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Abstract
Background Little is known about the influence of patient-perceived healthcare provider empathy on patient satisfaction in the
setting of a hospital pain clinic consultation. The objective of this research was to examine the relationship between patient-rated
physician empathy and patient satisfaction after a single new pain clinic consultation.
Methods After institutional ethics committee approval, a sample of 140 adult patients completed a two-page questionnaire,
directly after a pain clinic consultation. This included a brief sociodemographic questionnaire, the Consultation and Relational
Empathy (CARE) measure and an overall satisfaction rating.
Results The sample, N = 140 patients, was balanced for gender and 80% of participants ranged in age from 30 to 70. Of these
patients, 80.7% had been living with chronic pain between 1 and 5 years. The data were deemed to be non-parametric and a
Spearman’s ranked order correlation analysis yielded a strong positive correlation between patient-rated physician empathy and
patient consultation satisfaction.
Conclusion Patient-rated physician empathy was strongly correlated with patient satisfaction in a pain clinic consultation. Patient
satisfaction plays a significant role in adherence to treatment and contributes to a positive working patient-physician therapeutic
relationship. This research supports the growing body of research citing the importance of investing in, promoting and developing educational programs for physicians and medical trainees to enhance empathic communication skills within the clinical
setting.
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Introduction
Empathy is a multifaceted construct, which incorporates the
ability to understand and share the feelings, thoughts or attitudes of another, and is an essential component of the patientphysician relationship [1–5]. Empathy in the context of the
clinical consultation has been examined through various channels including academia, empirical research, opinion pieces
and the broader media [6–8]. It has been found that empathy
is associated with patient satisfaction, treatment compliance
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and indeed the perception of a good interpersonal patientphysician relationship [9]. In addition the patients of empathic
physicians not only had better therapeutic relationships with
their doctors but also had improved treatment outcomes [10,
11]. The benefits of empathy for doctors have also been described, with greater levels of physician empathy associated
with decreased levels of medical malpractice and physician
burnout [12–14].
Chronic pain can affect patients in innumerable ways, ranging from compromised self-esteem, fraught personal relationships, lowered affect, hampered physical integrity and skewed
personal insight [15, 16]. Chronic pain is estimated to affect
over 35% of Irish adults. Of these, 12% were unable to work
as a result of their pain and 15% met the criteria for clinical
depression. The mean cost to the Irish state per chronic pain
patient is estimated at €5665 per year [17]. Chronic pain services in Ireland are far under-resourced [17]. It has been proposed that providing empathic care may positively impact on
the patient’s ability to explore their own experiences and
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psychological construction of their pain, as well as their mental resources, strengths and coping mechanisms [15].
Unsurprisingly, patient satisfaction has been increasingly
promoted and incentivised in hospital and health care
service-based initiatives [18–21]. With research in other fields
demonstrating the correlation between empathic physicians
and patient satisfaction, the last decade has seen an institutional move towards identifying the need for increased empathy
amongst clinicians and indeed towards improved teaching of
empathic communication amongst medical trainees [22, 23].
A systematic review of patients with lower back pain and
sciatica identified personalised care as one of the key factors
contributing to patient satisfaction [3]. Specifically, this study
noted that personalised care was closely aligned with the
health care practitioner’s interpersonal skills. Attributes such
as effective communication, a close patient-physician relationship and indeed empathy were valued most highly by patients
with chronic sciatica and lower back pain [24]. These studies
highlighted the importance of patients feeling respected, and
that their experience of chronic pain is recognised, acknowledged, affirmed and validated by their physician [24].
Empathy is a key element in patient-physician relationship.
Effective communication is essential to developing a positive
interpersonal relationship, building trust, encouraging treatment compliance and fostering an environment that can facilitate optimal medical decision making [25, 26]. To date, little
is known about the exact influence of patient-perceived
healthcare provider empathy on patient satisfaction in the setting of a pain clinic consultation.
This study aimed to examine the relationship between
patient-rated physician empathy and patient satisfaction after
single new pain clinic outpatient consultation. It is hoped that
results from this study will add to the body of research that
highlights the importance of empathy and its relationship to
patient satisfaction in the context of a pain clinic consultation.
This information may be used to improve the consultation
experience for these and future patients.

Methods
After institutional ethics committee approval, a sample of 140
adult patients completed a two-page questionnaire, directly
after a new pain clinic consultation. On arrival to the pain
clinic, patients were given an information sheet, ensuring confidentiality and a consent form by the co-investigator
collecting data. Patients were deemed eligible to participate
in the study if it was their first visit to the pain clinic, were at
least 18 years old, spoke fluent English and had capacity to
understand and comprehend and provide informed consent.
The physicians were aware of the existence of this study and
were aware that all patients would be given the option to
participate. All participants completed a short questionnaire
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booklet comprising measures of satisfaction, physician-empathy, pain rating and sociodemographic factors.
The main outcome of interest was patient satisfaction. This
was measured on a single-item Likert Scale from 0 to 10, with
0 being labelled as not satisfied and 10 being very satisfied.
This measure was based on that used by Menendez et al. [2]
who conducted a similar study looking at patient satisfaction
in hand surgery consultations. Patients were considered to be
satisfied with their consultation if they scored a 9 or 10 on this
Likert scale [27].
The Consultation and Relational Empathy measure
(CARE) is a 10-item questionnaire that captures the patient’s
perception of the physician’s empathic understanding and behaviour during the appointment. The Consultation and
Relational Empathy Measure (CARE) is a freely available
validated questionnaire. It consists of 10 items, each of which
is answered on a 5-point Likert scale, with response options
ranging from 1 (poor) to 5 (excellent). The consultation and
relational empathy scale has good internal consistency with a
Cronbach’s alpha coefficient reported of 0.95 [28]. In the current study, Cronbach’s alpha coefficient was .847.
Finally, an overall pain score rated between 0 and 10 was
provided and the sociodemographic survey captured variables
such as patient age, gender, employment status, pain diagnosis, living situation and years living with chronic pain.

