasing demand 
for documentation, shortened periods of hospitalization, extreme time pres-
sure and the requirement that more and more must be achieved with decreas-
ing resources, makes the work stressful.

2 Empathy as a Multidimensional Resilience Factor in Crises

Many psychological studies show that social contacts are essential for gen-
eral psychological and physical well-being and for maintaining and restoring 
health.4 In this context, social integration should be understood less as a sign of 
the high degree of resilience of appropriately integrated individuals, but rather 
as an intrinsic constituent of resilience: “Social support is a powerful resilience 
factor. Managing stress alone is much more difficult than managing stress in 
the presence of a caring person”.5 In view of the strong tendencies towards 
individualization in modern societies and economic systems as well as the 

1 Supported by the German Research Foundation (DFG) – Project Number 348851031.
2 Bartens, Medizin und Mitgefühl.
3 Cf. Breyer, Verkörperte Intersubjektivität und Empathie.
4 Cf. Kleftaras/Psarra, Meaning in life.
5 Hasler, Resilienz. Der Wir-Faktor, p. 5 (translations here and in the following ours).
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frequently made observation that there has been a drastic increase in per-
ceived stress in industrial nations over the past decades, the social manage-
ment of stress is particularly relevant. A common topos of cultural criticism 
states that the individualization and liberalization in modernity creates a sub-
jectively felt compulsion to decide permanently for oneself, to choose one’s 
identity, and to constantly reinvent oneself.6 The multitude of possibilities to 
do so does not appear as freedom, but as a burden. What is endangered by this 
is the interpersonal dimension of meaning or the “we-factor”.

However, this also contains a genuine potential for resilience, insofar as this 
factor can be determined as mutual empathy between subjects with an aware-
ness of co-experiencing something. In this sphere of intersubjectivity, the expe-
rience of togetherness does not serve as a means towards an overarching end, 
but is, as it were, an end in itself. The assumption that the sense of commonal-
ity is anthropologically grounded, can be corroborated, for instance, by studies 
on declarative pointing7 or on spontaneous helping behavior in infancy.8 This 
leads some theorists to postulate a direct connection between empathy and 
prosociality, discussed under the “empathy-altruism hypothesis”.9 Although 
the danger that empathy can be misused for antisocial purposes has been 
increasingly pointed out recently,10 this does not make it superfluous to reflect 
on the resilience-promoting power of caring empathy.

On the bodily level, crises can endanger the basic structures of bodily well-
being, for example through desynchronization and illness. In order to restore 
its ability to be responsive to the (social) environment,11 a resonance space and 
a personal counterpart are needed. Thus, in terms of the affective dimension of 
empathy, the other can function as someone who shares emotions with one-
self, whereby the quality of experiencing the commonality in sharing the same 
feeling, albeit with different intensities and associations, can have a stabilizing 
and motivating effect. Such empathy does not only mean empathizing with 
and understanding the emotional situation of the other person. It also means 
that one is affectively involved in these events oneself. This joint experience 
can lead to an emotional discharge, which can contribute positively to affect 
regulation. Empirical studies provide evidence for a correlation between resil-
ience and positive emotions in the sense that resilient personalities not only 
manage to counteract emotional distress with positive emotions from past 

6  Cf. Han, Psychopolitik; Han, Müdigkeitsgesellschaft – Burnoutgesellschaft – Hoch-Zeit.
7  Cf. Liebal/Carpenter/Tomasello, Infants’ use of shared experience.
8  Cf. Warneken/Tomasello, Helping and cooperation.
9  Cf. Dovidio, The empathy-altruism hypothesis.
10  Bloom, Against Empathy, esp. ch. 5.
11  Rinofner-Kreidl, Intuition und Resilienz, p. 77.
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experiences, but in particular to integrate intersubjectively shared emotions 
and memories.12 Experiencing or reliving episodes together that are charged 
with positive feelings increases concentration and creativity in dealing with 
crises.13 If building emotions can be strengthened through interpersonal 
resonance, as studies from synchronization research furthermore show,14 the 
interpersonal and affective levels of empathy are particularly important for the 
formation of resilience. In the study of concrete dyadic interactions, the con-
nection between mimic-gestural articulations and interpersonal resilience has 
already been addressed, for example, through the positive emotional effect of 
being smiled at and laughing together.15

On the cognitive level, the resilience potential of empathy lies primarily in 
the additional mental perspectives on a situation of crisis offered by empa-
thizing others. It is immediately apparent that in such shifts of perspectives 
lies the possibility of rethinking one’s own position and thus the experienced 
crisis. In this process, expressions and behaviors are not perceived in isolation, 
but are embedded in larger trajectories that constitute stories.

