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ABSTRACT
Empathy is essential to the successful process of therapy. The
purpose of this study was to investigate and describe the process of
empathy and the many complexities involved. The essential threads of
the process were shown in each of the models, the aesthetic, existential
model, social model, psychoanalytic, client centered, learning, and
physiological model. The manner in which the threads were woven into
the model differed in complexity and design. The various fabrics all
described empathy from different points of perspective.
The aesthetic model ,fEinfuhlungM describes empathy as a process
of mirroring the object, in such a manner that it becomes difficult .to
discern the division between the two. Existential empathy "Umfassung"
accentuates and appreciates individual identity and bridges the gap via
sharing.
It dismisses the loneliness and replaces it with the feeling
states of security, affection, and relief. The social model is more
descriptive of the development and its relationship to other people.
The basic model initiates with a role taking perspective and expands into
a mutual exchange which results in the dropping of all roles and facades.
The psychoanalytic point of reference describes a sequential process.
The stages in the sequence seem to encapsulate various aspects of the
other models such as the identification (aesthetic), the introjection
and projection (existential), and a cognitive process which is involved
in social empathy. The client centered definition is unique in that the
intrapsychic experience is not clearly defined. However, the communica¬
tion of that experience to the individual involved is crucial. The
emphasis is on the interaction between the parties. The learning theory
model uses the social model of the role taking as its foundation.
Instead of expanding on the extension of the role taking, it describes
the preface to the role taking, a cognitive schema, which determines
empathy.
The psychophysiological model describes the somatic corre¬
lates involved in this process. All models differentiate empathy,
Einfuhlung, from a similar process sympathy, Mitfuhlung.
In sympathy,
the emotion is triggered out of the needs of the empathizer, so it
cannot be completed in the empathizee.
In empathy, the need arises out
of the other individual (empathizee) and is projected and satisfied by
the individual empathizing (empathizer).
Empathy has a diagnostic function in therapy in that its absence
indicates various degrees of psychological impairment. It has a prog¬
nostic function in that the outcome of therapy is contingent upon its
presence. There have been attempts to harness this variable by teaching
it to those in the helping professions. Due to the immense complexity
of the process, solitary properties have been increased, but the designs
have failed to augment the gestalt of the empathic process. Some cap¬
ture the role taking aspect, but isolate it from a relationship. Others
focus on the predictive aspect, but reciprocol communication is absent.

Chapter I

Introduction

Empathy has been described as one of the pivots upon which
therapy revolves in counseling, client centered therapy, psychoanalysis,
and even the school of learning theory.

Krumboltz (30:7) states that,

"It is absolutely essential that a counselor empathize with his client."
He felt empathy was necessary, but more was needed in counseling.
Rogers, a client-centered theorist, has described empathy as a
"necessary and sufficient condition for therapeutic change (43:98)."
The late psychoanalyst Fromm-Reichman felt the success or failure of
therapy was greatly contingent upon the empathic quality of the rela¬
tionship between the psychiatrist and the patient.

Fenichel felt

analysis was not merely interpretation but "an intense empathy with the
personality of the patient (20:26)."
Wolpe admits to the importance of empathy.

He states, "Whatever

measures are decided on, it is of first importance to display empathy
and to establish a trustful relationship (60:28)."

Eclectic therapists

such as Daane and Schmidt have stated that empathy is perhaps one of
the most important factors in the counseling process (15:129).

Accord¬

ing to Fiedler, empathy is the common core in successful therapy
independent of the differences in techniques or orientation (22).
Kaplan feels that empathy "is one of the major qualities of a
successful therapist (27:838)."

Passons feels counselor effectiveness
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is measured by empathic sensitivity (36:440).

Both Truax (56) and

Reddy (40), as well as Carkhuff (10), have incorporated empathic
understanding as the measure of counselor effectiveness in their
research designs.

It seems that empathy is essential, both to the

relationship and to the therapist.

It is essential to any successful

process.
Bergin and other researchers have found that psychotherapy can
produce improvement beyond that which may come about due to spontaneous
remission (3:237).

Some studies suggest the level of empathy is

related to the outcome of constructive personality change (53:258).

In

many client-centered studies, measures of empathy have correlated higher
with outcome than has warmth or positive regard (2:192).

Cartwright

and Lerner reported that "empathic understanding of the patient by the
therapist is directly related to the degree of improvement in the
patient with psychotherapy (11:140)."

Psychotherapy may also be a

causal factor in client deterioration (3:237).

Bergin (4:477) and

Truax (56) found evidence of low empathy being related to client
deterioration.

Empathy not only enhances the therapeutic process, but

its absence is deliterious.
Because of the powerful position empathy holds in the thera¬
peutic process, there have been many attempts to operationalize it and
implement it in the therapeutic situation.

It has both diagnostic and

prognostic functions in the therapeutic milieu.

There also have been
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attempts to teach empathy as a social and therapeutic skill.

Reddy

(40) and Truax (56) have attempted to augment this process by means of
instruction.

Other researchers, such as Patterson (37) and Arbuckle

(2), feel the didactic approach is not suitable and suggest other ways
of assisting this process.
In spite of the importance of the empathic process, there has
been little attempt to understand it. Host of the research attempts to
quantify and operationalize the empathic process as a single variable
or construct.

It seems to become immersed and undistinguishable from

similar processes such as sympathy, projection, identification, and
roleplaying.

Statement of the Problem
The purpose of this study will be to survey the research on the
empathic process and show some of the complexities involved.

Particular

emphasis will be placed upon the significance of empathy in therapy and
therapeutic outcome and the positive and negative factors involved in
researching and quantifying this process.
The following questions are to be considered in Chapter II.
What are some of the empathic models and the complexities
involved?
What is it*s importance in individual development and therapy?
Is this a process that can be taught?
Is this a process which can be researched and quantified?
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Procedure
This study will consist of a review of the research both past
and current concerning the major components of the empathic process.
Professional journals and books in the field of psychology, psychiatry,
and counseling were used.

Limitations
Articles and books from 1936 to 1973 were the primary sources
of information.

Most of these were obtained in the library of Montana

State University.

Some were obtained from the library of Northeastern

Illinois State University and Northwestern in Evanston, Illinois.

Definition of Terms
The concept of empathy is not a discrete variable, but can be
considered on a continuum.

It must be looked at as a multidimensional

process which involves similar terms which are included in the empathic
process but are not to be equated with empathy.

Rogers* definition of

empathy is "to perceive the internal frame of reference of another with
accuracy and with the emotional components and meanings ... as if one
were the other person, but without ever loosing the *as if* property
(44)."

For purposes of this paper, Rogers' definition of empathy, when

present in a relationship between two individuals, shall serve as the
definition of reference in this paper.
Sympathy may appear to be similar to empathy, but dynamically
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is very different.

In sympathy, there is a parallel between the

individual and the one with whom he sympathizes.

The distance between

the two individuals is due to the judgmental properties in the rela¬
tionship.

The sympathizer distances himself by evaluating the situation.

An emotion, not part of the communication conveyed by the other
individual, such as pity, may come into play.
The two individuals are not equal in the sympathetic relation¬
ship.

The sympathizer is placed in a superior position by his judgmen¬

tal assessment.

The individual he is sympathizing with is cast into

an inferior position because he is being judged.

This process causes

a perpetration of the emotion being expressed by the sympathizee.

He

feels lower, and more out of control, because he perceives the control
to be in the hands of the sympathizer.
In empathy, there is no parallel, but a convergence (28).
There is no distance between the two involved in this relationship,
because there is no judgment.

The empathizer accepts the experience

of the empathizee—he is perceiving as the other individual.
no distance.

There is

What emotion expressed by the empathizee is completed

by the empathizer.

The empathizer becomes an extension of the empa¬

thizee for they are both viewing the experience with the same eyes.
The same eyes see the same things and cannot judge, but accept.
Identification is a permanent, perceived similarity one
individual feels he has with another.

If one looses the "as if"
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quality in Rogers' definition of empathy, then the state is identifi¬
cation (47:1).

