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1  | INTRODUC TION

Empathy is considered to be vital to professional helping and car-
ing relationships (Brunero, Lamont, & Coates, 2010; Douglas, 2012; 
Freedberg, 2007; Halpern, 2003; Hojat, DeSantis, & Gonnella, 2017; 
Mercer & Reynolds, 2002; Morse et al., 1992; Raudonis, 1995; 
Reynolds & Scott, 1999, 2000; Rogers, 1959; White, 1997; Wiseman, 
2007). Nursing and healthcare literature have paid vast atten-
tion to empathy in its functions to provide knowledge and enable 

relationality. One of the aims of professional caring relationships is 
to accurately perceive patients’ needs and concerns from their point 
of view (Reynolds & Scott, 2000). Through empathy, caregivers learn 
what is at stake for their patients and what their situation means to 
them (Vanlaere, Timmermann, Stevens, & Gastmans, 2012). These 
insights help to attune care to their patients’ needs and individuality. 
Expressing empathic understanding makes patients feel valued and 
recognized, which promotes trust and strengthens the caring rela-
tionship (Wiseman, 2007).
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Despite the interest in the relational value of empathy, it has 
been mainly conceptualized as the individual's ability to affectively 
resonate with or cognitively imagine the other's experiences or situ-
ation (Douglas, 2012; Freedberg, 2007; Håkansson & Montgomery, 
2003; Main, Walle, Kho, & Halpern, 2017; Williams, 1990; Wynn & 
Wynn, 2006; Zaki, Bolger, & Ochsner, 2008). The relational dimen-
sions of empathy have received far less attention and are under in-
vestigated in both theoretical and empirical research (Annells, 2006; 
Kunyk & Olson, 2001; O'Hara, 1997). This is problematic for at least 
three reasons. First, conceptualizing empathy as a one-sided activity 
suggests that empathy is the sole responsibility of the caregiver in-
stead of being co-dependent on the abilities and efforts of the care 
receiver (Zaki et al., 2008), the quality of the relationship (Main et al., 
2017) or the organizational context (Halpern, 2003). It may place un-
realistic expectations onto caregivers and contribute to feelings of 
frustration and distress when empathy is challenged. We will argue 
in section 3 that such a one-directional activity does not adequately 
reflect the experience of empathy in daily care. Patients are not nec-
essarily the passive recipients of their caregiver's empathy. They can 
be active participants who appeal to the empathy of their caregivers 
by being emotionally expressive or they may lead caregivers through 
their inner world of experiences by vividly telling them what they 
are going through. Empathy involves the abilities and participation 
of both the caregiver and care receiver, albeit in different roles. By 
understanding empathy as a co-creative practice, we aim to contrib-
ute to an enriched theoretical framework that more adequately rep-
resents experiences of empathy in everyday care.

Second, overlooking the relational nature of empathy, hampers a 
clear distinction between empathy and “false” or “pseudo” empathy, 
such as projection. One of the main objections against empathy is 
that it has sometimes been defined as a self-referential phenomenon 
(Noddings, 2013; Sevenhuijsen, 2014; Tronto, 1993; Zahavi, 2014a). 
For instance, the metaphor of “putting oneself in the other's shoes” 
suggests that people try to comprehend the other's perspective by 
projecting themselves into someone else's situation. Although such 
an exercise may at times be useful, it is likely to be erroneous as it 
does not necessarily tell the empathizer how the other experiences 
that particular situation. Two people may perceive a similar event in 
completely different ways. For instance, one person may experience 
a diagnosis as ultimately distressing, while another may experience 
the same diagnosis as a relief as it provides clarity, offers an explana-
tion for one's symptoms and opens the way to treatment. As a con-
sequence of projection, caregivers easily fail to recognize the other's 
specific needs and individuality and cannot provide adequate care 
(Sevenhuijsen, 2014; Tronto, 1993). In section 4, we will argue that 
empathy is a fundamentally other-directed experience and that a 
clear self-other distinction is pivotal for empathy. These fundamen-
tal characteristics help to distinguish between “true empathy” and 
forms of “false” or “pseudo” empathy such as projection, identifica-
tion or personal distress.

