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Abstract
Introduction This study investigated the perspectives of medical students on the factors influencing empathy development 
during their undergraduate training.
Methodology A descriptive phenomenological approach was used to generate illustrations of empathy development and 
decline that had educational significance and applicability. Individual online semi-structured interviews were conducted to 
elicit experiential details from twelve final-year medical students. The interview recordings were transcribed verbatim, and 
data were analysed employing Braun and Clarke’s thematic analysis method.
Results The self-reported empathic behavior of medical students seemed to have improved with time in medical school. 
Students attributed their empathy development to real patient encounters, positive role-modelling by teachers, and attainment 
of confidence and personal maturity. They identified exams, academic overload, time constraints, personal stresses, negative 
role models, unconducive learning environments, and lack of formal empathy training as barriers to empathy development.
Conclusion Medical institutes should identify and address the barriers to empathy development and encourage the holistic 
development of medical students. Furthermore, medical educators should model their behavior accurately for their increasing 
roles and responsibilities and support the students in their empathic expressions with patients.

Keywords Empathy · Medical education · Medical students · Empathy development · Phenomenological approach

Introduction

Empathy is an essential element of a trustful patient-
physician relationship [1] and a crucial component of 
quality healthcare [2]. Empathic responses by healthcare 
professionals are associated with improved clinical out-
comes, higher patient satisfaction [1, 3], fewer malpractice 
complaints, greater professional fulfilment, and enhanced 
physical and mental well-being of the physicians [4, 5]. 
Research reveals that empathic communications empower 
patients to address their health problems [6]. Patient’s 
perception of the physician’s empathic concern and trust 

improves the effectiveness of medical care [7, 8]. Studies 
have confirmed the positive health outcomes of patients’ 
perceptions of empathic care in some patients with diabe-
tes, high cholesterol, and even the common cold [9, 10]

Greater empathy and professionalism have been reported 
to be associated with physicians’ well-being [11]. Physi-
cians who are empathic with patients experience more pro-
fessional satisfaction and lesser burnout than those who 
maintain a distance from patients [12]. Several professional 
organizations and medical education associations in various 
countries accept that empathy is a necessary attribute of a 
physician that needs to be fostered in medical students [11]. 
The General Medical Council UK [13] and Association of 
American Medical Colleges [14] have accepted incorporat-
ing empathy development in both undergraduate and post-
graduate medical curricula to promote professionalism in 
medical students [15].

However, many studies have reported an empathy ero-
sion in medical students during their undergraduate educa-
tion [16, 17]. Conversely, some studies have reported no 
change [18, 19], and some have instead shown an increase 
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in medical students’ empathy [8, 20]. The results of these 
studies are conflicting; furthermore, most of these stud-
ies had adopted a quantitative approach employing self-
report tools [21–23]. Researchers have argued against the 
accuracy of the results reported by self-reported empathy 
instruments [24–26]. Furthermore, these quantitative stud-
ies have failed to explain the logic of empathy changes 
in medical students [27]. The quantitative studies on stu-
dents’ empathy suggest that the factors that might affect 
the alleged empathy erosion need to be understood by 
qualitative studies [22, 28, 29].

Researchers have recommended exploring medical stu-
dents' perspectives on the elements of medical education 
that promote or deter empathy [16, 30]. However, explora-
tory studies considering students’ views are limited, and 
quantitative studies employing self-administered question-
naires have not furnished a profound conceptualization of 
students’ experiences regarding empathy in the context of 
patient care. In order to design “intended” and “evidence-
based interventions” for fostering empathy in medical stu-
dents, a deeper understanding of determinants of empathy 
is exceptionally crucial [11].

This exploratory research was conducted to gain a com-
prehensive conception of empathy development in medi-
cal students. The study objectives were to (i) identify the 
factors influencing empathy development, (ii) explore if 
there were any significant changes in empathic behavior 
of medical students with time in their undergraduate medi-
cal training, and (iii) conceptualize the ways to enhance 
empathy in medical students.