Data analysis
Data were analysed using IBM SPSS Statistics (Version 25)
and were revised for missing data, accuracy and errors.
Descriptive statistics were initially used to explore the data.
Subsequently, inferential statistics, namely correlation analysis, was then conducted to explore the relationship between
variables of interest.

Results
The demographic profile of patients is presented in Table 1.
Approximately 160 new patients were eligible to participate
and were approached over the 8-week time period. One hundred and forty patients (N = 140) completed the questionnaires
and 20 patients declined to participate, yielding a response rate
of 87.5%. The demographic profile was balanced for gender
(male = 45% and female = 55%), a majority of participants fell
within the 30–50 years (31.4%) and 50–70 years (48.6) categories between 21.4%, 22.1% and 25% of participants respectively were either unemployed, employed or retired, the majority of patients (54.3%) were suffering from chronic back
pain and 80.7% of patients had been living with their chronic
pain between 1 and 5 years.
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Demographic questionnaire descriptive statistics

Characteristics

n

%

Age
< 30 years

20

14.3

30–50 years
50–70 years

44
68

31.4
48.6

70–80 years
80+ years

6
2

4.3
1.4

Sex
Female
Male
Employment status
Unemployed

77

55%

63

45%

coefficients for the CARE_total and Consultation Satisfaction
Scores were 1.00 and 2.706 respectively. Therefore, both
standardised skewness coefficients and standardised kurtosis coefficients were outside of the limits of normality, (± 1), and were
indicative of violations of the assumptions of normality [29].
A Kolmogorov-Smirnov test was also used to test for normality on the main variables CARE_Total and total satisfaction. In both instances, p ≤ .000, in this test significance suggests violation of the assumptions of normality. The shape of
the distribution for the groups can be seen in Figs. 1 and 2. As
such, non-parametric analysis, Spearman’s rank order correlation coefficient (i.e. Spearman’s rho) was performed to investigate the aforementioned hypothesis.

30

21.4

Volunteer position
Student

1
3

.7
4.3

Correlation analysis

Employed

31

22.1

Retired
Other

35
17

25
12.1

Missing

20

14.3

Male

273

48.1%

Female

291

51.3%

Back pain

76

54.3

Neck pain

31

22.1

Limb pain

19

13.6

Abdominal pain

11

7.9

Pelvic pain

3

2.1

A scatterplot presented in Fig. 3 for the two variables in question was generated to give an idea of the nature of the relationship between consultation satisfaction and CARE_total. It
was also used to check for linearity and homoscedasticity. The
scatterplot suggests that there may be a positive linear relationship between CARE_total and consultation satisfaction,
this implies that the higher scores of patient-rated physician
empathy, the higher the patients scores on overall satisfaction.
The shape of the cluster however, starts off narrow and then
becomes wider; this may suggest a violation of the assumption
of homoscedasticity.
The relationship between consultation satisfaction and
patient-rated physician empathy (as measured by the CARE
measure) was investigated using Spearman’s ranked order
correlation. Preliminary analyses were performed, and data
was found to violate the assumptions of normality and as such
this non-parametric test was implemented. There was a strong
positive correlation between the two variables, rho = .734, n =
140, p < 0.000, with high levels of patient satisfaction associated with higher levels of patient-rated physician empathy.
Despite a relatively large sample size, the large strength of
the correlation was determined based on Cohen’s (1988, pg.
79–81) parameters (small r = 0.1–0.29, medium r = 0.3–0.49
and large r = 0.5–1.0).
The coefficient of determination (correlation coefficient2 ×
100) was calculated to ascertain how much variance the two
variables share. After controlling for confounding effects,
patient-rated physician empathy helps to explain nearly
53.9% of the variance in respondents’ scores of consultation
satisfaction (see Table 2).

