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A Critical Analysis of Neurological Theories on Empathy in Healthcare 

 

Ylva Gustafsson 

 

Abstract 

Some employ neurological theories of empathy to train medical students and to explain why care 

work is emotionally exhausting. I argue, however, that these theories develop conceptual and 

methodological confusion that creates a reductive and misdirected focus in patient-centered care. 

Neurological theories on empathy do not help us understand patient-centered care, nor do they 

help us understand why care work can be exhausting. By discussing examples of care work, I 

argue that empathic attentiveness to patients is a dialogical ethical response to the whole person 

and takes place in daily care settings of working, helping, and responding to each other.  

 

Keywords: neuroscience, emotion, burnout, dementia, elderly care, care ethics, dialogue  

 

1. Introduction 

In the last thirty years, there has been increasing interest in the meaning of empathy in 

healthcare. This reflects the growing interest in patient-centered care. Jodi Halpern (2001) 

describes this as a reaction against “detached concern,” which was influential among medical 

professionals in the 1950s. At that time, doctors and nurses were supposed to avoid getting too 

emotionally involved in their patient’s suffering. By the 1970s, this approach was beginning to 

be questioned. There was widespread public discussion concerning injustice and cruelty and 

callousness in healthcare, which also reflected broad societal changes. There was growing 

awareness of the importance of trying to understand and respect the individual patient’s 

perspective and opinions concerning medical treatments. This was a time when medical 
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humanities started to grow and there was increasing interest in illness narratives.1 Patient 

narratives revealed how a person’s life experiences and lived societal contexts deeply affect the 

meaning of illness and suffering. Patient-centered care gave voice to ethical considerations that 

had largely gone unnoticed from a classical biomedical perspective. This was also a struggle to 

acknowledge that marginalized groups in society suffered from injustice and stigmatization in 

healthcare. Feminist scholars critically addressed medical conceptions of knowledge and pointed 

to various patterns of injustice and oppression in healthcare. 2  

However, since the 1990s there has been an increase in neurological research on human 

social life, including neurological research on empathy in healthcare. This research can be traced 

back to technical developments in neuroscience, especially the development of the fMRI scan in 

the 1990s.3 The fMRI made it possible to study human brain reactions without risk to the person. 

Since the 1990s, there has been a lively interest in neuroscientific explanations of human social 

life. As a result, there is a whole new research field called social neuroscience4 that spans over a 

variety of scientific research fields, such as research on autism, research on evolutionary 

psychology, and research on empathy in healthcare. 

There is often conceptual and methodological confusion involved in the implementation 

of neurological experiments and in the interpretation of the results of fMRI scans. However, 

according to Jan Plamper (2015), the popularity of fMRI in the 1990s brought with it a hyped-up 

belief in neuroscience. This has affected research so that experimental neuroscientific findings 

often are accepted uncritically as explaining human social life while ignoring conceptual and 

methodological confusion.5 Robyn Bluhm (2013) describes several conceptual and 

methodological unclarities with fMRI research. Bluhm points out that the investigator’s research 

questions tend to steer how investigators interpret the results of fMRI scans. If a researcher from 
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the start has a conceptually confused research question, the results of the brain activity seen in 

the fMRI are easily interpreted as confirming the research question. Thus, conceptual confusions 

are often not revealed by the experimental research, but the confusions are instead corroborated 

by the results of the research.6 One form of conceptual confusion is what M. R. Bennett and P. 

M. S. Hacker (2003) call the “mereological fallacy” (73). The fallacy consists in a tendency to 

shift the meaning of a concept referring to a human being who lives a certain kind of life with 

other people to something that exists in the brain. Bennet and Hacker write, “Human beings, but 

not their brains, can be said to be thoughtful or said to see, hear, smell, and taste things; people, 

but not their brains, can be said to make decisions or to be indecisive” (73). The problem is that 

empirical research often does not reveal these conceptual confusions but instead creates the 

impression that the results are clear. 

In this article, I analyze neurological theories of empathy in healthcare. Even though 

these theories belong, in one sense, to the research field of patient-centered care, I argue that they  

are often based on conceptually and methodologically confused research. These confusions are 

not merely theoretically problematic but create a reductive and misdirected focus in patient-

centered care.  

 

2. Neurological empathy and mirror neurons 

Helen Riess, an associate professor in clinical psychiatry at Harvard Medical school, owns a 

company called “Empathetics Neuroscience of Emotions.” Riess’s company sells tools for 

teaching empathy to healthcare staff, with a special focus on the ability to understand emotional 

reactions in the patient and understanding the patient’s facial expressions. According to Riess 

and Gordon Kraft-Todd (2014), teaching communication skills to medical staff has mainly 
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focused on the importance of verbal communication between staff and patients, while nonverbal 

interaction has largely been ignored. Therefore, Riess has developed an empathy training 

program for medical staff that gives priority to emotional reactions and facial expressions.  

