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humanities into medical education.

Background: The modern medical education is predominantly grounded in the biomedical sciences. In recent years,
medical humanities have been included into the medical curricula in many countries around the world one of the
objectives being to promote patient-centred, empathic care by future physicians. Studies have been made of the
impact of inclusion of medical humanities components within the medical curriculum. Although some results sug-
gest increased empathy, others remain inconclusive. To gain insight into the depth, context, and impact of inclusion
of the medical humanities for future physicians, this study aimed to explore Danish medical students'understanding
of and reflections on how the medical humanities relate to the medical education, including the clinic.

Methods: We conducted a qualitative research study, involving semi-structured interviews with twenty-three Danish
medical students across years of curriculum and medical schools. Interviews were recorded, transcribed verbatim and

Results: The findings demonstrate the subordinate role of the medical humanities in the medical educational sys-
tem. Students prioritize biomedical knowledge building in the preclinical curriculum, partly as a reaction to an unbal-
anced institutional inclusion of the medical humanities. Observing how structural empathy incentives are lacking in
the clinical curriculum, the values inherent in the medical humanities are undermined.

Conclusion: Danish medical students become part of an educational environment with lacking institutional condi-
tions and structures to promote the strong inclusion of the medical humanities. A focus is therefore needed on the
values, norms and structures of the medical educational systems that undermine a strong inclusion of the medical
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Introduction

The traditional modern medical curriculum is predomi-
nantly grounded in biomedical and clinical sciences,
designed to equip future physicians with the skills and
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competencies to diagnose and cure diseases and to
respond to scientific advances [1-4]. In the 1970s and
‘80 s, the psychiatrist George L. Engel discussed the need
for medicine to adopt a more inclusive scientific model,
the bio-psychosocial model, to avoid “producing” gradu-
ates deficient in personcentred- and empathic care [5, 6].
Contemporary bioethicists and medical humanists con-
tinue to support this call, pointing to the two-fold nature
of medicine, biomedical and humanistic, and advocating

©The Author(s) 2022. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line

to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this
licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creativeco
mmons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12909-022-03723-x&domain=pdf

Assing Hvidt et al. BMC Medical Education (2022) 22:660

for applying the same scientific rigor to the psychosocial
model as customarily applied to the biomedical [4, 7-9].
Being attentive to dehumanizing tendencies in some
areas of contemporary health care, and a burgeoning
awareness of some of the shortcomings of the positivist
influence on medical practice, medical educators have
come to acknowledge the importance of exposing future
medical practitioners to teaching subjects that inculcate
“humaneness’, promoting empathy and compassion, and
helping them develop reflective, critical, curious and cre-
ative faculties [10, 11].

The value of a humane health care is well documented:
for example, studies show that empathy and compas-
sion shown towards the patient in a clinical encounter
improves the diagnostic process and -precision, patient
satisfaction and -adherence, and thus increases treatment
effectiveness and quality [12]. Not only for patients but
also for physicians, and future physicians, empathy is of
value: it protects clinicians from burnout and stress [13],
from making medical errors and from malpractice com-
plaints [14]. Moreover, studies show that high scores on
empathy among medical students are associated with
increased satisfaction with their education, lower levels
of stress and burnout, higher ratings of overall clinical
competences given by medical educational faculty, bet-
ter interpretational skills assessed by patients and greater
teamwork skills [15, 16].

Although the short- and longtime value of the medi-
cal humanities remain a debated and unresolved issue,
including which “humanism” outcomes they may pro-
mote [17], results from reviews of the literature on
empathy-enhancing educational interventions in under-
graduate medical education suggest increasing empa-
thy as effect [18-21] which is one out of many reasons
why medical humanities teaching in medical curricula
around the world have increased in recent years [8, 12,
22]. The meta-literature on the field (dealing with what
medical humanities are or should be) provides several
understandings of medical humanities and no broad
agreement on definitions, demarcations or gains exists.
Positioning subdivisions of traditions in the field, Scott-
Fordsmand [9] lists three major branches referred to in
the meta-literature of the field: a pedagogical/empathy-
focused branch of Medical Humanities (humanities
have a utilitarian, supportive function), Critical Medi-
cal Humanities (humanities have a disruptive, criti-
cal function) and Health Humanities (humanities have
a function of broad inclusion within health and social
care, education and research). Whilst acknowledging, in
line with Scott-Fordsmand, that any boundaries made
within this field are blurred, this paper focuses on the
first, the pedagogical/empathy-focused branch of medi-
cal humanities, or on what Bleakley [23] describes as
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“...education for empathy or tolerance of the ‘other” (p.
960). This approach was integrated into medical teach-
ing programs in North American medical schools during
the first decades of the twentieth century to counter the
scientification of medicine and what had become a too
narrow and reductive focus on medicine as biomedicine
[9, 23, 24]. As stated by Shapiro et al. [25] “an important
goal of medical humanities is to reconceptualize health
care, through influencing students and practitioners to
query their own attitudes and behaviors, while offering a
nuanced and integrated perspective on the fundamental
aspects of illness, suffering and healing” (p. 192). Using
alternative teaching methods, concepts and content from
the humanities to increase students’ self-reflection and
their communicative abilities, the pedagogical/empathy-
focused medical humanities is an interdisciplinary field
concerned with understanding the human condition of
health and illness in order to create sensitive health care
providers, enhance empathy and to construct profes-
sional ethical values [10, 12, 26, 27]. In most countries,
medical students thus experience being exposed to val-
ues, knowledge, and teaching methods during their edu-
cation (e.g., through literature (or other arts subjects such
as reflective writing, drama, film or music), philosophy,
ethics, health psychology or person-centred approaches
to communication), reflecting different epistemologies
[8, 22, 28]. However, the way the epistemologies deriving
from the medical humanities have been integrated into
the positivist framing of the biomedical and natural sci-
ences continues to be critiqued and debated [21, 29-31].
In the medical educations the traditional dichotomies
between the humanities and natural sciences are seen
reflected in discursive antithetical constructions such as
the “soft” (warm-hearted) versus the “hard” (intellectually
rigorous) subjects [10, 22] and the often-used dualistic
sorting of medical knowledge into two main categories:
objective (disease, biomedical, curing) and subjective (ill-
ness, humanities, caring) [28, 29, 32].