Theorists, such as Reik (41) and Katz (28), feel

temporary identification is part of the process of empathy.
Projection is the attribution of one's own wishes, attitudes,
and behavior to someone or something outside oneself.

In the psycho¬

analytic model of empathy, projection is a part of the empathic
process (41).

However, projection is a temporary phenomenon in the

empathic process.
Roleplaying is an attempt to mimic or imitate the behavior,
attitudes, or beliefs of another, for purposes of understanding or
demonstration.

Roleplaying does not require a relationship, merely a

brief encounter.

Summary
The investigator discussed the importance of the empathic
process as a determinant of the outcome of therapy.

The point was made

that although there is no dispute as to the importance of empathy—
there is much confusion as to the primary components of this process.
This lack of clarity has lead research to adapt various and sundry
definitions and constructs of empathy.

The goal of this paper is to

describe and clarify some of the aspects of the empathic process and to
describe the feasibility of this concept in research.

Chapter II

Review of Literature

This paper will describe and examine the empathic process.
Since empathy is such a multidimensional concept, no attempt will be
made to arrive at a static definition.

Because of the complexity of

the nature of topic, a single definition is not possible, "A given
communication may be empathic in one instance and not in another

. . . . (24:329).”
The first section introduces the basic empathic models from a
multidimensional point of view.

The second section describes the

empathic development, as it temporally occurs.

The third section deals

with empathy’s diagnostic and prognostic implications to therapy.

The

fourth section illustrates the hypothesis of empathy as a skill.
Although it is not the purpose of this paper to review methodologies,
some major research designs will be discussed.
with empathic constructs in research.

The fifth section deals

The last section is a summary.

Empathic Models
Seven models of empathy will be discussed.

These will describe

empathy from many perspectives—aesthetic esistential, social psycho¬
analytic, client-centered, the learning model, and the physiological
model.

These models increase in complexity and dimension.
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An aesthetic model of the empathic process.

Theodore Lipps, a

German psychologist, was the first to extensively describe this process.
The term he used was "Einfublung,” and he confined his description to
the empathic process to the aesthetic experience.

Lipps described a

unique fusion when viewing a work of art. "Empathy means feeling oneself
into the aesthetic object (31:381)."

Lipps feels that the ego of the

observer and the object becomes as one entity.

"There is no separation

between my pleased ego and that with which I am pleased, in it both are
one and the same self, the immediately experienced ego . . . (31:376)."
The unity is so complete that even sense feelings represent a division
between the object and observer.
The enjoyment of an object ... is not an object but myself
.... The feelings of my bodily states must . . . dissappear
from consciousness to the degree in which I am engrossed in the
contemplation of the esthetic object (31:381).
Wyman, a philosopher, describes a concept he terms "creative
interchange" which seems to parallel the process and unity of aesthetic
empathy.

He defines it as an interchange which creates in those who

are a part of it an appreciative understanding of the original experi¬
ence of another (61:22).

"The other aspect [of creative interchange]

is the integration of what one gets from others in such a way as to
create progressively the original experience which is oneself (61:23)."
What Wyman seems to say is that the creative interchange or esthetic
empathy allows one to experience the uniqueness of each individual,
while simultaneously experiencing ourselves.

It seems similar to the
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experience of a commonality or brotherhood.

Wyman goes on to say that

creative interchange (aesthetic empathy) is possibly the basis of
ethical behavior.

"Creative interchange is going on all the time where

human beings are associated, otherwise they cannot recognize that the
other individuals share a subjectivity (61:52)."

An existential model of the empathic process.

From the exis¬

tential frame of reference, the empathic process takes on a little
different hue.

Lipps or Wyman’s description would be too encompassing.

The existential mode of empathic understanding termed "inclusion" or
"Umfassung" differs from the aesthetic model.
nondelineation of the self.

"Inclusion denies the

An individual retains his own identity and

reactions in the existential concept of empathy (28:39)."

Katz cites

Murphy’s description of existential empathy as similar to experiencing
something in common with another person and then jumping over to his
side and experiencing it again—from the other person’s perspective
(28:8)."
vanKaam, an existential therapist, did a study in which he
investigated this experience.

He requested 364 subjects to describe

as fully as possible what it felt like to feel "really understood."
Most subjects (91%) felt a part of this experience was in a coexperi¬
encing what things meant to them (58:69).

vanKaam defined "coexperi¬

ence" as "sharing at an emotional level the experiences of the subject
understood (58:70)."

In an existential reference, sharing is necessary,
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while from an aesthetic point of view, experiencing is required.
Feeling relief from experiential loneliness was said to be involved
(89% of the subjects) as well as feeling safe in the relationship with
the person understanding (91% of the subjects cited this).

Experien¬

tial loneliness was defined by vanKaam as being alone in certain
inner experiences (58:70).

A feeling of satisfaction and relief was

concommitant to the experience of empathy as described by 99% of his
subjects.

From an empathic relationship comes the dismissal of lone¬

liness and the feeling state of safety and warmth.
It would seem that in aesthetic empathy an individual experiences
a feeling of commonality with other human beings.

In existential

empathy, he shares this feeling with others.

Social empathy.

From a social point of view, empathy seems to

develop from genetic states (8:63; 13:170).

Social psychologists see

the empathic process as adaptive, rather than reactive, geared toward
specie survival (28:78).

Sullivan feels that an infant can perceive

and experience the emotions of his mother, particularly anxiety (52).
Primitive empathy sets off a reflex response similar to a contageon.
Cooper cites Piaget as describing the process in this manner (13:170).
The basic dimension of infant empathy is the acknowledgment of an
emotional message from another person.
young child also cries.

When an adult cries, a very

The child*s ego boundaries are almost fluid,

so a physical response occurs (13:169).

Olden feels that "the earliest
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experience of unity with the world and mother may be the root and
pattern of later feelings of comfort when empathic contact is made and
discomfort when it is not achieved (35:114)."

Thus, empathy is a

conveyor for both positive and negative emotions.
Later, a clear refinement occurs.

There is a modification of

the primitive empathic response (13:174).

Empathic awareness at this

early stage is very different from the stage of "relativistic" empathic
development (7:108).

Bork cites Piage who describes relativistic

empathic development as the ability of one person to put himself into
the place of another, roleplay.

The secondary processes and language

becomes developed and the empathic response becomes more indirect.
George Mead feels that the identification aspect is important
but also feels that empathy "cannot take place among living forms in
which there is not a capacity for putting oneself in the place of the
other through communicating in a system of gestures which constitute
language (33:302).

Cottrel feels that empathy is the basic process

in all social interaction and is the basis of socialization (14:374).
Behaviors become more complex and the individual acquires more roles.
Bork feels empathy goes through a succession of hierarchial stages,
which parallel the development of the child (7:108).

Simple role

taking expands and develops into a process, which is, according to
Dymond, the "imaginative transposing of oneself into the thinking,
feeling and acting of another so structuring the world as he does (16:
230)."

12
Harris describes the empathic process at its consummate expres¬
sion as the abandoning of artificial roles.

He describes this as '’game

free intimacy," which is a mutual and reciprocal communication between
individuals operating out of the same ego state.

Since the individuals

are in the same ego state, there is no need of roles or defenses
because "there is an absence of fear (25:124)."

Thus, the giving and

communication is based on acceptance, rather than on identification.
There is a fluid exchange between the two parties, and in each party.
In each party there is a fluid transition between the adult and child
ego states, which makes this process doubly (2x) dynamic.

A psychoanalytic point of reference.
to view empathy as a sequential process.

Most psychoanalysts tend

The first part of the sequence

seems to be a special type of identification (41:351; 50:26; 24:32).
This seems to be the more affective phase of empathy.

In this stage,

identification occurs whereby the individual is being-at-one-with-theother.

This is parallel to aesthetic empathy.

Reik states we

momentarily change ourself into and become that person (41:361).
empathy, this is a very temporary experience.

In

This point differentiates

empathic identification from the more permanent defense mechanism of
identification.