One aim of Riess’s training program is to teach students to become aware of patient’s 

emotional reactions when meeting healthcare providers. In connection with this, she refers to 

neurological research on so-called mirror neurons to explain the neurological function of 

empathy. She suggests empathy results from a neurological reaction where one person feels the 

same as the other. This reaction enables us to understand what another person feels. Riess (2017) 

writes, “Research in the neurobiology of empathy has changed the perception of empathy from a 

soft skill to a neurobiologically based competency. The theory of inner imitation of the actions of 

others in the observer has been supported by brain research” (75). 

Mirror neurons were first discovered in the 1980s in experimental research on macaque 

monkeys, but the theory became popular by the end of the 1990s.7 The mirror neuron theory 

builds on experimental neurological research which has shown that macaque monkeys who 

observe other macaque monkeys doing something, such as eating a banana, tend to have similar 

brain reactions as the monkey who is actually eating the banana.8 From the neurological 

experimental research on macaque monkeys it has been suggested that a similar mirroring brain 

function is the basis of human interpersonal understanding, the basis for language learning, and 

of central importance for our capacity to understand other people’s emotions, including our 

capacity for empathy. According to Riess, the mirror neuron theory explains empathy in 

healthcare. She concludes: “these neurological ‘mirrors’ and shared circuits give us the ability to 

understand not just what another is thinking but to feel what they are feeling as well” (Riess 

2018, 18-19). Elsewhere, Riess (2017) writes:  



5 

 

Empathy plays a critical interpersonal and societal role, enabling sharing of 

experiences, needs, and desires between individuals and providing an emotional 

bridge that promotes prosocial behavior. This capacity requires an exquisite 

interplay of neural networks and enables us to perceive the emotions of others, 

resonate with them emotionally and cognitively, to take in the perspective of 

others, and to distinguish between our own and others’ emotions. (74)  

Here Riess suggests that mirror neurons can explain what it means to share experiences. She 

claims that they enable us to “resonate” emotionally with others and are an important aspect of 

empathic care. My aim here is not to question that there may be neurological reactions involved 

when people interact with each other. Instead, I want to question the role that the mirror neuron 

theory is given as explaining the meaning of empathy in healthcare.  

 There are conceptual and methodological unclarities in the experimental setup of the 

mirror neuron theory. One such conceptual and methodological problem with the experimental 

setup is that a monkey is placed to passively observe another monkey who is doing something. 

This experimental setup reflects a conceptual confusion of interpersonal understanding as a 

matter of passive observation. Ignored here is the degree to which interpersonal understanding 

often takes a dialogical form in how we act, in how we talk, and in how we feel. This is of 

central importance in care work. In care work, the practical care of a patient takes place in a 

dialogue with the patient, and the practical care is adjusted in relation to what the patient says or 

how the patient reacts. This is also how emotions have meaning. According to the mirror neuron 

theory, “sharing emotions” means that two people have the same inner feeling and similar brain 

reactions. However, in real life, sharing emotions can take the form of two friends chatting about 
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childhood memories from school, for example, or of two people taking a walk together in the 

forest. In The Absent Body, Drew Leder (1990) has the following example of shared experiences:  

I am walking in the forest with a friend. As we stroll we point out various things to 

one another: the color of the leaves, a passing bird, the changing of the seasons. I 

adjust to my friend’s pace and she to mine. I find myself enjoying things more and 

in a different way than when I had come alone. We speak of other topics beside the 

scenery: of politics, mutual friends, movies each has seen. But then we lapse into 

silent enjoyment of our surroundings. (94) 

In Leder’s description two persons do something together: they walk together through the forest 

and talk about various things. This is how they share emotions. Many times, our ways of doing 

things together also gain meaning from shared life histories and close relationships. It is here 

irrelevant what goes on in these persons’ brains at a specific moment. The mirror neuron theory 

reflects a conceptual confusion in that it is assumed that “sharing emotions” means the same as 

one person passively observing another person, who is a stranger, and then both having similar 

brain reactions. Even if one can see similar brain reactions in the apes’ brains in the mirror 

neuron experiment, this says nothing about what it means to share emotions or share experiences 

in a human life.  

Riess does not acknowledge these conceptual and methodological confusions in the 

mirror neuron theory. She does not recognize the great difference between, on the one hand, the 

highly-restricted, passively observing set up of the mirror neuron experiment and, on the other 

hand, the dialogical, relational, and practical character that the sharing of experiences in human 

life takes. Riess claims that mirror neurons serve an important neurological function that explains 

empathy in patient care. I have suggested so far that the mirror neuron theory does not explain 
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the dialogical form of the care for patients, nor does it explain what it can mean to share 

emotions in a healthcare setting.  