On the narrative level, this means structuring the experience in such a way 
that it can be conveyed in meaningful units. Thus, when one speaks of narra-
tive empathy, one is referring to a process of understanding that targets epi-
sodes and stories within which expressions and actions acquire their specific 
meaning.16 In this context, it is often already a relief for those experiencing 
a crisis if they are able to externalize their apperception of what is happen-
ing. Of course, there are also experiences that seem to defy narrativization, 
as in the case of traumata.17 However, in less drastic cases, the mediation of 
the experience through the construction of a narrative or through the invoca-
tion of collective lament and rescue narratives, such as in the Old and New 
Testament, along with addressing a counterpart who can witness empathi-
cally, has a potential for resiliently dealing with the crisis.

Resilience thus appears as a multidimensional phenomenon which involves 
an element of negotiation with oneself and with others on bodily, affective, 
cognitive, and narrative levels. The empathy of those who come into consid-
eration as communication partners in such situations can contribute signifi-
cantly to the outcome. This is especially true for those working in the medical 
and nursing sector, as they are confronted with a multitude of individual crises. 

12  Ong/Edwards/Bergeman, Hope as a source of resilience, p. 1263.
13  Tugade/Fredrickson, Resilient individuals use positive emotions, p. 325.
14  Cf. Ramseyer/Tschacher, Nonverbal synchrony in psychotherapy.
15  Cf. Papa/Bonanno, Smiling in the face of adversity.
16  Keen, A theory of narrative empathy, p. 214.
17  Cf. Staniloiu/Markowitsch, Dissociation, memory and trauma narrative.
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What are the implications of these considerations with regard to professional 
relationships in health care?

3 Different Understandings of Empathy in Professional 
Health-Related Interactions

Despite the advances in medical technology and specialization, as well as the 
increasing digitalization of the health care system, the concrete interpersonal 
relationship between doctors and nurses on the one hand and patients on the 
other is still a core element of medical and nursing care. Not least in care eth-
ics, the topos of care emphasizes the “assumption of responsibility in striving 
for the good for the other”.18 The changes in health care and society, such as the 
individualization and diversification of life trajectories or the pluralization of 
value concepts, have also left their mark on the configuration of this relation-
ship. While for a long time, a paternalistic understanding of care on the part of 
medical professionals dominated the relationship, this gradually changed, and 
patient autonomy was strengthened.

At present, “medical treatment […] must be carried out with respect for 
human dignity and for the personality, the will and the rights of the patient, 
in particular the right to self-determination”.19 At the same time, however, a 
particular asymmetry characterizes the relationship between doctors and 
patients, since the latter are usually in a vulnerable, existential situation, i.e., 
a crisis, in which they experience themselves as helpless and turn to health 
care professionals with the assumption that those can help them on the basis 
of their expertise.20 By strengthening patient autonomy, however, patients in 
turn attain the sovereignty of interpretation with regard to their biography and 
the intervening medical procedures. According to the physicians and ethicists 
Ezekiel and Linda Emanuel, this results in four ideal-typical models of the 
relationship between patients and professionals: the paternalistic model, the 
informative model, the interpretative model, and the deliberative model. Each 
of these models is, thereby, based on a different understanding of empathy or 
contextualization of the relationship with regard to expectations of an empa-
thetic virtue on the side of the professionals to foster the healing process.

18  Haker, Feministische Bioethik, p. 174.
19  German Medical Association: (Model) Professional Code of Conduct for Physicians Practic-

ing in Germany, § 7.
20  Cf. Brody, The Healer’s Power.
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In the paternalistic model, as the name suggests, the emphasis is on the com-
petence of physicians, who act as guardians, deciding and acting on what they 
believe is appropriate for the patient. This model is, therefore, also called the 
“parent or priest model”,21 according to which there are universally valid objec-
tive criteria for determining what is best for a person in a given situation. The 
patient’s right to self-determination is reduced to consent to the decision of 
the person providing treatment. Such a model is used in emergency situations, 
in which a person is either not (or no longer) responsive, or in which there is 
an immediate necessity for life-saving action.

This is in contrast with the relational understanding of the informa-
tive model, which is also referred to as the “scientific, technical or consumer 
model”.22 Here, the decision-making authority over the medical treatment pro-
cess lies solely with the patient. Doctors are merely responsible for providing 
the relevant technical and professional information so that patients can make 
an autonomous decision. “The physician’s value standards, his or her under-
standing of the patient’s values, or his or her judgment of the importance of 
the patient’s values must play no role”.23 The model thus separates between 
medical-technical facts and their evaluation by the patient.

