
The biggest disease today is not leprosy or
tuberculosis, but rather the feeling of being
unwanted and uncared for.

—  Mother Teresa, 1971

Have you ever bristled when a col-
league (consultant) was abrupt

or arrogant to a patient? Or recoiled
from hearing disparaging words?
Have you been dismayed by the
unfeeling robotic way doctors gather
information from patients, without so
much as eye contact? We know intu-
itively that such behaviour is not
becoming of a good physician, but
does it matter? Does compassion
influence patient outcomes? Or are
technical competence and diagnostic
skill the only requirements? In fact,
recent scientific evidence shows that
compassion makes a difference.

In his book, Reinventing Medicine,
Dr. Larry Dossey discusses the 3 eras
of modern medicine.1 In Era 1, during
the late 19th century, medicine began
with physical diagnosis, drugs and
surgery. In Era 2, during the 1950s,
physicians acknowledged the intricate
connection of mind and body. Now, in
Era 3, emphasis is shifting to non-
local medicine. Thanks to research
from institutions like Princeton and
Harvard, we are recognizing the unity
of nature, whereby compassion, inter-
personal warmth, and even prayer, can

influence critical molecular and cellu-
lar processes.

Present day icons, such as Dr.
Deepak Chopra, have pontificated that
human physiology can be altered by
metaphysical means, outside of the
placebo effect.2 As outlandish as this
sounds, given the limited parameters
of our logic, eminent scientists around
the world have produced data show-
ing that compassionate care and posi-
tive thoughts can enhance survival

and recovery. Some have suggested
that non-local medicine is the expla-
nation for unexpected cancer remis-
sions and miraculous recoveries from
devastating illness.1

For emergency physicians, 2 studies
are particularly relevant. In 1995,
Malarkey and coworkers demonstrat-
ed that abrupt or unsettling medical
encounters tended to augment serum
cortisol levels for 2 days or more,
while positive or reassuring encoun-
ters tended to normalize levels.3 In

1993, Armstrong and colleagues4

found that high cortisol levels predict-
ed early relapse in patients being
treated for peptic ulcer disease (odds
ratio = 1.38).

Homeless people rely on emer-
gency departments (EDs) for much of
their primary care, yet many are met
with indifference or disdain by ED
staff. This dynamic may have un-
toward consequences. For example, at
one Toronto hospital a cohort of

homeless patients was tracked over 5
years. At baseline, they averaged 7 ED
visits per year, and one-third of visits
were followed by a next-day re-visit.
The patients were then randomized
into 2 groups. One group received
usual care, while the other received
“compassion care,” where volunteers
took a special interest and addressed
immediate needs (e.g., personal com-
fort, food). One might predict that
“compassion care” would encourage
return visits, but the opposite hap-
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At one Toronto hospital a cohort 
of homeless patients was tracked 

over 5 years. . . . One group received usual 
care, while the other received “compassion
care” . . . [in the latter group] monthly visits

dropped to 43%–65% of baseline level.
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pened: monthly visits dropped to
43%–65% of baseline level. For un-
clear reasons — perhaps greater trust,
reduced anxiety, or improved compli-
ance — these patients did better and
were more satisfied with their care.5

Other studies have shown similar ben-
efits in children and the elderly.6,7

So, if compassionate care is impor-
tant, how do we restore it to emer-
gency medicine? Perhaps we can start
by enhancing our own empathy skills.
Empathy is the ability to identify with
a person and understand his or her
plight or feelings.8 Empathy helps
overcome physician narcissism and
aloofness in this technological age.

When medical students study the
dead body and the living cell, they
learn that patients are passive and
cells are alive.9 In medical school,
“science” is emphasized and humani-
ty devalued. The art of listening, fun-
damental to empathy, diminishes. Yes,
we hear details of the history, but are
we listening to the patient’s mind and
spirit? Many students who begin with

empathy and high ideals lose these
qualities when they are faced by an
emphasis on knowledge rather than
interpersonal skills, and by a lack of
empathy on the part of their teachers.10

We have a duty not only to our
patients, but as mentors to ED physi-
cian wannabes, to hone this skill and
cultivate our empathetic side. Phys-
icians are more than the sum of pills
and procedures. We need compassion
and empathy to carry out our impor-
tant role. Compassionate care is more
than just good ethical behaviour. It is
good medicine.
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FRIDAY, SEPT. 22

1400–1700: Critical Care in the ED
(conjoint symposium with the Canadian Critical Care Society)

Topics:
Prehospital Thrombolysis (Laurie Morrison)
New Topics in Head Injury
Non-Ventilatory Management of Respiratory Failure
Blood Substitute Therapy of Shock

SATURDAY, SEPT. 23

0900–1100: Biomedical Ethics Symposium
(Cosponsored by the Conference on Residency Education) 

1115–1315: CAEP scientific papers

Note: For those involved in residency education, the Conference on Residency Education
begins on Thursday, Sept. 21st.

Contact: Brian Chung, 604 875-4700 
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