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Changes to sickness absence rates across specified

UK public sector groups, 2015 baseline

ONS; School Workforce Census; NHS Digital; NHS Scotland; Stats Wales.
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Reasons for NHS staff sickness
Average days off ill per month in 2019 vs 2022

B 2019 (Apr-Dec) M 2022 (Apr-Dec)
Mental health illnesses

Cold, flu or influenza

Infectious diseases

Other musculoskeletal problems
Chest & respiratory problems
Stomach related problems

Injury fracture

Back problems

Kidney, bladder & gynae disorders

Pregnancy related disorders

0 250,000 500,000

The top 10 reasons for sickness in 2022 were selected

Source: Nuffield Trust analysis of NHS Digital data B]B|



% of staff saying they feel burnt out because of their work - by
occupation group*

Ambulance (operational) TR 2o.3%

51.0%

; idwives T, 39.7%
Registered Nurses & Midwives 40.5%

Nursing & Healthcare Assistants I, 37.4%

38.0% w2022

2021
Medical & Dental T :S.3%

33.1%
Allied Health Professionals / Healthcare |GG 35.0%

Scientists / Scientific & Technical 35.0%

‘ _ 24.5%
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https://www.nhsstaffsurveys.com/results/national-results/
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Qualitative study of patients’ perceptions of doctors’ advice
to quit smoking: implications for opportunistic health
promotion

Christopher C Butler, Roisin Pill, Nigel C H Stott
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Rob Behrens told The Times Health Commission that reputation was too often put before safety

Toxic doctors put patients at risk,
says NHS watchdog

From sepsis to maternity, the ombudsman says he is shocked by failings every day

“Behrens said there was a
deep-seated lack of empathy in
the medical profession.”

“He called for medical training
to be redesigned to encourage
a more empathetic and
collaborative approach from
doctors.”

https://www.thetimes.co.uk/article/toxic-culture-among-nhs-doctors-times-health-commission-g3ltrt7f0



Good news: empathy is a core part of
the solution



Adding a dose of empathy to healthcare: What can healthcare

athic healthcare?
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Systematic review 1

How empathic is your healthcare ===
practitioner? A systematic review
and meta-analysis of patient surveys

J. Howick' '@, L. Steinkopf?, A. Ulyte®, N. Roberts® and K Meissner™




Fig. 2

Analysis, subgroup or study No. of Studies CARE scores [95% CI]

Overall analysis

Consultation time
> 10 min
<= 10 min
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> 50% female ratees
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Systematic review 2

BM) Open Assessing the effect of empathy-
enhancing interventions in health
education and training: a systematic
review of randomised controlled trials

Rachel Winter ©@ ' Eyad Issa,’ Nia Roberts,” Robert | Norman,' Jeremy Howick’
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26 studies showing that empathy can be

Std. Mean Difference

learned

Std. Mean Difference

Study or Subgroup Weight IV, Random, 95% ClI IV, Random, 95% ClI
Alhassan 2019 6.2% 0.19 [-0.11, 0.49] N
Arthur 2017 3.8% -0.02 [-0.60, 0.57] —
Blair Irvine 2012 6.2% 0.33 [0.03, 0.63] ——
Buffel Du Vaure 2017 6.9% 0.08 [-0.15, 0.31] o
Collins 2017 2.3% 0.24 [-0.62, 1.10]

Daniels 1998 3.9% 0.88 [0.31, 1.44]

Foster 2016 3.6% 0.88 [0.27, 1.49]

Gholamzadeh 2018 4.2% 0.93[0.41, 1.46]

Hastings 2018 5.4% 0.35 [-0.03, 0.74] |
Hattink 2015 2.4% 0.87 [0.01, 1.72]

Larti 2018 4.4% 1.44 [0.93, 1.94]

Lobchuck 2018 3.5% 0.60 [-0.02, 1.23]

Lor 2014 3.4% 0.81 [0.16, 1.46]

LoSasso 2017 4.6% 0.17 [-0.30, 0.64] A
Mueller 2018 3.3% 0.48 [-0.19, 1.14] -

Reiss 2012 5.3% 0.31[-0.09, 0.71] S e
Shapiro 1998 4.6% 0.47 [-0.01, 0.95] ==
Sterkenburg 2018 6.5% 0.32 [0.06, 0.59] -
Tulsky 2011 3.9% 0.36 [-0.21, 0.94] ]

Vaghee 2018 4.5% 0.94 [0.46, 1.43]

Wolf 1987 5.6% 0.99 [0.63, 1.34] S
Yang 2018 5.4% 0.41 [0.02, 0.80] T
Total (95% CI) 100.0% 0.52 [0.36, 0.67] ©

Heterogeneity: Tau? = 0.08; Chi?

= 56.26, df = 21 (P < 0.0001); I = 63% t

Test for overall effect: Z = 6.49 (P < 0.00001)
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Systematic review 3 (the Chef
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Effects of empathic and positive communication in
healthcare consultations: a systematic review and
meta-analysis
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Figure 2. Effects of expectations interventions.

Std. Mean Difference

Std. Mean Difference

Test for overall effect: Z = 4.61 (P < 0.00001)

Test for subgroup differences: Chi? = 3.68, df = 1 (P = 0.06), ¥ = 72.8%
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Study or Subgroup Std. Mean Difference SE Weight IV, Random, 95% CI IV, Random, 95% CI
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Which words cause more pain?

"We are going to give you  "You are going to feel a big
a local anesthetic that will  bee sting; this is the worst

numb the area and you part of the procedure”
will be comfortable during
the procedure”
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“Those who have a ‘why’ to live can bear with almost any ‘how.™
— Viktor Frankl, Man's Search for Meaning
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A price tag on clinical empathy? Factors influencing
its cost-effectiveness
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If empathy were a patentable drug, it
would be a blockbuster




To pillars of our transformative vision

1. Medical school
increases empathy

2. System-level empathy




Stoneygate Centre for Excellence in
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June 1 2022: Centre founded




A brand new curriculum

Five streams (all underway: watch this space!)

