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Abstract

Purpose Empathy is an important skill for physicians as it can lead to improved patient outcomes and satisfaction. This
study assessed self-reported empathy by medical students across all four years of medical school and potential differences
in empathy across students interested in different subspecialties.

Method All medical students enrolled at New York Medical College in August 2020 were invited to participate in this study.
Participants completed the student version of the Jefferson Scale of Empathy.

Results A total of 179 medical students participated. Mean empathy score in fourth-year students was significantly lower
than that in first-year students. Mean empathy score was greatest among students interested in Pediatrics and was greater in
participants who identified as women.

Conclusions Self-reported empathy may be lower in upper-year medical students when compared to lower-year students. The
potential reasons for lower empathy in the later years of training are discussed. A systematic curriculum for teaching and maintain-
ing empathy should be developed and uniformly implemented across medical schools to combat a potential decline in empathy.
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Introduction

Empathy can be defined as the ability to imagine and under-
stand the thoughts, perspective, and emotions of another per-
son [1]. Some individuals believe empathy to be a cognitive
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attribute, whereas others assert that empathy is either an
emotional characteristic or a combination of cognitive and
emotional functions [2, 3]. One thing is widely agreed upon,
empathy is a complex multi-dimensional concept that has
many components and steps [4, 5]. Clinical empathy, a term
used for the practice of empathy by healthcare providers,
goes further than the term’s basic definition and incorpo-
rates an individual’s ability to communicate an understand-
ing of the patient’s thoughts, perspective, and emotions to
the patient and check for accuracy, in addition to acting on
this understanding in a therapeutic manner [5].

Empathy is widely recognized to be an important character-
istic for healthcare providers to possess and is key to fostering
interpersonal relationships between patients and physicians.
Empathy has also been shown to improve both patient and
physician satisfaction, improve diagnostic accuracy, enhance
patient compliance, and have a positive role in clinical out-
comes [6-9]. As aresult, clinical empathy is an essential skill
that medical students must develop and maintain through-
out their training to succeed as a physician. As a skill that
likely has a significant cognitive component, empathy can
be enhanced through education [10]. Just like any other skill,
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continuous and deliberate practice is a substantial feature of
the training required to cement empathy in trainees [11]. The
literature suggests that there are several methods to train stu-
dents to be empathic healthcare providers, such as having stu-
dents write a reflective essay on their personal experience with
illness, or from the point-of-view of another individual with an
illness [10, 12, 13]. Another example of how empathy can be
taught is through experiential/simulated learning interventions,
such as simulations of auditory hallucinations via headphones
and a simulated experience of changes that occur during aging
including decreased mobility, loss of vision and hearing, and
decreased manual dexterity [14, 15].

Prior studies have shown that self-reported empathy lev-
els tend to decrease during medical school training [16-18],
which may be explained by several theories. One theory is
that increased emotional distress due to high workload and
expectations, burnout, and depression are all direct con-
tributors to a decline in empathy during medical training
[19, 20]. Another theory is that medical students may be
mistreated at some point in their medical school education,
leading to cynicism and what has been termed “traumatic
de-idealization™ [21, 22]. Due to the high educational
demands placed by medical schools on their students, for-
mally incorporating empathy training throughout the formal
curriculum has posed a challenge for many schools. Thus,
knowledge of when empathy is most likely to decline in an
individual’s medical school education is crucial in provid-
ing a timely intervention to prevent this decline and prefer-
ably increase empathy in students.

Based on existing research [16—18], as well as observa-
tions made by the investigators, we believe that an inverse
relationship may exist between duration of medical training
and self-reported empathy. Therefore, we sought to inves-
tigate this relationship in a population of medical school
students utilizing a self-report survey of empathy. We also
sought to investigate potential differences in empathy across
groups of students based on their specialties of interest, to
determine if individuals going into certain fields of medicine
report differing levels of self-rated empathy.

Methods
Study Participants

All medical students at New York Medical College
(NYMC), a private medical school in the northeast of the
USA, were emailed regarding participation in this research
study at the beginning of the 2020-2021 academic year.
A link to complete the Jefferson Scale of Empathy (JSE)
student version was sent to all students matriculated in the
M.D. program using Google Forms. Subjects were informed
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that participation in the study was completely voluntary and
responses were anonymous. Variables collected included age
group, gender, year of medical school, specialty of interest,
and JSE score. The results were accessed by the investigators
and data from the survey was entered into a preformatted
spreadsheet stored on password-protected computers. Par-
ticipants gave their informed consent by choosing to com-
plete the JSE and clicking submit after having been informed
of the risks, benefits, and details of the study in the initial
email. Surveys were open for a total of 4 weeks. There were
no exclusion criteria. This study was approved by the Insti-
tutional Review Board (IRB) of New York Medical College
(IRB Protocol ID: 12,956).

