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a b s t r a c t   

Objective: Clinical empathy has been described as a key component of effective person-centeredness in 
patient-physician communication. Yet little is known about general practitioner (GP) trainees’ experiences 
and opinions regarding clinical empathy, empathy-education and the development of empathic skills. This 
study aimed to explore trainees’ experiences with clinical empathy during GP training. 
Methods: This study used focus group interviews. GP trainees at two Dutch universities were approached by 
e-mail. Focus groups were conducted between April and November 2018. Six focus groups were conducted: 
two with starting trainees, two with trainees at the end of their first year and two with trainees at the end of 
their 3 years’ training. Two experienced qualitative researchers analyzed the focus groups. During the 
thematic analysis the differences and similarities between the various stages of education were taken into 
account and a framework for the identified themes and subthemes was developed. 
Results: Thirty-five GP trainees took part. Four main themes could be identified. Starting trainees experi-
enced frictions regarding the influence of personal affective reactions on their medical competencies. 
Trainees at the end of their first year indicated that they reached a balance between empathic involvement 
and their responsibility to carry out relevant medical tasks, such as following GP guidelines. Trainees at the 
end of their three years’ training recognized the mutual relationship between the development of the 
behavioral part of clinical empathy and personal growth. All trainees stated that their needs concerning 
education changed during their GP training and proposed changes to the curriculum. 
Conclusions: GP trainees face various obstacles in developing empathic skills and behavior. Particularly they 
mention handling personal affective reactions. Trainees express a clear wish for clinical empathy, in its 
theoretical as well as its skill and emotional aspects, to play a central role in the curriculum. 
Practice implications: More explicit attention to be paid to empathy by embedding theoretical education, 
explicit attention to skill training and assessment of empathic behavior by patients and supervisors 

© 2021 The Authors. Published by Elsevier B.V. 
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1. Introduction 

Empathy is a cornerstone of person-centeredness in patient- 
physician communication [1–5]. Empathy – i.e. clinical empathy - 
can be regarded as the ability and willingness of a physician to 
understand the patient’s situation, perspective and feelings; to 
communicate that understanding and check its accuracy; and to act 
on that understanding in a helpful therapeutic way [1,4,6,7]. It is 
based on three pillars: the physician’s attitude, skills and behavior  

[4]. Its positive effects on patients’ therapy compliance, satisfaction 
and empowerment, as well as on reducing malpractice litigation, 
have been clearly demonstrated [2,4,8]. Patients have a clear pre-
ference for general practitioners (GPs) who listen with attention, 
with whom they can build a therapeutic relationship [9,10]. When 
GPs are clearly pressed for time or when they pay more attention 
to the computer screen, patients experience this as obstacles to 
receiving empathy [11]. GPs consider protocolized care as a potential 
barrier to delivering empathy [9,10]. Both patients and GPs question 
whether sufficient attention is given to the development of clinical 
empathy in GP trainees during GP training [10]. 

Given that empathy has proven to be a powerful diagnostic, 
therapeutic and communicative tool, it is an important competency 
that should be addressed in GP training. Studies of medical school 
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training show that developing empathic skills is not easy. This may 
be a consequence of the emphasis in medical education on the 
biomedical model, a lack of role models, limited exposure to pa-
tients, hierarchical power dynamics and perceived pressures during 
training [12–15]. 

There is limited evidence that in residency the emphasis on 
medical competence, the lack of good role models and time pressure 
have a negative influence on empathic behavior [16]. More insight 
into the experiences with clinical empathy of medical trainees 
during residency and into their evolving needs is needed. Using 
these insights empathy training can be given a more central place in 
the curriculum, thereby relieving the above mentioned concerns of 
GPs and patients in daily practice. 

Therefore, we decided to perform a qualitative study with the 
following research question: What kind of experiences do GP trai-
nees have with clinical empathy during GP training, and how do 
their needs develop during training in order to become GPs who can 
apply clinical empathy in a professional way? 