Referring to quantitative research findings showing
that in many (but not all) medical educational contexts
in the world, medical students’ self-reported empathy
declines as their education progresses [33] scholars point
to powerful curricula biases and other hidden influences
at the level of organizational structure and culture, affect-
ing how students prioritize the medical humanities and
the amount of time invested herein [34—36]. Empiri-
cal research confirms this tendency by showing that
despite adding medical humanities to the undergradu-
ate medical curriculum, committed to teaching the value
of empathic- and compassionate care, medical students
experience that socialization processes within their edu-
cational environment teaches them something very dif-
ferent: that emotional detachment, objectivity and value



Assing Hvidt et al. BMC Medical Education (2022) 22:660

neutrality are key attributes of a competent and profes-
sional physician [28, 37-40].

The above research findings point to strong influences
on medical students’ identity formation and connected
hereto, on how they perceive the role of the medical
humanities in relation to the medical education. Under-
standing medical students’ perceptions of their teaching
in medical humanities and how they navigate through
formal and informal influences within their learn-
ing environment is important to gain insight into the
depth, context and impact of the inclusion of the medi-
cal humanities and to provide contextual knowledge
to the findings of some of the above-mentioned studies
reporting a declining development of medical students’
empathy. The current study thus explores Danish medi-
cal students’ understanding of and reflections on how the
medical humanities relate to their education, including
the clinic.

Methods

Educational context

Medical education in Denmark is university-based,
standardized to last 6 years and divided into a three-year
bachelor medical education and a three-year graduate
medical education. Generally, the bachelor comprises
basic biomedical science courses in the pre-clinical years
(1t and 2™ year) and clinical clerkships towards the
end of the bachelor (3™ year), continuing in the gradu-
ate medical education with an increase in clinical student
participation -and responsibility.

Medical humanities

The teaching content -and volume of the medical
humanities vary slightly across the medical educations
in Denmark. A review of the syllabi of the four Danish
medical educations shows that the medical humanities
are included primarily in the core bachelor curriculum as
compulsory courses. Courses include health psychology,
medical ethics, philosophy of science, communication
and narrative medicine (at one medical school a com-
pulsory course, at others elective). Most of these courses
comprise relatively few ECTS points (European Credit
Transfer System) compared to the science courses and
are assessed through passing/non-passing examinations.
Communication teaching, using simulation and actors
to educate for sensitivity, is generally placed towards the

Table 1 Overview of participants
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end of the bachelor, encompassing theoretical input and
practical training through simulation, continuing as pre-
clinical preparation and post-clinical supervision through
the graduate medical education.

Recruitment

An announcement summarizing the study and inviting
medical students to participate was posted on university
web sites and posted in Facebook groups for medical stu-
dents from the four medical schools. We did not set up
any inclusion/exclusion criteria, e.g., demographic vari-
ables, but used a convenience sampling [41]. All students
who responded to the invitation were forwarded an infor-
mation letter, detailing the objectives of the study, what it
entailed to participate in an interview, and information
on the collection and processing of the data (complying
with the General Data Protection Regulation (GDPR)).
All students gave verbal and written consent and were
informed that participation in the study was voluntary.

Participants and data collection method

The medical students who participated in this study came
from all four medical schools (and universities) in Den-
mark. Twenty-three medical students across years of cur-
riculum and medical schools participated (see Table 1
for an overview of participants). The majority of students
were from the medical schools of University of Southern
Denmark (SDU) probably due to local advertisement of
the research study.

The interviews were conducted from December 2020
to March 2021 by EAH, a senior qualitative researcher
and associate professor with a background in sociology,
and CVT, a junior researcher and psychologist. Because
of the corona pandemic and lockdown periods, all inter-
views were conducted via video (Zoom) and lasted
approximately 60 min. We did not find that conducting
the interviews via video compromised the quality of the
data, e.g., through technological challenges, lacking rap-
port building and/or attention to interaction dynamics
[42]. Students expressed that they were used to interact-
ing through online platforms due to online lectures and
daily social interaction. We were following a semi-struc-
tured interview guide that was structured in the follow-
ing overall themes: Students’ understandings of empathy,
inclusion of empathy in the medical education, influences
on empathy during the education, extent of empathy in

Interviews Number of participants Sex

University Year

Students 23 Female 16 Male 7

SDU 13 AU 4 KU 5 AAU 1 1-3 4-6
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the clinical context, perceived consequences of empathy.
Examples of interview questions are: Could you describe
how the humanities subjects are integrated into your
medical curriculum? How is empathy being addressed
during your education, e.g., by your peers, teachers, and
clinicians? Which educational processes do you perceive
to enhance and inhibit empathy and patient-centred,
empathic communication in the clinic? Adjustments were
made to the interview guide during the period of data
collection as students’ narratives led to a further contex-
tualization of some of the interview questions. For exam-
ple, since no explicit teaching in empathy existed across
medical schools, students referred to all the courses that
were not “core” biomedical (narrative medicine, health
psychology, communication, ethics and philosophy) and
that the students thought were supposed to teach them
about how to think “otherwise” about medicine, how to
become patient-centred (versus illness-centred), and how
to become empathic physicians. Interviews were audio-
recorded and transcribed verbatim by a student assistant
concurrent with the data collection.

