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Sometimes the research articles that appear in The
American Journal of Psychiatry are more informa-
tive for clinical practice than one might first suspect.
This month’s featured Journal Club article by Dr.
Melissa Brotman, titled “Parental Diagnoses in
Youth With Narrow Phenotype Bipolar Disorder or
Severe Mood Dysregulation,” is a prime example.
Both parents and psychiatrists are troubled by the
upsurge in diagnoses for bipolar disorder in children
and adolescents. Rage and irritability are well
known concomitants of the torment of transitioning
from childhood to adolescence to adulthood. Freud
conceived of latency as the “calm before the storm”
in psychosexual development. Do children who
have severe emotional outbursts have an illness? If it
is an illness, is it a variant of bipolar disorder, which
is the disorder that is most characterized by mood
swings?

Psychiatrists are often taught to look for the mani-
festation of symptoms for subclinical disorders that
seem to merge with normal behavior. If a psychia-
trist discovers that an adult patient’s irritability is
periodic and accompanied by some signs of mania,
then the treating psychiatrist has taken problematic
behavior and recharacterized it as a treatable illness.
Oftentimes that strategy is effective. The best reason
to go to a psychiatrist is, in fact, for a diagnosis, so
that severe behavioral disturbances can be treated.

But often in our profession we do not know if we
have gone too far. Sometimes it seems as if psychia-
trists think the whole world has bipolar disorder. We
are accused by parents and the media of medicaliz-
ing normal variants in human behavior. The
incidence of overmedicated youths who are not held
responsible for their own mishehavior is on the rise.

Brotman et al.’s article investigates this very
issue. The authors examined two groups of children:
1) those with narrowly defined bipolar disorder for
whom manic episodes with elevated or expansive
mood or grandiosity were a key feature, and 2) those
with severe mood dysregulation for whom irritabil-
ity, anger, or sadness with hyperarousal, including

racing thoughts and pressured speech, were promi-
nent features.

It is easy to see how the second group could be
lumped in with the first, but is that actually correct?
Brotman and her colleagues decided to examine the
parental history for both groups. They found that
parents of children in the first group were more
likely to have bipolar disorder than parents of
children in the second group. The authors concluded
that the two groups shared different familial and
probably genetic origins; therefore the symptoms of
the two groups of children should not be thought of
as different manifestations of bipolar disorder.

In her accompanying editorial, Dr. Gabrielle
Carlson points out that if psychiatrists stop charac-
terizing children with severe mood disorder as
bipolar, then we can discover what these children
really do have—a combination of attention deficit
hyperactivity disorder and oppositional defiant
disorder, which has long been associated with the
development of conduct disorder later in adoles-
cence and antisocial personality in adulthood. The
clinician who is treating such a child then has a
rather difficult task in trying to create a behavioral
structure so as to prevent or delay the onset of more
significant behavioral disorders. The misdiagnosis
and mistreatment of bipolar disorder would be an
unfortunate distraction. The editorial is an interesting
exchange between Dr. Carlson and the authors in
their cooperative attempts to clarify this point for the
readers.

If your Journal Club reads this article and accom-
panying editorial and reaches its own opinion, you
are welcome to contribute an editorial of your own
to the Residents’ Journal. These editorials can be
submitted to our manuscript submission site at
http://mc.manuscriptcentral.com/appi.

Susan Schultz, M.D.
Robert Freedman, M.D.


http://mc.manuscriptcentral.com/appi

Empathy: Do Psychiatrists and Patients Agree?

Rashi Aggarwal, M.D., PGY3

Department of Psychiatry, Maimonides Medical Center

Objective: A psychiatrist's self-perception
of empathy may not match the patient's
perception of the psychiatrist's empathic skills.
The purpose of this study was to assess the
relationship  between  psychiatrists’  self-
assessment of empathy and their patients’
assessment of their empathy.

Method: Ten outpatient psychiatrists—six
residents and four attending psychiatrists—
completed the Jefferson Scale of Physician
Empathy (range=20-140). Five patients of
each psychiatrist completed a corresponding
guestionnaire rating their psychiatrists em-
pathic skills.

Results: No significant correlation was
found between psychiatrists’ self-perception of
empathy and their patients’ perception of their
empathy. Mean test scores for psychiatrists’
self-assessed empathy were significantly
higher than mean test scores for patient
perceived psychiatrist empathy. This difference
was most marked between male psychiatrists
and female patients.