 

3. What does it mean to see a human face? 

Another aspect that Riess (2012, 2014, 2018) emphasises in her neurological/physiological 

empathy training is to teach medical staff to “decode” patients’ facial expressions to make the 

staff more empathetic. Riess refers here to Paul Ekman’s (2007) research on universal facial 

expressions as a central influence for the company’s empathy training tools. According to 

Ekman, we can understand facial expressions on a superficial level but also on a “micro” level. 

Most people recognize ordinary emotional expressions that last a few seconds. However, 

according to Ekman, there are also “micro expressions” that are much more difficult to recognize 

and requires training by experts.9 Influenced by Ekman’s theory of facial expressions, Riess 

(2012) claims that patients often exhibit subtle nonverbal facial expressions that medical staff 

must learn to “decode.” According to her, it is therefore essential to study the muscular reactions 

in the face to understand the emotional meaning of these micro facial expressions. According to 

Riess et al., training in the Ekman’s facial decoding test has also had positive results, increasing 

patient satisfaction scores in a randomized trial. They write: “There was a strong positive 

correlation between ability to learn subtle facial expressions of emotion and change in patient 

rated empathy. This supported our hypothesis that improved decoding of patients’ emotional 

facial displays and eye contact are important in conveying physician empathy” (Riess et al. 2012, 

1284).  

I do not question that training in reading microscopic facial expressions may have 

positive results in the sense of increasing patient satisfaction scores. However, it is not clear how 
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these positive results should be interpreted. The positive effect of the training can be explained as 

having to do with that one group simply got more education on empathy than the other group. 

Probably almost any kind of training that encourages students to be empathetic or attentive 

towards patients leads to positive results (higher patient ratings). Furthermore, even though the 

training may lead to increased patient satisfaction scores, this does not mean that there are no 

problems with the theory behind the training. One problem is that Ekman’s experimental 

research on decoding facial expressions rests on conceptual and methodological confusions. 

Another problem, which is related to the first, is that the training in reading facial expressions 

creates a narrow picture of what embodied attentive care means.  

In a similar sense as the mirror neuron studies, Ekman’s experimental studies on facial 

expressions are built up so that a test subject passively observes another person. In this case, the 

observed person consists of photographs of facial expressions. That is, the other person’s face is 

observed like a distant object. However, this is not how facial expressions usually have meaning 

in human encounters. The whole idea of facial expressions as outer signs that we observe in 

others, distorts the role of expressions in human life. David Cockburn (2009) writes:  

Bodily expression, and in particular facial expression, has a central place in our 

interactions with each other: is a central form of our contact with others. I respond 

to the other’s smile of pleasure or amusement with a smile. I turn away from the 

other’s angry gaze, or return her friendly or loving gaze. I shrink in the face of the 

other’s manifest hostility or anger, and the other may respond to my shrinking, 

perhaps with a softening of her expression; as, more generally, she may respond to 

my timidity with an encouraging smile. In many cases this contact involves an 

acknowledgement of a world that we share with the other. We exchange a smile at 
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the remark just made, a look of surprise when the guests arrive on time, or a fearful 

glance when we recognize the danger. (129) 

Cockburn suggests that it is problematic to consider the meaning of facial expressions as if they 

basically consisted of certain physical movements that we first observe and then learn to 

interpret. He argues that facial expressions have their meaning as part of our mutual 

responsiveness and then also as part of what it can mean to stand in a personal relationship. In 

the following I will try to show that this dialogical context has meaning when it comes to care 

work.  

 

4. Embodied care as attention to the person 

Instead of thinking of empathic bodily attentiveness as a matter of deciphering microscopic 

details in a person’s facial expressions or reacting with mirror neurons, I think it would be more 

useful for healthcare staff to consider how bodily attentiveness towards patients takes the form of 

interaction and can be an expression of respect and care for another person. Caring attentiveness 

can, for instance, show in a nurse carefully washing a patient’s hair, or it can show in a nurse 

dressing a patient in clean and neat looking clothes.10 Bodily attentiveness in care work also 

often means that one gives a patient time to do things. For instance, a person may have 

difficulties eating, but she may still want to eat by herself. In such a situation, it is important that 

one lets the person eat slowly by herself, even if it might be more convenient, faster, and less 

messy to feed the person. These ways of being attentive to a patient’s body take the form of 

sensitive dialogical interaction. Such dialogical interaction begins already when the nurse steps 

