
132  Copyright © 2021 Korean Neuropsychiatric Association

INTRODUCTION

The need for care providers of older adults has increased 
with the growth of the aging population worldwide includ-
ing older adults living alone.1 Care providers play important 
roles in identifying living conditions and welfare needs in 
older adults and providing education and emotional support 
to older adults in the community.2 Care providers’ empathy is 
regarded as one of the critical competencies to understand sit-
uations of older adults better and to take empathetic actions.3 
Empathy is defined as ‘an understanding of experiences, con-
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cerns, and perspectives of clients, the ability to communicate 
this understanding, and the intention to help’ (p.74).4 Studies 
have found that care providers’ empathy is positively associat-
ed with better health and well-being in clients and negatively 
associated with care providers’ burnout and stress.5-7

Experiencing aging-related challenges and debriefing in a 
simulation-based empathy enhancement program can be use-
ful for care providers to understand perspectives of older adults 
better possibly leading to improvement in the quality of care and 
positive outcomes in both care providers and older adults.8,9 
Because care providers have not personally experienced chal-
lenges in older adults, such as challenges in performing daily 
activities and emotions resulting from challenges in older 
adults, it is not easy for care providers to understand and em-
pathize with older adults fully. Experience learning is learning 
through experience, involving a process of interpreting expe-
rience with personal thoughts and emotions and planning 
new actions based on the learned experience.10 Experiential 
learning using simulation has been used to enhance empathy 
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and empathetic behaviors of health profession students and 
care providers.9,11 Also, literature supports the negative rela-
tionship between care providers’ empathy and burnout/stress 
and empathy as a protective factor of burnout in care provid-
ers, suggesting the potential effects of empathy training in de-
creasing care providers’ burnout and stress.7,12

Mixed results have been found in empirical studies of em-
pathy training programs including simulation-based programs 
overall, and the characteristics of the empathy training pro-
grams, participants, and methodology used in the literature 
varied.9,13 A meta-analysis of 18 randomized controlled trials 
found that empathy training programs are effective in improv-
ing empathy levels overall with a medium effect.13 However, 
the majority of studies included in the meta-analysis had small 
sample sizes and the characteristics of the included studies 
varied. Also, previous studies using aging simulation-based 
programs have been conducted mostly for health profession 
students and medical care providers in Western countries. 
No empirical research has been conducted for non-medical 
care providers of older adults in community settings in Asian 
countries. Findings of previous studies and the gap in the lit-
erature indicate the need of further studies to better under-
stand how a simulation-based empathy training program is 
experienced and perceived by non-medical care providers of 
older adults in community-settings in Asian countries and 
how the program affects empathy and relevant outcomes in 
these care providers.

The purposes of this mixed methods study, thus, were: to 
explore experiences of non-medical care providers of older 
adults in community-settings in a simulation-based empathy 
enhancement program; to examine care providers’ perceived 
usability of the program by considering usefulness, satisfac-
tion, and ease of learning; and to test if the program is effective 
in improving empathy and relevant outcomes. 

METHODS

Design
The current study was part of a larger study that assessed 

the effects of two empathy enhancement programs on 209 
care providers of older adults using a non-equivalent control 
group pretest-posttest design. The present paper focused on 
data of 104 care providers who participated in a simulation-
based empathy enhancement program using both quantita-
tive and qualitative approaches (i.e., phenomenology to ex-
plore experiences in the program and quantitative data analysis 
to measure pretest-posttest differences in outcomes). 

Recruitment of participants
Participants were recruited by using convenience sampling 

from August to November, 2018, and data collection and pro-
gram implementation were done between September and No-
vember, 2018. Recruitment was done from social/senior wel-
fare centers in four urban areas and two rural areas in Gangwon 
province, South Korea. Potential participants were informed 
about the research, and those who expressed interests in study 
participation were contacted by the research team to go through 
the informed consent process. Participants were eligible for 
inclusion if they were: social workers who managed public 
social services for older adults or direct care workers who 
provided regular check-in services through home visits and 
telephone to older adults living alone in the community; hav-
ing direct interactions with older adults at the time of recruit-
ment; aged ≥18 years; and cognitively and physically able to 
participate in the program. The study was conducted with In-
stitutional Review Board (IRB) approval from the correspond-
ing author’s university, South Korea (protocol # CR318026).