Third, by conceptualizing empathy as an act of the caregiver and 
excluding the role of the other, the power dimensions of empathy are 
clouded. This is problematic, since caring relationships are inherently 

asymmetrical as patients are in a relatively vulnerable and dependent 
position (Tronto, 1993; Van Heijst, 2011; Van Nistelrooij & Visse, 
2018). The power imbalances related to empathy may seriously affect 
the well-being of care receivers. For instance, patients may experience 
their caregivers’ empathic expressions as patronizing or intrusive. 
This could happen when caregivers touch upon emotions that the 
patient is not yet ready to share (Morse et al., 1992), when empathy 
is not embedded in a trusting relationship (Reynolds & Scott, 2000) 
or when caregivers remain distant and disclose little of themselves 
(Freedberg, 2007). As a consequence of intrusive empathy, patients 
may feel anxious, overwhelmed and out of control (Reynolds & Scott, 
2000). Although the more process-based communicative approaches 
of empathy include the expression, reception and confirmation of the 
empathizer's understanding (Barrett-Lennard, 1993), these conceptu-
alizations still reduce the role of the empathee to either confirming or 
rejecting this understanding. In section 5, we will argue that empathy 
could be more realistically understood as a continuous, dynamic pro-
cess in which both empathizer and empathee are affectively involved 
and constantly influence and (re)shape each other's feelings and un-
derstandings. By including the other as an active participant who can 
influence the caregiver, we aim to contribute to a framework that 
allows for a more adequate recognition and enquiry into the power 
dynamics of empathy.

To explore the relational aspects of empathy, it will be recon-
sidered against a background of theories that promote relational 
thinking, in particular care ethics and phenomenology. Care ethics 
is an emerging field of enquiry that has care practices as its main 
topic of interest and that considers relationships instead of personal 
qualities, virtues or skills to be at the heart of care and morality. 
Phenomenology is a philosophical discipline stemming from the 19th 
century that studies human experience and the structures of human 
consciousness (Smith, 2018). Phenomenologists, especially Husserl, 
Scheler and Stein, were among the first to study empathy when the 
concept emerged in the early 20th century. These philosophers un-
derstand humans to be connected instead of separated and have 
offered profound insights into the nature and essence of empathy 
as a relational experience. In this paper, we will mainly discuss the 
phenomenology of Stein (1964) and those contemporary empathy 
theorists who draw on her writings such as Zahavi (2008, 2014a, 
2014b) and Ratcliffe (2012). In addition to these theories, we draw 
on qualitative studies into interpersonal, interactive and received 
empathy in professional caregiving.

2  | THREE COMPONENTS OF EMPATHY

Philosophy, nursing and moral psychology offer a number of defini-
tions of empathy that form the starting point of our analysis. These 
definitions may consist of either one or a combination of the follow-
ing components: (a) The underlying ability or act; (b) The experience 
that results from these activities; (c) The expression of the empathic 
experience. Before proceeding to the analysis, we will shortly dis-
cuss the three components in more detail (Table 1).
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First, empathy definitions may refer to the underlying abilities 
or actions that enable the experience of empathy. Academic liter-
ature offers three definitions that fit this description: (a) Affective 
empathy is the ability to emotionally attune to or resonate with the 
other's experiences; (b) Cognitive empathy or “perspective-taking” 
is the ability to think into or mentally reconstruct the other's expe-
riences, mainly by using one's imagination; (c) Perceptive empathy 
is the ability to directly perceive the other's experiences. The latter 
definition is less common but can be found in phenomenological 
literature. The primary source of this definition is Stein's On the 
problem of empathy (1964). According to Stein, people may directly 
experience others’ inner world, by perceiving their gestures, facial 
expressions or behaviour. Although less known, this third type of 
empathic ability is gradually gaining attention in nursing and health-
care literature (Määttä, 2006; Morgan, 2016; Richardson, MacLeod, 
& Kent, 2011).