Methodology

Settings

This study was carried out at SSR Medical college in Mau-
ritius. The 5-year MBBS course at SSR Medical College 
is divided into ten semesters, and clinical teaching starts 
from the fourth semester. Teaching in clinical subjects is 
based primarily on clinical ward rotations and commu-
nity visits, including peripheral healthcare organizations. 
No formal training to promote empathy development in 
medical students is in practice. Students learn to empa-
thize by observing their teachers. This study was devised 
to understand how students experience empathy and how 
the factors described in the literature influence empathy 
development in medical students. The approval to conduct 
the study was obtained from the Institutional Research 
Ethics Committee. Medical students’ perspectives were 
gained through a qualitative descriptive phenomenological 
approach [31, 32].

Participant Recruitment and Sampling

Inclusion Criteria Tenth semester (final year), medical stu-
dents (n = 40) who had ample experience with patients were 
invited to participate in the study. The aim of the study was 
announced in class. Participation in the study was not com-
pulsory, and to eliminate potential bias, it was explained to 
the students that their participation would not affect their aca-
demic careers in any way. Of the respondents, the first twelve 
students were initially included to participate in the study.

Exclusion Criteria Medical students of the other semesters 
who did not have sufficient exposure with patients were not 
included in the study.

The invitation letters and study details were sent to the 
selected participants through emails. Written informed 
consent was obtained, and an interview was scheduled 
with each of the twelve participants. Maintaining the par-
ticipants’ anonymity in online interviews was not possible; 
nevertheless, the confidentiality of their personal informa-
tion was ensured.

Data Collection

Semi-structured online interviews were conducted, and 
each interview lasted for about 68  min. Before com-
mencing the research interviews, a pilot run of the entire 
interview process was held with a senior colleague. The 
purpose of the pilot run was to ensure the relevance of 
questions and test the effectiveness of the recording and 
data-collection processes. The data collected from that 
interview were discarded.

Permission to audiotape interview details and tran-
scribe verbatim was obtained from all the participants. 
An interview guideline was used (Table 1); however, the 
participants had the freedom to guide the discussion. The 
study participants were encouraged to communicate freely 
about their personal beliefs, views, and experiences. The 
researcher had the opportunity to contemplate the diverse 
ways in which things were interpreted. Leading questions 
were avoided. Throughout the interviews, the researcher 
maintained the ethical aspects of consent, confidentiality, 
and respect for the student [8]. The individual interviews 
helped gain insight into participants' perspectives and 
assisted in dealing with sensitive matters that the partici-
pants might have failed to deliberate in a group [33].

Data Management

The recorded interviews were accurately transcribed. 
The recordings and transcripts were transferred securely 
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by compression and encryption. The backup of the data 
was kept in portable devices, as well as in the password-
protected files. All the portable devices and paper data 
were stored safely in a locked cabinet.

Data Analysis

The data were analyzed using the thematic analysis 
method of Braun and Clarke [34]. The thematic analy-
sis aims to understand participants’ illustrations of lived 

experiences related to the research question in interviews 
[32]. An inductive rather than a deductive approach was 
used during the data analysis process [31]. Data collection 
and analysis were carried out simultaneously to include 
additional sampling plans and new interview questions 
after profoundly understanding the evolving themes [35]. 
However, no further participants were recruited, as after 
the interviews with twelve participants, no new informa-
tion was uncovered, and data saturation for the research 
question was assumed.

Table 1  Interview guideline

Q.N. Question

1 Can you please explain what it means to be an empathic physician?
2 Can you explain your own empathy in context with patient care?
3 Have you ever encountered any situation when it was difficult to be empathic with the patient? Can you describe that situation?
4 Can you describe any situation when it was easier to deal with patients’ emotions and expectations?
5 Have you ever felt that your empathic behavior with patients has changed through your experiences of the M.B.B.S Course until now in 

your last year?
Can you please describe it?

6 Can you please specify which aspects of your curriculum have helped you to develop empathy?
7 Can you explain which aspects of your curriculum have negatively influenced or hindered the development of your empathy?
8. Do you think teachers can contribute to empathy development in medical students? Can you please take a few moments to describe any 

instance when you felt motivated or even demotivated by a teacher’s attitude?
9. Can you suggest how empathy be enhanced in medical students?
10. Can you add something to the concept of the importance of the development of empathy in medical students?

Fig. 1  Steps of data analysis
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The thematic analysis procedure included six steps 
[34: pg 87]. The summary of the data analysis process is 
shown in Fig. 1.

Familiarizing with Data All the narrative data were thor-
oughly and repeatedly read with an open mind to gain famili-
arity with the data [36]. The objective was to explore the 
meanings of the experiences expressed in the data to extract 
new information instead of confirming what is already 
known [32].