Gender

Pain diagnosis

Living situation
Spouse partner

94

67.1

Spouse/partner and children

3

2.1

Living alone

19

13.6

Other

19

13.6

Missing

5

3.6

Primary
Secondary

32
83

22.9
59.3

Third level

15

10.7

Missing

10

7.1

<12 months
1–5 years

22
113

15.7
80.7

> 5 years

2

1.4

Missing

3

2.2

Education level

Years of pain

Summary

Tests of normality
The standardised skewness coefficients for the CARE_total (−
1.334) and Consultation Satisfaction (− 1.77) scores were outside of the limits of normality. The standardised kurtosis

Following a Spearman’s rho analysis, the null hypothesis,
BThere is no correlation between patient-rated physician empathy and the degree of overall patient satisfaction with a pain
clinic consultation^ was rejected, allowing the alternative
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Fig. 1 Histogram of CARE_total
distribution

hypothesis that Bthere is a positive correlation between
patient-rated physician empathy and the degree of overall satisfaction with pain clinic consultation^ to be accepted. In the
following section, the results will be summarised and
discussed in relation to previous research and the clinical implications, the study’s methodological strengths and weaknesses and avenues for future research.

Discussion
There was a strong positive correlation between patient-rated
physician empathy and patient consultation satisfaction after a
chronic pain clinic consultation. After controlling for confounding effects, patient-rated physician empathy accounted for
53.9% of the variation in scores of consultation satisfaction.

Fig. 2 Histogram of consultation satisfaction distribution

The strong positive correlation between physician empathy
and patient consultation satisfaction as demonstrated in the
present study supports the existing literature citing the need
for patients to feel listened to, validated and understood—all
core components of empathic communication [10, 11, 15].
These findings can be translated into clinical practice; there
is a strong case for investing in, promoting and developing
educational programs for physicians and medical trainees to
enhance empathic communication skills within the clinical
setting [18–23]. Many universities including Harvard have
already begun to offer training in empathic communication
and compassion, whereby young doctors engage in peer discussions and workshops aimed at avoiding burnout and associated potential desensitisation towards their patients.
Exploring and enhancing such training modules in the university and hospital setting will hopefully equip and enable
healthcare practitioners to employ these skills from their
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Fig. 3 Scatterplot of the relationship between consultation satisfaction and CARE_total

earliest days of practice fostering empathic communication
and thus enhancing patient care [21–23].

Strengths and limitations
One the main strengths of this study is centred on its novelty. To date, there have been no studies conducted that
examine the relationship between patient-rated physician
empathy and overall patient consultation satisfaction in
the area of pain medicine. The exploratory nature of the
study may impact the direction of future research and the
teaching of empathic communication to those working in
the field. The large sample size N = 140 is also a significant
strength of this study design. Based on previous studies of
a similar research design, the present study has exceeded
existing sample sizes to date [2].
In relation to methodology, meticulous effort was taken to
avoid social desirability bias by ensuring a researcher
completely independent of the patients’ clinical care conducted the data collection. Patients were also ensured that their
responses would be made anonymous and would have no
impact on the execution of their clinical care. In addition,
patients were seen in clinic by one of four available practitioners: two pain consultants, a trainee pain registrar and one
specialist nurse practitioner. This allowed for results to be
Table 2 Spearman’s rho correlation between measures of consultation
satisfaction and patient rated physician empathy (CARE_total)
Scale

1

2

1. CARE_Total

–

.734

2. Consultation Satisfaction

.734

–

generalizable across the entire pain department as opposed
to being confined to one physician alone.
The use of a validated questionnaire to measure patientrated physician empathy contributed to the methodological
strength of this study. The Consultation and Relational
Empathy (CARE) measure has been used before in a similar
context [2, 28] and exhibited high internal reliability and validity in both the present and previous studies [28]. Having
been granted undisputed ethical approval for this project by
the University Hospital Limerick Board of Research Ethics,
no ethical issues were encountered throughout the execution
of this study; patients were for the majority happy to participate (87.5% response rate) and only cited time constraints as a
reason to decline participation.
As with all research, a number of limitations associated
with the study methodology have been identified. From a
methodological perspective, it was undesirable that practitioners were aware that all new patients would be approached
to participate in the study. This may have influenced the behaviours of the practitioners and encouraged uncharacteristic
empathic behaviours. In addition, physician empathy was
assessed subjectively from patients’ perspective rather than
relying on more objective measures of empathy from audio
or video recorded visits or witnesses. The present study did
not take into account if a friend or relative accompanied the
patient; the impact of the presence of another person during
the consultation could be examined in future study.
From a study design perspective, it must be noted that a
cross-sectional study cannot seek to establish a causal relationship between patient rated-physician empathy and overall patient satisfaction. It would be advisable in future research to
look at a longitudinal study of patient care, measuring pre and
post measured of patient satisfaction and patient-rated physician empathy.
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Conclusion
Patient care is becoming increasingly multifaceted,
encompassing not only clinical therapies but the patient’s
lived experience of treatment in the hospital setting. As emphasis grows on the role of patient satisfaction in clinical outcomes, doctors will have an increasing duty to offer their
patients not only the most efficacious medical treatments
available, but a holistic consultation and a listening ear. First
and foremost, as outlined in the literature above and exhibited
in this project, employing empathy in clinical practice will
benefit patients via better clinical outcomes and overall decreased morbidity. Physicians are afforded the benefit of happier patients who show greater adherence to treatment plans,
are less likely to miss clinic appointments and are less likely to
file complaints or issue legal proceedings. Finally, hospitals
and healthcare systems benefit via decreased demands placed
upon already limited resources.
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