2. Methods 

2.1. Design 

We performed a qualitative study using focus group interviews 
with GP trainees. We used the COREQ guideline for the reporting of 
this study [17]. We chose focus group research because it allows 
participants, in an interactive dialogue, to explore complex topics 
together, to express their individual views and also to compare and 
reflect on one another’s comments, which enables the researcher to 
collect a broad range of experiences [18]. To interpret individual and 
group findings, it is necessary to describe the characteristics of a 
focus group e.g. whether or not the individual members know each 
other, whether they have hospital experiences and their ages. 
Moreover, it is important to report on the interactions, e.g. about 
power dynamics, areas of agreement and dissent [19] (see Table 1). 
Although there was a risk that a competitive atmosphere might 
develop, clinical empathy being a relatively sensitive topic, the 
qualified moderator paid attention to creating an open and trustful 
atmosphere. Furthermore, studies showed that focus groups are an 
effective method for data gathering regarding sensitive topics among 
colleagues [20,21]. To get insight in whether the trainees’ experi-
ences differ at different stages of their training, we formed focus 
groups of trainees who just started their GP training, of trainees in 
the middle of their training and of trainees at the end of their 
training. A moderator – a retired GP - led the discussions. To focus on 
experiences of GP trainees a topic guide was used, based on 
three pillars of clinical empathy (attitude, skills and behavior) and 
the experiences of experts FD, ALJ and ToH (GPs and qualitative 
researchers) (see appendix). 

2.2. Setting 

We performed our study in the Netherlands. The Dutch three- 
year general practice postgraduate medical education (PGME) pro-
gram is based on the Canadian Medical Education Directives for 
Specialists (CanMEDS) competency framework. CanMEDS is an 

educational framework that describes the abilities physicians re-
quire to effectively meet the health care needs of the people they 
serve [22]. It has been adapted for the Dutch context on the prin-
ciples of workplace-based learning [23]. GP trainees spend the first 
year of their program in a GP supervisor’s practice. In the second 
year GP trainees learn by working in other fields (e.g. emergency 
medicine, care of the elderly and psychiatry). In the third year, 
trainees work once more in (another) supervisor’s practice. 
Throughout training, GP trainees spend one day a week (day-release 
course) at one of the eight university training institutes of General 
Practice, to follow an educational program. On these days they learn 
about case histories, protocols, skills and Entrustable Professional 
Activities (EPAs), with room for group discussions of their experi-
ences in the workplace. In the Netherlands GP training consists of a 
nationwide uniform framework that each training institute fills in 
according to its own insight. 

2.3. Sampling 

We recruited GP trainees of the universities of Nijmegen and 
Leiden; the first being a university in the eastern, more rural part, 
the other located in the western, more urbanized part of the 
Netherlands. Permission for recruiting trainees was obtained from 
the heads of the training institutes. 

In order to get a relevant representation of the current popula-
tion of GP trainees, we set out to use a representative sample of 
trainees in successive years of training. After receiving 35 applica-
tions, we formed six focus groups consisting of 5 and 6 participants 
each. We deemed both the number of focus groups and of partici-
pants per group to be fitting for our purposes, allowing each parti-
cipant within a group to take an active role and share their 
experiences, and allowing us to gather enough sufficient information 
for an in-depth exploration of the topic of interest. After conducting 
and analyzing the six focus groups, we concluded that data saturation 
was reached. Two focus groups consisted of GP trainees who had just 
started training, two consisted of GP trainees at the end of their first 
year of training, and two consisted of GP trainees at the end of their 
third and final year. 

We offered all the participants lunch and a small voucher as a 
thank you for their participation. 

2.4. Data collection 

We informed GP trainees about the study by e-mail. All partici-
pants gave written informed consent. The six focus groups were held 
between April and November 2018 at the universities of Nijmegen 
and Leiden. Each discussion lasted 60–90 min. All the interviews 
were audio-recorded, with the participants’ consent. Recordings 
were transcribed verbatim and in case of insufficient audio quality 
the written reports were used. During the focus groups, an experi-
enced moderator (LV) acted as facilitator and an observer (FD) 
monitored the process of the interviews, wrote a word-for-word 
report and noted down key points that were discussed. Both re-
searchers had no functional or professional relationship with any of 
the participants. At the beginning of each focus group discussion, it 
was explained to the participants that the data would be processed 

Table 1 
Characteristics GP trainees Focus groups, N = 35.      