Assessments and Data Collection

The student version of the JSE was used to measure empa-
thy in study participants. The JSE is a 20-item self-rated
questionnaire which queries level of empathy using a
7-point Likert scale (1 =Strongly Disagree, 7= Strongly
Agree) and statements such as “Understanding body lan-
guage is as important as verbal communication in physi-
cian patient relationships,” “Physicians should try to stand
in their patients' shoes when providing care to them,” and
“Physicians should try to think like their patients in order to
render better care” [23]. Half of the survey items are posi-
tively worded and directly scored while the other half are
negatively worded and thus reverse scored. The maximum
score on the JSE is 140 and the minimum score is 20. Other
data collected as part of the JSE survey included gender, age
(grouped into categories that included <22, 22-24, 25-27,
28-30, 31-33, 34-36,> 36), year of medical school, and
specialty of interest. Of note, the JSE utilizes multiple sur-
gical subspecialty options for participants to choose from,
including “Surgery” (incorporating general surgery, trans-
plant surgery, trauma surgery, vascular surgery, colorec-
tal surgery, cardiothoracic surgery, undecided, and other),
“Neurosurgery,” “Orthopaedic Surgery,” and “Plastic Sur-
gery.” For the purposes of this study, all subcategories of
surgery were combined.

Statistical Analyses

The association between year of medical school and mean
JSE score was assessed using Spearman’s rho test, as the
year of medical school variable was not normally distrib-
uted. Independent samples ¢ tests were performed to assess
differences in mean JSE score between academic years,
gender, and specific specialties of interest compared to the
rest of the study population. Cohen’s d was calculated as
a measure of effect size for all independent samples #-tests
performed. Cohen’s classification of effect sizes was as
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follows: small (d=0.10 t0.39), moderate (d=0.40 to0.69),
or large (d>0.70) [24]. If an independent samples z-test
comparing mean empathy score across two different years
of medical school was found to be significant, an analy-
sis of covariance (ANCOVA) was performed to compare
the two means while adjusting for gender as a covariate,
a known modifier of empathy score [6, 25]. T-tests were
only performed for specialties of interest in which at least
ten study participants indicated an interest in pursuing a
career in that specialty. For any independent samples 7-test
comparing specific specialties to the rest of the study popu-
lation that was statistically significant, an ANCOVA was
then performed adjusting for gender and year of medical
training as covariates. In the analysis performed assessing
the difference in mean JSE score in those intending to pur-
sue a career in a field of surgery compared to the rest of
the study population, all surgical subspecialties were com-
bined into one group. All analyses were performed using
IBM SPSS Statistics Version 28.0 (IBM Corp, Armonk,
NY, USA). Data are presented as mean + standard deviation
(SD) unless otherwise stated.

Results
Study Population Characteristics

A total of 179 medical students across all 4 years of medical
school participated in this research, equaling a total response
rate of 21.3% (179 of 840 total medical students). Forty-
nine participants (27.4%) were in their first year of medical
school, 52 (29.1%) were in their second year, 46 (25.7%)
were in their third year, and 32 (17.9%) were in their fourth
year. One hundred nine study participants (60.9%) identified
as a woman, 68 participants (38.0%) identified as a man,
and two (1.1%) preferred not to indicate their gender. Based
on a chi-square analysis, the proportion of participants who
identified as a woman was not significantly different among
different years of medical school in our study population
(¥*=5.99, p=0.112). The most common age group in this
study was 25-27 years old (52%).

The most common specialty preferences among survey
respondents were as follows: undecided (n=49, 27.4%),
internal medicine/medicine subspecialties (n =20, 11.2%),
pediatrics (n=17, 9.5%), emergency medicine (n= 14,
7.8%), and surgery/surgical subspecialties (n=13, 7.3%)
(see Table 1 for a complete list of all specialties).

Mean JSE score in the overall study population was
119.6 +8.4 (92—-140). JSE scores were normally distrib-
uted in this study population based on a non-significant
Kolmogorov—Smirnov test (p =0.20) and Shapiro—Wilk test
(p=0.08).

