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Abstract
Evidence is sparse when it comes to the longitudinal impact of educational interventions on empathy among clinicians.

Additionally, most available research on empathy is on medical trainee cohorts. We set out to study the impact of empathy

and communication training on practicing clinicians’ self-reported empathy and whether it can be sustained over six months.

An immersive curriculum was designed to teach empathy and communication skills, which entailed experiential learning with

simulated encounters and didactics on the foundational elements of communication. Self-reported Jefferson Scale of Empathy

(JSE) was scored before and at two points (1–4 weeks and 6 months) after the training. Overall, clinicians’ mean self-empathy

scores increased following the workshop and were sustained at six months. Specifically, the perspective taking domain of the

empathy scale, which relates to cognitive empathy, showed the most responsiveness to educational interventions. Our anal-

ysis shows that a structured and immersive training curriculum centered on building communication and empathy skills has

the potential to positively impact clinician empathy and sustain self-reported empathy scores among practicing clinicians.
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Introduction
Background
Cultivating connection with patients is foundational to a ther-
apeutic relationship and patient-centered care. Empathy, “the
act of correctly acknowledging the emotional state of another
without experiencing that state oneself”1 is an essential
element that fuels connection and fosters a relationship. In
times of acute or serious illness, empathetic communication
becomes even more crucial.2–4 This paper describes a novel
communication and empathy workshop and evaluates its
ability to enhance clinician empathy.

Building skills in empathetic communication among clini-
cians has many advantages for patients as well as for clini-
cians. Empathetic communication has been shown to
correlate with greater diagnostic accuracy.5 An empathetic
clinician is able to more readily elicit pertinent information
and relevant psychosocial concerns from patients.6,7

Additionally, empathy enables a clinician to relate with
patients and better understand their needs.8 Tailored commu-
nication that meets patients’ where they are at, empowers

them to participate in decision-making.9,10 These positive
effects of clinical empathy translate into improvements in
patient satisfaction, patient empowerment, and adherence
with proposed treatment plans.11,12

Evidence suggests that having empathy is a positive pre-
dictor of clinical competence in medical trainees.13,14

Empathy in clinicians is also perceived as a mark of compe-
tence by their patients.15 Not surprisingly, empathy is consid-
ered to be a major element of professionalism in medicine16

and an important attribute of the humanistic physician.17

In addition to the myriad of direct patient benefits that
clinician empathy provides, the ability to form meaningful
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connections, being attuned to a patient’s emotions, and empa-
thize with them are some of the core elements that contribute
to professional satisfaction as well. A growing body of the lit-
erature supports the idea that empathetic clinicians experi-
ence fewer burnout symptoms.18 Recent studies suggest
that over half of physicians in the United States show evi-
dence of burnout,19 bringing it to a crisis level even prior
to the emergence of the COVID-19 pandemic. In this
context, promoting and sustaining empathy among health-
care providers is more important than ever.

Proficiency in patient-centered care is considered a gold
standard in medicine.20 Fostering clinical empathy in trainees
is a goal of medical education and is endorsed by profes-
sional medical organizations. A 2001 expert consensus state-
ment outlined a comprehensive set of essential
communication elements for physicians.21 In this statement,
“understanding patient perspective” was highlighted as an
essential element. However, there is currently a gap in com-
munication skills and empathy training for physicians22 with
no clear consensus on how best to teach these skills within a
curriculum.

Although it is commonly thought that the ability to relate
empathetically to others is a trait or talent that some possess
and others do not, studies show that empathy skills can be
taught23 and significantly improved,24,25 particularly if
taught through experiential learning.26,27 Significant and sus-
tained improvements in empathy in nurses were demon-
strated after a robust nine-week program comprised of
self-directed study, regular meetings with a supervisor, a
two-day workshop, and supervised clinical work.28 A sys-
tematic review by Baugh et al. that looked into the long-term
effectiveness of empathic interventions in medical education
found that empathy declined over time.29 There is a paucity
of evidence in the medical literature to support the idea that
clinical empathy can be improved and sustained following
educational interventions. We created a communication and
empathy curriculum for practicing clinicians and studied its
impact on a sustained improvement in provider empathy.