University Year GP training Female/Male Average age  

Nijmegen Start GP training 4 female, 1 male  31 
Leiden Start GP training 4 female, 2 male  29 
Nijmegen End of the first year of GP training 3 female, 2 male  28 
Leiden End of the first year of GP training 5 female  29 
Nijmegen End of the third year of GP training 4 female, 3 male  28 
Leiden End of the third year of GP training 6 female, 1 male  32 
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anonymously. Signed consent forms were obtained from each par-
ticipant. At the end of each focus group the moderator summarized 
the discussion, to give participants the opportunity to add further 
comments. The observer (FD) and one of the members of the re-
search team (ToH) met in between focus group sessions to discuss 
the content of preceding sessions. When it was deemed necessary, 
we adjusted the topic guide for the next focus group to reach an even 
more in-depth understanding of the topics discussed. During the 
analysis of the sixth focus group it became clear that data saturation 
was reached as no new topics could be identified from the data. 

2.5. Data analysis 

We conducted a thematic analysis of the data using ATLAS ti 8 
the next level for Windows (Scientific Software Development 
GmbH). Thematic analysis is an appropriate and powerful method to 
use when seeking to understand a set of experiences, thoughts or 
behaviors across a data set [24,25]. Two researchers (a qualitative 
research assistant and a qualitative researcher/GP) analyzed the 
anonymized data; the latter also observed the focus groups. 

First, two experienced qualitative researchers (MdK, FD) in-
dependently examined the transcripts to become familiar with the 
data and to divide the text into smaller categories. After that, they 
analyzed the first transcripts with suitable codes. Then they met on 
several occasions to compare and to carry out the ascribed codes of 
different paragraphs of each transcript. In an iterative process be-
tween analysis and data sampling the ascribed codes were compared 
with new data from following focus groups and adapted if necessary. 
If codes were adapted or if new codes were identified during the 
study of new data (i.e. a new focus group), these codes were used 
and constantly compared with data already studied (i.e. previous 
focus groups). Furthermore, the topic guide was adapted according 
to these new codes and the moderator was requested to delve 
deeper into specific topics of interest. 

Then, during discussion meetings between the researchers, codes 
were grouped together into themes. For example, codes such as 
learning skills, gaining knowledge about the concept of empathy and 
raising awareness of the concept of empathy, were grouped together 
into the theme ‘recommendations for GP education’. In the sixth 
focus group no new themes could be identified. Taking into account 
the differences and similarities between the various stages of edu-
cation, the data analyzers developed a framework for the identified 
themes and subthemes and discussed the themes within the re-
search team, with particular attention to the interpretation of the 
transcripts. Illustrative quotations were selected to enrich the de-
scription of themes. 

3. Results 

A total of 35 trainees participated. Their mean age was 30.1 years 
and the male-female ratio was one to three (Table 1). 

All focus groups discussed the following issues: the importance 
of discussing empathy in patient-GP communication, the effective-
ness of clinical empathy, the difficulties they met in describing the 
concept of empathy and the value they attached to empathic skills. 
All trainees experienced that their needs in learning empathy 
changed over the course of their GP training, and they argued for 
more fitting attention to be paid to empathy during GP training. 

Focusing on the differences between the groups we could iden-
tify three themes. Starting trainees experienced frictions regarding 
the influence of personal affective reactions on their medical com-
petencies. Trainees at the end of their first year indicated that they 
had reached a balance between empathic involvement and their 
responsibility to execute relevant medical tasks, such as following 
guidelines. Trainees at the end of the third year recognized the 

mutual relationship between the development of clinical empathy 
and personal and professional growth. 

Table 1 contains background characteristics of the participants. 

3.1. Experiencing frictions at the start of GP training; the impact of 
overwhelming personal affective reactions on medical competencies 

In the course of their first year GP trainees experienced frictions 
between dealing with empathy on the one hand and developing 
their medical competencies on the other. First year GP trainees 
struggled with personal affective reactions – being moved or ex-
periencing sadness – to the emotional state of patients. Feeling 
unable to handle these emotions make them feel uncomfortable. 
These experiences made them feel insecure about the extent to 
which the emotional state of patients might affect them and their 
medical competencies. They expressed a need for attention being 
paid to handling emotional issues from the very start of GP training.  