However, on the one hand, such an understanding of independence negates 
the fact that experiences of crisis can call the individual value system into 
question and shed a new light on goals, wishes, and ideas, so that insecuri-
ties and feelings of powerlessness may develop. On the other hand, the treat-
ing person’s experiential knowledge regarding similar situations is excluded, 
which may ultimately depersonalize the relationship. The interpretative and 
deliberative models are situated between these two models: they are also more 
likely to be found in practice, since there are often no objective criteria on the 
basis of which doctors make a decision and since patients are rarely certain 
in advance about which values to apply in order to reach a decision on their 
own. Often times, it is simply gut feeling that drives patients in one or the  
other direction.

In the interpretative model, physicians function – in the sense of philosophi-
cal maieutics (μαιευτική = midwifery) – as guiding authority for gaining insight 
into the relevant value concepts together with the patient. In this way, it is pos-
sible to find out which, if any, conflicting values are dominant in the specific 
situation. The decision can thus be better placed in a meaningful connection 
with the patient’s biography, ideas about life, and expectations concerning 

21  Emanuel/Emanuel, Four models of the physician-patient-relation, p. 107.
22  Emanuel/Emanuel, Four models of the physician-patient-relation, p. 107.
23  Emanuel/Emanuel, Four models of the physician-patient-relation, p. 107.

Downloaded from Schoeningh.de05/25/2023 03:48:58PM
via free access



365Empathy as a Desideratum in Health Care

JRAT 7 (2021) 359–375

the future. In the discourse on patient autonomy, this model primarily aims 
at self-knowledge. With the help of the practitioner, patients ideally come 
to understand “who [they are] and how the different medical options affect  
[their] identity”.24

Similarly, the relationship between the treating person and the person 
being treated manifests itself in the fourth, the deliberative model, according 
to which physicians help patients to identify and select treatment options 
and goals. As in the informative model, physicians explain the medical situ-
ation to patients and, as in the interpretative model, they jointly explore the 
relevant values of patients. In this model, however, it is also the task of the 
practitioner to point out why certain available options appear more suitable 
than others from a professional point of view and why specific values may be 
more desirable. Nevertheless, this is not to be confused with the paternalistic 
model, since both parties involved jointly consider how to act in the specific 
situation. Physicians do not occupy the role of advisors – as is the case in the 
interpretive model  – but rather that of a teacher or friend, with the goal of 
contributing to the patient’s “moral development”25 and thereby “enabl[ing] 
the patient not simply to follow unreflected preferences or values, but to con-
sider alternative health goals and their value and consequences for treatment 
in conversation”.26

While in recent decades, there has been a shift towards a greater emphasis 
on patient autonomy in medical decision-making,27 it is obvious that this is 
understood very differently in the models and that expectations are placed on 
physicians and their professional competence and virtues that do not always 
imply empathy. It seems clear that empathy does not play a role in all models in 
the same way. In an information-theoretical understanding of the relationship, 
physicians should not be immersed in empathic feelings towards the patient, 
but should present factual knowledge in an understandable and truthful man-
ner. Empathy does not play an explicit role in the paternalistic model either. 
However, both the interpretative and the deliberative model presuppose a 
resonance between doctors and patients in order to find out together what is 
needed and desired in the given moment. This should be communicated on a 
narrative level.

24  Emanuel/Emanuel, Four models of the physician-patient-relation, p. 109.
25  Emanuel/Emanuel, Four models of the physician-patient-relation, p. 110.
26  Emanuel and Emanuel point out that in addition to these four models of interaction 

between physicians and patients, others are conceivable, such as an instrumental 
model, which they however reject. Cf. Emanuel/Emanuel, Four models of the physician- 
patient-relation.

27  Cf. Deutscher Ethikrat, Patientenwohl als ethischer Maßstab.
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On the affective or emotional level, it implies an element of empathy on the 
part of the physicians. With regard to the cognitive dimension of empathy, it 
ultimately also means understanding the other person in order to support an 
evaluation of relevant values and needs. Thus, while different dimensions of 
empathy are touched upon in both the interpretive and deliberative models, 
only in the latter does this occur in a full sense of a multi-layered and multi-
directional understanding of empathy. If we consider empathy not solely a 
one-sided process of putting oneself in the other’s shoes, but as an interper-
sonal process, the alterity between the person treating and the person being 
treated is maintained in a special way in the deliberative model, since both 
parties can and should contribute their own point of view as discussion part-
ners, without thereby giving up the aspect of attempting to understand the 
other. Rather, the views and values of physicians open up a reciprocity of  
the relationship.