Empathy Curriculum Development
The medical literature gives us multiple examples of behav-
iors that can be considered “empathetic”. However, from a
curricular development standpoint, the real challenge lies in
improving empathy and transforming clinicians’ mindsets.
Empathy is a complex and multidimensional process which
is commonly defined as a psychological process that encom-
passes three mechanisms: affective, cognitive, and behavio-
ral.30 Irving and Dickson proposed treating empathy as an
attitude.31 They theorized that the behavioral dimension of
empathy can be cultivated as a “skill”. This skill reflects
acknowledgement of the expressed emotions of another, cog-
nitive appraisal and responding with empathy. This idea sug-
gests that the inner capacity to empathize can be expressed as
an observable behavioral skill.

Barrett-Lennard developed a multidimensional model of
clinical empathy, referring it as an “empathy cycle,” consist-
ing of three phases.32 Phase 1 is the inner process of empa-
thetic listening with the intent to understand the emotional
state of the other person. Phase 2 is a response to expressed
emotion and to verbalize an empathetic understanding of
their experience. Phase 3 is the reception or awareness of
this response by that person. It is this three-phase model
that was our organizing principle in designing our empathy
curriculum, which we refer to as “CRAVE”
(Communication, Resilience, Authenticity, Vulnerability,
and Empathy).

Aim
The main objective of this study was to determine the impact
of the CRAVE training on self-reported clinician empathy
scores. Specifically, our research question was whether a
structured communication and empathy workshop can
increase the empathy of practicing clinicians, and whether
any increase could be sustained over six months after the edu-
cational intervention.

Methods
CRAVE
The CRAVE course is a full-day communication and
empathy training based on experiential learning. It includes
a combination of simulated patient actor encounters based
on the VitalTalkTM framework, as well as didactic lectures.
VitalTalkTM is a nonprofit company which grew from
NIH-funded research on the development of courses to
improve communications skills among clinicians.33 The
didactics in our workshop included short, interactive lectures
on listening, delivering information, impact of verbal and
nonverbal communication, neurobiology of emotion, and
the concept of empathy as a learned skill. This curriculum
was designed by two hospital medicine physicians in a
large Midwestern healthcare system and offered to the
system clinicians two to three times per year. Course avail-
ability was advertised via email and department meetings.
Participation in the course was free of charge and voluntary;
however, no protected time was offered for attendance. The
interactive sessions were designed for a maximum of six par-
ticipants with professional actors playing the role of patients
or family members in one of four case scenarios. The actors
embodied fully developed characters with an in-depth back
story and strong emotions but were not given a script.
These simulations created challenging and emotionally
charged clinical situations that required the application of
empathetic communication skills to navigate them. Every
learner in the group participated in a faculty-moderated
encounter with the patient or family member. Since these
encounters required clinicians to “perform” in front of their
peers, deliberate care was taken to create psychological
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safety, where participants could be vulnerable while navigat-
ing these challenging scenarios and trying out new skills. In
each group of six, one engaged in the encounter, the other
five observed, ensuring active engagement and learning for
all. Each encounter included a debrief consisting of positive
feedback from the peers as well as the participants’ self-
reflection. A repeat attempt was offered after the debrief to
practice and consolidate the skills. Each learner engaged in
two scenarios during the two (morning and afternoon)
sessions.

An example of a case scenario is detailed in Appendix 1.

Study Design
This longitudinal study examined the impact of the CRAVE
curriculum on self-reported clinician empathy. Self-evaluation
surveys were collected from the clinicians before, shortly
after, and six months after the CRAVE workshop. Self-rated
empathy was measured using the Jefferson Scale of
Physician Empathy (JSE). This scale is an operational self-
reported measure of empathy, specifically applicable to
medical care. Developed by Hojat et al.,34 it has been trans-
lated into 56 languages and used in more than 80 countries.
It is considered to be a standard empathy scale in a medical
context.35 The JSE is a 20-item instrument answered on a
7-point Likert-type scale (1=Strongly Disagree, 7=Strongly
Agree). Half of the items are positively worded and directly
scored, and the other half are negatively worded and scored
in reverse. Each question on the JSE gauges one of three
domains: perspective taking, compassionate care, and
standing/walking in the patient’s shoes. Three versions of the
JSE are available; we used the version targeted to practicing
health professionals.