It’s also about expressing the emotions you experience, it’s about 
your own feelings too, not just about your thoughts. If you know 
someone is afraid of a serious illness, you should consider their 
feelings rather than just concentrate on the concrete facts. That 
does make it more difficult for me, more difficult than when you’re 
only dealing with the cognitive part. (Starting trainee, rural)  

Yes, you are expected to take decisions and to lead the con-
versation. Even if you’re aware of brimming up and you can’t 
think of another question, or you feel you can’t really restart the 
conversation because it’s so poignant. So, I think that to me is a 
boundary, sitting opposite someone with tears in my eyes. In it-
self it’s not really a problem, but it should not get in the way of 
me doing my job, because although the patient has come to me 
for compassion, they also want my help. (Starting trainee, urban)  

3.2. At the end of the first year of GP training; reaching a balance 
between empathic involvement and responsibility for medical tasks 

GP trainees at the end of their first year stated that they attempt 
to reach a balance between being empathically involved and being 
responsible for performing relevant medical tasks, such as following 
the guidelines. Their experience had taught them that on the one 
hand it is essential in this phase of the learning process to become 
conscious of the behavioral part of clinical empathy, which they 
describe in terms such as being interested, being accessible and 
experiencing a click with the patient. On the other hand, they were 
very aware of the importance of mastering the medical tasks. They 
felt that both aspects deserve equal attention. The trainees men-
tioned as important for the development of their empathic behavior: 
allowing space for learning by doing, comparing with colleagues, 
coaching and feeling comfortable in the learning practice. In addi-
tion to this, they stressed the significance of having the GP-super-
visor as a role model, having experienced how the supervisor could 
teach them how to show empathy in a professional manner and how 
to deal with being emotionally involved.  

I do find that very difficult, I remember that this first year I told 
my supervisor like “I don’t feel empathic enough”, which was 
also, I think, because I was focussing too much on the medical 
issues. There should be some room in the consult to be yourself, 
to feel empathy. (End of first year trainee, urban)  

My supervisor is a very empathic type of person, very compas-
sionate towards patients, he has worked in that practice for 30 
years and know it inside and out. So, it’s very inspiring for me to 
see that it can be done in that manner. I agree that it’s different 
for everyone, that you should develop your own style. (End of 
first year trainee, urban) 
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3.3. At the end of GP training; recognizing the mutual relationship 
between developing empathy and personal and professional growth 

At the end of their GP training, trainees underlined the mutual 
influences of personal growth, feeling at ease in daily practice and 
behaving empathically. They had discovered that the behavioral part 
of empathy is influenced by their personal and professional growth, 
e.g. by their own experiences and their personal choice about what 
kind of a doctor they want to be. Also a good work-life balance 
and feeling self-confident were mentioned as accelerators for the 
development of their behavioral part of empathy. 

This empathic behavior, according to many of their experiences, 
was helpful in sharing responsibility with the patient, in ‘shared 
decision making’. Getting feedback from patients on their empathic 
behavior maked them feel more self-confident. They expressed a 
need for giving more space to the patients’ input during their 
training.  

The difference in being empathic, in feeling it yourself, is that it 
touches on who you are, on an experience that you have had up 
close, something that makes you feel what the patient is feeling 
in their grief, so it has to do with yourself. (End of third year 
trainee, rural)  

So yeah, to me it’s not even so much about the patient that is 
sitting opposite me, but more about “is my work-life balance 
okay and am I happy in my place of work”, so those elements are 
in fact more important, and whether I feel comfortable with 
myself, so that I can connect with the patient from that place of 
self-confidence. (End of third year trainee, urban)  