Conclusions: There was no significant
correlation  between  psychiatrists’  self-
assessment of empathy and their patients’
assessments of their empathy. Psychiatrists
rated themselves significantly higher than their
patients did.

A physician’s interaction with patients has been
thought to play a vital role in the healing process
from the time of Hippocrates (1). Patients’ satisfac-
tion with their care is related to independent meas-
ures of the physician’s general sensitivity to emotion
and ability to express feelings (2).

According to Stedman’s Medical Dictionary,
“empathy” is defined as “Direct identification with,
understanding of, and vicarious experience of
another person’s situation, feelings, and motives,”
and is thought to be a vital component in the
formation of the doctor-patient relationship. A
physician’s ability to be empathic affects all aspects
of his relationship with patients, from taking a
history to a patient’s compliance with treatment (2—
5).

Research in neuroscience has offered a biological
basis for empathy (6). The perception of behaviors,
emotions, and cognitions in others activates corre-
sponding neural activity in the brain of the observer
through what are known as “mirror” neurons (6).
This neural basis of empathy finds further support in
research on dysfunctions in the “mirror” systems of
humans with autism and functional MRI (fMRI)
research on normal subjects designed to assess
intentionality, emotions, and complex cognition (7).

Empathy is difficult to measure. Hojat et al. de-
veloped the Jefferson Scale of Physician Empathy to

measure physician empathy (8). The scale requires
that physicians quantify their empathic skills
through self-assessment. This raises the question of
whether a physician’s self-perception of his or her
empathy can be an accurate measure of empathic
communication in the clinical setting. The literature
demonstrates that for empathy to be effective, it
must be both perceived and felt by the patient (9,
10). These studies found that client-perceived
empathy but not therapist-perceived empathy was
associated with positive therapy outcomes. It is the
patient’s feelings of being understood, i.e., patient-
perceived psychiatrist empathy, which is related to
better treatment outcomes.

Studies show that empathy as perceived by teach-
ers, supervisors, or colleagues is often not related to
that experienced by patients (9, 11). Does a meas-
urement of empathy based on physician self-
assessment lead to an accurate measurement of the
empathy the patient perceives? We examined the
relationship between physicians’ self-assessment of
empathy with their patients’ perception of their
empathy to answer this question.

from 1 to 7 (from strongly disagree to strongly
agree), with possible scores in the range of 20-140.
The scale is composed of three factors that include
perspective taking, compassionate care, and standing
in a patient’s shoes. The scale has construct validity,
convergent validity, and discriminant validity, as
illustrated by significant correlations with relevant
measures such as compassion (r=0.56), Interper-
sonal Reactivity Index (r=0.40), perspective taking
(r=0.27), and a lack of a relationship between this
measure and measures such as self-protection
(r=0.11). The internal consistency is supported by a
reliability coefficient of 0.81. The test-retest reliabil-
ity coefficient is 0.65.

We compared the psychiatrist self-assessed em-
pathy scores with the average of the patients’
perceived empathy scores using a t test. All reported
p values were two-tailed and set at 0.05. Correlation
between self-perceived scores and the mean of
patient-perceived empathy scores was studied using
a Pearson correlation.

METHOD

The Jefferson Scale of Physician Empathy was
modified to request a patient’s view of their physi-
cian’s empathic skills. For example, one of the items
on the original scale states, “It is difficult for me to
view things from my patient’s perspective.” The
corresponding item on the modified JSPE states, “It
is difficult for my doctor to view things from my
perspective.” Physicians were asked to fill out the
unmodified JSPE and their patients were asked to
fill out the modified JSPE (mJSPE); these results
were then correlated.

The psychiatrists in the outpatient department of
Maimonides Medical Center (MMC) were ap-
proached; the study was explained, informed
consent was obtained, and they were requested to
complete the JSPE. Patient recruitment was done by
either the treating psychiatrists or the author. After a
complete description of the study to the subjects,
written informed consent was obtained. Patients
were then requested to fill out the mJSPE.

The study sample included 10 physicians (Six
psychiatry residents and four psychiatry attending
physicians) and 50 patients. The physicians were
psychiatry residents and attending psychiatrists
working in the outpatient psychiatry clinic at the
MMC in Brooklyn, N.Y. The patients were receiv-
ing psychopharmacological treatment in the
outpatient clinic and included five patients from
each of the participating psychiatrists. The study was
approved by the Institutional Review Board at the
MMC.