into the room, greets the patient, and chats a little bit with them. When washing a patient’s hair, 

the nurse may ask things like “Is the water too cold or too warm?” Or, the nurse might say, 
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“Now you have to close your eyes so that you don’t get soap in the eyes.” The bodily sensitivity 

is integral to a respectful and kind way of talking, asking, and attending to the patient. It is of 

course not always the case that these kinds of interactions work smoothly, but also in such 

instances there is usually a dialogue going on. Nurses working with elderly patients or with 

handicapped people learn and get used to such things. However, this is something quite different 

from learning to read microscopic facial expressions or studying brain scans. These ways of 

being sensitive towards another person have nothing in common with observing microscopic 

muscle movements in the patient’s face or observing neurological reactions in the brain. It is a 

matter of acknowledging the individual person in a specific life situation.  

Another aspect that cannot be studied through neurological research or by observing 

microscopic facial expressions is how the sharing of a longer relationship affects the meaning of 

care and mutual bodily sensitivity. In the Swedish book Omtankar,11 Christina Olofsson (2011) 

tells of her work in elderly care with helping an older woman whom she calls Svea:  

Svea always wanted to look elegant and proper, preferably in a white blouse and 

short black skirt so her nice legs would be shown. On one occasion I wanted Svea 

to buy new summer clothes. Her old ones had become too tight because of too 

little exercise since she was now sitting in a wheelchair. I found a beige skirt and a 

blouse with small flowers in stretch material. When I had helped her put on the 

clothes, she wasn’t completely happy, too much color. I explained that the color 

and form suited her, and she bought the clothes. A few days later when a male 

nurse gave her compliments for the nice outfit, she brightened up and said, “Of 

course one should look nice.” Dance was a great joy for her even when she 

couldn’t walk anymore. She liked to sing and joke. (22, my translation) 
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Olofsson here shows a sensitivity to Svea’s body that reflects that she knows Svea. She knows 

what Svea is like, that she cares about her appearance and her own clothes. In contrast to Riess’s 

training in the recognition of microscopic facial expressions, this is not something Olofsson 

could learn as a general rule of behavior. The care for Svea that Olofsson expresses in the way 

she helps Svea to buy new clothes is not based on any neurological studies of Svea’s brain 

reactions, nor on any findings of the general meaning of microscopic facial expressions.  

Riess assumes that being attentive towards a patient’s bodily behavior consists in a 

scientific method of “decoding facial signals” and seeing a connection with these facial signals 

and brain reactions. Of course, there might be specific situations where it would be useful to 

learn about neurological findings or microscopic facial expressions to be empathic, but most 

situations where empathy is needed do not require such a focus. By describing different cases of 

embodied empathic care, I have suggested that Riess’s neurological approach to empathy is too 

narrow and that it creates a misdirected focus on what empathic care means.  

 

5. Neuroscientific explanations of exhaustion in care work 

I will now leave Riess’s neurological theory of empathy for a while and discuss another area of 

neurological research on empathy in healthcare. One aspect that interests neurological 

researchers on empathy in healthcare is the fact that caring for ill persons can be distressing and 

exhausting. According to Jean Decety and Claus Lamm (2011), the distress one can feel when 

confronted with another person’s suffering can be observed neurologically. Furthermore, it has 

been suggested that the neurological reactions are a major cause for burnout among healthcare 

staff. Decety and Lamm describe the following experiment:  
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A number of neuroimaging studies recently demonstrated that the observation of 

pain in others recruits brain areas chiefly involved in the affective and motivational 

processing of direct pain perception.  

In one study, participants in the scanner received painful stimuli in some 

trials while in other trials they simply observed a signal indicating that their 

partner, who was present in the same room, would receive the painful stimuli. 

During both types of trials the medial and anterior cingulate cortex (MCC and 

ACC) and the anterior insula were activated. (201) 

In a later article, Ezequiel Gleichgerrcht and Jean Decety (2012) refer to the above-described 

experiment, suggesting that it explains why people working in the healthcare sector suffer from 

burnout: “too much sensitivity, may be detrimental to the patient-physician relationship, as well 

as for the physician’s well-being if some aspects of empathy are not well regulated” (247). 

Gleichgerrcht and Decety suggest that people working in the healthcare sector suffer from burnout 

because they cannot regulate their neurological empathetic responses.  