Relationship Between Year of Medical Training
and Empathy Score

In a non-parametric correlational analysis, a significant negative
association was observed between years of medical school edu-
cation and empathy score (Spearman’s p= —0.217, p=0.004).
In an independent samples #-test, mean empathy score was
significantly lower in first semester fourth-year medical stu-
dents compared to first semester first-year medical students
(t=2.500, p=0.014, Cohen’s d=0.568, Table 2). A Cohen’s d
of 0.568 indicates a moderate effect size [24]. After correcting
for gender as a covariate using an ANCOVA, mean empathy
score was still significantly lower in fourth-year students when
compared to first-year students (F=5.45, p=0.022). Mean
empathy score in first-year students was 121.4+7.7 (100-135)
and mean empathy score in fourth-year students was 116.8+8.5
(102-140; Fig. 1 and Table 1). There were no other statistically
significant differences between mean empathy scores across
other years of medical school training (Table 2). The largest dif-
ference in mean empathy score in this study population between
two consecutive classes was between students beginning their
third year of medical school and students beginning their fourth
year of medical school.

Relationship Between Specialty of Interest
and Empathy Score

In this study population, students interested in pediatrics
(n=17) had a significantly higher mean empathy score com-
pared to the rest of the study population (#=2.139, p=0.034,
Cohen’s d=0.545, Table 2 and Fig. 2). This finding remained
statistically significant after adjusting for gender and year of
medical training (F=4.15, p=0.043). Mean empathy score in
the pediatrics subgroup was 123.7+9.5 compared to a mean
of 119.2+8.2 in the rest of the study population. No other spe-
cialty of interest that was assessed was found to have a signifi-
cantly different mean empathy score when compared to the rest
of the study population (Table 2 and Fig. 2). Participants who
indicated they were undecided in their choice of career specialty
did not have a significantly different mean empathy score com-
pared to the rest of the study population (Table 2 and Fig. 2).

Relationships Between Gender, Age,
and Empathy Score

In this study population, identifying as a woman was sig-
nificantly associated with higher mean empathy score
(t=2.887, p=0.004, Cohen’s d=0.446, Table 2). Mean
empathy score in those who identified as a woman was
121.1 +£7.6 compared to a mean empathy score in those
who identified as a man of 117.4+9.2. Age group was not
significantly associated with differences in mean empathy
score (F'=0.954, p=0.448) in this study population.
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Table 1 Study population
characteristics
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N (% of total) Mean JSE score +SD
Overall 179 (100%) 119.6 +8.4
Gender
Women 109 (60.9%) 121.1+7.6
Men 68 (38.0%) 117.4+9.2
Declined to answer 2(1.1%) 116.0+0.0
Age group
22-24 59 (33.0%) 121.0£8.2
25-27 93 (52.0%) 118.4+8.3
28-30 21 (11.7%) 120.3+9.8
31-33 3(1.7%) 121.0£2.0
34-40 1(0.6%) 128.0+N/A
41 and older 2(1.1%) 119.0+4.2
Year of medical training
Ist year 49 (27.4%) 121.4+7.7
2nd year 52 (29.1%) 120.4+9.4
3rd year 46 (25.7%) 118.7+7.4
4th year 32 (17.9%) 116.8+8.5
Specialty of interest
Anesthesiology 9 (5.0%) 117.1+£13.1
Dermatology 1 (0.6%) 129.0+N/A
Emergency medicine 14 (7.8%) 118.2+8.1
Family medicine/general practice 1 (0.6%) 106.0+N/A
Internal medicine/medicine subspecialties* 20 (11.2%) 118.0+8.5
Neurology 4 (2.2%) 126.8+7.7
Neurosurgery 3(1.7%) 122.0+£9.8
Obstetrics/gynecology 8 (4.5%) 119.8+7.3
Ophthalmology 4 (2.2%) 124.8+4.9
Otolaryngology 2 (1.1%) 129.0+£2.8
Orthopaedic Surgery 7 (3.9%) 122.9+6.3
Pathology 0 (0%) N/A
Pediatrics 17 (9.5%) 123.7+9.5
Physical medicine/rehabilitation 4(2.2%) 115.8+4.9
Plastic surgery 52.8%) 122.0+4.5
Preventive medicine 0 (0%) N/A
Psychiatry 10 (5.6%) 117.3+8.3
Public health 0 (0%) N/A
Radiology 6 (3.4%) 123.3+3.6
Surgery/surgical subspecialties** 13 (7.3%) 118.5+7.3
Urology 1 (0.6%) 112.0£N/A
Undecided 49 (27.4%) 118.2+8.2
All surgical fields combined®*** 28 (15.6%) 120.6+6.8