Analysis

A qualitative thematic analysis (TA) was performed, follow-
ing the procedures described by Braun and Clarke [43, 44].

Table 2 Overview of themes, subthemes and codes
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Initially, EAH and CVT listened to the audio files, and read
the transcripts carefully several times, taking notes along
the way. In a next step, EAH and CVT performed an open,
inductive coding in NVivo software (version 12), developing
codes that were grounded in the data. Codes were discussed
and compared through weekly meetings. A third analyst and
junior researcher, AU, with a background in nursing and
health sciences, read all transcripts and was introduced to
the codebook developed by EAH and CVT. Based on several
discussions and readings of the existing literature, dealing
with the positioning and different articulations of medical
humanities, EAH and AU synthesized codes into themes
and subthemes (see Table 2 for an overview of codes, sub-
themes and themes. The two co-authors, CMA (psychologist
and researcher) and JS (general practitioner and researcher),
were furthermore involved in analytic discussions along the
way. The analysts were reflexive about their theoretical and
epistemological positioning, discussing how these influenced
the way they were analysing the data, for instance how their
professional backgrounds (within sociology, psychology,
nursing, general practice, and humanistic health research)
might have biased them towards seeing certain patterns in
the data material. That said, the analysts considered their
diverse backgrounds a strength as they served as a basis for
critical discussion of the status quo.

Themes Subthemes

Open codes

The role of the medical humanities in the preclinical educa- Students prioritize biomedical knowledge building
The educational institution downgrades the medical

tional system
humanities

The role of the medical humanities in the clinical educa-

tional system humanities

Labor division and identity formation

The health care system undermines the medical

Learning about empathy

Not enough or good enough
Narrative medicine

Health psychology
Communication teaching

The professional versus the soft
Under-prioritized by the
students

How empathy is addressed
Empathy is a buzzword, but no
real attention

The gap

Heavy educational pressure
Result versus process

Lack of time

Meeting the patient as a
human being

Maturation process

The clinic

Lack of time

Showing lack of empathy
Not enough focus on empathy
Structure
Distance-cynicism

Nurses versus doctors
Out-sourcing of empathy
Development in empathy
Patient needs
Immunization

Specialties and empathy
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Results

Theme 1: The role of the medical humanities

in the preclinical educational system

What was clear from the students’ accounts, demon-
strated below through empirical examples, was that the
medical humanities, intended to implicitly communi-
cate empathy as an important physician attribute and
value, played a relatively minor role in the preclinical
medical education, both personally in what the stu-
dents themselves were motivated to learn and structur-
ally in the way the medical humanities were delivered
and prioritized.

Subtheme 1a) Students prioritize acquiring biomedical
knowledge
Students talked about being first and foremost motivated
to acquire knowledge about the healthy and the sick body
and how to cure diseases, anticipating that basic natural
sciences would constitute the core of the medical educa-
tion: “When you study medicine, you want to learn about
diseases and health. So, that is what I primarily expected
when I entered the education. Not to become a psycholo-
gist or something like that”, (Student 8, 4" year) The stu-
dents were aware that to reach the anticipated learning
goal, memorizing and processing large amounts of bio-
medical information was necessary: “There is, after all, a
lot of knowledge that has to be crammed into our heads
during these 6 years” (Student 15, 1* year).
Consequently, the courses that were not perceived to
be “core” biomedical, e.g., communication courses, were
not dedicated sufficient time and energy:

I think, after having attended the courses [commu-
nication courses] that it's okay. But I just think that
it came at a time when you feel that there are so
many other things. And then you are more inclined
to emphasize the professional [biomedical] part. So,
Id rather concentrate on that, instead of all the "soft”
and not so easily definable subjects. Because you
kind of get the thought: How relevant is this actually
to my education? (Student 5, 5% year)

I mean, when we are under pressure with anatomy
or biochemistry, then this is where you choose to
have your focus. (Student 9, 4" year)

Facing a pressure to learn and master biomedical sci-
ence knowledge ahead of frequent examinations, the
students became conditioned to rationalize strategically:
“I mean, right now we have anatomy, and there I must
quickly cut away, so what is important and what’s not
in relation to the exam? And then I must learn what is
important, otherwise I won't get a good grade”” (Student
17, 1% year).
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The students’ learning activities were thus in large part
driven by attaining sufficiently high-performance goals
to persevere, prioritizing outcome over process. As a
consequence, the medical humanities courses, entailing
whole other ways of learning, one of open curiosity and
reflection, could be experienced as disturbing elements:
“During these courses you kind of think: argh, is it neces-
sary for me to spend time on this? I'd rather study for my
exams.” (Student 21, 6" year).

One student, talking about the students’ tendency to
neglect health psychology, voiced regret that extrinsic
motivators were controlling the behavior of himself and
his peers since, as he acknowledged, the subject was
“actually super important”:

We have this course called health psychology, and
it’s a course that is being neglected. It’s a course that
is not so hard to understand and I think — because
the other subjects are so heavy and hard - the sub-
jects that are perceived as easy and soft just become
something that just needs to be passed. So, you don’t
show up at class very often, and you take everything
a little lightly. That’s kind of the general attitude or
approach to it..but I do hear a lot of people, includ-
ing myself, saying that health psychology is actu-
ally a super important subject, but you just cannot
bother using time on it, if you are only required to
pass the exam. (Student 10, 5" year)

As seen in the above excerpts, health psychology,
described as “easy’, “soft’, “something that just needs to
be passed’, but also “important’, is perceived to compress
an already crowded curriculum, wherefore it is being
attributed a minor role by the medical students, and seen
as peripheral to the core learning objectives of the bach-
elor medical education.