The JSPE includes 20 items answered on a scale
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RESULTS

There was no significant correlation between the
psychiatrists® self-perception of empathy and their
patients” perception of their empathic ability (r=0.40,
p=0.30).

Psychiatrist empathy scores (mean=119.7,
SD=8.65) were significantly higher than patient
perceived physician empathy scores (mean=104.4,
SD=11.3). Each of the 10 psychiatrists rated
themselves much higher than the mean of their
patients” ratings (mean difference between physi-
cian and patient perceived empathy scores=15.3,
p<0.0001).

The mean scores of female psychiatrists were
slightly higher when compared with male psychia-
trists (120.8 wversus 118; mean difference=2.8,
p=0.2). A gender match was done comparing female
psychiatrists’ ratings (mean=120.8) with female
patients” ratings (mean=108.2) and male psychia-
trists’ ratings (mean=118) with male patients’
ratings (mean=96.2) (Table 1). Where there was a
gender match, the differences between the physician
self-rating and the patients’ ratings were not
significant (female: p=0.09; male: p=0.10). Where
there was not a gender match, that is, a female
psychiatrist (mean=120.2) with male patients
(mean=104), there was no significant difference
(p=0.08). However, in the case of a male psychiatrist
(mean=118) with female patients (mean=95.6) the
difference between patient and physician rating was
significant (p<0.0001).

DISCUSSION

Each of the psychiatrists in the study rated their



empathic skills significantly higher than their
patients did.It is likely that most people view
themselves more favorably than others view them.
A review study including multispecialty physicians
found that physicians have a limited ability to self-
assess (12). In the clinical setting however, this may
lead to a decreased ability by physicians to under-
stand patients and their needs, which may negatively
affect the quality of treatment. It raises the possibil-
ity that psychiatrists will be less sensitive to what the
patient is experiencing and attribute difficulties in
the patient-doctor relationship to the patient himself.

Table 1. Mean JSPE Scores Compared by
Gender

M.ale Female Patient
Patient

Physician Mean | p | Mean p
Male 96 0.10 95 <0.0001
Psychiatrist
(Mean
score=118)
Female 104 | 0.08 | 108 0.09
Psychiatrist
(Mean
score=121)

size of the study sample. This pilot study is a step
toward empirical examination of the important
concept of the doctor-patient relationship and needs
to be replicated with a larger sample size. Also, the
scale used to measure physician empathy is a
validated instrument. The modified version we used
was not validated. The other limitation of this study
was the self-selection bias. Some patients refused to
participate and we can hypothesize that patients that
agreed to participate tend to think more favorably of
their doctors. Thus, the possible disconnect between
doctors’ perception of their empathy and their
patients” perception could be larger than we found.
Even though the literature has verified the signifi-
cance of empathy in doctor-patient relationships,
there is a lack of empirical research in understanding
the various contributing factors to empathy. We
need to look into factors that lead to this difference
in perception of empathic skills. Are we less
empathic than we think we are? Are we unable to
convey our empathy to our patients, or are there
external factors that influence our empathic skills?
Our examination of possible changes in empathy in
a psychiatrist-patient dyad over time might enhance
our understanding of the therapeutic relationship.

We did not find a statistically significant correla-
tion between how physicians viewed themselves
and how their patients view them. This underscores
a possible disconnect between the psychiatrist and
the patient. It is the patient’s experience of the
psychiatrist that is predictive of the outcome of
therapy. The usefulness of self-rated empathy scales
depends on the reason for its use. They could be
used to monitor changes in the patient’s perception
and how these changes relate to treatment outcome,
both in psychotherapy and pharmacotherapy. It
could encourage psychiatrists to continue to assess
their empathic skills throughout their professional
careers.

Where there was not a gender match between the
psychiatrist and the patient, the empathy ratings
were significantly different only for male psychia-
trists and female patients. This encourages supervi-
sors to scrutinize this type of pairing more carefully.