JSE Jefferson Scale of Empathy

*Medicine subspecialties include cardiology, critical care/pulmonary, endocrinology, general internal med-
icine, gastroenterology, hematology/oncology, infectious disease, nephrology, theumatology, other (options

as per the JSE)

**Surgical subspecialties include cardiothoracic surgery, colorectal surgery, general surgery, transplant sur-

gery, trauma/critical care, vascular surgery, other (options as per the JSE)

***Includes surgery/surgical subspecialties plus neurosurgery, orthopaedic surgery, and plastic surgery
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Table2 T-tests and ANCOVAs comparing mean scores across different years of medical school training, across different specialties of interest,

and between women and men

Comparison

Test statistic Effect size

Levene’s test for
equality of variance

p-value (* <0.05
considered significant)

Ist-year students vs 4th-year students t=2.500 Cohen’s d=0.568 p=0.014* F=0.013 p=0910
Ist-year students vs 3rd-year students t=1.706 Cohen’s d=0.350 p=0.091 F=0.263 p=0.609
Ist-year students vs 2nd-year students t=0.562 Cohen’s d=0.112 p=0.576 F=1.067 p=0.304
2nd-year students vs 4th-year students t=1.775 Cohen’s d=0.399 p=0.080 F=0.549 p=0.461
2nd-year students vs 3rd-year students t=0.980 Cohen’s d=0.198 p=0.330 F=2.146 p=0.146
3rd-year students vs 4th-year students t=1.067 Cohen’s d=0.246 p=0.289 F=0281 p=0.598
Women vs men 1=2.887 Cohen’s d=0.446 p=0.004* F=1.740 p=0.189
Pediatrics vs other t=2.139 Cohen’s d=0.545 p=0.034* F=2.033 p=0.156
Internal medicine/medicine subspecialties* vs other t=—0.939  Cohen’s d=—-0.223 p=0.349 F=0.066 p=0.798
Surgery/surgical subspecialties** vs other t=-0477  Cohen’sd=—-0.137 p=0.634 F=0.646 p=0423
All surgical fields*** vs other t=0.807 Cohen’s d=0.141 p=0.424 F=4.130 p=0.044
Emergency medicine vs other t=-0.647 Cohen’sd=-0.180 p=0.518 F=0.004 p=0.951
Psychiatry vs other t=-0.896  Cohen’sd=-0.292 p=0.372 F=0.001 p=0.970
Undecided vs other t=—-1360  Cohen’sd=-0.228 p=0.176 F=0.002 p=0.963

Bolded values indicate statistical significance

*Medicine subspecialties include cardiology, critical care/pulmonary, endocrinology, general internal medicine, gastroenterology, hematology/
oncology, infectious disease, nephrology, rheumatology, other (options as per the JSE)

**Surgical subspecialties include cardiothoracic surgery, colorectal surgery, general surgery, transplant surgery, trauma/critical care, vascular

surgery, other (options as per the JSE)

***Includes surgery/surgical subspecialties plus neurosurgery, orthopaedic surgery, and plastic surgery

Discussion

In this study, we observed a significant negative correla-
tion between years of medical school education and self-
rated empathy as measured by the JSE. Mean empathy
score was significantly lower among fourth-year medical
students when compared to first-year medical students. In
addition, mean empathy scores were significantly higher
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in individuals who identified as a woman and in students
who indicated they wished to pursue a career in pediatrics
in our study population.

The results of this research study support previous reports
that self-reported empathy may decrease during medical
school, particularly during the clinical years of training [16,
17]. In a study by Hojat et al., in which the JSE was admin-
istered to 125 third-year students at the beginning and end
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Error bars represent standard error of the mean.
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Fig.2 Mean empathy score across different specialties of interest. Error bars represent 95% confidence intervals