3.4. Changing needs in learning empathy 

The focus groups made clear that, founded on their experiences, 
the needs of GP trainees concerning empathy-education, were dif-
ferent at different stages of their GP training. The focus groups made 
it clear that the trainees’ needs for empathy education changed 
during GP training. At the first stage of training trainees experience 
insecurity about the influence of personal affective reactions. They 
need more specific attention to these emotional issues. In the second 
year they reach a balance between empathic involvement and re-
sponsibility for medical tasks. They feel more control in dealing with 
emotions. At the end of training they recognize that developing 
empathy and personal and professional growth are interrelated. 
They demand a more specific role for supervisors and patients. 
Generally, they wished that more explicit attention would be given 
to clinical empathy. Starting GP trainees especially stressed the im-
portance of paying attention to emotional issues while learning 
empathic skills from the beginning of GP-training. Trainees in all 
stages of training experienced a lack of knowledge about the theo-
retical backgrounds of clinical empathy. Furthermore, they experi-
enced a lack of patient feedback on their empathic behaviors.  

I would like to understand much more, and be inspired by books 
for instance, or by lectures for instance, so through being inspired 
by writers and lecturers for instance. (Starting trainee, rural)  

You can talk about it all you want but what’s that going to do for 
you? Isn’t it rather something you should practise and practise 
and then work with the patient’s feedback? (End of first year 
trainee, urban)  

Trainees had concrete ideas on how to improve their awareness 
of the role that empathy can play, how to increase their theoretical 
knowledge about empathy and how to optimize their empathic 
skills. First and foremost, they considered the teaching group to 
play a vital role in this, in which they could exchange experiences 
and opinions and support each other with emotional issues. They 

considered specialized tutorials or workshops as ways of learning 
about the concept of empathy and about its effects and pitfalls. They 
also stressed the importance of using specific training possibilities 
such as practicing different behaviors and working with feedback on 
a consult by several feedback givers.  

More attention to putting forward a case yourself during the day- 
release course, there are definitely people who have emotional 
issues there and we get to talk about it, about how to deal with it. 
(End of first year trainee, rural)  

When you have three patients who touch you deeply, that there is 
a danger then of letting your emotions get on top of you, of giving 
too much and not getting enough in return, so that at the end of 
the day you’re drained. Yes, to learn to how to achieve more 
balance in such cases. (End of first year trainee, urban)  

Rather than completing checklists - which is the current form of 
assessment – trainees expressed a clear preference for having the GP 
supervisor reflect upon and evaluate their behavior. In addition, 
trainees especially in the third year group, suggested that patients 
should play a more prominent role in the process of reflection.  

I think that especially your supervisor … and to hear the opinion 
of someone else who looks at it too, and that you’re not just 
completing a checklist by yourself…. Yes, watching yourself on 
video with someone else, that is definitely instructive. (End of 
third year trainee, urban)  

4. Discussion and Conclusion 

4.1. Discussion 

This qualitative study describes that GP trainees at the start of 
their training experienced tension between their emotions, caused 
by the emotions of their patients, and their medical competencies. 
They felt concerned about being ‘carried away’ by their emotions as 
well as about these emotions having an adverse effect on their 
professional competency. By the end of the first year GP trainees 
tend to have reached a balance between being empathically involved 
and carrying out their medical tasks with responsibility. They 
learned this by practice, by being coached and by looking at the 
examples set by their supervisors. GP trainees at the end of their 
training found that developing the behavioral part of clinical em-
pathy and personal growth go hand in hand. 

4.1.1. Dealing with emotions 
This study describes how first year GP trainees are worried that 

personal emotions will have a negative effect on their performing 
medical tasks in a professional manner. In contrast, ‘later stage’ GP 
trainees consider personal growth and personal choices to be im-
portant in developing empathic professional behavior. This devel-
opment is accelerated by having a supporting working relationship 
with their GP supervisor and being able to see them as role models, 
feeling at ease in the learning practice and feeling self-confident 
about what kind of a doctor they want to be. 