Subtheme 1b) The educational institution downgrades

the medical humanities

When asking students to reflect on the role attributed
by the medical institution to the medical humanities,
they described what they perceived to be a small institu-
tional focus, despite recent inclusion of medical humani-
ties courses in the curriculum: “Well, narrative medicine
has been implemented, but it’s not my impression that
they [the medical humanities], are being prioritized in
the medical education” (Student 15, 1% year) In relation
to teaching empathy in specific, and the curricula role of
empathy-enhancing teaching, a student explained: “I have
not heard the word empathy mentioned many times, I
think. I have never really had the impression that there
has been so much focus on empathy in our teaching”
(Student 4, 5™ year) Yet another student commented on
how empathy figured as a” buzzword” in the educational
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environment, i.e., a word which students were socially
and academically conditioned to mention without put-
ting real value or intrinsic motivation into it:

It’s kind of like: “oh yes, of course we have to be
empathic’ like a buzzword you learn. And we're not
getting tested in it... and there is not much talk about
it. And the reason for this is that we focus primarily
on the enormous amount of biomedical knowledge
we need to gain and the focus on being as accurate
and correct as possible all the time with our medical
terminology. (Student 20, 6" year)

The impression that the medical humanities were only
attributed a minor role in the medical curriculum was
further strengthened by the structural conditions under
which they were delivered: either lacking assessment or
assessed on a pass or fail scale, comprising few ECTS and
positioned between high-ECTS biomedical courses. e.g.,
anatomy and physiology. Although students recognized
that assessing empathy and other “soft” interpersonal
skills could be challenging, the students detailed the
unintended consequences of making low-stake assess-
ments and low-ECTS courses, namely minimal time -and
effort investment. As two students explained in relation
to a narrative medicine course:

Because it was a relatively small course of 2 ECTS
points or something like that. So, you only read the
short stories to be able to follow the analysis during
class, but you don’t spend 10 hours analyzing them
at home. We spend our time on the professional [bio-
medical] part. (Student 9, 4™ year)

We are not being examined in these subjects. Which
is why people choose not to spend time on it. Because
it’s not what is important to our result. (Student 17,
I* year)

The above excerpts point to a direct relation between
the institutional valuation of the humanistic knowledge-
building (formal and informal), curricula structure and
delivery, and the students’ own motivation and effort
invested in these subjects.

Theme 2: The role of the medical humanities in the clinical
educational system

Subtheme 2a) The health care system undermines

the medical humanities

Several students, while talking about the health care sys-
tem as their future workplace, and their personal expe-
riences from their clinical training, referred to a health
care system characterized by structures and values
that were challenging the provision of person-centred,
empathic care. As perceived by the students, a predomi-
nant atmosphere of time pressure and other stressors,
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resulting from a high patient volume, staff shortages and
documentation requirements influenced the way clini-
cians managed patient encounters. Students oftentimes
observed physicians behaving rushed and showing lack of
empathy: “The doctor, he was just busy running through
routine procedures. He was being nice, surely—but he
didn’t articulate, at any point in the conversation, that it
was evident that she [the patient], was on the verge of
crying” (Student 7, 3¢ year).

Another student summarized her experiences from the
clinic thus:

When I have been taken by the hand by someone
in the health care system, I experience that they
attach great importance to the medical work itself.
"Find a diagnosis” or "find the cure’; "find the right
treatment’. There is very little time to get a sense of
the patients. You don’t pay too much attention to
whether a patient is crying, twisting his hand, or
somehow expressing that they're under pressure. Or
happy. Or angry. And I regard it as an extremely
dangerous trend. That you downplay the human
being, the patients you meet, and then put them in
mechanical professional boxes, and then you do not
necessarily catch all the soft stuff, compassion - the
things that are said between the lines. (Student 1, 5™

year)

The above excerpt indicates that a rushed and time-
pressured environment counteracts with the empathic
and person-centred care that the medical humanities
are committed to teach. Recognizing how organizational
structures forced an unemphatic behavior upon health
professionals, transforming at the same time their beliefs
about how to be a physician, was a source of frustration
and conflict as explained by a student in the following
excerpt:

And it’s often a matter of time pressure or staff short-
ages or... I'm really sad and frustrated that this part
gets to dictate how much time you actually end up
having for the things that you consider important in
a medical interview. (Student 18, 6™ year)

Reflections about conflicting values and messages as
well as evasion of responsibilities on a macro level in
respect to creating favorable structures for humane care
in hospital settings were made by one student:

It’s easy for an administrative management to say:
“Remember empathy!” if there’s not time for any
of that in the entire health care system. Well, you
know...it’s just so easy administratively to relinquish
responsibility and say: “‘Remember — the patient
first!] where I think: "well, then you have to change
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the structures of the system!” You can’t hold the
individual doctor responsible. And I've seen a lot
of junior doctors who are very nice and really want
the best for their patients, but the framework simply
does not allow it. (Student 5, 5" year)

As we shall see further unfolded in the next section,
students came to realize through their observations and
participations in the clinic that in fact empathic care is
not supposed to be part of their professional areas of
expertise, since empathy was oftentimes seen as some-
thing that was being outsourced to the nurses.