The simulation-based empathy enhancement 
program 

The simulation-based empathy enhancement program was 
modified from the previous pilot study of a dementia simula-
tion program,14 originally developed by the AGE-u-cate Train-
ing Institute in USA (Dementia LiveTM program). The original 
program was developed based on person-centered dementia 
care, need-driven, dementia-compromised behavior model, 
and experiential learning model.10,15,16 The program was mod-
ified by changing focus from dementia to aging and adding a 
brief breathing meditation session. The program aimed to 
help care providers enter the world of older adults by experi-
encing similar feelings and behaviors of older adults in the 
experience room and reflecting on their experiences from the 
perspectives of older adults in the empowerment session. In 
addition, the program aimed to help care providers cultivate 
mindfulness by considering the evidence supporting mind-
fulness as a potential method for reducing stress while increas-
ing empathy.17 Even a single-session brief mindfulness train-
ing was found to be beneficial in increasing mindfulness and 
improving clinical skills.18,19 The entire simulation program 
took about 50 minutes including: a preparation session; an 
experience room session that required the completion of daily 
life tasks with limited sensory and cognitive functions; an em-
powerment session to debrief their performance, reactions, 
and behaviors in the experience room and to discuss why and 
what changes in care strategies for older adults were needed; 
and a brief mindfulness practice session. 

Data collection 
Quantitative data to measure the programs’ effectiveness 

were collected before and two weeks after the program par-
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ticipation through the use of self-report questionnaires, with 
reliability and validity corroborated in Korean samples. Ques-
tionnaires included the Korean versions of: 1) the Empathy 
Quotient-Short form (EQ-Short), assessing a single-factor 
structure of empathy20; 2) the Health Professional Version of 
the Jefferson Scale of Empathy (JSE-HP), assessing the self-
perceived empathic behaviors of health professionals in the 
context of health care with three subscales: perspective taking, 
compassionate care, and standing in the patient’s shoes21; 3) the 
Professional Quality of Life Scale 5 (ProQoL5), assessing pro-
fessionals’ perceived compassion satisfaction and compassion 
fatigue (burnout and secondary traumatic stress)22; 4) the Car-
ing Efficacy Scale (CES), assessing self-efficacy related to the 
caring attitudes and behaviors of professionals in the relation-
ship with clients23; and 5) the Psychosocial Well-being Index-
short form (PWI-Short form), measuring the psychosocial 
stress level.24

A program evaluation questionnaire was developed to mea-
sure the program’s usability by considering usefulness, satis-
faction, and ease of learning.25 The questionnaire included 10 
closed-ended questions on a scale of 1 (strongly disagree) to 
5 (strongly agree) and 3 open-ended questions. Three open-
ended questions included: 1) write three words that describe 
the characteristics of the program you participated in; 2) de-
scribe the advantages of the program and benefits of the pro-
gram participation on yourself if any; and 3) describe the dis-
advantages of the program and any suggestion for the program 
improvement. Care providers completed the questionnaire 
two weeks following their participation in the program.

Individual interviews with 104 care providers who partici-
pated in the simulation-based program were done using a 
semi-structured interview guide developed based on recom-
mendations.26 Each interview began with a general question 
asking about the program experience and further open-ended 
questions to explore the perceived impact of the program par-
ticipation on their perspectives and caring for older adults. 