Stewart feels that this identification in empathy is

deliberate, whereas in the defense mechanism identification is a
reaction, rather than an intended response to the situation (50:36).
This identification is just a little "taste" of the dinner, so that the
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analyst can know what the patient is "eating" (41:466).
After the identification, the empathic individual takes the
ego of the other into the self.
be compared to inhaling.
the self.

This is termed introjection and could

Then, the transformed ego is ejected outside

This is termed projection and continuing the above analogy

is similar to exhaling (41:362).
The next phase appears to be the more cognitive phase of
empathy.
36)."
other.

Stewart describes this as "consciousness of difference (50:

He defines it as knowing that one is relating oneself to the
Learning in this phase can occur.

This contributes to the

understanding and personal identity for both individuals.

Stewart

feels this phase of empathic process could be the main path to our
knowledge of other people (50:36).
Fox describes a similar process as "critical scrutiny."

In

this scrutiny, the analyst intrapsychially tests the consequences of
alternative communication on the introjected patient.
model in himself (24:325).

He has this

Stewart and Fox seem to suggest that the

interaction between the affective and cognitive components lead to a
type of insight.

In the empathic role, in the psychoanalytic model,

the analyst initiates the process of self exploration as if he were
the patient himself, then disengages himself from the process.

In

the next model, client centered, the therapist completes the process
with the client.

Empathic understanding, client centered model.

Empathic under¬

standing, sometimes termed "accurate empathy," occupies a key position
in the therapeutic process (56:28).

Shapiro feels that it is the pivot

upon which the therapy balances (48:88).

Accurate empathy is defined

by Truax as the ability "to perceive and communicate accurately and
with sensitivity the feelings of the individual and the meaning of
those feelings (56:284)."

At the higher levels of empathy, the

therapist almost mirrors the clients full range of feelings in their
exact intensity.

Truax feels that such understanding means the

therapist has successfully identified with, the internal frame of
reference of the patient.

"To be
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inside* the client, and yet to remain

'outside* lets the therapist sense the meaning . . . without being
overwhelmed by the experiencing (56:285)."
Rogers' definition is very similar to Truax.
The state of empathy of being empathic, is to perceive the
internal frame of reference of another with accuracy, and with
the emotional components and meanings which pertain, there to,
as if one were the other person, but without ever loosing the
*as if condition (43:101).
Rogers feels that the empathic process does not require the therapist
to experience the same feelings as the client, but to perceive them as
the client (44:29).

This contrasts the psychoanalytic model which does

make that requirement.

He feels that the therapist concentrates "his

whole effort" upon achieving a deep understanding of the private world
of the client (42:87).
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Communicating this perception in a language attuned to the
client’s feelings is a critical aspect of the empathic process from a
client-centered frame of reference (56:276).
this is vital to the process.

Rogers also feels that,

He states that "unless some communication

of these Iempathic] attitudes has been achieved . . . the therapeutic
process could not by our hypothesis be initiated (43:99)."

In the

client centered model, empathic understanding requires total inter¬
action between the two people in the counseling relationship.

Empathy from a learning theorist’s framework.

Learning

theorists describe empathy in much the same manner as social theorists.
Learning theorists feel empathy involves the ability to take the role
of another, but certain conditions affect this ability.
tions are the result of learning.

These condi¬

Stotland cites Aronfreed's 1968 study

which attempted to show that empathy in children can be treated as a
special case of associative learning (51:11).

Stotland feels the

"social schema," a cognitive structure relating positions in a relation¬
ship, determines empathy (51:42).
Stotland describes Aronfield's study which used six to eight
year olds as subjects.

The subjects were given a choice of pressing

one of two handles on each of a number of training trails.

One handle

led to the receiving of candy, the other handle led to the illumination
of a red light.

In the experimental condition when the light went on,

the experimenter showed many signs of joy and was warm and affectionate
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to the child.

In one of the control conditions, the experimenter

showed signs of joy when the light went on but was not warm to the
child.

In the other condition, the experimenter was warm and affec¬

tionate to the child but did not show any joy.
The child was to make a series of choices between the two
levers.

Thus, the only potential reward for the childfs pressing the

non-candy lever was the experimenter1s joy.

It was found that the

children in the experimental condition were more likely than those in
the two control conditions to choose to give the adult a pleasurable
experience.

In short, "the adultfs pleasurable experience had acquired

rewarding qualities for the children, mainly after it had been associated
with the ’primary1 reward of receiving affection (51:11)."

Aronfreed

did not measure empathy itself, but felt an empathic process occurred
in the children.
Stotland did research investigating schemas.

He felt that the

perceptual sets subjects take in observing another does influence the
degree of empathy with the other party (51:39).

Stotland felt that

"empathy is the result of a cognitive or symbolic process (51:31)."
One design involved inducing three different perceptual sets.

The

first set was that, as the subject observed the other, he would
imagine how he himself would feel if he were in the other’s position
(imagine-self condition).

The second set was that the subject would

imagine how the other person felt (imagine-him condition).

The third
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was that the subject would watch the other personas physical movements
very closely (watch-him condition).
Three levels of affective experience were given to a model.
The subjects were in the proximity of the model.

Empathy as defined by

this experiment meant a more negative emotional reaction by the subject
when watching the model undergoing pain than when watching him receive
a neutral treatment.

An empathic response would involve a more

positive emotional reaction when watching the other undergo a pleasur¬
able experience than when seeing him receive the neutral treatment.
Physiological measures were used, such as vasoconstriction and
palmar sweat.

Vasoconstriction, constriction of the capilaries, is

considered to be a reflection of general and emotional arousal.

Palmar

sweat, also a valid measure of emotional arousal, is particularly
significant to negative emotion (51:40).
The data Stotland collected indicated that the subjects were
clearly able to perceive the difference between the painful, neutral,
and pleasurable conditions at the .01 level.

As hypothesized, imaging

the other's position does seem to lead more directly to empathy,
according to Stotland at the .05 level (51:39).
He found that "just watching" the other person appeared to
reduce him to the status of a thing, an "it."

Subjects given the

instructions to just watch were less physiologically aroused, empathized
less (51:40).

Stotland does not feel that empathy is a mechanical
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undertaking.
The present results suggest that a psychotherapist cannot
deliberately empathize in the sense that he can direct himself
to emote. On the other hand, he can allow empathy to occur by
taking on the appropriate mental set imaging himself in the others
situation (51:40).
Stotland feels that empathy is blotted out when a subject becomes
concerned with his own needs (51:123).

Empathy: A psychophysiological model.

Efforts have been made

to relate specific psychological processes to physiological responses.
Kohler believes mental and physical behavior is highly related.
Perception of the physical gives us direct contact with the mental
processes being expressed (29:235).

Vanderpool and Barrett attempted

to measure the physiological correlates of empathy.

They defined

empathy as "the capacity of the individual to participate in another
persons1 feelings and ideas, to assume anothers1 internal frame of
reference (59:462)."
The measure of empathy used in this design was a predictive
type in which the subjects were required to match patients* responses
to emotional and personality inventories.
to patient tapes.

The subjects also listened

These physiological responses were recorded:

Electroencephalogram (EEG), Basal Skin Resistance (BSR), Galvanic Skin
Response (GSR), Heart Rate (HR), Electrocardiogram (EGG), and Respira¬
tion (Res) (59:465).
Fourteen subjects, residents in psychiatry, were used.

The
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physiological pattern of the high empathic subjects suggest that they
were more autonomically involved than low empathic subjects.
showed greater galvanic skin responses.

They

However, the high empathic

subjects showed lower heart rate acceleration than the low empathic
subjects.

Vanderpool suggests this may indicate "a lack of defensive¬

ness" on the part of high empathic subjects (59:467).

Although not

statistically significant. Basal Skin Resistance (BSR) values suggest
a positive correlation between high scores and high BSR.

Vanderpool

suggests this may indicate a certain "thick skinned" quality to high
empathizers.
As noted earlier, empathy has been positively related to
ability in therapy.

Vanderpool1s results suggest some of the physio¬

logical bases for the positive relationship of empathy to good psycho¬
therapy.

He cites Brown*s discussion of how therapist and patient

affect each other's breathing.