Generating Initial Codes Initial meanings (codes) were gen-
erated across all the data. The codes were marked manually 
by making notes in the transcript and highlighting and labe-
ling text sections [36]. There was continuous focus on the 
research question, thus ensuring the relevance of the infor-
mation to the research question. A coding framework was 
generated from the data. The transcripts were reviewed to 
identify emerging patterns and themes.

Searching for Themes In exploring the relationship between 
codes, themes were developed to illustrate the process being 
studied [35–37].

Reviewing Themes A thematic map was developed after 
relating the themes to the generated codes [31].

Defining and Naming Themes The themes were named and 
clearly described. Finally, a report on the analyses related to 
the research question and relevant literature was produced [31].

Quality of Data

The Standards for Reporting Qualitative Research (SRQR) 
were used as a checklist to ensure that the essential elements 
of the study were illustrated [38]. In addition, the follow-
ing quality parameters were addressed (Fig. 2): credibility, 

transferability, dependability, and confirmability to ensure 
quality in qualitative research [35, 39].

Results

The participants expressed their views on the factors that 
affected their empathic behavior with patients and sug-
gested diverse ways to enhance empathy. The themes and 
sub-themes that emerged from the students’ narratives have 
been described. Individual themes have been supported by 
the direct quotations provided from the data. The grammati-
cal structure of the sentences has been left unchanged for 
the sake of authenticity. A summary of the themes and sub-
themes is shown in Table 2.

Theme 1—Influences on Empathy

Students described several factors that affected their 
empathic expressions with patients. Negative and positive 
effects have been described under three subthemes: work-
place culture, institutional culture, and students’ character-
istics (Fig. 3).

Workplace Culture

All the students agreed that they had fostered their skills 
to empathize with patients through face-to-face encounters 
with patients. However, they felt visiting the same wards and 
the same patients repeatedly hampered their empathy. Some 
students talked about hierarchy and felt that patients did not 
take them seriously. They further reported that occasion-
ally, they failed to express empathic behavior due to rude, 
abusive, uncooperative, or fearful patients. A few students 
felt that the overcrowded and noisy clinics hampered their 
empathic expressions with patients. Some students identi-
fied language as the primary barrier in expressing empathy. 

Fig. 2  Quality of data
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International students who were not fluent in the local lan-
guage failed to express empathy.

“It is challenging to empathise with those patients who do 
not understand your language. You can extract some fac-
tual information; however, you cannot build up an empa-
thetic relationship with the patient.” (Participant 10, p. 3).

Institutional Culture

Almost all the students agreed that most of their teachers had 
been highly instrumental in making them learn the correct 
empathic behavior towards patients. The students admired their 
passion, humility, and humanity. However, students described 
that a few teachers, especially the junior ones, were rude and 
impolite to patients. They felt distressed when teachers were less 
empathic with patients.

Students felt that their curriculum mainly emphasized 
the biomedical aspect and lacked psychosocial elements 
in patient management. They described that the pre- and 
para-clinical subjects were primarily theoretical.

“With all theoretical knowledge, I might become a good 
teacher but never a practitioner.” (Participant 7, p. 4).

Additionally, they indicated that the time constraints 
and academic load made them feel stressed. They 
expressed that they were less empathic during case pres-
entations or examinations. They felt rushed and stressed 
and preferred to spend lesser time with patients. Some 
felt low and less empathetic owing to strict discipline and 
lack of student support at school. However, most of the 
students felt motivated when encouraged by senior faculty 
members.

Students’ Characteristics

Most of the students contended that they were less empathic 
when stressed due to personal reasons, academic load, time 
constraints, burnout, and sleep deprivation. They reported 
that their mood changes due to several reasons affected 
their empathic behavior; however, that empathy decline was 
transient:

“If you’re having a bad day with your family, then 
that might come out on your patients because we’re 
more affected by our personal lives than our profes-
sional lives.” (Participant 6, p. 5).