The biggest limitation of this study was the small

PATIENT PERSPECTIVES

It was a very interesting experience to hear differ-
ent patients react differently when informed about
the study. Patient reactions were widely varied. A lot
of patients said they were pleased to hear that we
were making an effort that might lead to better
doctor-patient communication. One of these patients
said, “l love my doctor and would fill out any
questionnaire that would help you know how great
she is”. There were some patients, whom when
informed about the study, responded “What
relationship? | only come here for medications.” On
the other end of the spectrum were patients who said
they did not want to participate in the study because
they did not want any documentation of what they
think of their doctors, anonymous or not. One
patient in particular remarked that he was very
happy to participate, as he did not like his doctor.

Presented in poster format at the 58th annual

meeting of the Institute on Psychiatric Services, New
York, Oct. 5-8, 2006.
Dr. Aggarwal reports no competing interests.
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Adjudicative Competence and the Ethical Dilemma of Forcing

Medication to Restore Competency

Aditi Mehta, M.D., PGY5

From the Department of Psychiatry and Psychology, Cleveland Clinic Foundation

Approximately 7000 defendants are involun-
tarily committed each year to public hospitals
for restoration of competency. Most states rely
on landmark cases to make decisions regard-
ing forcing medication for this purpose. In this
article the authors review landmark decisions

such as Washington v Harper, Riggins v
Nevada, Sell v U.S., and Jackson v Indiana
that have shaped policies on forcibly medicat-
ing defendants to restore competency. The
authors also discuss the dilemmas faced by
both the legal system and psychiatrists when
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confronted with this issue.

Assessment of adjudicative competency is the
most common evaluation performed by psychiatrists
for the courts (1, 2). The Supreme Court defines
adjudicative competency as the ability of a defen-



dant to have rational and factual understanding of
the proceedings against him and to assist and consult
an attorney with reasonable and rational understand-
ing (3). Approximately 25,000 to 50,000 criminal
defendants are referred for competency assessment
annually (4) and about 7000 are involuntarily
committed (5).

Roughly 90% of these defendants are committed
to state hospitals or forensic mental hospitals to
restore competency (6). Methods to restore compe-
tency include treatment of the mental illness and
education about the trial proceedings (6). Even when
found to be incompetent, defendants are presumed
competent to make treatment decisions. When
defendants refuse medication, no clear guidelines
exist to force the administration of the medication
solely to restore competency. The U.S. Supreme
Court opined on several landmark cases regarding
this issue. The case of Washington v Harper
involved forcing the administration of medication in
prison when the inmate was considered dangerous to
himself or others and the treatment was in his best
interest (7). In the case of Riggins v Nevada, the U.S.
Supreme Court acknowledged the liberty of an
inmate to refuse medication in a pretrial context (8).

In the third case, Sell v U.S., the U.S. Supreme
Court clarified that the administration of medication
can be forced to restore competency only when there
is a compelling reason for trial, as in cases of
heinous crimes (9). The medication must be in the
“best interest” of the patient and should be likely and
necessary to restore competency, while unlikely to
interfere with the defendant’s ability to assist
counsel (9). Additionally, there should not be any
other less intrusive alternative. If an inmate is
dangerous, the above criteria need not be fulfilled (7,
9, 10). A judicial review is required to force the
administration of medication to restore competency

in a non-dangerous inmate (11-13).

Commitment to a psychiatric facility for the sole
purpose of restoration of competency may be
permitted only when restoration is likely and cannot
exceed the period required to determine if there is a
possibility for restoration (14). If inmates are found
not restorable they may be civilly committed to a
psychiatric hospital. If they do not qualify for
commitment, they may be released if the charges are
not compelling enough to force medication (1, 14).

A common concern is that forcing medication
may threaten the constitutional rights of inmates
(11). Medications may make the defendant too
sedated or appear “too normal” for an insanity plea
(15, 16). This may cause eventual incarceration or
even execution once restoration of competency
occurs. An inmate refusing medication who does not
qualify for forced medication may continue to suffer
from mental illness. Civil commitment criteria are
fairly strict and the inmate may not qualify for
treatment. If civilly committed, the inmate may stay
longer than the designated sentence. Sadly, many
mentally ill persons who do not fulfill the criteria for
forced medication continue to file in and out of
prisons for minor crimes and while their illnesses go
untreated, leaving much work to be done on the part
of the healthcare and legal systems.

The author would like to thank Dr. Kathleen
Franco from the Cleveland Clinic Foundation and
Dr. Stephen G. Noffsinger from Case Western
Reserve University School of Medicine for their
assistance with this article.

Dr. Mehta reports no competing interests.
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