Second, empathy definitions may refer to (the content of) the 
experience of empathy itself, which can again be either cognitive or 
affective. Moral psychologists Batson (2011) and Hoffman (2001) 
offer a distinction between empathy as a cognitive insight and 
empathy as an affective response. Meneses (2011) uses the terms 
“empathy as knowing” versus “empathy as responding” to mark this 
distinction. Empathy as knowing means people have a cognitive 
awareness or understanding of the other's experience or situation. 
This definition of empathy is found in philosophy, including phe-
nomenology (Meneses, 2011; Meneses & Larkin, 2012). Empathy 
as responding refers to an affective response within the self to the 
other's experience. This account of empathy is dominant in moral 
and social psychology (Meneses, 2011). In these disciplines, empathy 
is essentially conceived as an affective response that is similar or 
congruent to the other's feeling.

Third, process-based approaches of empathy include the expres-
sion (verbal or nonverbal) of one's empathic understanding and/or 
one's affective response (Barrett-Lennard, 1993; Morse et al., 1992; 
White, 1997). Often, the focus in these conceptualizations is on the 
expression of the empathizer's understanding as a means to check 
for its accuracy (Mercer & Reynolds, 2002). These process-based 
conceptualizations are communicative when they include the re-
ception, recognition or evaluation of the empathic expression by the 
empathee (Barrett-Lennard, 1993). The process of empathy is con-
sidered successfully completed if the subject or empathee evaluates 
the expression of empathic understanding as accurate. Alternatively, 
one may evaluate whether one's empathic emotions are similar or 
congruent to the empathee's experiences (Oxley, 2011) and if one's 
empathic expression is thus appropriate. For instance, when the 
empathizer expresses sadness whereas the empathee experiences 
relief, there is no congruence or affective match and the empathic 
expression may be perceived as inappropriate, mismatched or unat-
tuned by the empathee.

In nursing and particularly in healthcare literature, empathy has 
been predominantly understood as a cognitive ability or act, in which 
the affective aspects of empathy are underemphasized (Halpern, 
2003; Hojat et al., 2017; Hojat, Louis, Maio, & Gonnella, 2013; 
Noddings, 2013). Nowadays, empathy is gradually being defined as 
a hybrid or multidimensional construct that combines affective and 
cognitive aspects (Main et al., 2017; Noddings, 2013). For instance, 
in Nursing Philosophy Morgan (2016) calls for a rich, hybrid concep-
tualization of empathy in health care “that includes both pre-reflec-
tive/intuitive and cognitive/imaginative components” (p.1). In the 
field of care ethics, a similar tendency can be found to promote hy-
brid conceptualizations of empathy. For instance, Hamington (2004) 
defines empathy as “affective responses to an ‘other’ that integrates 

TA B L E  1   Three components of empathy

Component of empathy Definition Examples (fragments) from sources

I. Empathy as an ability or act

1. Affective empathy The ability to emotionally attune to or resonate with the 
other's experiences

“(…) the capacities to resonate with another person's 
emotions (…).” (Oliveira-Silva & Gonçalves, 2011)

2. Cognitive empathy The ability to imagine the other's experiences “(…) an imaginative reconstruction of another person's 
experience (...).” (Nussbaum, 2001)

3. Perceptive empathy The ability to directly perceive the other's experiences “(…) a perceptual act, which directly brings another's 
experience into one's own awareness.” (Meneses & 
Larkin, 2012)

II. Empathy as an experience

1. Empathy as knowing The awareness or understanding of the other's 
experiences

“(…) understanding another person's experience (...).” 
(Hodges & Myers, 2007)

2. Empathy as 
responding

The affective, inner response to the other's experiences “(…) responding to another's emotion with a congruent 
emotion (…).” (Oxley, 2011)