Subtheme 2b) Work task distribution and identity formation
During clinical clerkships, a pivotal time in which stu-
dents begin their transition from students to physi-
cians, students experienced missing alignment between
the human values inherent in the medical humanities,
such as empathy and compassion, and those that domi-
nated the clinic. Furthermore, students gradually came
to understand that these values were in fact distributed
within the medical team such that by and large the phy-
sicians were paid to accomplish one set of tasks and
the nurses another. A recurring observation made by
the students during clinical clerkships was that “nurses
were better than physicians at showing empathy towards
patients” because they were paid to spend more time
with patients, getting to know them as “persons” in con-
texts. In the following excerpt a student describes his
observations of how work tasks are distributed between
physicians and nurses:

The empathy work, all the caring, it's primarily the
nurses’ job. The nurses know the patients and have
daily conversations with them and watch them
develop as persons. I know for a fact that many doc-
tors, upon delivering important and serious mes-
sages to the patients, sit with them for a while, and
the nurse takes part in this, and the patients are
allowed to ask all the questions they want and to
process the information a little. And when this is
over, the doctor leaves the room. And then the nurse
stays to take over... And again, it’s all about time: the
nurse has been given this job and the time for it. So,
in this way, we outsource empathy. (Student 10, 5™

year)

Apart from learning how empathy was being “out-
sourced” to nurses, implying that the medical humani-
ties’ ideal of “empathic and holistic care” was largely
held in one group of professionals, students also learned
how empathy was largely held in one domain of their
future medical practice: the diagnostic processes where
they had been taught how to use their senses, relating
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sensitively and empathically to patients, to complete their
distributed work task effectively:

And this is also one of the things we learn — like
making sure that you effectively listen to the patient
and discover what concerns they have and what they
fear. And then quickly get it summed up so that you
can get on to the actual medical examination and
then just summarize: “This is what we know — and
this is the plan” And then you can do it really effec-
tively. (Student 20, 6™ year)

Experiencing these work task distributions, students
gradually came to redefine their perception of which val-
ues were tied to their future profession and which func-
tions were “part of the job”:

I had thought that the job as a physician included
more care. So quite specifically, a lot of times you go
see a patient, and if there is something else, besides
the one problem you need to focus on, you ring the
bell and get the nurse to come in and take over. And
this is not necessarily a bad thing, but I would have
thought it great if you had time to talk with the
patients. But again, that’s not our job so... (Student
10, 5™ year)

Refuting this compartmentalization, a student com-
mented: “In fact, there is no reason why one of them
should show more empathy than the other one. Because
both see sick people.” (Student 7, 3 year) However, pres-
sured to meet performance indicators, documentation,
time management and efficiency the physician’s incen-
tives to practice empathic care was perceived as minimal,
shaping students’ behavior and identity:

We can’t write in a medical journal that we’ve been
so-and-so empathic, that we've listened so-and-so
much or talked so-and-so much about their con-
cerns... because suddenly that’s not what'’s impor-
tant anymore, if you know what I mean? Instead,
it’s important to write that you have done a specific
thing and that you have tested for this and that so
that we cover our own ass. And somehow, you sud-
denly care more about those numbers and demands
instead of prioritizing being emotionally present and
showing empathy towards the patient. (Student 11,
5" year).

The student in the above excerpt describes the process
of increasingly internalizing values, norms and impera-
tives of the clinic into one’s professional identity to fit
system rationales, and how the lacking empathy incen-
tives of medical practice, e.g., journal writing, might
make a physician choose to conduct him/herself strategi-
cally instead of empathically.
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Discussion

This qualitative study provides knowledge about Danish
medical students’ reflections on and experiences with
the inclusion of the medical humanities into their medi-
cal education, including how they perceive their role and
relevance in the pedagogical environment in the preclini-
cal years and in clinical rotations. Overall, what Bleakley
and Marschall have named “weak inclusion” [45], refer-
ring to an inclusion of the medical humanities in medi-
cal curricula that in fact leads to the very divide that the
medical humanities seek to bridge, can arguably be said
to apply to the present Danish medical educational con-
text. Lacking institutional conditions and structures to
promote a “strong” inclusion of the medical humanities,
our findings show that students internalize epistemic
dichotomous views of the divide between the “hard” and
“soft” teaching subjects as part of a professional identity
formation.

By the same token, showing how students have a pre-
conceived understanding of what skills and values the
physician role encompasses, our findings suggest that
a one-sided biomedical identity-formation starts even
before entering the university. Students conceive of the
medical curriculum as consisting first and foremost of
biomedical science knowledge, an image that is further
strengthened upon entering the undergraduate, medical
education, where the medical humanities are diminished
as surplus to the core study.

Upon entering the clinical curriculum the values that
the medical humanities are committed to cultivate in
future physicians are in large part being undermined
by an antithetical culture of performance, productivity
and -efficiency pressures. As part of this tendency, time
management and work task distribution routines in the
clinic exist, leading to a controlled and disciplined care
environment that by and large deprive medical students
and physicians of providing empathic care. Our find-
ings thus point to a fundamental contradiction in medi-
cal education: that students, through the introduction of
the medical humanities components in the preclinical
years are encouraged to become empathic, compassion-
ate and person-centred physicians but that these values
are overshadowed by values such as emotional insulation
and objectivity. These findings confirm arguments within
existing research [39, 46], namely, that communication
of values on a subtle and hidden level influence students’
valuation of humanistic approaches to medicine, giv-
ing rise to personal value conflicts and dilemmas in stu-
dents who find it difficult to navigate in an educational
terrain representing the formal and the informal (hidden)
curriculum.

All the above emphasizes the extent to which a piece-
meal or partial introduction of medical humanities, that
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focuses more on content (syllabus) than on process (the
making of identity) is never going to have much effect
[47]. Extending the body of literature that already exists
on medical humanities in the medical education the
above findings suggest that the Danish medical curricula
need to be reconceptualized (both in the preclinical med-
ical school pedagogical environment and in the clinical
years) such that the medical humanities are incorporated
into the core curriculum through biomedical science
and clinical lenses, focusing on how the humanities have
a fundamental role to play in medicine. Elaborating on
this reconceptualization, Scott-Fordsmand [9] argues for
establishing a bidirectionality of the medical humanities
such that medicine does not just passively receive knowl-
edge from the humanities (movement from humanities
to medicine) but actively contributes with insights into a
humanities context (movement from medicine to human-
ities), hereby emphasizing the double epistemic nature of
medicine. For this to happen, as argued by Bleakley [23,
47], the medical humanities must be planned as a peda-
gogical challenge in which the contextual factors behind
anatomy and biomedical sciences are taught by science
teachers and anatomists through aesthetics, ethics and
politics and given as high a profile as instrumental values.
Furthermore, clinicians as educators should communi-
cate to students that the medical humanities can be used
as resources in clinical work, focusing upon the apprecia-
tion of sensibility, tolerance of ambiguity and epistemic
uncertainty in medicine [47].