Data analysis 
Quantitative data analysis, including closed-ended questions 

of the program evaluation questionnaire, was performed us-
ing IBM SPSS Statistics 25.0. Internal consistency of 10 closed-
ended questions in the program evaluation questionnaire was 
measured with Cronbach’s alpha. Cronbach’s alpha was 0.937 
that are considered of excellent internal consistency.27 Descrip-
tive statistics were used to summarize care providers’ charac-
teristics. The Shapiro-Wilk test and Kolmogorov-Smirnov test 
were used to test the normality of data. A paired t-test and Wil-
coxon Signed rank test were used to determine the significance 
of differences in dependent variables for within-group analy-
sis of the pretest and posttest results. Effect size (Cohen’s d) was 

calculated to measure the sizes of pretest-posttest differences, 
and the following intervals were applied for interpretations: 
0.2–0.5 representing a small effect size; 0.5–0.8 representing 
a medium effect size; and 0.8 and higher representing a large 
effect size.28,29 The Bonferroni correction was used to avoid the 
increased risk of type I error. The level of significance was set 
at p<0.05 for all tests.

For qualitative data analysis, ATLAS.ti 8 software (https://
atlasti.com) was used to analyze responses on open-ended 
questions of the program evaluation questionnaire and inter-
view data by using word frequency queries and coding. For 
open-ended question 1 of the questionnaire, a word frequen-
cy query was run to identify which words were most often used 
by care providers to describe the characteristics of the pro-
gram and program experience. For open-ended questions 2 
and 3 of the questionnaire, we used the auto coding function to 
start coding under each question, created and coded at nodes, 
and reviewed and reorganized nodes. For analysis of the in-
terview data, Braun and Clarke’s six analytic steps for doing 
thematic analysis was used.30 The six analytic steps include: 
familiarizing with data (step 1) by reading and rereading the 
transcripts and making notes initial ideas; generating initial 
codes (step 2) by using line-by-line coding/open coding to or-
ganize data into small chunks of meaning; searching for themes 
(step 3) by selecting similar codes and grouping them into po-
tential themes; reviewing themes (step 4) by checking if the 
preliminary themes work relative to the coded extracts and 
modifying themes as needed; defining and naming themes 
(step 5) by refining each theme and generating clear defini-
tions and names for each theme; and producing the report (step 
6) by selecting vivid extract examples and producing a report 
of the analysis. Strategies such as member checking and audit 
trail were used to increase the trustworthiness of the qualita-
tive data analysis process.31 Interpretations and derived mean-
ings against the transcript text were constantly checked to ver-
ify that the themes remained reflective of the transcript text, 
in an effort to increase analytical rigor.

RESULTS

Characteristics of participants
Table 1 describes general characteristics of 104 care provid-

ers who participated in the simulation-based empathy enhance-
ment program. The even number of social workers and direct 
care workers participated in the simulation-based program. 
The majority of participants were female similar to the high 
proportion of females in South Korean social workers and di-
rect care workers for older adults in the community.32 About 
70% had religions and 64% obtained social work licenses. 
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Effects of programs on care providers
Table 2 shows differences in pretest and posttest scores in 

104 care providers who participated in the simulation-based 
empathy enhancement program. Statistically significant pre-
test-posttest differences in outcome measures were found. Af-
ter the intervention, the care providers had significantly high-
er levels of empathy measured by JSE-HP, including total scale 
(p=0.033, d=0.428) and Standing in the Patient’s Shoe subscale 
(p=0.010, d=0.520). In addition, the care providers showed 
significantly lower levels of compassion fatigue, measured by 
Secondary Traumatic Stress scale of ProQoL5 (p=0.022, d= 
0.184) and Burnout scale of ProQoL5 (p=0.015, d=0.490) re-
spectively, after the intervention. 

Findings of the program evaluation questionnaire
Table 3 shows scores in the closed-ended questions of the 

program evaluation questionnaire with the number and per-
cent of care providers who agreed or strongly agreed with the 
statement among 104 care providers. A total of 95% of care 
providers in the simulation program reported that the pro-
gram helped understanding of older adults and thinking from 
the perspectives of older adults. About 90 percent of care pro-
viders reported that the program was helpful to themselves 
overall and they recommend the program to care providers 
of older adults. 