Vanderpool conjectures that maybe it

is even possible to mimic wellbeing.

Similarities between the models.
empathic process have been reviewed.
congruent in one key aspect.

Seven models describing the

It seems that all models are

In all models, the empathic relationship

goes beyond the egocentric need for similarity of experience.

The

empathic relationship is one in which the individual is accepted and
understood for no ulterior motives.

Sympathy "Mitfuhlung" is similar

to looking into an individual's eyes and seeing the reflection of
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oneself.

Empathy

,,

Emfuhlungn is looking into the same individual^

eyes and seeing his soul for what it is.

The empathic concept starts

out as a unilateral relationship, with aesthetic empathy, progresses
into a mutual relationship with the existential concept.

The social

concept initiates the empathic development with a role taking capacity,
but in its ultimate expression is the dropping of all roles.

The

psychoanalytic model displays the interplay of these empathic concepts.
The client centered model does not clearly define the development,
merely the outcome, which is to understand "as if" you were that person
The learning theory prefaces the empathic description, by describing
mental prerequisities to the process.

The learning theorists explain

the mental prerequisities, the psychophysiological model describes the
physical correlates.

Empathy and Individual Development
Almost every model descriptive of healthy personality offers
some reference to an individual^ capacity to communicate, establish
relationships and an adequate sensitivity to those in their environment
(28:50).

Reik feels that "we all possess in the embryo, the capacity

to share the experience of others, not like our own, but ajs our own
(41:360)."

Olden feels empathic ability is innate.

"Empathy is the

capacity of the subject, instinctively and intuitively, to feel as the
object does (35:112)."

Fox also feels everyone possesses the capacity

to empathize and feels empathy is a "precondition for loving based on
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realistic object relationships (24:327).n
Whether or not empathic capacity is affected by age has been
questioned.

Dymond did a study measuring changes in empathy with age.

She defined empathy as "the imaginative transposing of oneself into the
thinking, feeling, and acting of another . . . ."
hypotheses.

Dymond held three

She felt there could be a positive linear relationship

between age and empathic development.

Her rational was that as a child

increases in age he incorporates more and more roles.

Or she felt

there could be an inverse relationship, because the child could become
more rigid with age.

Her third hypothesis was that empathic ability

could follow a normal growth curve.

Early in a child1s development,

it would rise rapidly and would remain high until middle age.

Then

empathic ability would rapidly decrease with the onset of old age
(17:202).
Dymond used two groups of subjects.
consisted of second graders.
of sixth graders.

One group, 24 subjects,

The other group, 15 subjects, consisted

They were given a test modeled on the Murray and

Morgan Thematic Apperception test.

They were read a story, then were

asked questions for the purpose of "eliciting the thoughts and feelings"
of the person in the story (17:204).

Dymond found the mean empathy

score of the second graders was 51, the mean score of the sixth graders
was 94.

The t was significant beyond 1 per cent.

Dymond concluded

that empathy, according to the data in this study, increases with age.
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Initially, she felt this might be due merely to verbal increases, but
later stated verbal increases alone could not account for the empathic
increases.

She felt the tasks given to the subjects were more concerned

with the descriptions of external events than with internal thoughts and
feelings so that the younger subjects were not at a disadvantage (17:
204).

However, it would seem that Dymond^ concept of empathy was

not implemented in the design, if Dymond’s explanation is accepted.
Cooper also feels that the empathic process does not diminish
with age.

He believes that it is expressed in different modalities

with the passage of time.

He feels that the empathic process, along

with other processes, parallels the psychological and physiological
changes of the specie involved—the human being (13:170).

Empathy As A Diagnostic
Tool in Therapy
Katz suggests that empathy in some way correlates with the
psychological well being of an individual.

The psychotic personality

has little or no ability to participate in an empathic relationship.
He does not have the ability to take on the role of another, or if he
does, it is exaggerated empathy that knows no ego boundaries (28:59).
Fox indicates that the whole purpose of therapy is to "teach the patient
to emphasize, where he comes into contact with a broader range of his
own feelings (24:328).
Shaffer, a psychoanalyst, describes the process inherent in
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empathy as "regression in service of the ego (47:129)."

The ego of an

empathic individual must be accessible to the unconscious.

Thus, the

ego must regress in order to allo*7 the primary process to operate.
the primary process, the subconscious energies are stored.

In

The primary

process also contains perceptions necessary to complete the empathic
process.

This is paralleled by Harris^ transitions between the adult

and child ego states involved in the empathic process of game free
intimacy (25:124).
The regression is a temporary controlled lowering of the level
of psychic functioning (47:125).

Since this regression could be very

threatening to the ego, Shaffer feels that the individual involved in
the regressive process must have a secure sense of self.
developed affect signals is required.
it safe to regress.

A set of well

Confidence in the signals make

Schizophrenics are incapable of this process (47:

129).
According to Shaffer, the individual must have "relative
mastery" of his early trauma, or the regression will be permanent.

The

individual also must have adequate trust and mutuality in interpersonal
relationship.

He must possess a relatively flexible superego.

Shaffer’s last point is that the individual must have self awareness
and must feel effective in his environment (47:328).

Shaffer seems to

describe a relatively healthy and functioning individual as a prerequi¬
site to the process involved in empathy.

Harris also indicates that an
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immature individual does not have the resources necessary for the
participation in an intimate empathic relationship (25).
Dymond also feels empathy has diagnostic implications (16:229).
She investigated the relationship between family atmosphere and empathic
ability.

As stated earlier, Dymond^ definition of empathy is to feel

and describe the thoughts and feelings of others (16:232).

She gave

subjects questionnaires asking them to describe their family atmosphere.
She determined empathic ability in a design which incorporated role¬
taking ability as its primary tools.

Although there are many short¬

comings to this type of design, Dymond made some discoveries about the
empathic process.

First, she found that close relationships lead to

higher empathic ability than distant ones.

This is in agreement with

Harris who feels empathy is a very close, intimate relationship (25).
She also found that those who were incapable of projecting into
the feelings of others displayed low self esteem.

Dymond suggests that

the lower the self esteem, and the greater the difficulty in achieving
empathy, the more pronounced is the psychological impairment (16:232).
She feels that the ability to feel and describe the thoughts and
feelings of others is accompanied by a better understanding of the
relationships one has with others.

She terms this insight.

Thus,

Dymond suggests working directly on the mechanisms of empathy for the
production of insight in therapy (16:233).
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Empathy as a Prognostic
Tool in Therapy
The importance of the empathic relationship in therapy has been
cited in Chapter I.

Fenichel (20), Fiedler (22), Rogers (43), and Wolpe

(60) found it to determine, in part, the success of treatment in therapy.
Many studies have researched the relationship of empathy,
warmth, and genuineness to the outcome of therapy.

In a personal inter¬

view with Truax, Rogers states that clients who experience these
conditions early in the therapeutic relationship will show more positive
behavioral changes, than those who experience the same level of empathy,
warmth, and genuineness later in the relationship (56:244).
Truax study investigated the relationship between therapist
empathy, warmth, and genuineness, and patient therapeutic outcome.

An

equal number of "good" or "poor" therapy prospects were randomly
assigned to four resident psychiatrist (10 patients each) for four
months of psychotherapy (55:395).

Therapists were rated using the

Truax scales for empathy, warmth, and genuineness.

Analysis showed

significant effects of differences between therapists.

The patients

in therapy with psychiatrists offering high levels of therapeutic
conditions tended to show greater improvement than patients in therapy
with therapists providing relatively lower conditions.

Also, 50% of

the patients treated by therapists offering low conditions showed no
change or deterioration.

Only 10% of the patients receiving high

conditions showed no change or deterioration (55:395).
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Truax did other studies in which he investigated the relation¬
ship between levels of accurate empathy offered by therapists to
psychiatric patients on patient improvement.

As stated earlier, Truax

defines accurate empathy as sensitivity to current feeling and the
verbal capacity to communicate this understanding in the client's
language (56:46).
In the first study, 14 hospitalized patients were the subjects
These patients had been institutionalized from six months to three and
one-half years.