The study findings thus stress, in line with what has
been argued elsewhere [48], that exercising empathy in
health care depends not only on the individual (student
or health professional) but also on the medical school
and clinical pedagogical environment in which the indi-
vidual is embedded. The educational system, includ-
ing the health care systems, have a huge role to play in
facilitating or impeding individual efforts or value-based
behavior wherefore the locus of attention should be
directed, not only towards the individual student, but to
the learning conditions established in the educational
environments that promote or hinder the creation of car-
ing health care systems.

This is also the key message conveyed by The Danish
Council on Ethics that has recently published its annual
report and issued a statement about “Care in the health
care system” What both documents wish to address is
the conflicting relationship between the need for human
care, including empathy, and the pursuit of greater eco-
nomic efficiency of today’s health care system [49]. Fur-
thermore, it is emphasized that care should never just be
seen as the responsibility of the individual but institu-
tionally ensured to facilitate the formation and preserva-
tion of morally justified caring actions. As emphasized in
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reports following scandals and high-profile cases in the
UK, the pressure to meet efficiency and operational tar-
gets not only endangers positive outcomes of the patients
but also the psychological well-being of health care pro-
fessionals [50]. Thus, the weak inclusion of the medical
humanities in the medical educational system, that this
study has sadly identified, poses a major problem for
future clinical care and health professionals’ well-being.
To enhance a strong inclusion of the medical humanities,
and on the basis of our analysis, we suggest continuing
working on:

-reconstructing the “image” and identity of the medical
education to also encompass holistic and humanitarian
formation- and care. In connection herewith, the edu-
cational system would need to reassess its priorities and
structures to eliminate dehumanizing tendencies.

-establishing a “positive hidden curriculum” [51],
meaning that medical humanities are situated as an inte-
grated part of science courses and clinical training. As
integrated medical humanities are given more weight
(increase the number of ECTS) and are included in
“high-stake” assessments equal to those of the biomedi-
cal courses.

-establishing continuity and value coherence between
the pre-clinical and clinical years. Clinicians, acting as
role models, need to know about medical humanities syl-
labi and through their actions reinforce the messages that
this teaching is intended to convey, e.g., the benefits of
empathic care in regard to diagnostic processes, adher-
ence to treatment, satisfaction, physician well-being, etc.

-creating structures and conditions on a macro- and
meso-level that incentivize empathic behavior- and prac-
tices, facilitating caring institutions that, ultimately, as
research shows, creates better health care, better health
among patients and professionals, health economical
gains, a decrease in patient complaints, etc.

Strengths and limitations
Providing insight into how the medical humanities serve
a subordinate role in the Danish medical educational sys-
tem, the results of this multi-institutional study provide
contextual knowledge and depth to the findings on the
longitudinal development of medical students’ empathy.
For despite being limited to a Danish medical educational
context, the findings can be transferred to other similar
educational settings with similar educational set-ups.
In terms of analytical validity, analytic collaborations
between researchers with different professional back-
grounds, increased the trustworthiness of the findings.
However, our study has some relevant limitations.
First, since we were using a convenience sampling, the
number and the sex of the participating medical students
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were not evenly distributed across the four medical
schools which means that the findings primarily capture
learning experiences from students attending three out
of the four included medical schools. However, we assess
that a multi-institutional study like ours leads to higher
transferability to similar educational contexts than single
institution studies. Second, we captured students’ learn-
ing experiences retrospectively which might have created
some retrospective recall distortion.

Conclusion

The results of this study have important implications
for ongoing efforts to position and valorize the medical
humanities in the field of medical education. Moving
beyond a focus on students’ empathy levels (whether it
declines or not), this paper proposes to focus on the val-
ues and norms of medical educational systems that are
being internalized in future physicians’ identity forma-
tion and that undermine a strong and balanced inclu-
sion of the medical humanities into medical education.
To achieve a strong inclusion, the medical humanities
should be incorporated into the curriculum through bio-
medical science and clinical lenses, focusing on how the
medical humanities have a fundamental role to play in
medicine.

Acknowledgements

The authors wish to acknowledge the financial support of [The Independent
Research Fund Denmark], Grant number: [8108-00021B]. We would also like
to thank student participants for their time and insight and student assistant
Emely Ravn for transcribing.

Authors’ contributions

EAH, JS and CMA conceptualized and designed the study. EAH and CVT con-
ducted the interviews and together with AU analysed the data. EAH drafted
the manuscript and AU, JS and CMA revised the manuscript. All authors
approved of the final version.

Funding

Funding was received from [The Independent Research Fund Denmark], Grant
number: [8108-000218]. The funding body was not involved in the design of
the study.

Availability of data and materials

There is no public availability to the interview transcripts outside of the
research team due to reasons of confidentiality. Data are however available
from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate

The study was conducted in accordance with the principles of the Declaration
of Helsinki [52]. The study was approved by the University of Southern Den-
mark's research ethics committee (REC) [Journal no. 20/5351]. All participants
received written information on the study before participation and participa-
tion was voluntary. All participants provided informed written consent. All
participants could withdraw from the study at any time with no conse-
quences to their future studies. All data was kept confidential and published
anonymously. Complying with European data protection rules, the University
of Southern Denmark approved the data processing activities regarding this
project and registered the project [Journal no. 10.181].