Table 2  Summary of themes and subthemes

Themes Influences on empathy Empathy changes Enhancing empathy

Subtheme 1 Workplace culture Real patient encounters Curriculum remodelling
Patient contact Patient contact
Patients’ attributes Local language
Hierarchy Workshops
Language barriers Roleplaying
Physical environment Simulation-based learning

Stories and narratives
Case and problem-based assessments
Medical humanities

Subtheme 2 Institutional culture Self-confidence Stress management
Positive and negative role models
Curriculum
Examinations and assessments
Strict discipline
Lack of student support
Positive encouragement

Subtheme 3 Students’ characteristics Personal maturity Faculty development
Personal upbringing
Stress
Resilience
Mood changes
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Some students felt that the coping strategies learned 
during their childhood helped them develop resilience and 
empathic expressions with patients.

Theme 2—Empathy Changes

All the students noted that their empathic behavior had 
improved with time. In addition, most of the students 
agreed that they were more comfortable interacting with 
patients. The subthemes identified have been shown in 
Table 2.

Real Patient Encounters

Students agreed that it was through real patient encoun-
ters that they could improve their skills to express empathy 
towards patients: “I compare myself at the beginning of the 
second year, and now as a final-year student. When I interact 

with the patient, I’m a lot more confident and comfortable.” 
(Participant 5, p. 3).

Self‑confidence

Students also related empathy with self-confidence: “In the 
beginning, when I had to speak to patients, it was exceedingly 
difficult, mainly because I was incredibly nervous speaking 
to patients, and it was difficult to create that environment that 
was comfortable for both the patient and me. As the years 
went on, it was easier to relate to the patients, and it was 
easier for me to speak to them.” (Participant 3, p. 4).

Personal Maturity

Some students related empathy to their maturity level. One 
of the students commented: “It takes time to develop emo-
tionally. You develop empathy over some time when you 

Fig. 3  Influences on empathy
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start realising the need for it. When you see the situation of 
a patient, you realise the worth of it.” (Participant 7, p. 3).

Positive Role Modelling

Students felt that their empathy had improved only because 
of the positive role modelling by senior teachers. They 
mentioned that they learned empathy by observing them.

One of the students commented:

“I have no doctors in the family, so I came with 
zero knowledge, and whatever I came to know was 
because of our teachers and what I observed in the 
hospital through whatever they taught us. So, we 
only learn from them.” (Participant 6, p. 3).

Theme 3—Enhancing Empathy

Almost all the students felt that empathy could be 
enhanced by appropriate training. The subthemes identi-
fied from the narratives are shown in Fig. 4.

Curriculum Remodelling

Students suggested curricular remodelling to incorporate 
empathy as an essential skill to be developed in medical 
students. They suggested early clinical exposure, extended 
hours in the hospitals, exposure to diverse patients, and inclu-
sion of regional language as a special module in the official 
curriculum.

Students recommended that the institution should hold 
special workshops to impart empathy training. Some 
students suggested that such workshops should be held 
before the actual encounters with patients. Some suggested 
including role-playing, and some felt that the stories and 
narratives could also develop students’ empathy.

Most of the students were against simulation-based 
learning. One of the students commented: “You can 
understand the situation, but you can’t imagine or feel the 
patients' perspectives through simulations.” (Participant 
7, p. 5).

Students talked about the assessment of empathic skills. 
They suggested that assessments would motivate students 
to develop their skills. They recommended using case sce-
narios to assess empathic skills. Some students recom-
mended introducing medical humanities in the curriculum.

Stress Management

Some students suggested that the institution should organ-
ize activities to destress students. Some students expressed 
that the teachers should encourage empathy development 
through their behavior and interaction with students and 
other staff members.

Faculty Development

Some of the students indicated that their teachers should 
also be given training on enhancing empathy in medical 
students:

“Sometimes, teachers don’t know that the students 
are observing them. I think there should be counsel-
ling for teachers also. They should learn what are the 
things to be done in front of the students to increase 
their empathy with patients.” (Participant 8, p. 5).

Thus, the students recommended early patient contact, 
experiential learning methods, formal empathy training, 
and faculty development to enhance medical students' 
empathy.

Discussion

A large number of factors that influence medical students’ 
empathic behavior with patients were identified. Students’ 
views have illuminated several facets of the medical cur-
ricula that demand the attention of medical educators.

All the students agreed that they learned the skills to 
empathize with patients through direct encounters with 
patients. Studies have reported that the innate ability to 
empathize improves with learning experiences [24] and real-
life patient encounters [40, 41]. For developing a deeper Fig. 4  Enhancing empathy
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level of empathy, face-to-face interactions and real patient 
contact are exceptionally crucial [42]. Although students 
acknowledged that they developed their empathy by inter-
acting with patients, they felt visiting the same wards and 
patients repeatedly hampered their empathy. Studies reveal 
that empathy declines when medical students start regarding 
patients as cases rather than human beings [24].