Truax used 358 tape samples in the study, one 4 minute

tape recording from every fifth interview for every subject.

As

patient improvement measures, Truax used the patient global scale, the
Rorschach, MMPI, Thematic Apperception Scale; Anxiety Scale, and Q
sorts.

Judges viewed the tapes and rated empathic ability using the

Truax Accurate Empathy Scale, which is explained later in the chapter.
Truax found that "therapists of more improved patients offered signifi¬
cantly higher levels of empathy throughout the course of therapy (53:
257)."
In

his second study, Truax investigated the same hypothesis.

He used 14 hospitalized schizophrenic subjects and 14 outpatient
counseling cases.

The design was basically the same as the first

experiment except he used 112 samples of recorded psychotherapy tapes
from early and late interviews.

He analyzed the data and found accurate

empathy ratings were significantly higher (p greater than .01) for the
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more successful cases.

Truax found a positive relationship between

accurate empathy and outcome of therapy for both hospitalized and
counseling cases (53:257).
As stated earlier, Cartwright (nee Dymond) and Lerner found
the empathic understanding of the patient by the therapist to be
directly related to the degree of improvement (11:140).

They found

that the therapists final, not initial, level of empathic understanding
is related to client improvement in psychotherapy (11:138).

This

would seem to imply, according to Carkhuff, effectiveness is related to
a continuing depth of understanding rather than to the therapist1s
ability to "technique it" during the early phases of therapy (10:26).

Empathic Understanding
as a Skill
Because of the significant place empathy holds in the thera¬
peutic process, there have been attempts to teach empathy as a social
and therapeutic skill.

There seems to be a growing body of research

exploring the "teachability" of empathy in the helping professions
(40:59; 56:239).

Truax and Carkhuff state that graduate students and

lay trainees display closely similar levels of therapeutic conditions
after 100 hours of training comparable to those levels offered by.
groups of experienced counselors (56:356).

Truax feels empathy is a

skill "like learning to drive a car or play bridge (56:357)."
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Research methods attempting to increase empathic acquisition.
Payne and Gralinski did a study in which they contrasted methods of
counselor training (38:517).

Counselor empathy was the measure used to

determine counselor effectiveness.

The supervisory methods were

either (a) supervision—counseling types or (b) supervision techniques
type.

There was a control group (c) which received no supervision.
In the counseling type supervision, the supervisor modeled his

training upon the counseling relationship.

Payne and Gralinski defined

it in this way, "The supervisors were given specific instructions to
avoid the giving of any negative evaluation of counselor performance
and were to avoid the giving of any direct suggestions for improvement
(38:519).M

In the techniques type supervision, the subjects "gave

counselor-like responses to recorded client statements and received
supervision on their performance (38:518)."

This sounds very mechanical

to the investigator, in both cases artificial.
The subjects were divided into three groups.

Each group

heard two sets of recorded client statements and -were required to
respond as counselors.

The experimental groups had conferences with

their supervisors between sets one and two.
Treatment effects were significant at the .01 level.

Counselors

receiving the techniques oriented supervision achieved significantly
higher empathy scores than those receiving counseling oriented super¬
vision (p greater than .01).

Payne and Gralinski concluded technique

29
orientation is more effective than counselor type (38:520).

It must

be noted that tapes and not live clients were involved, so these
findings cannot be generalized to live clients.
Also:
"When adjustment was made between the means for initial
level of counselor empathy, the group receiving the counselingtype supervision scored lower (1.8) and the control group scored
higher (2.7) than had been hypothesized (38:319).
This suggests that the groups may not have been equal in their
initial "empathic" ability.
Correlations between supervisor level of empathy and improvement
in counelor learning of empathy also ran counter to expectation.
Supervisors higher in empathy did not prove to be powerful reinforcers.
In the techniques type, the correlation was -.15, and in the counseling
type it was .347 (38:319).
level.

Both values are nonsignificant at the .05

Their findings suggest supervisor empathy is not related to

counselor learning.

This seems inconsistent with their major hypothesis.

The type of supervisor and the "superiority” of the "didactic method"
was Payne and Gralinski’s major finding.
Birk did a similar experiment investigating the supervision
method on empathic understanding (5:546).
Payne and Gralinski’s.

Her results were similar to

However, she felt these findings could not be

generalized to practicum experience.

She felt extinction, which occurs

in learning from massed practice over a short duration, may be expected.
Also, the fact that the subjects were all students in a masters program
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who had had no previous practicum experience may be a factor.

Birk

felt, "Had the subjects been advanced students with prior practice,
the didactic method with its techniques orientation may not have been
as effective (5:545)."
Reddy did research investigating the effects of immediate and
delayed feedback on the learning of empathy (40:59).

In his study,

subjects were placed into feedback groups—immediate, delayed, or
control.

The control group received no feedback.

The subjects were

didactically instructed in the empathic concept and were asked to
respond to a simulated psychotherapy film.
premeasure.

One film was used as a

There were four additional films in which appropriate

feedback was given.

The sixth film was a post measure.

In this film,

the subjects responded but received no feedback.
The instrument used to quantify empathic responsiveness was
the Truax Accurate empathy scale.

This was the same measure used in

the other studies mentioned Payne and Gralinski (38) and Birk (5).
Reddy found significant gains in the immediate feedback group over the
delayed method (p significant .05) and the control group (40:66).
Reddy concluded that empathic levels increased as a result of subjects
receiving immediate rather than delayed knowledge of performance (40:
68).

However, the design appears to have numerous confounding factors.

First, implementing films instead of live clients limits the generaliza¬
tions possible.

The fact that films do not allow a relationship also
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limits the context in which the term empathy can be used.
Cochran found various kinds of diagnostic information had no
effect on the level of empathic understanding by the therapist (12:360).
In her design, she had psychotherapists complete Q sorts on each client.
She also had subjects respond to therapy tapes and score their responses.
She varied tapes and amounts of client diagnostic information that was
given to the therapists.

This information, she found, "neither fosters

nor impedes empathic understanding" as defined by her design (12:364).
She felt that the therapist's concentration was intent on the content
of the therapy tapes.

Diagnostic information given beforehand and

after was not attended to, because it deviated from participating in
the moment-to-moment reality of the patient on the tape (12:360).

As

in the other studies, it would seem that the implementation of tapes
would severely handicap the empathic process which requires the total
interaction of the two parties involved.
Muslin and Schlessinger implemented empathic teaching but did
so in more of a group therapy context (34:264).

They felt there was a

distinction between subjective reactions and empathy.

Their goal was

"to make the interviewer keenly aware of his internal reactions as ways
of sharpening his understanding of the patient, as opposed to superfi¬
cial reactions . ; . . (34:263)."

Their task was to help the observer

coordinate his internal reactions with those of the patient.

It was

necessary to differentiate defensive reactions and acting out of self
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needs from reactions attuned to the patients1 experiences.
The researchers felt residence have a tendency to "pathologize"
patients, which is to empathize the differences between therapists
and patients and maintain distance from the patients (34:265).

It

was felt that residents treat the task of observation as something
totally outside themselves.

One of their goals was to help the resident

"normalize” his perceptions of the patient, to help the therapist
become aware of some of his own defenses.

"These reactions obscure

and distort . . . the capacity for accurate empathic observations
(34:267)."
Segments of resident interviews with their patients were taped
and played.

Each resident had his taped critiques from the group.

Directly after a segment of the interview is observed, the instructor
asked each member of the group to describe his objective responses,
including the subject.

The instructor then pursued the understanding

of that segment in an atmosphere of good rapport.

Residents indicated

their readiness by comments such as "I wonder why I changed the subject
then."

There were times when a resident was confronted with his

observations being influenced by reactions that were inappropriate.
Once the individual is able to isolate his personal defense reaction
and comprehend it, the support of the group, his capacity for
empathizing with the particular patient is enhanced.
The core experience in this teaching is stimulating empathic
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mindedness.

To encourage the empathic process, "attention has to be

stimulated to internal reactions of all kinds . . . (34:371)."
The researchers found there was a gradual change from "what did
you see?" to "what was the patient experiencing"?