1.
2.

Reduce the decline in empathy

Empathy during the teaching of
pathophysiology

En

4. En
. “Walk a mile in your shoes”

NadNCeC

NdNCeC

Health Enhancement Programme
Clinical Skills Programme*






Empathy and diversity

 Turning empathy from a barrier to a facilitator
 What we know

 What we don’t know (and are finding out!)



Empathy and diversity

* Turning empathy from a barrier to a
facilitator

 What we know
 What we don’t know (and are finding out!)



The facts

* Diversity is on the rise

— In the UK, 10million (14.5%) of citizens born outside the UK, 9 million (14%) of
the population is non-White, 6main religions with >250 000 adherents.

— In the US: 45 million (14%) born outside the country, 204 million (almost 40%)
belong to ethnic minorities, 11 religions with >1 million adherents.

* Within the same hour in a clinic, doctor may see:

— a male farmer with back pain who has never spoken about his feelings

— a female immigrant from Syria with respiratory problems who is worried about
paying for her care

— ayoung student using a wheelchair experiencing depression
— atransgender patient attending a routine check-up.



The problem

This diversity is a cause for celebration. It can also present a barrier
to empathy

— A reassuring touch may be the expected norm in some cultures,
but a violation of morals in others.

— Asking a patient how they feel about a proposed treatment may
delight a well-informed patient, yet signal incompetence to a
patient who expects their doctor to know best.

— Spontaneously opening the door for an older woman may be
appreciated, yet the same act could offend someone in a
wheelchair who prefers to do it themselves.

The average time for a GP consultation in the UK is 9:22. How can
a practitioner adapt so quickly to such different patients?



Life & Times

Turning diversity from a barrier to a facilitator of
empathy in health care

Turning diversity from a barrier to a facilitator of
empathy in health care. Howick J, Palipana D,
Dambha-Miller H, Khunti K. Br J Gen Pract. 2022
Dec 21;73(726):24-25






Empathy and diversity

 Turning empathy from a barrier to a facilitator
* What we know
 What we don’t know (and are finding out!)



Fig. 2

Analysis, subgroup or study No. of Studies CARE scores [95% CI]

Overall analysis
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RESEARCH ARTICLE Open Access

Revisiting the trajectory of medical ®
students’ empathy, and impact of gender,

specialty preferences and nationality: a
systematic review

Freja Allerelli Andersen' '@, Ann-Sofie Bering Johansen'", Jens Sendergaard? Christina Maar Andersen®" and
Elisabeth Assing Hvidt**'

Empathy scores in India, Kuwait, China, Korea,
Iran and Pakistan reported lower mean
empathy scores compared to Western countries.

Andersen FA, Johansen AB, Sgndergaard J, Andersen CM, Assing Hvidt E. Revisiting the trajectory of medical students' empathy, and impact of gender, specialty
preferences and nationality: a systematic review. BMC Med Educ. 2020 Feb 17;20(1):52. doi: 10.1186/s12909-020-1964-5. PMID: 32066430; PMCID: PMC7027232.



DOI: 10.1111/1475-6773.14016
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A systematic review of research on empathy in health care

Ingrid M. Nembhard PhD, MS?© | Guy David PhD*?© | Iman Ezzeddine® |
David Betts MBA® | Jennifer Radin MBA3

Section B. Hypothesized predictors of empathy

Positive and Negative and
significant  Not significant significant  Total
Predictor studied (empathy as outcome) N(row %) N (row %) N (row %) N (column %)
Provider demographics 112 (41%) 100 (37%) 61 (22%) 273 (55%)
Years of training/education/experience 6 (8%) 27 (35%) 45 (58%) 78 (16%)
Gender: female 49 (65%) 27 (36%) 0 (0%) 76 (15%)
Specialty/field of study: Relational orientation (e.g., 35 (59%) 21 (36%) 3 (5%) 59 (12%)
primary care, nursing)
Age 3(11%) 14 (50%) 11 (39%) 28 (6%)
Structure of training program 7 (54%) 4 (31%) 2 (15%) 13 (3%)
Country/cross-cultural experience 6 (86%) 1(14%) 0 (0%) 7 (1%)
Family status: partnered or parent 3 (50%) 3 (50%) 0 (0%) 6 (1%)
Ethnicity: minority 2 (40%) 3 (60%) 0 (0%) 5(1%)
Political ideology: liberal 1 (100%) 0 (0%) 0 (0%) 1(<1%)

Nembhard IM, David G, Ezzeddine |, Betts D, Radin J. A systematic review of research on empathy in health care. Health Serv Res. 2023
Apr;58(2):250-263. doi: 10.1111/1475-6773.14016. Epub 2022 Jul 15. PMID: 35765156; PMCID: PMC10012244.



Empathy and diversity

* Turning empathy from a barrier to a facilitator
 What we know
 What we don’t know (and are finding out!)



We are finding out what we don’t
know now: watch this space!

Postdoctoral fellow starting July 15t

Effect of demographics of practitioners on
how patients experience empathy?

Effect of demographics of patients on how
patients experience empathy?

Interactions? (Anecdotal evidence suggests
that there might be paradoxical results!)

Effects?



Summary

Empathy is good for patients and practitioners

We know that the demographics of practitioners
makes a difference to patients

We don’t know what the effect of patient
demographics on how they experience empathy
(from practitioners of various ethnicities)

We are finding out

We would love to collaborate with you and our
team is growing
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