of the academic year, they observed a significant decrease in
mean JSE score that occurred after the third year of medical
school [26]. In a cross-sectional study by Chen et al., 81%
of medical students at Boston University completed the JSE
and mean empathy scores were lower in upper-year students
compared to lower-year students [27]. In a longitudinal study
by Newton et al., in which vicarious empathy (a visceral
empathic response) as measured by the Balanced Emotional
Empathy Scale was assessed at the beginning of each year of
medical school, it was observed that empathy declined sig-
nificantly over the course of medical school with the greatest
decrease occurring after the third and first years [18]. Taken
altogether, the result in our current study showing lower self-
rated empathy in later years of medical school education
is consistent with the existing published body of evidence.
Another finding from our study was the mean JSE score
was higher in those who identified as a woman. Higher
self-reported empathy among those who identify as a
woman is consistent with other published reports [6, 25].
In our study population, there was a higher proportion of
those who identified as a woman in the second- and third-
year student cohorts. As the differences in these gender
proportions were not significantly different in a chi-square
analysis, we believe the finding that self-reported empa-
thy was lower in the upper-year classes was not driven
by differences in gender proportions among these groups
in our study population. Furthermore, when gender was
controlled for as a covariate, mean JSE score was still
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significantly lower in fourth-year students compared to
first-year students.

In our study population, those interested in pursuing
a career in pediatrics had a higher mean self-rated empa-
thy score than other medical students. Other studies have
grouped students into those interested in “people-oriented”
specialties, such as pediatrics, versus “technology-oriented”
specialties [28, 29]. Many, but not all of these studies, have
reported a higher mean empathy score in students interested
in pursuing “people-oriented” specialties [28—30]. Newton
et al. observed that students pursuing what they termed
“core” specialties (internal medicine, family medicine,
obstetrics and gynecology, pediatrics, and psychiatry) had
a higher mean empathy score than students pursuing “non-
core” specialties (all other specialties such as surgery and
surgical subspecialties, anesthesiology, dermatology, neurol-
ogy, and radiology) [18].

In our study population, the majority of participants were
between 22 and 27 years of age. We did not observe a sig-
nificant difference in mean JSE score among different age
groups in our study population; however, there was not a lot
of variation in age in this study sample. In other published
research, cognitive empathy, the capacity to take the men-
tal perspective of others and to understand their thoughts
and feelings, tends to be higher in younger adults in their
20 s when compared to middle-aged and older adults [31].
Emotional empathy, the capacity to feel compassion or simi-
lar emotions to what another person is feeling, may not be
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different across age groups [31]. Thus, as most participants
in this study are young adults, they likely tended to start their
medical school education with higher self-reported empa-
thy than the general population. Having started at relatively
high levels of self-reported empathy, perhaps this allowed
for more room for change in a negative direction over the
course of their medical education.

Clinical empathy is an important skill for physicians to
develop and maintain to provide better patient-centered
care and improve clinical and patient-centered outcomes
[7, 8]. It is concerning that the current body of evidence
suggests that empathy tends to be lower in more advanced
students compared to less advanced students. Multiple theo-
ries have been postulated for why this phenomenon occurs,
especially during the clinical years. Increased exposure to
real-life morbidity and mortality during the clinical years
can lead to a de-sensitization effect in which students have
decreased emotional response to pain and suffering over
time [32]. Indeed, downregulation of sensory process-
ing elicited by perceiving pain in others has been shown
to occur in physicians with many years of clinical experi-
ence [32, 33]. Another theory that may explain the lower
empathy observed in more advanced medical students is that
students’ expectations about medical practice may be unre-
alistic going into their clinical training years [34]. Students
may enter the immersive learning environment of clinical
training with unrealistic expectations that most illnesses can
be cured, that there is always a clear “right thing to do,”
that all physicians and healthcare providers act in the best
interest of their patients and have no other influences, and
that once a treatment plan is in place it is easy for the patient
to follow it [34]. It is postulated that once a student enters
clerkship training and realizes that the reality of practice is
different from what they envisioned, this incongruence can
lead to significant stress and the utilization of defense mech-
anisms such as detached concern and decreased empathy
[35]. Another potential cause may be increased emotional
distress experienced during medical school due to factors
such as high workload and expectations, reduced perceived
quality of life, financial burden due to student loans, burn-
out, and depression [19, 20, 36]. Research has shown that
medical student debt levels are associated with decreased
overall well-being and poorer academic outcomes [36]. As
higher self-reported empathy has been associated with posi-
tive well-being, it is logical that medical students who expe-
rience diminished well-being have lower levels of self-rated
empathy [37]. Furthermore, practicing clinical empathy is an
effortful skill that requires a high level of cognitive capacity
and takes significant time and cognitive resources to practice
which can be hard to commit to and maintain with the high
workload of medical school [38].