Muslin and Schlessin-

ger feel that such experience had focused the residents1 attention on
the empathic process and could be refined as the process of supervision.
This design incorporated an important aspect of the empathic process—
the relationship—and permanently recorded it on tape.
There are some counselors and therapists, such as Arbuckle,
Patterson, and Rogers, who feel that there is a possibility that
empathic understanding per se cannot be taught didactically.

Arbuckle

feels that "there is little evidence that systematic training is
condusive to promote it in neophyte therapists (2:193)."

Yet, Arbuckle

feels that it would not be very far fetched to imagine standards of
empathic behavior which therapists would have to meet before entering
practice.
Patterson feels counselor education has emphasized techniques
of "how to do it,

resulting in evaluative, diagnostically oriented,

judgmental rather than accepting therapists (37:48)."

Rogers feels

therapists offer a different type of understanding, one which is not
empathy to clients.

"I understand what is wrong with you," or "I

understand what makes you act that way (45:93)."
Patterson feels counseling programs should strive for learning,
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but it is not always the kind that takes place in the classroom.
It is concerned with the development of sensitivity in the
student, of understanding and the ability to communicate that
understanding, or therapeutic attitudes, rather than techniques,
specific responses, diagnostic labeling, or even identifying or
naming presumed personality dynamics of the client (37:48).
The supervisory session should fall between teaching and counseling.
Rogers feels that one acquires empathy through the process of
living (44:438).

He stresses the therapists* need to be secure within

himself, as well as possessing a methodological orientation.

Bergin

and Jasper found a moderate inverse relationship between therapist MMPI
disturbance levels and degree of therapist empathy (4:477).

They

found therapist depression and anxiety to correlate negatively with
empathy in the live therapeutic process (4:479).

Their findings seem

to extend Rogers* hypothesis.
Daane and Schmidt found their definition of empathy to exist
as a general ability as well as existing only under specific conditions.
They defined a relationship between general empathic ability and
«

personality traits.

In their study, Daane and Schmidt defined empathy

as the ability which enables the counselor to put himself in the
position of his client and predict his self-feelings and attitudes
(15:129).

The empathy scores were achieved by asking counselors to

predict the responses of their clients on a rating scale consisting of
stimulas words which required three responses.

The first—how the

client felt about himself in relation to the word.

The second—how the
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client felt about how he had responded.

The third—asked how the

client would like to be—his ideal self (15:130).

Daane and Schmidt

found all counselors were able to predict the self-feelings and
attitudes, at a better than change level.

The reliability of the

empathy scale ranged between .81 and .95.

But, it would seem that

the static definition and testing of empathy would limit the appli¬
cability of these findings.
Passons and Olson did a study in which they investigated the
relationship of counselor characteristics and empathic sensitivity.
They tested open mindedness, cognitive flexibility, peer ratings on
ability to sense feelings, willingness to communicate in the realm of
feelings, and positive self concept (36:440).

The Rokeach Dogmatism

Scale and Color Work Test was used to quantify open mindedness.

The

Tennessee Self Concept Scale was the measure of positive self concept.
The criteria for the study of empathy were the level of empathic
sensitivity offered to practicum clients as rated by their practicum
supervisor and the level of empathic sensitivity offered to a filmed
client as determined by trained judges (36:441).
They found no significant relationship between levels of
empathic sensitivity offered to practicum clients and the filmed
client (36:442).

Subjects responded to their practicum clients with a

much greater degree of empathic sensitivity.

This finding would

question the validity of using taped clients as a measure of counselor
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empathic ability.

Peer ratings correlated significantly with empathic

sensitivity offered to practicum clients.

There was no relationship

between the unidimensional traits such as openmindedness and cognitive
flexibility and positive self concept and empathy (36:444).

There

were significant correlations on the interaction traits such as will¬
ingness to communicate in the realm of feelings and peer ratings on
the ability to sense feelings.

This study emphasizes that empathic

variables are not isolated and discrete but are continuous in a
relationship; and counselors who display empathy are probably as
diverse as their clients but share in "the ability to sense feelings"
and in a "willingness to communicate" them.

Can Empathy Be Meaningfully
Quantified as a Research Variable
Fox and Goldin feel that a marked separation exists between
the conceptual model of practitioners and the kind of operation and
concepts that have guided much of the research (24:323).

In other

words, does the research on empathy measure this construct, or is
another process being tapped?
of empathy (24).

Fox commented on Dymondsf quantification

She uses a predictive five-point, six-trait model in

which she asks subjects to predict how other people will rate themselves.
She operationally defines empathy then to be difference between the
subjects ratings and actual response of the individual being rated (24).
Fox and Goldin point out two important aspects of the empathic process
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are absent in this design.

The first is an ongoing, interaction between

two emotionally involved individuals.

The second criticism is rooting

a process—empathy—in a particular instance (24:329).

Hastorf and

Bender comment on the influence of projection, possibly contaminating
the measurement of empathy (26:575).

In Dymond's study, the possibility

of stereotype responding, or responding to cultural norms by the subject
to dissipate anxiety rather than responding to others, has been raised.
The above comments can be generalized to other static models of empathy.
Other researchers do not use predictor models of empathy, but
shortcomings are found in these constructs also.

The Truax Accurate Empathy scale.
point scale to measure empathy.

Truax has devised a nine-

It is felt by Truax that "empathy" is

not so related to client improvement as "accurate empathy."

He defines

accurate empathy as "both the therapist’s sensitivity to current feelings
and his verbal facility to communicate this understanding in a
language attuned to the client’s current feelings (54:1)."
Truax has published a 20-page manual elaborating on the stages
and descriptions and includes audio-video tapes for further clarifica¬
tion.

However, a brief description will be provided for the reader.
At the lowest level (stage 1), the therapist seems completely

unaware of even the most obvious communication.

His responses are not

appropriate to the mood and content of the client’s statement.
is no accuracy whatsoever (54:4).

There

At a little higher level (stage 2),

38
the therapist shows a degree of accuracy which is almost negligible
in his responses, and then only toward the client1s most obvious
feelings.

He may be correctly sensitive to obvious feelings but

misunderstand much of what the client is really trying to say (54:6).
At the next level (stage 3), the therapist often responds accurately
to clietnfs more exposed feelings.

He also displays concern for the

deeper more hidden feelings, which he seems to sense must be present.
At an intermediate level (stage 4), sensitivity and awareness
of the therapist are present, but he is not entirely "with" the patient
in the current situation or experience.
cally accurate but empathically accurate.

The therapist may be diagnosti¬
As the therapist progresses

in empathic understanding (stage 5), he accurately responds to all of
the clientfs more readily discernible feelings.

He now recognizes

more feelings that are not so evident, but may be somewhat inaccurate
in bis understanding (54:2).

At the next level (stage 6), the

therapist recognizes and understands the content of the patients
experiences, including those not readily apparent.

Often, he is

unable to communicate meaning to these feelings or misjudges the
intensity of those feelings.
At a higher level (stage 7), the therapist shows awareness of
the precise intensity of most underlying emotions.

However, his

responses move only slightly beyond the area of the clients own
awareness, so that feelings may be present which are not recognized by
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the client or therapist (54:16).

At the next plane (stage 8), besides

interpreting all the client’s present feelings, he also uncovers the
most deeply shrouded of the client’s feeling areas.
flaws, but inaccuracies are held tentatively.

There are minor

The therapist reflects

a togetherness with the patient in tentative trial and error explora¬
tion with sensitivity.

His voide tone reflects the seriousness and

depth of his empathic grasp.

At the highest level (stage 9), the

therapist unerringly responds to the client’s full range of feelings
in their exact intensity.

Without hesitation, he recognizes each

emotional nuance and communicates an understanding of every deepest
feeling.

He is completely attuned to the client’s shifting emotional

constant, and expresses these feelings in the clients’ words and voice
(54:20).

Truax Accurate Empathy scale (reliability and validity).

The

reliability of the Truax Accurate Empathy Scale is generally good, from
.80 to .95 (56:230).

However, D. Shapiro felt these levels were

achieved only when raters were trained by experienced Rogerian research
workers (49:351).