Word frequency query results on open-ended question 1 
showed that care providers described the program most fre-
quently as the following words: ‘empathy’ (14.7%), ‘under-
standing’ (13.5%), ‘firsthand experience’ (9.0%), ‘consider-
ation’ (4.5%), ‘hearing problem’ (3.5%), ‘frustrated’ (3.2%), 
‘embarrassed’ (2.6%), ‘confused’ (2.6%), and so on. The most 
often reported responses regarding the program’s advantages 
and benefits included: ‘increased empathy toward older adults/
being in their shoes’ (29.8%); ‘firsthand experience helped un-
derstanding’ (26.0%); ‘overall understanding about older adults’ 
(24.0%); ‘improved care strategies’ (13.5%); ‘understanding 
about difficulties in daily life due to changes in physical func-
tions’ (12.5%); ‘understanding about sensory and perceptual 
changes in older adults’ (11.5%); and ‘an opportunity to think 
about my attitudes and care strategies toward older adults’ 
(7.7%); ‘understanding about emotions/psychological issues 
in older adults’ (7.7%); and ‘understanding about behaviors 
exhibited by older adults’ (6.7%). The most frequently report-
ed responses as the disadvantages of the program and any sug-
gestion for the program improvement involved: ‘a need to cov-
er more comprehensive and various aspects of aging simulation 
experience’ (23.1%); ‘the program was too short, wanting to 
spend a longer time for the simulation experience’ (11.5%); ‘a 
need to have more realistic simulation setting and equipment/
tools’ (8.7%); and ‘want an individual session as well as a group 
session’ (2.9%). 

Findings of the individual interviews 
Five key themes emerged relating to care workers’ perspec-

tives on the simulation-based program experience. 

Theme 1. Improved attitude and care strategies
Improved care strategies by participating in the simulation 

program were reported by care providers, including improved 
communication strategies and relationship-centered care ap-
proaches. Improved communication strategies included: ‘to 
talk briefly, clearly, and slowly; to use non-verbal communica-
tion such as eye contact, gestures, touch, and tone of voice; to 
repeat; to check if older adults understood what the care pro-

Table 1. General characteristics of participants (N=104)

Variables N (%) or M±SD
Age 45.86±10.78
Gender

Male 18 (17.3)
Female 86 (82.7)

Current job
Social worker 52 (50.0)
Direct care worker 52 (50.0)

Education level
Middle school 2 (1.9)
High school 24 (23.1)
College 63 (60.6)
Graduate and above 15 (14.4)

Marital status
Married 77 (74.0)
Never married 17 (16.3)
Widowed 5 (4.8)
Divorced 5 (4.8)

Religion
No religion 32 (30.8)
Protestantism 27 (26.0)
Catholicism 35 (33.7)
Buddhism 10 (9.6)

Working area
Urban 92 (88.5)
Rural 12 (11.5)

License types
Care worker only 14 (13.5)
Social worker only 50 (48.1)
Both of them 16 (15.4)
Neither of them 24 (23.1)

M: mean, SD: standard deviation



136  Psychiatry Investig  2021;18(2):132-139

An Empathy Enhancement Program for Care Providers 

vider said correctly; and to listen to what older adults want to 
say more.’ Care providers’ awareness in the importance of how 
to communicate with older adults were increased by directly 
experiencing failed communication when given the tasks to 
complete before entering the simulation room and its conse-
quences such as not being able to complete tasks, and feeling 
frustrated with low self-esteem. Care providers who partici-
pated in the simulation program started using more relation-
ship-centered care approaches rather than task-oriented care 
approaches by realizing the importance of relationships and 
understanding affect and emotion of older adults better. Also, 
care providers started using giving more time to older adults 
more often than before by understanding impacts of aging on 

completing daily tasks and consequences of such impacts on 
emotions of older adults in everyday life better. Care provid-
ers’ improved care strategies affected older adults positively 
based on the reports of care providers who interacted with 
older adults for about two weeks after participating in the pro-
gram: ‘Older adults brightened/felt good/were satisfied by feel-
ing understood’; ‘Communication with older adults was en-
hanced’; and ‘Older adults responded positively to a request.’ 