This all begs the question, “what can be done to enhance
empathy in medical school?” Perhaps there are certain

strategies for teaching empathy and specific time points
within an individual’s medical education that can be tar-
geted to increase or at least prevent a decline in empathy in
medical students before they begin their careers as physi-
cians. As the largest decline in empathy may occur during
the first clinical year of training, the most successful tar-
geted approach may be to focus on enhancing empathy in
students immediately prior to and during their first clinical
year. Multiple methods for teaching and enhancing empathy
in medical school have been proposed and shown to be effec-
tive in increasing self-rated empathy levels in students, many
of which are well-received by students [10]. Some exam-
ples include exercises focusing on understanding patient
narratives such as writing exercises, drama exercises, and
experiential learning/simulation exercises. In a review on
empathy and how it can be sustained during medical school
clerkships, Benbassat and Baumal propose two changes
they believe can significantly enhance empathy [4]. First,
they emphasize the importance of teaching and reinforcing
the patient-centered interview technique, as opposed to use
of the disease-centered interview. This includes promoting
strategies such as letting the patient talk without interrup-
tion, use of mostly open-ended questions at the beginning
of the interview, and directly asking the patient questions
such as “What is bothering you the most?” or “How does
this make you feel?” The authors argue that an effective
patient-centered interview encourages the patient to share
their concerns and sources of distress, which is necessary
for the physician to achieve clinical empathy. Second, the
authors propose a reimagining of core clinical training from
a primarily hospital-based setting to one that includes more
primary care, home care, and hospice care settings. They
assert that these settings are more conducive to promoting
empathy as there are more opportunities for students to build
longer-term relationships with patients and directly observe
how illness can impact patients’ everyday lives.

One limitation of this current study is that students from
only a single medical school were sampled, thus limiting
the generalizability of these results to other schools in dif-
ferent regions, countries, and continents. Furthermore, only
21% of students at this medical school agreed to participate
in this research study by completing the JSE. Our response
rate of 21% and sample size of 179 participants is smaller
than many other studies on this topic. Participation bias in
our sample must be considered, in which individuals who
agree to participate in research are likely to dispropor-
tionately possess certain characteristic traits, which may
include traits related to empathy. In addition, data collection
occurred during the COVID-19 pandemic, which limited
some clinical exposure in that third- and fourth-year students
were removed from the clinical setting from March 2020
until June 2020. Decreased face-to-face time with patients,
peers, and supervisors may have contributed to reduced
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self-reported empathy; however, we do not suspect that the
observed findings from this study were largely COVID-
related as the majority of clinical rotations in the 2019-2020
academic year were not affected by the pandemic as it began
late in the academic year. Additionally, survey responses
were collected after resuming in-person clinical rotations.

Response bias must also be kept in mind, as study partici-
pants may tend to respond inaccurately or falsely to ques-
tions on self-reported questionnaires. However, a strength
of this current study is the use of a well-validated tool for
measuring empathy, the Jefferson Scale of Empathy (stu-
dent version). Despite being a self-rated questionnaire, this
measurement tool has been used in many research studies
across a wide range of populations and is considered to be an
accurate measurement tool for empathy [25, 39]. The cross-
sectional design of this current research study restricts the
ability to infer causation from correlations observed in this
study. However, as data were sampled from students in all
four years of medical school, it offers an aspect of multiple
time points in medical school education to this research.
Finally, the analyses of differences in empathy across spe-
cialties were limited by relatively small subgroups sizes, as
there were twenty different options for specialties to choose
from which significantly spread out the total sample. For
example, the subgroup of students in this study who indi-
cated an interest in pursuing psychiatry comprised of only
ten students.

Conclusion

Empathy among medical students tends to be lower in
upper-year medical students compared to lower-year stu-
dents. This is concerning as clinical empathy is considered
a core component of medical professionalism and can lead
to improved patient outcomes and patient satisfaction with
the healthcare system as well as improved physician job sat-
isfaction. Creation of a standardized empathy curriculum
for medical schools, targeted immediately before and during
the clinical years, may be the most effective intervention to
prevent a decline in empathy among medical students during
their training. Multiple methods for teaching and enhancing
clinical empathy in medical students have been shown to be
effective and are well-received by students. However, more
research is needed to determine which methods are the most
effective and produce the longest-lasting effects on enhanc-
ing empathy. Therefore, the authors believe that medical
schools must place a greater effort on teaching and enhanc-
ing clinical empathy in students to benefit future patients
as well as the well-being of the students throughout their
professional careers.

@ Springer
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