Assing Hvidt et al. BMC Medical Education

(2022) 22:660

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details

'Research Unit of General Practice, Department of Public Health, University
of Southern Denmark, J.B. Winslewsvej 9 A, 5000 Odense, Denmark. “Depart-
ment of Psychology, University of Southern Denmark, Odense, Denmark.
3Steno Diabetes Center Odense, Odense University Hospital, Odense,
Denmark.

Received: 21 April 2022 Accepted: 30 August 2022
Published online: 05 September 2022

References

1.

2.

Buja LM. Medical education today: all that glitters is not gold. BMC Med
Educ. 2019;19(1):110.

Dickinson BL, Gibson K, VanDerKolk K, Greene J, Rosu CA, Navedo DD,
Porter-Stransky KA, Graves LE. "It is this very knowledge that makes us
doctors” an applied thematic analysis of how medical students perceive
the relevance of biomedical science knowledge to clinical medicine. BMC
Med Educ. 2020;20(1):356-356.

Kuper A, Veinot P, Leavitt J, Levitt S, Li A, Goguen J, Schreiber M, Richard-
son L, Whitehead CR. Epistemology, culture, justice and power: non-bio-
scientific knowledge for medical training. Med Educ. 2017,51(2):158-73.
Kollmer Horton ME. The orphan child: humanities in modern medical
education. Philos Ethics Humanit Med. 2019;14(1):1.

Engel GL. The Need for a New Medical Model: A Challenge for Biomedi-
cine. Science. 1977;196(4286):129-36.

Engel GL. The biopsychosocial model and the education of health profes-
sionals. Ann N'Y Acad Sci. 1978,310:169-87.

Pellegrino ED. The internal morality of clinical medicine: a paradigm

for the ethics of the helping and healing professions. J Med Philos.
2001,26(6):559-79.

Chiavaroli N. Knowing how we know : an epistemological rationale for
the medical humanities. Med Educ. 2017;51(1):13-21.

Scott-Fordsmand H. Reversing the medical humanities. Med Humanit.
2020. https://doi.org/10.1136/medhum-2019-011745.

Boudreau JD, Fuks A. The humanities in medical education: ways of
knowing, doing and being. J Med Humanit. 2014;36(4):321-36.

. Olding MN, Rhodes F, Humm J, Ross P, McGarry C. Black, White and Gray:

Student Perspectives on Medical Humanities and Medical Education.
Teach Learn Med. 2021:223-33. https://doi.org/10.1080/10401334.2021.
1982717.

Carr SE, Noya F, Phillips B, Harris A, Scott K, Hooker C, Mavaddat N, Ani-
Amponsah M, Vuillermin DM, Reid S, et al. Health Humanities curriculum
and evaluation in health professions education: a scoping review. BMC
Med Educ. 2021;21(1):1-568.

. Wilkinson H, Whittington R, Perry L, Eames C. Examining the relationship

between burnout and empathy in healthcare professionals: A systematic
review. Burn Res. 2017,6:18-29.

Riess H, Kelley JM, Bailey RW, Dunn EJ, Phillips M. Empathy training for
resident physicians: a randomized controlled trial of a neuroscience-
informed curriculum. J Gen Intern Med. 2012;27(10):1280-6.

Hojat M, Vergare M, Isenberg G, Cohen M, Spandorfer J. Underlying con-
struct of empathy, optimism, and burnout in medical students. Int J Med
Educ. 2015;6:12-6.

Hojat M, Bianco JA, Mann D, Massello D, Calabrese LH. Overlap between
empathy, teamwork and integrative approach to patient care. Med Teach.
2014,37(8):755-58. https://doi.org/10.3109/0142159X.2014.971722.

Buck E, Holden M, Szauter K. A methodological review of the assessment
of humanism in medical students. Acad Med. 2015;90(11 Suppl):S14-23.
Fragkos KC, Crampton PES. The effectiveness of teaching clinical empathy
to medical students: a systematic review and meta-analysis of rand-
omized controlled trials. Acad Med. 2020;95(6):947-57.

Stepien KA, Baernstein A. Educating for empathy. A review. Jo Gen Intern
Med. 2006;21(5):524-30.

20.

21

22.

23.

24.

25

26

27.

28.

29.

30.

31

32.

33

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

Page 10 of 11

Batt-Rawden SA, Chisolm MS, Anton B, Flickinger TE. Teaching empa-
thy to medical students: an updated, systematic review. Acad Med.
2013;88(8):1171-7.

Patel S, Pelletier-Bui A, Smith S, Roberts MB, Kilgannon H, Trzeciak S, Rob-
erts BW. Curricula for empathy and compassion training in medical edu-
cation: a systematic review. PLoS One. 2019;14(8):e0221412-e0221412.
Wald HS, McFarland J, Markovina I. Medical humanities in medical educa-
tion and practice. Med Teach. 2019;41(5):492-6.

Bleakley A.When I say ... the medical humanities in medical education.
Med Educ. 2015;49(10):959-60.

Doukas DJ, McCullough LB, Wear S. Reforming medical education in eth-
ics and humanities by finding common ground with Abraham Flexner.
Acad Med. 2010;85(2):318-23.

Shapiro J, Coulehan J, Wear D, Montello M. Medical humanities and
their discontents: definitions, critiques, and implications. Acad Med.
2009;84(2):192-8.

Charon R, Narrative Medicine. A model for empathy, reflection, profes-
sion, and trust. JAMA. 2001;286(15):1897-902.

Klugman CM. Medical humanities teaching in north american allopathic
and osteopathic medical schools. J Med Hum. 2018;39(4):473-81.
Eikeland H-L, @rnes K, Finset A, Pedersen R. The physician’s role and
empathy - A qualitative study of third year medical students. BMC Med
Educ. 2014;14(1):165-165.