However, as with the mirror neuron experiments and the methods of observing facial 

expressions, similar methodological problems can be seen here in that test subjects are put to 

passively observe the experimental subject. As with the mirror neuron experiments and the 

methods of observing facial expressions, similar methodological problems can be seen here in 

that test subjects are put to passively observe the experimental subject. Then the two person’s 

brain reactions are compared, and the similar brain reactions are claimed to explain how empathy 

in healthcare can cause stress and exhaustion. The problem here is again methodological and 

conceptual. Observing painful stimuli in an experimental situation is totally different from what 

it means to witness another person suffering from serious illness in real life. In the experimental 
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situation there is no danger involved, and the one who observes the other is not expected to take 

any responsibility to help, to intervene, to stop the causing of pain, or to act in any way 

whatsoever. Consider the following description by Ericson-Lidman et al. (2013), where a nurse 

working in municipal elderly care tells of situations that she finds especially difficult to bear:  

It is about pain relief at the end of life. I failed to persuade the doctor to give the 

large amounts of pain relief that the resident needed. It is our job. At the end of life, 

they should not have to sit in bed and scream out of pain, fear, and anxiety. We are 

obliged to provide relief. It is the law. (220, my translation) 

The difficult experience here was not that the nurse felt the same or even anything resembling to 

what the dying patient felt. The difficult experience here is that the nurse was not allowed to help 

the dying patient. This is completely different from the experimental situation that Decety and 

Lamm describe. It might be that one can see similar brain reactions in both cases, but after the 

experiment the test subject goes home and eats dinner, sleeps well, and forgets the whole event. 

The nurse on the other hand will remember this situation with the dying patient the rest of her 

life. By describing this case in neurological terms, the ethical meaning of the situation is 

distorted. The nurse is not talking about her own brain reactions but describing a situation of 

callousness and injustice in healthcare. By talking about neurological reactions in the brain the 

ethical criticism in the nurse’s words is ignored. Ignored too is the nurse’s criticism of 

authoritative attitudes by doctors who do not take nurses’ words seriously even when patients are 

dying in fear and pain. These kinds of experiences also seem to be increasing. Ann-Louise 

Glasberg (2007) writes about what she calls “stress of conscience” among nurses as something 

that is increasing: “People are burdened by having to make difficult prioritizations, sometimes in 
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conflict with integrated principles. The responsibility for prioritization has been transferred from 

the organizational level onto the individual staff member” (12).  

There are also other stories of stress and exhaustion. In The Illness Narratives, Arthur 

Frank (2013) describes a woman called Nancy, who herself is ill. She tells about an ordinary day 

with her mother who has Alzheimer's: 

And if I’m trying to get dinner ready and I’m already feeling bad, she's in front of 

the refrigerator. Then she goes to put her hand on the stove and I got the fire on. 

And then she’s in front of the microwave and then she’s in front of the silverware 

drawer. And—if I send her out she gets mad at me. And then it's awful. That’s 

when I have a really, a really bad time. (99) 

When families are struck by serious illness it is a difficult struggle not only for the ill person but 

also for the family to try to cope, where the illness and the efforts to care can be shocking, 

bewildering, frustrating, exhausting, and filled with grief. These stories of confusion and 

exhaustion are something that Frank acknowledges when he quotes Nancy. Frank describes 

Nancy’s story as a “chaos narrative”: “The person living the chaos story has no distance from her 

life and no reflective grasp on it. Lived chaos makes reflection, and consequently story-telling, 

impossible” (98). According to Frank, the experience of chaos when living with illness, makes it 

difficult to grasp one’s own situation and makes it difficult to talk about it. The patient’s 

description of her situation may be fragmented, and it may be difficult to listen and to try to 

understand what the patient is telling. Nancy is deeply exhausted from constantly having to try to 

handle her mother’s confused presence, having to explain to her, having to ask her not to touch 

the hot stove et cetera. Nancy’s words reflect a common pattern among persons who care for 
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family members with dementia. People often describe feeling trapped and exhausted, not getting 

any respite from the demented family member:  

I feel trapped, but there are no alternatives, so I have to accept this situation and I 

pray for strength to get through another day. (wife quoted in Hervonen et al. 2001, 

236, my translation)  

 

The nights vary a lot. I never know how many times at night I must get up to help 

mom back to her bed or how much sleep I will get. How will I keep up my 

strength? Where could I get help and some air to breathe?” (daughter quoted in 

Hervonen et al. 2001, 240, my translation)  

For these people, life has turned into a struggle to manage one day at a time. Again, it is quite 

possible that one can see reactions in these people’s brains. However, as I noted earlier, after the 

experimental situation, people can go home and have a nice dinner, and they do not have to take 

any responsibility. These families, on the other hand, cannot look forward to getting some rest or 

to any kind of future. They are totally immersed in a demand for constant responsibility and 

attention.  

 Another aspect that can cause stress and exhaustion in caring relationships is violence. 