He felt the Rcgerian use of the scale manuals was

probably guided by many unstated principals, and therefore unreproducible outside a Rogerian frame of reference (48:353).
He found later that professionally untrained judges rate
psychotherapy audio tapes remarkably similar to trained professional
judges when implementing the same manual and tapes.

The estimate of
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overall agreement between mean rankings and the Truax ordering was .90.
J. Shapiro found similar results when he compared the relation¬
ships between expert and neophyte ratings of therapeutic conditions,
using the Truax Scale.
empathic concept.

The neophytes were self instructed in the

They relied on Truax manual for description of the

categories and had access to the audio-visual tapes which are included
in instruction.

The mean of the neophytes1 rating for each segment

was correlated with the man of the trained raters1 estimate of the
therapeutic condition.

The p was significant at the .01 level (48:88).

Rapproport and Chinsky feel the construct lacks discriminant
validity (39:400).

The construct, according to Rapporport and Chinsky,

correlates very highly with other constructs that are measuring other
variables such as warmth (r equals .87), genuiness (r equals .87),
and with the semantic differential evaluative dimension (r equals .71).
According to these researchers, the Truax Empathy Scale is not measuring
empathy, but some global positive quality.
Caracena and Vicory found AE ratings to be significantly and
positively related to the number of words spoken by the therapist (9:
512).

Rapproport and Chinsky state that "What this has to do with

AE is unclear (39:401).

Caracena and Viceroy found client perceived

empathy to be unrelated to judges' ratings of the situation (9:510).
They cite Truax who states that the clients' report of therapeutic
conditions is a poor measure; clients inaccurately perceive interpersonal
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relationships (57:398).

Yet, Rogers feels that the client is the best

predictor of therapeutic conditions (45:96).

The process of empathy

depends on the clients1 perceptions of being understood, as well as the
counselors’ assessment of understanding the client.
Truax found no difference in mean AE ratings with or without
client statements.

In addition, the two sets of ratings were highly

correlated r equal .68.

Rapproport comments on how can one assess the

accuracy of a therapist’s empathy unless there is someone to whom the
therapist is responding (39:402)?

Truax answered that "by listening

only to the therapists’ responses, one will hear a series of contingent
responses from which one can reasonably judge (56:398), whether or not
the therapist is responding sensitively."

Truax states the raters

do not need to hear client responses to deduce whether or not empathy
is taking place.

He feels that one can assess empathy by the sequence

of therapist statements (56:398).

He seems to imply that the primary

components of the empathic process are independent characteristics and
can be gauged outside a relationship.
Rapproport points out that the AE scale focuses on the client,
yet Truax feels therapist responses can be rated independent of the
client (39:402).
Cooper feels that "attempts to relate counseling in measures of
empathy involving live interpersonal interactions, with perceptual and
cognitive skills using non-personal testing conditions, tap two very
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different levels of psychological functioning (13:174)."
empathy cannot be quantified by present measures.

He feels

Stewart feels

science is one step short of empathy and yet considers empathy to be
the basis of science (50:11).

Reik describes empathy as process, which

is not teachable or applicable to a single definition.

It is not

dependent on the conscious will, nor can it be performed mechanically
(41:356).

Summary
Seven models of empathic understanding were presented.

Each

model stressed the empathic individual's ability to extend himself
beyond his personal range of experience in a relationship.

The develop¬

ment of empathy in the individual was discussed and its implications
as a diagnostic and prognostic tool in therapy.

Dymond (16), Katz (28),

and others suggest an innate empathic capacity which reflects lack of
equilibrium in psychological health.

As a prognostic standard, empathic

understanding is very significant in therapy outcome and behavior change.
Some researchers feel empathic understanding can be learned as a skill
in the helping professions.

Truax feels that trainees can learn to

implement empathic understanding, non-possessive warmth, and genuineness
via practice and instruction (57:239).

Some research findings report

an increase in empathy ratings via a didactic approach, but there was
some question as to the validity of this approach and generalizations
made to practicum supervision.

The limitations various constructs of
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empathy in research design were discussed.

Chapter III

Summary, Conclusions, and Recommendations

Summary
The investigator described seven empathic models.
model was the aesthetic model of empathy.

The first

This was a unidimensional

concept in which the individual and the object of empathy become one
entity.

One mirrors the other.

The relationship needed to facilitate

aesthetic empathy is unilateral.
described.

The existential model of empathy was

This model lacks the cohesion described in the aesthetic

model, between individual and object of empathy.

The cohesion is

replaced by a mutual relationship between individual and object of
empathy.

In his relationship, the individuality of each individual is

fully communicated and appreciated by the other.

The sharing process

that is involved bridges the gap between the two dismisses loneliness
and supplies affection, warmth, and security.
Social empathy is descriptive of a developmental process
occurring in the human being.
affectively and physically.

In infancy, empathy is expressed
The child1s ego boundaries are very

fluid and cannot differentiate between his internal environment and
the external environment.

Consequently, what the young child perceives

in his external environment is experienced internally.

With the

development of other media of expression, roleplaying becomes a part
of the repetoire in the behavior of the young child.

A social awareness
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develops and the child becomes able to "put himself into the place" of
another.

This skeletal expression of empathy evolves until it can be

expressed in an intimate relationship with another yielding complete
and honest communication.

This is being understood and accepted as

one is and to accept and understand another in the same complete manner
we are being understood.
The psychoanalytic model of empathy sees it as a sequential
process.

It begins with a temporary identification, moves to intro—

jection, then a projection occurs.

A cognitive phase then begins where

the analyst interprets and categorizes the experience followed by a
sharing process with the client.
all models thus far discussed.

This perspective of empathy combines
It is similar to the aesthetic view

in that the empathizer and the empathized individual become a unit,
but this phase is only temporary.

It is similar to the existential

model in that this empathic relationship is a source of comfort to the
patient and the patient is involved in the interaction.

It also

reflects the social concept of empathy in that a developmental process
occurs, but this development is intrapsychic rather than a combined
mental and physical occurrence.
Empathic understanding in the client-centered model expands on
the models discussed thus far.

Much emphasis is placed on the relation¬

ship on this rests the crux of the empathic process.
emphasis on the mutuality of this relationship.

There is an

There must be an
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understanding, and this understanding involves a verbal property.

It

must be communicated in a language that the client can understand.

It

cannot merely be shared as in the existential and psychoanalytic
because sharing per se does not involve the complexity and exactness
required in empathic communication.

Carl Rogers feels that you must

perceive the clients’ world as he does and communicate in his tongue.
Unlike the psychoanalytic school, client centered empathy does not
require the therapist to experience the feelings, merely to perceive
them.

It also requires the individual to communicate this transaction,

to complete it.
Learning theorists add a new dimension to the empathic model.
This dimension is a mental set.

Learning theorists have the same

foundation as social theorists in their view of empathy.
it develops out of a role taking paradigm.

They feel

However, they believe

various learning factors influence the empathic role taking ability.
Aronfield sees empathy as being a special case of associative learning;
Stotland feels a certain mental set has to be adapted before the empathic
process can occur.
The psychophysiological model attempts to tie the empathic
process to a definitive physiological correlates.

It was found that

highly empathic individuals were more somatically involved than
individuals displaying less empathy.

The physiological function that

displayed an inverse relationship with empathy was heart acceleration.
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It was conjectured that this may be due to the lack of defensiveness
on the part of the empathic individual.
All models reviewed were linked in one aspect.

The empathic

relationship that described the initial stimulas as outside the empathic
individual.

Similarity alone cannot account for the empathic process.

All models involved varying degrees of a relationship for this process
to occur.

The empathic reaction differed for each model from a mental

fusion required in the aesthetic model, to a physiological correlate
involved in the last model.
Empathy seems to be a natural characteristic of the human
organism, a very necessary part of his development.
versy as to the relationship between empathy and age.

There is contro¬
Due to research

design technicalities this relationship cannot be defined in a
laboratory.

It has been suggested that the empathic process neither

increases or decreases, but changes in the development of the human
being.
At any rate, empathy is a very vital process to the well being
of the individual.