Petersen A, Bleakley A, Bromer R, Marshall R. The Medical Humanities
Today: Humane Health Care or Tool of Governance? J Med Humanit.
2007;29(1):1-4.

Halpern J. From idealized clinical empathy to empathic communication
in medical care. Med Health Care Philos. 2013;17(2):301-11.

Hooker C. Understanding empathy: why phenomenology and herme-
neutics can help medical education and practice. Med Health Care Philos.
2015;18(4):541-52.

Michalec B. Learning to cure, but learning to care? Adv Health Sci Educ
Theory Pract. 2011;16(1):109-30.

Andersen FA, Johansen A-SB, Sendergaard J, Andersen CM, AssingHvidt
E. Revisiting the trajectory of medical students’empathy, and impact of
gender, specialty preferences and nationality: a systematic review. BMC
Med Educ. 2020;20(1):52.

Pieris D, Jafine H, Neilson S, Amster E, Zazulak J, Lam C, Grierson

L. Understanding moral empathy: A verbatim-theatre supported
phenomenological exploration of the empathy imperative. Med Educ.
2022;56(2):186-94.

Jeffrey D. A meta-ethnography of interview-based qualitative research
studies on medical students'views and experiences of empathy. Med
Teach. 2016;38(12):1214-20.

Newton BW, Barber L, Clardy J, Cleveland E, O'Sullivan P. Is there harden-
ing of the heart during medical school? Acad Med. 2008;83(3):244-9.
Costa-Drolon E, Verneuil L, Manolios E, Revah-Levy A, Sibeoni J. Medical
students’ perspectives on empathy: a systematic review and metasynthe-
sis. Acad Med. 2021;96(1):142-54.

Sarikhani'Y, Shojaei P, Rafiee M, Delavari S. Analyzing the interac-

tion of main components of hidden curriculum in medical educa-

tion using interpretive structural modeling method. BMC Med Educ.
2020;20(1):176-176.

Laughey WF, Atkinson J, Craig AM, Douglas L, Brown MEL, Scott JL, Alberti
H, Finn GM. Empathy in medical education: its nature and nurture — a
qualitative study of the views of students and tutors. Med Sci Educ.
2021;31(6):1941-50.

MaclLeod A. Caring, competence and professional identities in medical
education. Adv Health Sci Educ Theory Pract. 2010;16(3):375-94.

Paik LS, Shahani-Denning C. Convenience Sampling. In: Rogelberg SG,
editor. The SAGE Encyclopedia of Industrial and Organizational Psychol-
ogy. 2nd ed. Thousand Oaks: SAGE Publications, Inc; 2017.

Carter SM, Shih P, Williams J, Degeling C, Mooney-Somers J. Conduct-
ing qualitative research online: challenges and solutions. Patient.
2021;14(6):711-8.

Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77-101.

Braun V, Clarke V. One size fits all? What counts as quality practice in
(reflexive) thematic analysis? Qual Res Psychol. 2021;18(3):328-52.
Bleakley A, Marshall R. Can the science of communication inform the art
of the medical humanities? Med Educ. 2013;47(2):126-33.


https://doi.org/10.1136/medhum-2019-011745
https://doi.org/10.1080/10401334.2021.1982717
https://doi.org/10.1080/10401334.2021.1982717
https://doi.org/10.3109/0142159X.2014.971722

Assing Hvidt et al. BMC Medical Education

47.
48.

49.

50.

51

52.

(2022) 22:660

Hafferty FW, Franks R. The hidden curriculum, ethics teaching, and the
structure of medical education. Acad Med. 1994:69:861-71.

Bleakley A. Educating Doctors' Senses Through the Medical Humanities:
“How Do | Look?" 1st ed. London: Routledge; 2020.

Kerasidou A, Baerge K, Berger Z, Caruso Brown AE. The need for empa-
thetic healthcare systems. J Med Ethics. 2020;47(12):E27-e27.

Omsorg i Sundhedsveesenet [Care in the Health Care System] [https://
www.etiskraad.dk/etiske-temaer/sundhedsvaesenet/publikationer/
omsorg-i-sundhedsvaesenet-2022]

Kerasidou A. Artificial intelligence and the ongoing need for empa-
thy, compassion and trust in healthcare. Bull World Health Organ.
2020;98(4):245-50.

Wald HS, White J, Reis SP, Esquibel AY, Anthony D. Grappling with com-
plexity: Medical students'reflective writings about challenging patient

encounters as a window into professional identity formation. Med Teach.

2019;41(2):152-60.
World Medical Association Declaration of Helsinki. Ethical principles for
medical research involving human subjects. JAMA. 2013;310(20):2191-4.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Page 11 of 11

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions



https://www.etiskraad.dk/etiske-temaer/sundhedsvaesenet/publikationer/omsorg-i-sundhedsvaesenet-2022
https://www.etiskraad.dk/etiske-temaer/sundhedsvaesenet/publikationer/omsorg-i-sundhedsvaesenet-2022
https://www.etiskraad.dk/etiske-temaer/sundhedsvaesenet/publikationer/omsorg-i-sundhedsvaesenet-2022

	Weak inclusion of the medical humanities in medical education: a qualitative study among Danish medical students
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Introduction
	Methods
	Educational context
	Medical humanities
	Recruitment
	Participants and data collection method
	Analysis

	Results
	Theme 1: The role of the medical humanities in the preclinical educational system
	Subtheme 1a) Students prioritize acquiring biomedical knowledge
	Subtheme 1b) The educational institution downgrades the medical humanities

	Theme 2: The role of the medical humanities in the clinical educational system
	Subtheme 2a) The health care system undermines the medical humanities
	Subtheme 2b) Work task distribution and identity formation


	Discussion
	Strengths and limitations

	Conclusion
	Acknowledgements
	References