III. Empathy as an expression or communication

1. Cognitive expression Expressing one's empathic understanding and checking 
its accuracy

“(…) to communicate that understanding and check its 
accuracy (…).” (Mercer & Reynolds, 2002)

2. Affective expression Expressing one's empathic emotions and checking 
whether these are similar with or congruent to the 
other's feelings

“(…) accurate transmission to another of a feeling, 
aroused on his behalf, in verbal and nonverbal form.” 
(Gippenreiter, Kariagina, & Kozlova, 1994)
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knowledge and emotions to better apprehend their situation and 
feelings” (p. 62). A similar argument for an enriched, multidimensional 
conceptualization of empathy is the purpose of this paper. We will 
focus less on the affective and cognitive aspects, but rather on its re-
lationality. The relational dimensions of the above-mentioned three 
components will be discussed in section 3, 4 and 5, respectively. In 
chapter 6, we will explore a fourth component that is far less com-
mon in academic literature: empathy as the quality of relationships.

3  | EMPATHY A S A CO - CRE ATIVE 
PR AC TICE

Common empathy definitions suggest that the experience of em-
pathy or the accuracy of one's empathic understanding rely solely 
on the skills and activities of the empathizer. The empathee's role, 
if acknowledged at all, is restricted to either confirming or rejecting 
the accuracy of the empathizer's understanding. An example from an 
empirical study may help to explain why such a view is inadequate 
with regard to the practice of empathy in everyday life (authors, 
forthcoming). In the next interview fragment, a healthcare chaplain 
recalls how a client invited her into his inner world of experiences by 
sharing what it was like having to move from a large and beautiful 
home to a small studio apartment in a rehabilitation centre: “Then my 
client says to me: ‘Imagine.... Imagine that this is happening to you’. 
He points to the room where he sits… He says: ‘This entire space 
is smaller than my study room at home’. And then he points to the 
kitchen block and says: ‘That would be my kitchen. That shelf, that 
would be my cellar. My bathroom. Bedroom. Office.....’ [Turning to 
the interviewer the chaplain says:] I see something happening with 
you as well now that I tell you this (…). What happens, I think, is that 
we can imagine very well what it is like.” (Interview fragment qualita-
tive research by the authors, forthcoming). This example shows how 
a client deliberatively appeals for the caregiver's empathy and leads 
her step by step through his experiential world. His vividly portray-
ing what his situation is like has an emotional impact on the chaplain 
and helps her to imagine more accurately what he is going through.

Based on (empirical) research of ourselves and others, we sug-
gest that empathy be viewed as a co-creative or collaborative prac-
tice that requires the participation of both parties (Barrett-Lennard, 
1993; Wynn & Wynn, 2006; Zaki et al., 2008). Empathy, understood 
this way, requires that people express themselves, for instance 
through sharing stories or by showing their emotions (Betzler, 2019; 
Kupetz, 2014; Main et al., 2017; Zaki et al., 2008). Empirical research 
indicates that one empathizes more accurately with people who are 
highly expressive (Zaki et al., 2008). In health care, however, self-ex-
pression can be challenged for a variety of reasons. Patients may be 
aphasic or withdrawn as a result of an illness, trauma, psychiatric 
disease or cognitive impairment. They may be hesitant or unwill-
ing to share what they are going through because they do not trust 
the caregiver or feel ill at ease. When patients fail to express them-
selves, caregivers may still empathize with their patients’ situation, 
but the inner world of experiences and meanings remains hidden. 

In caring, it is this experiential world that caregivers ideally connect 
with to better attune their care to their patients’ unique needs and 
individuality.