Theme 2. Increased empathy towards older adults 
and understanding

Care providers stated that the simulation-based program 
helped them have ‘increased understanding of concerns and 

Table 2. Pretest-posttest comparisons in outcome measures (N=104)

Variables Pretest (M±SD) Posttest (M±SD) t or Z p Cohen’s d
EQ-short 10.39±3.23 10.65±3.56 -1.167‡ 0.243 0.230
JSE-HP

Total 104.87±10.07 106.20±11.37 -2.133‡ 0.033* 0.428
PT 58.28±5.39 58.64±5.96 -1.147‡ 0.251 0.226
CC 35.93±5.31 36.62±5.22 -2.018‡ 0.044 0.404
SS   8.37±2.46   9.11±2.67 -2.566‡ 0.010* 0.520

ProQoL5
CS 39.28±4.78 39.21±4.92 -0.285‡ 0.775 0.056
STS (-) 27.00±4.60 26.10±5.16 2.329† 0.022* 0.184
B (-) 23.98±4.38 23.17±4.42 -2.426‡ 0.015* 0.490

CES 116.39±12.52 116.67±12.49 -0.387† 0.699 0.022
PWI-SF (-) 16.85±6.47 16.76±8.64 -0.660‡ 0.509 0.130
A minus sign in parentheses indicates that a decline in each variable means positive outcomes. *statistically significant at p<0.05, †assessed by 
paired t-test, ‡assessed by Wilcoxon signed rank test. CES: Caring Efficacy Scale, EQ-short: Empathy Quotient-Short form, JSE-HP: Health Pro-
fessional Version of the Jefferson Scale of Empathy, JSE-HP-CC: compassionate care subscale of JSE-HP, JSE-HP-PT: perspective taking sub-
scale of JSE-HP, JSE-HP-SS: standing in the patient’s shoe subscale of JSE-HP, M: mean, ProQoL5: Professional Quality of Life Scale 5, Pro-
QoL5-B: burnout subscale of ProQoL5, ProQoL5-CS: compassion satisfaction subscale of ProQoL5, ProQoL5-STS: secondary traumatic 
stress subscale of ProQoL5, PWI-SF: Psychosocial Well-being Index-Short form, SD: standard deviation

Table 3. Findings of the program evaluation questionnaire (N=104)

Questions M±SD N (%) 
Total scores 4.20±0.54
Q1. The content was easy to understand. 4.07±0.80 84 (81)
Q2. The way the program was delivered was easy to understand. 4.13±0.71 88 (85)
Q3. The program helped me understand older adults. 4.42±0.65 99 (95)
Q4. The program helped me think from perspectives of older adults. 4.52±0.62 99 (95)
Q5. Overall, the program was helpful to me. 4.23±0.66 95 (91)
Q6. Overall, I was satisfied with the program. 4.12±0.74 88 (85)
Q7. I could apply what I learned from the program to my real life. 3.95±0.76 82 (79)
Q8. The program is useful in educating care workers of older adults. 4.20±0.67 91 (88)
Q9. I recommend the program to colleagues at my work. 4.15±0.71 89 (86)
Q10. I recommend the program to care workers of older adults. 4.26±0.70 93 (90)
N (%) means the number (%) who agreed or strongly agreed with the statement among 104 care providers. M: mean, SD: standard deviation
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perspectives of older adults by standing in the shoes of older 
adults through the simulation situation.’ Such simulation ex-
perience helped care providers better understand how older 
adults would feel in their daily lives and behaviors of older 
adults the care providers could not understand before. Par-
ticipation in the simulation program encouraged care provid-
ers to ‘pay more attention to the challenges and dangers of ev-
eryday life of older adults’ with increased understanding of 
consequences of aging. In particular, the program allowed 
care providers to have emotion-focused experiences by feel-
ing confused, embarrassed, frustrated, helpless, and annoyed 
in the context of impaired sensory functions during the simu-
lation situation. The program experience promoted care pro-
viders to ‘be more willing to help older adults’ by considering 
not only physical conditions of older adults but also emotion-
al consequences of aging. For example, a social worker related 
her feelings of frustration and embarrassment in the simula-
tion experience to feelings of low self-esteem that older adults 
would have in daily lives. The social worker realized the im-
portance of considering varied aspects of aging, leading to be-
ing more patient and putting more effort in understanding 
older adults. 