Students reported that sometimes, they failed to express 
empathic behavior due to rude, abusive, uncooperative, or 
fearful patients. Similar results have been reported by sev-
eral researchers [8, 16, 24]. Literature reveals that empathic 
behavior is promoted by appreciative, cooperative, good-
natured, compliant, and positive-minded patients. In con-
trast, empathic expressions become more challenging with 
insulting, demanding, irritating, ungrateful non-compliant 
patients [16].

Students talked about hierarchy; they found themselves at 
a lower level in the hierarchical culture of the hospital [40, 
43]. Studies have reported that students fail to empathize 
with patients who are non-responsive because of hierarchical 
differences [24, 41]. Empathy is perceived as a cooperative 
process that necessitates the equal collaboration of both indi-
viduals [44]. Therefore, a lack of reciprocal response from 
complex, critical, insulting, or uncooperative patients can 
cause empathy decline in medical students.

Students identified language as the primary barrier in 
expressing empathy with patients. Researchers believe that 
the inability to understand the patient’s perspective or com-
municate the concerns due to the language barrier can cause 
failure to establish empathy [45]. Some students identified 
the unconducive local physical environment as a barrier to 
expressing empathy. Several studies have confirmed that 
in crowded clinics, students fail to express empathy with 
patients [16]. Empathy in clinical settings necessitates both 
endeavor and a conducive environment to achieve the best 
results [46].

Almost all the students agreed that they learned to empa-
thize effectively with patients from positive and caring 
role models [41, 47]. They felt distressed when owing to a 
shortage of time, or otherwise, some consultants paid less 
attention to the emotive state of the patient. These findings 
are congruent with many studies [16, 24]. Inappropriate 
role models either invoke cautionary responses or enhance 
empathy erosion [48]. Nevertheless, most of the students 
appreciated the role of teachers in making them understand 
the value of empathy. They felt motivated to express better 
behavior with patients when encouraged by their teachers.

Students felt their curriculum emphasized mainly bio-
medical knowledge. They reported that the psychosocial 
aspects were never considered; teachers emphasized theo-
retical knowledge and clinical skills. These findings concur 
with several studies [24, 49, 50]. The greater emphasis on 
theoretical knowledge and high curriculum load demotivates 

students from engaging in bedside learning; hence, they fail 
to empathize with patients [16]. Like the results of some 
studies [40, 43], a few students noted that the pre- and para-
clinical subjects were mainly theoretical. The lack of ade-
quate patient contact in those years was a lost opportunity 
to learn empathic skills.

Some students, however, identified the interrelatedness 
of empathy with academic skills. They determined that an 
empathic expression without factual knowledge was a futile 
attempt to help patients. Studies have shown that empathy 
is essential for accurate diagnosis and effective manage-
ment. Empathy enables physicians to understand more of a 
patient’s condition [27].

Students also described that they felt rushed and stressed 
during case presentations and examinations and preferred 
to spend less time with patients. Many researchers have 
described lack of time as a barrier to establishing empathic 
relations with patients [24, 40, 50]. Most of the students 
expressed that several personal factors influenced their 
empathic behavior. Some felt that the coping strategies 
learned during their childhood helped them to develop 
empathic expressions with patients. Literature supports 
these opinions; studies have shown that upbringing affects 
the development of empathy [51]. Students described that 
the workload, time constraints, burnout, sleep deprivation, 
examinations, and assessments made them feel stressed and 
less empathic. These results concur with the literature [30, 
52]. Although transiently, mood changes affecting empathic 
behavior were also described by some students. Researchers 
suggest that to provide empathic care, students should be in 
a positive state of mind [53]. They should adopt effective 
personal-care strategies and resolve stress to maintain their 
physical and mental well-being [54].

Several researchers have reported a decline in medical 
students’ empathy during their undergraduate education 
[16, 17, 21, 55, 56]; however, our students noted that their 
empathic skills had improved with time. They agreed that 
they could improve their empathic skills through real patient 
encounters and positive role modelling by teachers. Some 
students attributed empathy development to the attainment 
of self-confidence and personal maturity. These results agree 
with reports of several qualitative studies that also noted an 
increase in medical students’ empathy [8, 18, 20].