In the proposed relational conceptualization of empathy, pa-
tients are no longer perceived as the passive recipients of empa-
thy. Instead, the roles are likely to be reversed. The care ethicist 
Noddings (2013) offers an understanding of empathy in which the 
caregivers are on the receiving end, by being immersed in the other's 
experiences through attentive listening and by allowing themselves 
to be affected by the other. Instead of actively entering the other's 
world—and thus potentially “invading” it—caregivers have an open 
and receptive attitude. An example of receptive affective empathy 
is that instead of deliberately trying to “feel with” the other's expe-
riences by searching for emotional cues or by asking people “what 
it feels like,” caregivers may experience the other's inner world by 
being open and sensitive, by listening attentively and by allowing 
themselves to be affected (Noddings, 2013). When thinking fur-
ther along the same line, an example of receptive cognitive empa-
thy could be that instead of trying to actively imagine the other's 
experience by simulating it in one's mind, caregivers listen carefully 
as people portray in their own words what they are going through. 
Thus, it is the care receiver who takes them along.

4  | EMPATHY A S AN OTHER- ORIENTED 
E XPERIENCE

In this paper, we argue that empathy is a relational concept in the 
sense that it is essentially an other-oriented experience. It is through 
empathy that people connect with the other's experiential world 
and “experience foreign consciousness” (Stein, 1964). Such an un-
derstanding is not self-evident. Empathy has in the past been criti-
cized for being defined as self-referential, a form of projection or 
identification (Noddings, 2013; Sevenhuijsen, 2014; Tronto, 1993). 
Confusingly, some of the earliest definitions of empathy were in-
deed based on the idea of projection (Noddings, 2010, 2012; Zahavi, 
2014a, 2014b). This interpretation of empathy has its roots in aes-
thetics, where the word Einfühlung emerged in 1873 to “describe 
the affective relation between aesthetic objects and human view-
ers” (Verducci, 2000, p. 67). The idea was that by projecting one's 
affective self into an object, people bring the object to life (Verducci, 
2000). According to this early theory, subject and object merge and 
become a harmonious unity. The term “Einfühlung” was taken over 
in 1912 by the German philosopher and psychologist Lipps as a 
word not only explaining one's affective relations to lifeless objects 
such as art, but also as referring to one's understanding of others as 
minded creatures (Zahavi, 2014b). Lipps too understood empathy as 
a form of projection. According to him, people can only empathize 
with others if they have undergone a similar experience in the past. 
Such an understanding of empathy strongly limits the epistemic and 
intersubjective functions of empathy, since it implies people can 
only empathize with situations or states that they have experienced 
themselves (Zahavi, 2014b).
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The phenomenologists Scheler (1874–1928), Husserl (1859–
1938) and Stein (1891–1942), were among the first to explore em-
pathy after it was adopted by Lipps from the field of aesthetics 
(Zahavi, 2014b). They rejected accounts that regarded empathy 
as mainly projective. For instance, Husserl preferred the term 
“Fremderfahrung” above “Einfühlung,” stressing the experience of 
otherness that is in his view crucial for true or genuine empathy 
(Zahavi, 2014b). To highlight the focus on the other, empathy has 
been defined by Stein (1964) as a form of other-directed inten-
tionality. According to Stein, it is this other-directedness or oth-
er-orientation that is the defining quality of empathy. Because of 
it, people are able to expand their horizon and learn something 
new. Nowadays, empathy is understood as a fundamentally oth-
er-directed concept instead of a self-referential one (Maibom, 
2014). For instance, moral psychologists have defined empathy 
as an “other-oriented emotion” (Batson, 2011, p. 11) or as an “af-
fective response more appropriate to another's situation than 
one's own” (Hoffman, 2001, p. 4). This other-orientation helps 
to distinguish empathy from related but self-referential phenom-
ena. For instance, it is the orientation of the emotion that marks 
the distinction between personal distress and empathic distress 
(Maibom, 2014). When empathizing with other's suffering leads to 
distress for oneself, this is called personal distress. When it leads 
to distress for the other, this is called empathic distress.