The influence of personal emotions is associated with so-called 
emotional contagion [26]. This phenomenon, where the emotions of 
one person are directly triggered by the emotions of another person, 
can cause untrained doctors to be overwhelmed by the emotions of 
patients [27]. This can result psychological defense mechanisms  
[28]. This study shows that “early” GP trainees appear to be fighting 
against emotional contagion, but that “later stage” GP trainees de-
scribe handling personal emotions more positively; they experience 
learning the behavioral part of clinical empathy as an opportunity to 
add a personal touch to their professional identity. Some studies 
have argued that empathy decreases in the last year of medical 
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education [12]. In contrast, our study indicates that GP trainees in 
their last year, deploying personal experiences, choices and the su-
pervisor’s example, try to integrate their emotions into their em-
pathic engagement, thereby integrating the competence of clinical 
empathy into their professional identity. Their developed sense of 
self-knowledge and mental flexibility allows them to look beyond 
themselves and pay more attention to the patient’s perspec-
tives [29]. 

Consequently GP trainees have to deal with the tension between 
learning empathic emotional engagement on the one hand, and 
becoming a competent medical expert on the other. It appears that 
learning empathic behavior is negatively influenced by a strong 
emphasis on the biomedical elements of care and by bad role models 
during basic training [15,28]. The struggle that starting GP trainees 
experience with incorporating empathic behavior into their profes-
sional performance can perhaps be explained by this emphasis on 
biomedical aspects during basic training. Other studies show that 
this tension can also be influenced by the priorities that educational 
institutes communicate (e.g. that it is of paramount importance to 
be a medical expert first) or by a dissonance between what these 
institutes proclaim and what their supervisors actually do [30,31]. 
Finally the use of empathy in patient-physician contacts is influ-
enced by how much attention is paid to the ideals of GP trainees, by 
which elements of clinical empathy trainees find important and by 
their experiences during residency [32]. 

To reduce this tension and to stimulate learning empathic be-
havior, it is necessary that GP training allows trainees, with help of 
specific training facilities, to integrate emotional and compassionate 
aspects on the one hand, and medical expertize on the other, into 
their professional identity. This requires more attention to clinical 
empathy throughout the curriculum [33,34]. 

4.1.2. Training empathic skills as a fixed part of GP training 
One of the important wishes of trainees was that more explicit 

attention would be paid to empathy during training; e.g. opportu-
nities to practise empathy skills and that attention should be given 
to the role of their personal emotions in this. They also wanted to 
learn more about the theoretical background of empathy. 

However, currently there is no standardized evidence-based 
empathy training which can be implemented in GP training and not 
many studies have been published on how to teach empathy. Patel 
et al. suggested that there are training curricula which are effective 
for enhancing clinical empathy. These training curricula focused on 
detecting patients’ non-verbal cues of emotions, recognizing and 
responding to opportunities of empathy, facing the patient, eye 
contact and verbal statements of support [35]. Furthermore, Riess 
et al. have suggested that physician empathy, as rated by patients, 
improved by integrating the neuroscientific knowledge of empathy 
into medical education [36]. 

It has been demonstrated that, for trainees to become skilled 
communicators, it is essential to go through a continuous learning 
cycle of repeated practice and reflection. Such a continuous learning 
cycle can be supported by the training institutes of General Practice 
and by trainees’ supervisors in the working practice [34,37]. Fur-
thermore, such a skills training cannot be seen separately from the 
personal development of the trainee [38]. 

4.1.3. Evaluating progress of empathic behavior 
Trainees in this study criticize the current form of assessment of 

empathic behavior by completing a list with check marks which 
represent the presence of an emotional reflection during the consult 
e.g. appointing a patient who weeps. They prefer evaluation and 
reflection together with their GP supervisor and patients. Trainees 
also point to the shortcomings of artificial practice methods such as 
simulated patients, because they are too far removed from real life 
experiences. Learning empathy involves a complex process of 

interaction with the working environment during which trainees get 
to communicate in different situations; for this purpose the au-
thentic setting of the learning practice is important [35,39]. Giroldi 
confirmed that the use of checklists impedes learning as it might 
induce artificial behavior and does not provide the learner with 
constructive feedback [37,40]. Within assessment literature there is 
a shift from ratings to narratives [39,41]. 

Reflection has always been an important element of GP training. 
Research tells us that skills are best learned and retained when 
learners receive feedback on their performance immediately after 
the consultation [42] and that feedback is a key factor in acquiring 
new communication skills [43]. Therefore, giving actual patients and 
GP supervisors a more prominent role in the evaluating process 
seems crucial, i.e. organizing specific moments within the curri-
culum to evaluate the patients’ experiences during the consult to-
gether with patient, trainee and supervisor. 