Theme 3. Thinking about and preparing for their 
own aging and parents’ aging 

Participation in the simulation program promoted a care 
provider to ‘think about my life in old age’ and have ‘increased 
awareness in preparing for my aging and taking good care of 
my health.’ Experiencing varied sensory, perceptive, cognitive, 
and emotional changes resulting from aging influenced care 
providers to have ‘the will to live the present more meaning-
fully and healthy’ In addition to increased awareness in their 
own aging, ‘better acknowledging and understanding of their 
parents’ aging’ occurred from the simulation experience. The 
simulation experience facilitated a care provider to determine 
to ‘be good for my parents and pay more attention to my par-
ents’ aging.’ 

Theme 4. Restoration of emotional stability
Participation in the simulation program was regarded as 

the experience that reduced stress at work and increased job 
satisfaction. It was regarded as the experience of regaining 
their emotional stability. Care providers reported such bene-
fits resulted from better understanding about aging, realiza-
tion of their improved care approaches, mindfulness, and re-
alization of the value of their jobs. For example, a direct care 
worker ‘felt ease after accepting that the older adult was not 
able to hear or understand what I said well or what I talked to 
the older adult was too long’ rather than thinking that ‘the old-
er adult pretend not to know’ after participating in the program. 

Theme 5. Overall experience in the program and 
suggestions

Care providers recognized the simulation program as ‘a 
great experience that was helpful to my job and others’, ‘a new 
interesting experience’, and ‘a firsthand experience better than 
lectures.’ The following areas were recognized as the most 
helpful things by the care providers: ‘improved empathy to-
wards older adults and increased understanding of older 
adults; understanding the importance of communication and 
improved communication strategies; a will to take good care 
of my health for healthy aging; self-examination about my care 
strategies and attitudes; a mind of living the present meaning-
fully and thankfully; and paying more attention to older adults 
in needs.’ Care providers made comments on the program and 
suggestions for improvement. These feedbacks included: ‘pro-
viding the program to more people; providing more regular, 
sustained educational opportunities with emotional support 
like this program to care providers; the need and importance 
of the firsthand experience like this program; adding varied 
scenarios to apply varied aspects of aging experience to the 
simulation program; making the program longer because the 
current version is too short; and having more realistic setting.’

DISCUSSION

The current study examined the effectiveness and perceived 
usability of a simulation-based empathy enhancement pro-
gram on 104 non-medical care providers of older adults in 
the community and explored care providers’ experiences in 
the program. Significant improvements were found in empa-
thy and compassion fatigue (i.e., stress and burnout) at post-
test. Literature supports that empathy is negatively related with 
burnout and stress, and improving empathy is emphasized to 
protect work-related stress and burnout in health professions.33 
It should be noted why improvements in empathy were found 
when measured by JSE-HP but not by EQ-short. JSE-HP was 
developed to assess empathy of care providers with focus more 
on cognitive empathy, or understanding another person’s ex-
periences, concerns, and perspectives.34 On the other hand, 
EQ-short was not developed to measure care providers’ em-
pathy by having questions not relevant to care settings.20 EQ-
short also does not differentiate cognitive aspects of empathy 
from affective aspects (i.e., sharing another person’s emotion), 
believing that cognitive and affective aspects of empathy co-
occur.20 No significant change in EQ-short might be because 
the simulation-based program in the present study enhanced 
cognitive empathy more than affective empathy and the EQ-
short could not capture improvements in cognitive empathy 
relevant to care settings. Significant changes in the overall JSE-
HP score and Standing in the Patient’s Shoe subscale measur-
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ing cognitive empathy indicate that the simulation-based em-
pathy program may help care providers better understand 
experiences and perspectives of older adults in particular. 
Cognitive empathy has been found to be a significant protec-
tor to burnout and stress of care providers.33 This explains why 
the simulation-based empathy enhancement program showed 
significant improvements in not only cognitive empathy but 
also burnout and stress to some extent.