The other-directedness of the empathic experience has sev-
eral implications. First, to experience and acknowledge otherness, 
empathy entails a clear self-other differentiation (Coplan, 2011; 
Meneses, 2011; Pettersen & Hem, 2011; Ratcliffe, 2012; Stein, 
1964). Not only is empathy other-directed but it requires an aware-
ness that what one experiences belongs to and originates from an 
external consciousness (Maibom, 2014). This awareness includes a 
basic understanding that others have a mind of their own. It is this 
self-other distinction that marks the difference between empathy 
and related concepts such as emotional contagion. In emotional 
contagion, people automatically or involuntarily “catch” others’ 
emotions and adopt them (Maibom, 2014). For instance, when 
people are “infected by” the other's laughter and automatically or 
spontaneously laugh along. Because emotional contagion lacks an 
awareness that the emotion originates from someone else, it is 
considered to be a relatively primitive or rudimentary form of em-
pathy (Zahavi, 2014b). This is one of the reasons why it is generally 
not considered to be a form of true or mature empathy (Maibom, 
2014).

Second, the self-other distinction entails that people do not 
literally share the other's thoughts or emotions. When empathiz-
ing, there is a fundamental difference between how people expe-
rience their own inner world and that of the other. Stein (1964) 
understands empathy as “an act which is primordial as present ex-
perience though non-primordial in content.” (p10) Although empa-
thy itself happens in the present, the content of the experience is 
not present for the empathizer as it belongs to someone else, to a 
“foreign consciousness.” This fundamental characteristic of empa-
thy has been highlighted by empathy theorists from a diversity of 

fields as well, albeit in different terms (Duyndam, 2010; Morgan, 
2016; Nussbaum, 2001; Ratcliffe, 2012; Stein, 1964; Zahavi, 
2008). For instance, the humanist psychologist Rogers (1959) fa-
mously speaks of the “as if” condition of empathy: empathizers 
experience the other's pleasure or pain as if it were theirs, but 
realize that they do not actually experience what the other is going 
through. The philosopher Duyndam (2010) argues that when we 
empathize, we do not experience the actual feelings of others, but 
we experience potential feelings such as potential loss or grief. 
The care ethicist Noddings (2013) similarly speaks of experiencing 
“the other's reality as a possibility for my own” (P.14) instead of as 
an actual reality.

Third, a strong self-other distinction entails that empathizers 
are connected with their own experiences as well. As Hamington 
(2004) explains: “Stein's concept of empathy does not negate the 
self but actually strengthens self-concept” (p.80). In order to ex-
perience the other's inner experiences “as if” or “potentially,” the 
empathizer needs an awareness of the empathee as different as 
well as a strong sense of self (Ratcliffe, 2012; Stein, 1964; Zahavi, 
2014b). In philosophy and social psychology, the ability to clearly 
differentiate between self and other, between self-experience and 
other-experience is considered to be a hallmark of mature empathy, 
which involves what is called “dual-perspective shifting”: a shifting 
back and forth between one's own experiences of a situation—ei-
ther imagined or based on one's past experiences with a similar 
situation—and the other's experiences of the situation—based on 
what one knows about the other or on what the other tells about 
the experience (Hoffman, 2001; Oxley, 2011; Slote, 2007; Van 
Nistelrooij, 2018). Through a process of continuous perspective 
shifting, the differences and similarities between self-experience 
and other-experience may become even more apparent as will be 
discussed in the next section.

5  | EMPATHY A S A DYNAMIC 
INTER AC TION

Most academic empathy definitions do not include the role of the 
empathee but focus solely on the abilities and actions of the em-
pathizer. Some scholars, however, define empathy as a commu-
nicative process that includes the expression of empathy by the 
empathizer and the reception and recognition of its accuracy or 
emotional congruence by the empathee (Barrett-Lennard, 1993; 
Hojat et al., 2017; Morse et al., 1992; White, 1997; Wynn & Wynn, 
2006). The process of empathy is considered to be successfully 
completed if empathees recognize the expression of empathic 
understanding as accurate or if they perceive the expression of 
empathic emotions as similar or in line with their feelings. For in-
stance, in a qualitative study into received empathy, a participant 
states: “I really felt that she felt what was going on inside me. She 
was listening to me, she told me to let go, to get it off my chest… 
through her hoarse voice, her tears on the brim of her eyelids, 
she proved to me that she was experiencing what I experienced.” 
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(Bachelor, 1988, p. 232). The empathic expression was positively 
evaluated as the empathee felt that the empathizer shared in her 
experiences.