Hervonen et al. (2001) reports the following story told by a relative to a person with 

Alzheimer’s: 

My sister was ill with Alzheimer's for seven years. Her memory slowly became 

weaker. At first, I was surprised that she spoke so strangely. Once I started 

laughing: “How can you say that?” She got angry and did not realize at all that she 

was talking strangely, and she hit me in the face. My face was bruised. After a 
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while, she asked, “What's with your face?” I said she hit me. “No!” She started to 

cry and hugged me. "I don’t remember anything." (53, my translation) 

In this story, one can see how the woman with Alzheimer’s is unable to realize that she talks in a 

strange way. However, the main problem here is not that she is speaking strangely, but that she 

gets angry and violent when her sister laughs. It is the violence rather than the 

incomprehensibility of her words that damages their relationship. A basic trust breaks down that 

will affect how the two talk with each other in the future. It gets difficult to express love and 

concern towards an ill person if that person suddenly and without any reason may get violent. If 

the two live together, the threat of unpredictable violent behavior can eventually become 

unbearable.  

I have tried to suggest here that the distress one can see in these examples is expressive of 

responsibility when caring for a seriously ill or dying person. Still, as I mentioned before, 

Gleichgerrcht and Decety (2012) suggest that neurological experiment shows something about 

how care work can be stressful and exhausting. In the neurological experiment there is no 

responsibility involved, no need for constant attention, no threat of violence. Still, Decety and 

Lamm suggest that the neurological experiment shows something about how care work can be 

stressful and exhausting. By claiming that exhaustion in care work is centrally a neurological 

problem caused by “too much empathy,” Gleichgerrcht and Decety disregard what nurses and 

caretakers often describe as exhausting: ethical and relational experiences. By defining these 

responses of stress and exhaustion as neurological they are assumed to be irrational over-

reactions.  
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6. Listening to chaos and creating meaning in confusion 

Frank’s description of chaos stories reveals how difficult and confusing it can sometimes be to 

try to listen to patients. However, in talking about chaos stories, Frank does not only describe 

hopeless chaotic situations of despair, but he also emphasizes the ethical importance of listening 

to patients. According to Frank (2013), listening to the patient is an important ethical response to 

the person, it is a way of acknowledging the person: “The need to honor chaos stories is both 

moral and clinical. Until the chaos narrative can be honored, the world in all its possibilities is 

being denied. To deny a chaos story is to deny the person telling this story, and people who are 

being denied cannot be cared for” (109). Frank notes that especially in situations of chaos, to be 

heard and listened to can be healing for the patient. Giving a patient time to talk and time to find 

words for confusing experiences allows the patient the opportunity to realize that the thoughts 

are perhaps not meaningless, and the patient may eventually grasp the situation better. Talking 

about one’s experiences may also help avoid feelings of being isolated with one’s despair. 

However, such respectful ways of listening to the patient have not been self-evident, or equal, in 

the history of medicine. According to Jennifer Radden (2012), especially people with mental 

disorders have often been misrepresented by medical science or represented in a too one-

dimensional light. Radden (2012) describes psychiatry as a “master narrative” where the 

patient’s voice has largely been ignored when medical practitioners have defined mental illness: 

“Master narratives are an expression of the power of a dominant group; it is a power so great as 

to create conditions for non-recognition or mis-recognition of marginalized groups such as, in 

our case, those bearing psychiatric diagnoses” (4-5). According to Radden, this has meant that 

psychiatric patients have been neglected or treated in patronizing ways. Furthermore, Radden 

notes that first-person accounts of mental illness are important for understanding what it may 
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mean for a person to try to cope or live with chronic mental illness. 12 A person’s words may 

sound inconsequential or even absurd, but the person’s words may still express ways of coping 

with chronic illness.  

Frank and Radden both point out the importance of listening to first-person accounts of 

illness. I think Frank’s and Radden’s reflections are important also when it comes to care work 

with persons who have dementia. If one looks at stories of care for persons with dementia, one 

can see that caretakers often create experiences of meaning together with the patient. Consider 

the following story where a woman tells of her husband who has started hallucinating and sees 

black birds: “At the beginning of the illness, he hallucinated. If I said I did not see anything, he 

became sad. But when he saw black birds on the road and I said it was capercaillies, he was 

happy that I also saw the birds” (Hervonen et al. 2001, 186, my translation). Here the wife 

responds to her husband's hallucinations by letting him believe that he sees correctly. The 

situation is harmless, and the man is happy that they both see the capercaillies. The wife gives 

her husband an opportunity to share an experience of joy even though it is a hallucination. Their 

joy in looking at capercaillies together is expressive of their close relationship. It would have 

been equally possible to dismiss the man and tell him that there are no black birds and that he is 

having a hallucination.  