On a cognitive level, this enables a shift in perspective, as other options for 
interpretation and action can be identified and integrated into the decision-
making process. On a narrative level, too, the inclusion of stories about certain 
experiences can address and focus the generation of new contexts of mean-
ing. However, due to the asymmetry of the relationship as well as the vulner-
ability of the person in crisis, a deliberative understanding of the interaction 
between physicians and patients bears the risk that, due to the specific and 
existential situation, empathy on the part of patients is difficult to achieve. 
Frequently, the fact of having to make a decision represents an emotional and 
cognitive overload for the person, so that he or she places the responsibility 
in the hands of the professionals, thereby implicitly relying on a paternalistic 
model. In addition, the deliberative model can also imply the dilemma that 
nurses, physicians, and other employees in the health care sector must always 
walk the tightrope between empathy with the fates of patients and at the same 
time maintaining a professional distance.28

In this context, an exaggerated expectation of the usually one-sided immer-
sive understanding and sympathy, as in the case of friends and teachers propa-
gated in the deliberative model, can bring about its own symptoms of strain 
and stress factors on the part of the person treating the patient, contributing 
to emotional burnout29 and hindering professional action.30 However, as some 
research suggests, emphasizing the emotional dimension in the relationship 
may also have health-promoting effects for the treating person, such as an 

28  Cf. Wick, Overcoming Secondary Stress.
29  Cf. Modestin/Lerch/Böker, Burnout in der psychiatrischen Krankenpflege.
30  Cf. Batson, The Altruism Question; Hojat, Physician empathy in medical education.
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increase in self-efficacy.31 Should empathy therefore be understood as an inte-
gral part of the ethos of medical professionals, or only as a nice-to-have virtue?

4 Multidimensional Empathy Is More Than a Virtue in Health Care

Depending on the understanding of the professional relationship between 
physicians and patients, empathy can attain very different meanings. Within 
the framework of care ethics – an important resource also for the field of spiri-
tual care – which focuses on the consideration of patients’ needs, empathy can 
be understood as a duty or as a virtue in the sense of an attitude of care. Thus, 
empathy by itself may be unbiased when dealing with the descriptive charac-
terization of the phenomenon (What can I know about the other? What does 
my empathy tell me?). However, it acquires an ethical quality when it is seen as 
morally desirable and becomes a question of recognition (How should I meet 
the other adequately and act to their benefit?). This is particularly evident in 
medical and nursing care contexts, where “‘target’ and ‘empathizer’ are social 
roles that are linked to specific expectations and values”.32

On a virtue-ethical account, which follows the Aristotelian-Thomistic tradi-
tion, physicians are characterized by the disposition to “habitually act for the 
good of the patient […] and normally put this good above [their] own, so that 
[they] can be reliably expected to act accordingly”.33 For physician and ethi-
cist Edmund Pellegrino and philosopher David Thomasma, this attitude can 
be characterized by the eight virtues of fidelity to trust, compassion, phrone-
sis (prudence), justice, fortitude, temperance, integrity, and self-effacement.34 
Medical ethicists Tom Beauchamp and James Childress, on the other hand, 
emphasize only five virtues: compassion, discernment, trustworthiness, integ-
rity, and conscientiousness.35

Both approaches define compassion in the sense of affective empathy as 
a central disposition of physicians and as an integral part of the profession. 
Caring as empathic sympathy is considered as an important dimension of 
care. Paying attention to the other and his or her well-being36 evokes a moral 

31  Cf. Bolton, Who cares?
32  Breyer, Verkörperte Intersubjektivität, p. 241.
33  Pellegrino, Der tugendhafte Arzt, p. 52.
34  Pellegrino/Thomasma, The Virtues in Medical Practice, ch. 2.
35  Beauchamp/Childress, Principles of Biomedical Ethics, ch. 2.
36  For example, the World Health Organization (WHO) defines the concept of health as 

encompassing physical, mental and social well-being and not merely the absence of dis-
ease. Cf. World Health Organization, Constitution.
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sense of caring and emphasizes interpersonal interaction.37 However, such 
an understanding of empathy as compassion, which reduces it to the affec-
tive level, thereby also reduces the resilience potential of the other levels.38 
Moreover, “an exaggerated expression of compassion […] can be perceived as 
intrusive and harassing”.39