Data Collection
Between October 2018 and November 2019, the CRAVE
course was offered four times. We surveyed clinicians via
self-evaluation 1–4 weeks prior to participation in the
CRAVE course, 1–4 weeks after CRAVE, and 6 months
after (± 3 weeks). Institutional review board approval was
received prior to the study. Upon enrollment in the course,
research staff screened the participants for inclusion/exclu-
sion criteria. To be included, clinicians had to be an MD,
NP, PA-C, MBBS, or DO; have scheduled rotation at the
hospital where data collection was conducted; and consent
to be in the study. A research intern contacted participants
and collected the survey. Due to budget constraints, this
intern was only able to contact clinicians at one of the hospi-
tals in the health system. Participants received baseline
surveys, including a demographic questionnaire and the
initial JSE, 1–4 weeks prior to the CRAVE course. They
repeated the JSE at 1–4 weeks and again 6 months after the
course. All clinicians who met inclusion criteria were
invited to participate in the study. Twenty clinicians who
enrolled in the course consented to participate in the study,

completed the preworkshop survey, and attended the
course. Sixteen clinicians completed the presurveys and at
least one postcourse survey (either 4 weeks or at 6
months). Fourteen providers completed all three, the pre-
and postcourse survey plus an additional postcourse survey
at 6 months. There was a six-month loss of follow up for
two providers related to the pandemic.

Results
Of the course registrants who consented to our study, one was
unable to attend the CRAVE course. Due to schedule
changes, three did not do clinical rotations at the study hos-
pital at 1–4 weeks after the course, and one was not on rota-
tion in the 6-month data collection window. Two providers
who completed the baseline surveys did not complete
surveys at 1–4 weeks, but did complete them at six
months. One opted not to complete the JSE at 6 months.

The baseline characteristics of study population (Table 1)
showed a predominant representation of females (70%) com-
pared to males (30%). The mix of clinicians was comprised
of seventy percent (70%) MD/DO, ten percent (10%) NP, and
twenty percent (20%) PA-C. Ninety percent of study partici-
pants were internists, all practicing in acute care settings. One
of the participants (5%, N= 1) practiced Physical Medicine
andRehabilitation and one (5%,N= 1) practiced palliative care.

For the 14 providers who completed surveys at all three
time points, a matched pairs ANOVA (analysis of variance)
suggests mean empathy increased from pre- to postcourse
and again at 6 months postcourse (p= 0.09). The mean
empathy scores at all three time points is shown in
Figure 1. When broken out, none of the three domains

Table 1. Baseline Characteristics of Study Participants.

N= 20who
attended

the

workshop

and

completed

surveys for

at least one

time point

N=14who
attended

the

workshop

and

completed

surveys for

all three

time points

N % N %
Female 14 70 10 71

Male 6 30 4 29

MD/DO 14 70 10 71

NP 2 10 0 0

PA-C 4 20 4 29

Internal medicine 18 90 13 93

Palliative care 1 5 0 0

Physical medicine and rehab 1 5 1 7

21–30 years of age 7 35 5 36

31–40 years of age 8 40 5 36

41–50 years of age 4 20 3 21

51–60 years of age 1 5 1 7
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(compassion, perspective taking, and ability to walk in
patients’ shoes), were significant for change over time (p=
0.13, 0.29, and 0.23, respectively). Table 2 shows the differ-
ence in mean empathy scores, overall and by domain, at three
time points for N= 14 matched pairs.

An ANOVAwas run on all 52 data points (20 mean scores
at baseline; 16 postcourse, and 16 at 6 months), without
accounting for nonindependence of data points. That is, the
mean empathy score of the 20 providers who completed
the presurvey was compared with the mean empathy score
of the 16 providers who completed the (1–4 week) postsur-
veys and the 16 providers who completed surveys at 6
months. In this analysis, overall empathy score was signifi-
cant for change in mean over time (p= 0.02). When analyzed
by domain, perspective score was significant (p= 0.02), but
neither compassion nor walking in patients’ shoes reached
significance. Table 3 shows the difference in mean
empathy scores, overall and by domain, at three time
points, for N= 52 independent data points.

Discussion
We set out to evaluate the impact of a communication and
empathy workshop on improving clinician empathy and
whether this course would lead to a durable change in self-
assessed empathy at six months.

Our analysis showed that the clinicians’ mean self-
empathy scores increased after the CRAVE course, and this
increase was sustained over 6 months. The mean score

Figure 1. Mean empathy scores at all three time points (N= 14).

Table 2. Difference in Mean Empathy Scores, Overall and by

Domain, at Three Time Points for N= 14 Matched Pairs.