To participate in the process of empathy requires a

relatively stable and functioning individual.

Difficulty in estab¬

lishing an empathic relationship can indicate degrees of disturbance
in the individual.
Empathy is a highly crucial part of the therapeutic relation¬
ship.

Studies investigating the relationship between empathy and
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outcome have found it correlated highly with patient improvement.

Some

of the major research designs were described.
Because of the star role empathy plays in the therapeutic
process, there has been attempts to augment it via instruction.
Researchers have implemented various models for this purpose—a
supervisory design, a reinforcement schedule, an informational approach,
even a group therapy setting.

A description of the findings and some

of the shortcomings have been discussed.

Other researchers feel that

empathy can be gleaned but not in a highly structured classroom
setting.

They suggest empathy as an interpersonal trait and can be

nurtured in that contest (2; 44:438).
Empathy as a research variable was discussed.

Many of the

designs cited used the Truax scale in their empathic research.

The

Truax Accurate Empathy scale was designed to quantify accurate empathy
and is described in nine stages (54). Accurate empathy was defined to
be both the therapist’s sensitivity to current feelings and his verbal
facility to communicate this to the client.

Truax feels this scale is

reliable (.80 — .90) and valid and claims it has been documented in
128 studies (54).
D. Shapiro (47) and J. Shapiro (48) feel this scale is valid
and reliable.

However, Chinsky does not (39).

He feels it is

measuring some global positive quality for it rates very highly with
other constructs measuring nonrelated variables, such as warmth and
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genuineness.

Caracena and Viceroy (9) note discrepancies—they found

client perceived empathy to be unrelated to judges* ratings of the
situation.

The difficulty in measuring a living interpersonal process

with nonpersonal, nonliving testing apparatus raises the validity of
empathic research as presently being done.

Conclusions
The research implied that the process of empathy is a very
complicated process encompassing an aesthetic, existential, social,
learning, and physiological perspective.
total one.

The empathic response is a

It involves the mind (a particular learning set), the

emotions (a particular feeling state), and the body (specific
physiological responses).

In the adult, the empathic process is as

wholistic as response as it is in the infant.

It involves more

complexities, because there are more complexities in the adult.
Since the empathic response is so significant in the therapeutic
process, it would seem that its components are the basic component to
any healthy meaningful relationship.

Complete understanding (aesthetic

model), sharing and the freedom to be appreciated as an individual
(existential model), the ability to understand others and to be
accepted (social model) seem to be the pivots upon which human inter¬
action is based.

All human beings have this capacity, but it needs the

medium of a relationship to blossom.

The absence of empathy causes

repercussions in the individuals, which are remedied by its replacement
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in the therapeutic process.

Rogers feels that "A significant positive

personality change does not occur except in a relationship (43:96)."
It seems consistent that the greatest change would occur in an
empathic relationship.

We must keep in mind HarrisTs (25) concept of

the ideal relationship, game free intimacy which is actually empathy.
Fiedler also found this relationship in 1950 when he investigated the
common construct to successful therapy.

He found the empathic relation

ship to be the core construct, of maximum positive personality change
(22).

Fox states empathy is a precondition to loving (24:328).

If

this hypothesis is true, empathy is a precursor to all relationships
and is found in all successful ones, whether it is at home or in
therapy.
Research has attempted to catalyze the empathic cycle via
various types of instruction.

The rational underlying this approach

is that an existential process can be increased by concentration (56:
357).

It is felt by the investigator that most of the research designs

include some aspects of the empathic process, such as roleplaying (16;
17; 11), sensitivity and prediction (15), accuracy and feedback (40),
and verbal ability (56; 55; 53).

These aspects, however, are isolated

and outside the context of a relationship.
Dymond describes the empathic process as "the imaginative
transposing of oneself into the thinking and acting of another ....
(18:202)."

Granted, this is involved in the empathic process.

However
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the same description could be applicable to the emotion of envy and
also applies to sadism and machocism.

Daane and Schmidt describe

empathy as the "ability which enables the counselor to put himself in
the position of his client and predict his self feelings and attitudes
(15:129)."

This definition does not distinguish empathy from role-

playing or identification.
Reddy (40) has subjects respond to client tapes and gives them
feedback, and concludes various feedbacks differentially affect the
empathic process.
studies.

This design is the paradigm of verbal learning

Giving subjects feedback outside a relationship on their

verbal responses to taped clients seems more appropriate to a learning
design than to empathic acquisition.

Although these designs state

increases occur after instruction, it is felt these increases are
not due to empathic acquisition.
Passons and Olson (36:442) found no significant relationship
between levels of empathic sensitivity offered to practicum clients and
the filmed client.
clients.

Counselors were more empathic to their practicum

This finding also suggests that to truly tap the empathic

dimension, the medium in which it unfolds, a relationship, is needed.
Truax defines the empathic process as the "therapists sensitivity
to current feelings and his verbal facility to communicate this under¬
standing in a language attuned to the client's current feelings (56:1)."
It seems plausible that the absence or presence of this quality in a
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relationship could be deciphered by an observer.

However, it would

seem that the degree would be difficult to determine, particularly
when the range is from one to nine.
Accurate empathy measures for the purpose of feedback in live
client interactions seems like a very meaningful undertaking (53).

It

provides a good measure of what is effective in the counseling situation
and what is not.

However, quantifying empathic responses to taped

client interactions is a different matter.

Conclusions drawn from data

obtained in this manner cannot be validly generalized to the live
counseling situation.

Recommendations
l

It is recommended by the investigator that research be done
on the empathic process.

However, the manner in which this research

is conducted is of crucial importance.

First, empathy is a complex

process and cannot be investigatee as a simple response prediction or
projection construct.

It cannot be isolated but must be examined

in its natural habitat which is a mutual relationship between two
individuals.

Secondly, it is felt that empathy cannot be quanitified

as if it were a substance that one has "x" amount of or "y" amount of.
Research can help clarify this process by description rather than
measurement.

It would appear that the empathic concept is too expansive

a construct to be confined to a linear design.
More research on the order of that done by Muslin and
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Schlessinger (34) would be meaningful.

Possibly, an acquisition of

empathy can be established through a selection of experiences.
However, these experiences would have to be chosen with the intent of
providing the subject with a meaningful encounter between himself and
the other party.

Muslin and Schlessinger (34) emphasized the self

encounter, which is probably the basis of empathy.

The relationship

an individual has with himself is in all probability the type of
relationship he perpetrates with other people.

This kind of structured,

meaningful experience should not be confined solely to those in the
helping professions.

It could be a valuable adjunct to the clientsT

therapy if empathic exercises were structured giving him the oppor¬
tunity to participate.
Fiedler investiaged the relationship between successful
therapies and found that empathy was the common thread (22).

This

is considered as the primary force modivating positive behavioral
change by Rogers (43).

It would be interesting to investigate

successful dynamic primary relationships such as husband-wife, parentchild, and pursue empathy in these specific settings.

It might be

helpful to examine whether empathy assumes a similar role in these
relationships as it does in therapy, and how it affects those involved.
The empathic response could also be investigated to see if it
occurs in animals or whether it is a unique characteristic of the human
being.

Some variation of the psychophysiological paradigm could be

54
implemented in this design.

More research could be done on the

empathic response and the infant involving the psychophysiological
model.

It might be of consequence to investigate the empathic capacity

in the infant-mother relationship and how this may influence his
mental and motor development.

Would the child involved in a highly

empathic relationship with, his mother display more positive or less
positive behavioral changes during his formative years.

This would

involve a complicated, longitudinal design, but the data would be
worth the effort, according to the investigator.

It might be of

interest to investigate the absence of this quality, as in understaffed
institutions and foster homes, and to provide a descriptive report
about some of the effects.

The significance of empathy is not confined

to the therapy situation.

It could even be extended to an intercultural

study to investigate the empathic response and various ways it is
implemented and defined in other cultures.

Empathy is a cosmopolitan

construct and according to Stewart founded in good will (50:53).
This creative process should be investigated and implemented to the
fullest.
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