Almost all the students felt that empathy could be 
enhanced by appropriate training. They suggested curricular 
changes and addressing the barriers to empathy. Students felt 
that empathy should be taught like a skill [24]. Relating the 
significance of communication skills in expressing empa-
thy, students recommended that the institution should hold 
special workshops and seminars to improve their commu-
nication skills [57]. They suggested including role-playing 
in the training of students. Studies have reported improve-
ment in the empathic skills of students through role-playing, 
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case-based learning, problem-based learning, and simula-
tions [24]. They also suggested including clinical scenarios 
to learn the practice of empathy in a stress-free environment 
[16]. However, some students felt that case-based presenta-
tions would promote the concept of patients as ‘cases and 
not human beings. Alternatively, they recommended intro-
ducing medical humanities in the curriculum [8, 58]. Some 
students felt that stories and narratives could also be used to 
train students. Students said they enjoyed listening to teach-
ers’ personal experiences of dealing with patients.

Most of the students reported that the only way to promote 
genuine empathy could be by increasing contact hours with 
patients. They suggested early clinical exposure, extended 
hours in hospitals, and exposure to various patients. Students 
identified that they mainly developed empathy through real 
encounters with patients and that the other learning strate-
gies were not significantly helpful [24].

Students talked about the assessment of empathic skills. 
They suggested that the assessment of empathic skills 
would motivate them to develop such skills. These views 
of students concur with some authors' opinions who recom-
mended increasing the number of assessments of students’ 
empathic skills to counteract empathy decline in medical 
students [59].

Some students suggested that the institute should organize 
activities to destress students. Stress as a barrier to empa-
thy has been reported by several studies [24, 50]. Students 
recommended conducting workshops on regulating negative 
emotions, handling demanding patients, and neutralizing 
the negative influences on stress and burnout on empathy in 
medical students [44].

Some students indicated that teachers should also be 
given training on enhancing empathy in medical students. 
They felt that teachers should be encouraged to treat students 
and patients empathically and respectfully [60]. They also 
suggested that teachers should model their behavior with 
patients accurately to motivate and inspire medical students 
[24].

Students identified language as one of the barriers to their 
empathic behavior with patients; therefore, they suggested 
including teaching the local language as a special module in 
the official curriculum.

Strengths and Limitations of the Study

Strengths

This research has identified several factors that hinder or 
facilitate empathic development in medical students. The 
study results will enable medical educators to plan evidence-
based interventions to encourage empathy development in 
medical students.

Limitations

The opinions of medical educators regarding the influences 
on empathy development in medical students and their 
bedside behaviors could have been sought to gain a deeper 
understanding of empathy. In addition, large-scale, mixed-
methods studies involving students and faculty might help 
explore empathy and its determinants in greater detail.

Conclusion

This study aimed to gain insight into medical students’ 
perspectives on the development and influences of empa-
thy during their undergraduate training. The facilitators of 
empathy development are factors such as real encounters 
with patients, positive role-modelling and encouragement 
by teachers, self-confidence, personal maturity, and adequate 
time. At the same time, crowded clinics, the lower position 
in the hierarchical environment of the hospital, lack of pro-
ficiency in the local language, encounters with uncoopera-
tive and abusive patients, and negative role modelling by 
junior consultants hamper empathic expressions. Students’ 
views have illuminated several facets of the medical cur-
ricula that demand the attention of medical educators. Lack 
of formal teaching of empathy in the official curriculum, 
greater emphasis on biomedical aspects than psychosocial 
skills, lack of assessment of empathic skills, late clinical 
encounters with real patients, academic load, and negative 
role modelling by certain teachers are the institutional bar-
riers to empathy development.

The contextual issues identified in this research need to be 
addressed. Interventions to improve empathy should include early 
patient contact, removing barriers, providing student support, and 
incorporating formal empathy training in the curriculum.

Recommendations for Future Research

Longitudinal studies investigating the impact of personal 
development, institutional culture, and workplace culture 
on the empathic behavior of medical students during their 
undergraduate training can be conducted. In addition, quali-
tative studies exploring patients’ experiences and perspec-
tives on the empathic behavior of medical students can also 
help to conceptualize empathy from a broader perspective.
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