T1 mean

(SD)

T2 mean

(SD)

T3 mean

(SD) p-value

Overall empathy

score

5.96

(0.40)

6.24

(0.45)

6.28

(0.37)

0.09

Compassion score 6.22

(0.49)

6.47

(0.37)

6.54

(0.41)

0.13

Perspective score 5.97

(0.47)

6.19

(0.57)

6.27

(0.36)

0.29

Walking in shoes

score

5.14

(1.02)

5.61

(0.89)

5.60

(0.78)

0.23

Table 3. Difference in Mean Empathy Scores, Overall and by

Domain, at Three Time Points, for N= 52 Independent Data Points.

T1 mean

(SD)

T2 mean

(SD)

T3 mean

(SD)

n= 20 n= 16 n= 16 p-value
Overall empathy

score

5.94

(0.39)

6.21

(0.45)

6.30

(0.35)

0.02

Compassion score 6.24

(0.54)

6.43

(0.47)

6.57

(0.46)

0.12

Perspective score 5.89

(0.43)

6.16

(0.56)

6.28

(0.33)

0.02

Walking in shoes

score

5.25

(0.97)

5.67

(0.84)

5.65

(0.75)

0.27
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showed an upward trend over time (5.96 vs. 6.24 vs. 6.28),
and statistical significance was approached (p= 0.09).We
believe this trend toward significance is promising, but not
yet conclusive given the small sample size in this study.
When broken out by domains of empathy (compassionate
care, perspective taking, and the ability to walk in patients’
shoes), no individual domain reached significance; again,
this could be related to small sample size and a more
highly powered study may be needed to detect true
differences.

We also performed an exploratory analysis using
ANOVA at all data/time points, regardless of whether pro-
viders completed all three time points. This exploratory anal-
ysis was done not to draw conclusions but rather to generate
hypotheses for statistically valid research in the future. This
analysis shows an increase in mean empathy score over
time (5.94 vs. 6.21 vs. 6.30; p= 0.02). When broken out by
domain, mean perspective scores reached significance (5.89
vs. 6.16 vs. 6.28; p= 0.02).

Advances in neurosciences have refined our understand-
ing of the concept of empathy. A clinician’s empathy
within patient care context is predominantly cognitive
rather than affective. Cognitive empathy involves under-
standing rather than feeling with patients (their suffering,
pain or other emotions) and most importantly, combines it
with the capacity to communicate this understanding with
the intention to help.34,35 Our exploratory analysis showed
that the perspective taking domain, i.e., cognitive empathy,
arguably the most important for clinicians, is most suscepti-
ble to training and can be improved in clinicians. Research
consistently supports the concept that individuals with a
greater cognitive role-taking capacity or higher dispositional
empathic concern can communicate better than those with
lower capacity.36 There are few studies with focused curric-
ula that have explored the perspective taking domain of clini-
cian empathy.37,38 Emotion and cognition are integral to
relational skills and making connections. While the compo-
nents of empathy (affective, cognitive, and behavioral) are
deemed independent, they are also deeply interwoven. Too
much affective empathy (feeling others’ pain) can lead to
compassion fatigue and burnout. It is often advised to regu-
late this component of empathy. Our curriculum, through
experiential learning, showed promise to improve partici-
pants’ capacity of perspective taking and gain understanding
of others subjective experiences.

This study also examined whether the impact of empathy
training could be sustained over time. Evidence is sparse
when it comes to the longitudinal impact of training on
empathy. At present, only a few studies have explored the
long-term impact of empathy training.39–41 A systematic
review challenged the idea of sustained improvement in
empathy of medical trainees by educational interventions.29

Our study showed that the overall mean empathy scores
improved after the training and this trend was maintained at
six months. Studies have shown that the participants with
high initial empathy scores have the least longitudinal

declines.42 Although not conclusively proven, the available
evidence suggest that females have higher baseline scores,
show greater susceptibility to increase in empathy from inter-
vention and have slower/smaller decline in empathy over time
as compared to male cohorts.29 In our study, 70% of the par-
ticipants were females which may influence our findings.