Although communicative conceptualizations of empathy in-
clude the role of care receivers and potentially give them a more 
powerful position, their role is still restricted to being a passive 
recipient of empathy and confirming its accuracy. This paper 
has argued that empathees can be active participants and that it 
“takes two to empathize” (Betzler, 2019; Zaki et al., 2008). Based 
on empirical research, we further argue that empathy involves dy-
namic interaction in which people not only communicate or re-
ceive and recognize empathy, but also affect and influence each 
other's experiences.

Freedberg (2007) emphasizes the importance of reciprocal af-
fective impact which she believes is just as important as empathic 
accuracy. She argues that it is essential for the well-being of care 
receivers and for the quality of the relationship that caregivers not 
only provide accurate understandings but also allow themselves to 
be affected by the other's experiences and show this. In turn, care 
receivers may be touched and feel recognized when they notice 
that they have affected the caregiver. A fragment from a qualitative 
study into empathy from a client's perspective illustrates her argu-
ment. A participant vividly recalls the affective impact she made on 
her therapist: “…I was talking about something really intense and I 
could tell she was teary-eyed and she started to cry and I started 
to cry and I think, that from that, that was really early on, and so I 
felt she was really empathetic the entire time, and maybe some peo-
ple misconstrue that, but I feel like she is just human, really human, 
and she makes herself really human to her clients” (MacFarlane, 
Anderson, & McClintock, 2017, p. 6). It was meaningful for the client 
to experience that her therapist feels with her and shows her emo-
tions as it makes her see her therapist as being human. Freedberg 
(2007) speaks of empathic responsiveness “in which both worker 
and client feel the impact each has made on the other.” (p.251) This 
responsiveness contributes to the process and sustainability of em-
pathy, as both parties feel encouraged to keep sharing experiences 
and to empathize.

Empathic accuracy and affective attunement are dynamic and 
interactive for another reason as well. Emotions and thoughts 
fluctuate, partly because both empathizer and empathee influence 
each other's experiences. Ratcliffe (2012) offers an example of a 
parent reading a bedtime story to a child. The storyteller himself 
finds the book boring. However, sharing in the child's experience 
transforms his own experience of the book: “Soon, the fact that 
the book is boring no longer features in your experience. The in-
teraction reshapes your experience of the world” (p.488). When 
empathizing, people not only experience the other's situation or 
experiential world, but their own experiences may be affected, 
reshaped and transformed through the empathic experiences. 
Similarly, the experiences of the empathee may be reshaped by 
the empathizer. Kerem, Fishman, and Josselson (2001) provide an 
example based on their research into lived experiences of empa-
thy. A participant explains how an empathic relative helps her to 

organize her experiences: “She is the only one who can… take all 
the emotions I have, all the confusion, take them and put them 
in the correct proportions… put things in order (…)” (p.719). Thus, 
empathy enables people not only to “feel with” or understand, but 
also to “work with” the other's experiences, to “put them in per-
spective” and thus change them. As a consequence, empathy can 
be a transformative experience for both participants.

6  | EMPATHY A S A QUALIT Y OF THE 
REL ATIONSHIP

Lastly, we will explore the relational nature of empathy by arguing 
that it is embedded and developed in relationships, that it can be a 
quality of relationships and that these relationships may be affected 
by the institution or society that they are a part of.