Päivi Topo et al. (2007) describe care work in a ward for elderly people with dementia. In 

the study, they focus on situations where nurse and patient talk: “A male resident has a visit, but 

he does not recognize the guests and tries to get away. The nurse notices the situation and says: 'I 

will bring you coffee to the room.' The man goes happy back to his room” (99, my translation). 

Here one can see how the nurse, by saying that she will bring coffee to the room, manages to get 

the man with dementia to receive his guests even though he is afraid to meet people he does not 
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recognize. The nurse does not tell the man that he is behaving irrationally. Nor does she give up 

and let the man disappear. Instead, she kindly offers coffee. By doing so, the nurse gives the man 

an opportunity to handle the situation with dignity, without having to feel embarrassed, and an 

opportunity to, perhaps eventually, remember his friends or relatives. The nurse does not treat 

the man as completely irrational. Instead, she creates space, a meaningful background for 

socializing where perhaps memories can also be brought to life. Here is another example: 

Katri Vuorela sighs after lunch: "Now I just wait to be picked up." The nurse asks, 

"Where would you like to go?" Katri replies, "Home." The nurse says in a kind 

voice: “Well but not right now, now the stomach is full, and we are here. That is 

how it is, home is important to all of us.” The nurse talks with Katri about her 

home. Katri begins to remember vividly: “There my dear mother and father are as 

they used to be. We children were so important to them. At least for me, mom and 

dad were so important, and when we had to go away to strangers, the longing was 

so strong!” Katri continues to vividly remember her childhood. (99, my 

translation) 

The woman with dementia does not grasp her own situation when she says that she is waiting to 

go home, but the nurse sensitively manages to change the direction of the conversation so that it 

instead becomes a moment where they together happily remember her childhood. The nurses 

create room for the patient to share memories or to share moments of joy with relatives, friends 

or with the nurse.  

In these examples above one can see that confused ways of speaking can be meaningful 

even though these ways of speaking also may be expressive of chronic mental illness. At the 

same time, one can see how the ability to create something meaningful in situations of confusion, 
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is of central importance in the care for dementia patients. The family members and nurses create 

experiences of connection and joy out of situations that might have led to confusion and despair. 

They create room for sharing memories and friendships. In this sense, the experience of 

meaning, the ability to cope with the chronic illness is a gift. The meaning is formed in dialogue 

with the patient, out of the patient’s reactions and words, with the help of family, nurses, and 

friends.  

  

7. Conclusion 

My aim in this article has been to examine neuroscientific theories on empathy in healthcare. In 

the first part, I discussed a neurophysiological theory on embodied empathy in healthcare. I 

pointed out conceptual and methodological problems in the research on mirror neurons and in the 

research on decoding facial expressions. By considering various examples of embodied care 

work, I suggested that the neurophysiological conception of empathy in healthcare reflects a 

reductive conception of embodied care.  

In part two, I focused on researchers in social neuroscience who study emotional 

exhaustion among people working in the healthcare sector. According to these neuroscientists, 

too much empathy in patient work can lead to emotional exhaustion which can be defined as 

neurological reactions in the brain. I argued that also this theory is based on conceptually and 

methodologically flawed experimental research. By discussing Arthur Frank’s conception of 

chaos narratives, and by reflecting on various examples of how care work can involve exhausting 

experiences of responsibility, I questioned the claim that neuroscience explains how care work 

can be difficult and exhausting. The neurological theories ignore the ethical dimensions of care 

work and the extreme demands of constant responsibility that people can be entangled in. Family 
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members are often left alone with their caring responsibilities and healthcare staff may be 

confronted with insurmountable authoritative attitudes of callousness. The solution to these 

difficulties and experiences of despair will not be found in neurological experimental research.  

In the last part of the article, I discussed Frank’s and Jennifer Radden’s reflections on the 

need to listen to patients’ stories. Jennifer Radden suggests that patient descriptions may often 

appear chaotic or absurd on the surface even though they may express ways of coping with 

chronic illness. By reflecting on some examples of care for dementia patients I suggested that 

care work often is expressive of a dialogical effort to create meaning for the patient in situations 

of confusion. Family members, nurses, and friends who care for patients with dementia often 

create meaning together with these patients, they create opportunities of sharing memories and 

sharing relationships.  

One problem that I have tried to point out is that theories on empathy can be influenced 

by various mentalistic conceptions of interpersonal understanding. This is, among other things, 

reflected in the popularity of neuroscientific research on empathy in healthcare. In this sense, 

research on empathy in healthcare often reflects a lack of interest in patient narratives. This lack 

of interest shows in that there is no reflection on illness narratives, while there is a lot of 

attention given to experimental neurological research. This does not mean that everything that is 

written about empathy is flawed. However, my impression is that there is a serious problem in 

that research on empathy is influenced by mentalistic conceptions of human social life that tends 

to lead to a narrow perspective on patient-centered care.  