Findings of the program evaluation questionnaire in the 
current study support usefulness perceived by care providers. 
Perceived usefulness in simulation-based programs have 
been supported in the literature to some extent. For example, 
a virtual reality intervention using a dementia simulation movie 
was regarded as useful in 85% of informal caregivers of people 
with dementia.35 A total of 76% of the caregivers reported that 
they changed their approach to caregiving and 61% stated that 
the intervention increased their understanding of dementia.35 
In the present study, 95% of care providers in the simulation 
program reported that the program helped understanding of 
older adults and thinking from the perspectives of older adults. 
A total of 79% of care providers reported that they could ap-
ply what they learned from the program to their real lives. 
These findings of the current study showed similar but high-
er percentage of usefulness perceived by care providers com-
pared to caregivers of people with dementia in the previous 
study.35

Five key themes emerged relating to care providers’ per-
spectives in the simulation-based program experience, in-
cluding improved attitude and care strategies, increased em-
pathy towards older adults, preparing for their own aging, 
restoration of emotional stability, and overall experience in the 
program and suggestions. These qualitative findings comple-
ment findings of the program evaluation questionnaire and 
improvements in outcome measures to some extent. Improved 
care approaches (e.g., verbal and nonverbal communication 
strategies) in addition to improved empathy were reported by 
the care providers in the simulation program. In a follow-up 
study of the authors, older adults living alone (n=100) ex-
pressed significantly higher levels of satisfaction and improved 
emotions when the older adults were interviewed about health, 
emotional status, and lifestyle using the same protocols by care 
providers who received the simulation-based program com-
pared to those who did not receive the simulation-based pro-
gram.36 Such findings support findings of the present study, 
indicating the simulation-based program increased care pro-
viders’ ability to communicate empathic understanding to-
ward older adults. 

Suggestions made by the care providers of the simulation-
based program should be considered for improvement of the 
program. Further studies are needed to apply varied aspects 

of aging experience to the simulation program with a longer 
period of time for care providers to experience in a more real-
istic setting. Some care providers commented on applying 
more typical physical conditions of older adults such as pain 
and muscle loss on the body to the simulation program. Also, 
scenarios should be developed further to simulate more real-
istic experiences of various older adults including older adults 
living alone. One possible method is to use virtual reality tech-
nology for more realistic simulation of older adults who may 
experience loneliness and anxiety of living alone as an older 
adult. 

Due to several limitations of the current study, findings should 
be interpreted with caution. A further randomized controlled 
trial study is needed to examine the program’s effectiveness 
compared to a control group with minimal bias and confound-
ing factors. Also, it is unknown how long the benefits of the 
one-time empathy enhancement program would last. Further 
studies should consider having a follow-up evaluation to mea-
sure its long-term effect on outcomes. In addition, providing 
an additional session for behavioral skills training (e.g., in-
struction, modeling, practice, and feedback) after participat-
ing in the simulation program may help care providers to ap-
ply more practically useful skills with higher motivation to 
help and enhanced empathy.13 Benefits on care providers also 
might be maximized if the simulation program is combined 
with a lecture-based education program based on person-cen-
tered care approaches.37 The findings in this study contribute 
to the lack of evidence in simulation-based empathy enhance-
ment programs for non-medical care providers of older adults 
in community-settings. 
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