First, empathy is embedded in relationships (Williams, 1990). 
Whether or not people experience or receive empathy not only 
depends on the abilities and activities of both participants but 
also on the quality of the connection or relationship between 
them (Freedberg, 2007; MacFarlane et al., 2017). For instance, 
mutual trust is a quality of relationships that may greatly impact 
the practice of empathy, since trust promotes sharing and self-ex-
pression (Reynolds & Scott, 2000). Without trust, patients may 
experience their caregivers’ attempts to empathize with them as 
intrusive, which may result in anxiety and in a further decline of 
trust (Reynolds & Scott, 2000). Similarity or familiarity is another 
well-known factor that may enable empathy between people. It 
is also one of the reasons why empathy has been called biased 
(Oxley, 2011). People empathize more easily with those to whom 
they can relate, based on similarities such as a shared background, 
history, values or interests (Wiseman, 2007). The length and depth 
of the relationship may further influence the quality of the em-
pathic experience. For instance, in a qualitative enquiry into ev-
eryday experiences of empathy, one of the participants answers to 
the question which people appear most empathetic to him: “[the 
people I chose are] people who can, because of their closeness to 
me, and the length of our relationship, they can kind of feel me. 
(…) Because they are close to me and know me well, they can see 
through my eyes” (Kerem et al., 2001, p.720).

Second, empathy may be a quality of the relationship itself. When 
patients feel encouraged to talk about their experiences in a trusting 
environment and when caregivers feel safe to disclose personal experi-
ences, an empathic relationship between caregiver and patient may de-
velop (Freedberg, 2007; Kunyk & Olson, 2001; Raudonis, 1995). In such 
a relationship of reciprocal sharing and concern, patients may experi-
ence and express empathy towards their caregivers. It is important to 
stress that care receivers cannot be required nor expected to fully em-
pathize with their caregivers. Caring relationships are inherently asym-
metrical and caring is fundamentally other-directed: the main focus is 
on the good and welfare of the care receiver (Nordhaug & Nortvedt, 
2011; Van Nistelrooij & Leget, 2016). Reciprocal self-disclosure and em-
pathy can, however, be meaningful for both caregiver and care receiver 
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and it may strengthen the caring relationship. For instance, in a qualita-
tive research into hospice care, patients described the development of 
a deeply empathic relationship with their nurses (Raudonis, 1995). The 
nurses attempted to know their patients on a personal level and at times 
disclosed some of their own experiences as well. Although the well-be-
ing of the patients was and remained the main concern, it was meaning-
ful for the patients to be empathic to their caregivers. It made them feel 
special and valued, which contributed to their sense of well-being. Some 
participants even compared the relationship to a friendship.

Third, care ethicists stress that caring relationships are part of 
an institutional, political and societal context (Pettersen, 2012). 
Empathy not only depends on the mutual abilities of both care-
giver and care receiver or on the quality of their relationship, 
but also on the organizational and societal context. Empathy can 
flourish when the caring relationship is embedded in care prac-
tices and institutions that support and facilitate empathy, but it 
may be frustrated or even blocked when the organization does 
not value empathy or even discourages it (Wiseman, 2007). For 
instance, empirical research in the UK and in the United States in-
dicated that clinical nurses in hospitals show low levels of empathy 
(Reynolds & Scott, 2000). The authors provide various reasons for 
this lack of empathy, some of which concern the role of the orga-
nization. For instance, a lack of humanity and of empathic support 
from colleagues may discourage the practice of empathy (Reynolds 
& Scott, 2000). A culture of detachment may further influence the 
emergence of empathy in healthcare practices (Halpern, 2003). 
In such a culture, the focus is on professional distance instead of 
closeness. Consequently, empathy may be blocked.

7  | CONCLUSION

Empathy has traditionally been defined as an individualistic, uni-
directional and sometimes self-referential concept. In this paper, we 
proposed to conceptualize empathy as a multidimensional, dynamic 
and relational concept and identified four inter-related understand-
ings of empathy: (a) A co-creative practice of both the empathizer 
and the empathee; (b) An  experience that is fundamentally other-
directed without losing the connection with oneself; (c) An interper-
sonal process that is bi-directional, interactive and dynamic and that 
requires continuous attunement and responsivity; (d) A quality of a 
relationship in which empathy can flourish based on qualities such 
as openness, relatability and trust. It is our hope that this enriched 
conceptualization helps to better understand and investigate the 
functions and limitations of empathy in everyday care.
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