Most available research studying the impact of empathy
training comes from medical trainee cohorts, while there is
a paucity of research studying the impact of empathy training
on practicing clinicians.43 Creating a quality curriculum to
enhance empathy that is also accessible to busy practicing cli-
nicians is challenging. Practicing clinicians can become “set
in their ways.” Once out of training, work stressors and time
demands can further erode a sense of service, humility and
lifelong learning. This can lead to clinician-patient relations
becoming more transactional in nature, with less interper-
sonal connection that may increase burnout. These same
time demands, whether personal or professional, can also
make it difficult to create time space for learning. A single
day training is more feasible and time-efficient than trainings
which involve multiple day commitments and touch-points.
A thoughtful, immersive and experiential training like ours,
tailored to the clinical practice and delivered in a single
day may enhance and sustain empathy over time. This
study also supports the idea of continuous learning of
empathy skills for clinicians throughout their careers. These
trainings might act as empathy skill building “gyms”, often
invigorating a sense of purpose and renewed sense of connec-
tion. These connections with patients are often a source of joy
in our work lives.

Our analysis shows that educational interventions posi-
tively impact clinician empathy and that a structured and
immersive training curriculum has the potential to increase
and sustain self-reported empathy scores for clinicians.
Further studies with a larger sample size are warranted to
fully measure the impact of this work.

Limitations
The primary limitation of this study was statistical power,
which is largely due to a low number of providers who
were able to attend the CRAVE training and complete
surveys at all three time points. Our study was powered for
N= 20; however, only 14 clinicians completed surveys at
all three data points. Although our first analysis, which
used 14 matched pairs, was statistically valid, our second
analysis was not, as it did not account for nonindependence
of data points and should not be used to make any conclu-
sions. Data collection was limited to providers who practice
at a single hospital within one care system, although provid-
ers from other sites within this care system did attend the
training. We were forced to halt data collection in March
2020, at the start of the COVID-19 pandemic, which
further winnowed the participants. Data was self-reported
and does not take into account the patient’s perception of pro-
vider’s empathy and communication. The designed empathy

Mehta et al 5



curriculum, although based on widely available concepts
of teaching empathy was specific and tailored, so it is pos-
sible generalizability may be limited. Lastly, this study
was conducted at a single institution with a small sample
size of volunteer clinicians which may add selection bias
of clinicians who are especially receptive to such educa-
tional interventions.

Conclusion
The CRAVE training curriculum was designed to translate
clinician’s inner capacity to empathize into actionable
skills. Our analysis supports the effectiveness of this training
on clinician self-perception of their empathy skills, thus
making the case for integration of such training for practicing
clinicians. Clinician mean self-empathy scores increased
after the CRAVE training, and this increase was seen
mostly in the perspective taking domain that relates to cogni-
tive empathy. This increase in empathy score was sustained
over 6 months; however, it did not reach statistical signifi-
cance due to small sample size. These results are intended
to inform the implementation and evaluation of empathy cur-
ricula for continuing medical education. Further research is
needed on clinician empathy training interventions including
their effects across domains and the endurance of their
impact.
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Appendix 1.

Case Story Session 1 Learning Objectives Session 2 Learning Objectives

78-year-old man with a

history of dementia,

COPD, chronic kidney

disease, peripheral

vascular and coronary

artery disease with

recurrent admissions

due to COPD

exacerbations and

aspiration pneumonia

was admitted to the

hospital a week ago for

sepsis due to

pneumonia, initially

requiring BIPAP

support and

complicated by acute

kidney injury that

resolved. He is now

transitioned to nasal

canula for oxygen

support. Despite

supportive cares, he

remains intermittently

arousable. Extensive

workup has not

revealed any specific

cause of the altered

mental status. A speech

evaluation showed

aspiration. He remains

tube feed dependent.

You are taking over the

service today. The

limiting factors for his

discharge are ongoing

artificial nutrition and

general goals of care

with his daughter with

whom he lives.

Instructions to the
Learner: Discuss
goals of care with the

daughter regarding

artificial nutrition and

the patient’s advanced
dementia with this

presumed new

baseline. Challenges:
Strong emotions of

daughter remain a

hurdle (Cynical, angry

and indignant).

Address the emotions

of the daughter

before the

conversation can

progress. Emotional

cues are potential

empathetic

opportunities.

Instructions to the
Learner: Discuss
prognosis and make

recommendations

regarding the plan of

care. Challenges:1

Daughter remains

resistant, feeling that she

is “giving up” on her

father.

Explore patient’s values (via
healthcare proxy) before

making any

recommendations.

Recognize the daughter’s
emotions throughout the

encounter and respond

with empathy.

1It may improve readability if there is a break in line between "instructions to the learner" and "challenges" in session 1 and 2 subheadings
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