Is the concept of empathy then at all needed in healthcare? Even if the theoretical 

research on empathy can be entwined in a mentalistic neurological jargon, discussions about 

empathy can (when not being caught up in a mentalistic jargon) point at the dialogical, relational, 



22 

 

and ethical forms that patient centered care can take. However, to see what this might mean one 

must look at descriptions of care work instead of conducting unrealistic experiments. I have in 

this article tried to reflect on various examples of care work and thereby tried to suggest that 

there is no specific emotional or mental or neurological method that can explain what it means to 

attend to a patient. Empathy is not a general technique of mindreading, neither is it a general 

emotional/neurological mirroring reaction. Empathic attentiveness to a patient is an ethical 

response to the whole person. Serious illness does not only mean bad health but often brings with 

it experiences of loneliness and neglect. In circumstances where a person’s integrity and dignity 

may be threatened, empathy requires above all else an understanding of the importance of 

respecting the person and treating the person as a real human being. Such respectful ethical 

attentiveness takes place in daily care settings of working, helping, responding, and listening to 

each other. It often requires a broad understanding of the whole person and her life. It requires a 

dialogical ability to adjust the care in relation to the patient’s response and in the context of 

conversations with the patient. It often requires that two persons can share a longer relationship. 

One thing that is especially needed for such respectful ethical attentiveness is time; time to be 

with a patient, time to talk, time for both to get to know each other.  
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Notes 

1. Arthur Frank’s (2013) The Wounded Storyteller and Rita Charon’s (2006) 

Narrative Medicine, Honoring the Stories of Illness are important contributions in 

medical humanities that offer thorough reflections on the meaning of illness narratives.  

2. Important here has been standpoint theory and criticism of the idea that scientific 

knowledge consists of neutral descriptions of facts. Sandra Harding (1991) argues that 

scientific knowledge often express male bias and underlying power relations. This also 

concerns medical science.  

3. fMRI is the abbreviation for “functional Magnetic Resonance Imaging.” 

4. Central researchers in this field are, for instance, Jean Decety and Claus Lamm 

(2011), Ingrid Preusche and Claus Lamm (2015), and Helen Riess (2012; 2014; 2017; 

2018). While Decety and Lamm and Preusche do theoretical and experimental research, 

Riess has made her research into a business. Even if the field of social neuroscience is 

new, it can be said to build on old sociobiological theories. With fMRI, it seemed that 

many old sociobiological questions concerning the natural origins of human social life 

could be studied directly in brain reactions. 
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5. According to Deena Skolnick Weisberg et al. (2008), there is a tendency to accept 

neuroscientific explanations too easily. For example, Weisberg et al. presented test subjects 

with different explanations of certain phenomena. Some explanations were truly 

informative, while others were circular arguments. The test subjects were generally able to 

recognize the difference between informative or circular explanations when neuroscience 

was not involved in the explanations. However, when the explanations contained 

references to neuroscience, the test subjects tended to rate the circular explanations as 

informative. According to Weisberg et al., the results of the experiment suggest that people 

tend to believe that neuroscientific explanations are informative even if they are not. 

Arguments referring to neuroscience can therefore be misused in society and in politics. 

6. See Bluhm (2013) for a more detailed criticism of the use of fMRI. 

7. See, for instance, Iacoboni et al. (2005), Rizzolatti (2005), Rizzolatti and 

Craighero (2004), Carr et al. (2003). 

8. According to Gregory Hickok (2014), the neurological findings in the macaque 

monkeys are much more modest than what is generally suggested. Hickok argues that 

there is no evidence that the mirror neurons in any straightforward sense reflect 

understanding. According to Hickok, one can say that these neurons seem to be motor 

neurons that react to physical movement. This is a much smaller conclusion than what is 

often made. 

9. Ekman’s training in recognizing micro expressions has been used in the training 

of CIA personnel to learn to detect people who are lying. Jan Plamper (2015) has an 

important critical analysis of Ekman’s profitable business on his research on facial 

expressions. 
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10. I have taken these examples from Lindström (2011). 

11. The title is a play on words. In English, the title would mean something like 

“thoughtfulness.” 

12. Serife Tekin (2019) also discusses tendencies in psychiatric diagnoses to ignore 

the patient’s self. According to Tekin, psychiatry has tended to focus on impersonal 

symptom descriptions, leaving out considerations about the patient’s self (the life the 

person is living, the person’s relationships, the person’s life history, etc.).  
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