This study provides an insight into how clinical empathy changes 
during GP training and in the restrictions GP trainees are facing. An 
important characteristic of this qualitative study is that it provides a 
cross-sectional – at different stages of training - inventory of trai-
nees’ individual understandings of clinical empathy. We limited 
ourselves to GP trainees because they are in the middle of learning 
and developing skills. 

The fact that only a sample of Dutch GP trainees took part may be 
a limitation in that it may not be possible to generalize our con-
clusions for GP trainees in other countries. However, we expect si-
milar outcomes in countries with similar models of GP training. 
Another potential limitation is that the trainees participated vo-
luntarily, which could indicate that they have an above-average in-
terest in empathy. 

In most of the focus groups the ratio of male to female partici-
pants was weighted towards more females, which may have im-
pacted the group dynamics. One may assume that male GPs have a 
more pragmatic style of consultation and female GPs a more per-
sonal and relational one. It may also be the case that male and fe-
male trainees have different experiences and opinions where 
empathy as part of their professional identity is concerned (at-
taching a different worth to it, feeling more or less need for reflec-
tion). Because of the male to female ratio in our study, it may be that 
its results reflect more the needs of female GP trainees. 

Even though the moderator paid specific attention to creating an 
open atmosphere, and although Dutch GP trainees are used to dis-
cussing sensitive issues in a peer group, it cannot be ruled out that 
not everyone felt entirely free to express themselves during the 
focus group discussions. 

Tape-recording the discussions, transcribing them verbatim, 
evaluating and checking the participants’ contributions at the end of 
each focus group session and using multiple coding during the 
analysis, all add to the rigor and the trustworthiness of the study. 
Our skilled moderator (LV), focus group observer (FD) and one of the 
analyzers (ToH) all having a GP background might lead to some re-
searcher bias. However, as the other analyzer (MdK) has no medical 
background, researcher bias can be expected to be minimal. 

4.2. Conclusion 

Handling personal emotions and too little specific empathy 
training opportunities are just a few of the problems GP trainees face 
in developing the behavioral part of clinical empathy. Consequently, 
they want empathy to have a more central place in the curriculum. 
In particular they consider the role of the GP supervisor as well as 
patient feedback to be crucial in reflecting on the development of 
their empathic behavior. That is exactly why we urge those re-
sponsible for GP training to embrace these findings. Specific edu-
cation about the theory and evidence of empathy and training of 
specific empathic skills should be offered explicitly. Last but not 
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least, the role of patients and GP supervisors in evaluating the pro-
gress in empathic behavior of trainees should be given much more 
importance. 

5. Practice implications 

The results of this study can inspire representatives of GP 
training to develop adaptations within the curriculum, e.g. embed-
ding theoretical education of empathy and improving empathy 
training itself. Although GP trainees describe that attention is being 
given to empathy education within GP training in different parts of 
the curriculum (e.g. moments of reflection within the teaching 
group, practicing consultations, intervision and some specific 
courses), they would prefer more explicit attention to be paid to 
empathy. Both cognitive education and personal skills training 
should be offered. Skills training could be inspired by the five phases 
of communication training – confrontation with undesired behavior; 
becoming conscious of undesired behavior; the search for alternative 
behavior; personalization of alternative behavior and internalization 
of new behavior [34,44]. 

The trainee-supervisor relationship was found to be key in de-
veloping trainees’ patient-centered skills, knowledge and attitudes  
[45]. GP supervisors should be more aware of their role. This could 
have consequences for the content of specific systematic training 
programs for supervisors. Clinical empathy is to be regarded a 
complex behavioral skill and needs a tailored evaluation of pro-
gress [39]. 

Clearly, to increase representativeness of our findings, more 
studies need to be conducted to investigate whether trainees in 
other Dutch university institutes of General Practice, as well as GP 
trainees in other countries, have similar experiences and opinions. 
One way of doing this is by using quantitative questionnaires based 
on our findings. 
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