If one takes a closer look at medical practice and what is understood there 
by “clinical empathy”, it becomes apparent that the affective dimension is also 
increasingly focused on in the understanding of empathy as a virtue, in a nor-
mative understanding.40 In addition, however, the cognitive dimension in the 
sense of perspective-taking is sometimes also discussed, which would lead to 
empathy as part of a professional ethos. In health-related contexts, empathy 
is thus not only linked with the process of identifying with the observable 
feelings of the other person, but its resilience-promoting potential is also per-
ceived from a different perspective in the sense of reflective thinking about 
the causes and consequences of a crisis.41 Thus, different perspectivations of 
empathy can be found in care contexts: on the one hand, as a personality trait, 
which is also propagated in virtue-ethical approaches; on the other hand, as 
a process of communication or as a professional quality,42 as implied by the 
deliberative model of interaction between practitioners and patients. In nurs-
ing contexts, a moral dimension is emphasized in addition to an affective, cog-
nitive, and performative one.43

In addition, empathy is often seen as part of emotional and social compe-
tence, especially in the context of training,44 which, along with knowledge, 
methodological, and personal competencies, is part of professional action and 
ethos and represents a skill to be learned. In the discussion about a hierarchiza-
tion of action- and profession-related competencies, however, emotion-related 
skills are often considered less important than other professional domains and 
accordingly degraded to “auxiliary competencies”. However, empathy, inter-
subjective understanding, and resonant connectedness can certainly con-
tribute to obtaining more detailed personal information, for example, in an 
anamnesis interview.45

37  Cf. Zimmermann-Acklin, Tugendethische Ansätze.
38  Cf. Dörner, Der gute Arzt.
39  Breyer, Verkörperte Intersubjektivität, p. 242.
40  Cf. Neumann, Analyzing the “nature” and “specific effectiveness” of clinical empathy.
41  Cf. Richter, Empathie. Gewinne und Verluste im Erwachsenenalter.
42  Cf. Yu/Kirk, Measurement of empathy in nursing research.
43  Cf. Morse, Exploring empathy.
44  Cf. Kaspar, Emotional competencies in geriatric nursing.
45  Cf. Neumann, Analyzing the “nature” and “specific effectiveness” of clinical empathy.
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On the other hand, admitting this, one runs the risk of functionalizing empa-
thy merely as a door opener to access therapeutically relevant and care-related 
information, instead of viewing it as a genuine resilience- and health-promoting 
ability in itself. Particularly in view of the high degree of psychological and 
physical stresses that health care professions entail, the emphasis on empathy 
is viewed critically, as it may appear to be morally or politically motivated and 
does not seem to adequately address the everyday reality of those working in 
health care. Thus, nurses and doctors are confronted with a dilemma between 
expectations and practical implementation.46 In this regard, the nursing stud-
ies expert Karin Kersting developed the theory of “coolout”,47 which addresses 
the experience of daily failure arising between (self-)demands and reality in 
nursing as well as the phenomenon of emotional dullness and coldness. This 
occurs because “what should apply according to the postulated norms does 
not apply systematically”.48 Empathy is therefore not per se beneficial.

A similar conclusion was reached in a review of empirical studies on the 
development of empathy skills in medical professions, according to which 
these tended to decrease rather than increase in everyday practice.49 If the 
focus of the discussion of empathy in health care is usually on the patients, 
the empathizer himself or herself, in this case the medical or nursing staff, is 
rarely taken into account. With regard to the relevance of empathy for dealing 
with crises, however, it can be asked for whom empathy can have a resilience-
promoting function in health-related contexts.

The handling of emotions, crises and drastic events as well as the structural 
working conditions of doctors, nurses and other health care professionals are 
rarely discussed. However, a mindful handling of one’s own and other people’s 
feelings, experiences, and their processing represents a central dimension of 
care with regard to empathy as an interpersonal interaction. Various studies 
have pointed out that empathy-guided emotional work should be a central 
component of medical and nursing professionalism and empathy hence part 
of a professional ethos.50 Addressing empathy in the sense described above as 
a multidimensional interaction process is, however, a continuing challenge in 
the context of health care, for if it is appropriately trained, used and embodied, 
it can make an important contribution to dealing with crises on both sides 

46  Cf. Curtis, Student nurse socialisation in compassionate practice.
47  Cf. Kersting, Theorie des Coolout.
48  Heinrich, Zum Stand einer Theorie der Ontogenese Bürgerlicher Kälte, p. 14.
49  Cf. Neumann, Empathy decline and its reasons.
50  Cf. Böhle/Glaser, Arbeit in der Interaktion – Interaktion als Arbeit; Büssing/Glaser, Four- 

stage process model; Giesenbauer/Glaser, Emotionsarbeit und Gefühlsarbeit in der Pflege.
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of the medical or nursing dyad – as part of the patient’s as well as the profes-
sional’s resilience.
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