
The significance of both empathy and effective communi-
cation as key components in the provision of health care
services is widely acknowledged. It is important, therefore,
to promote those communication styles which facilitate an
empathetic understanding among health science students.
Objective: To explores whether listening and communica-
tion styles are predictive of empathy among health science
students. Methods: A cross-sectional study of 860 under-
graduate health science students (response rate, 59%) using
paper-based versions of the Jefferson Scale of Physician
Empathy–Health Professional Version (JSPE), Listening
Styles Profile (LSP), Communicator Styles Measure
(CSM), and a brief demographic questionnaire. Two step-
wise linear regression analyses were completed using the
empathy construct as the dependent/criterion variable and
listening and communication styles as the two sets of inde-
pendent/predictor variables. Results: As there was a statis-
tically significant difference in empathy between males and
females, gender was controlled for in both regression

models. In first model, the People and Time listening styles
were found to be predictive of empathy, accounting for
20.3% of the total variance. In the second model, both the
Friendly and Relaxed communication styles were predictive
of empathy, accounting for 9.7% of the total variance. Con-
clusion: The findings indicate that People and Time listen-
ing styles and the Friendly and Relaxed communication
styles were significant predictors of empathy in health sci-
ence students. The findings suggest that promoting effec-
tive communication among health science students may
improve their ability to empathize. J Allied Health 2011;
40(3):143–149.

THE BENEFITS OF EMPATHY in clinical settings are
widely acknowledged. Research has found empathy to
have a positive effect on many aspects of health care, such
as enhancing patient satisfaction, compliance with treat-
ment regimens, factual history-taking, accurate diagnoses,
effective resource utilization, and the minimization of
patient litigation.1 However, these benefits, linked to
empathy, are not possible unless health care professionals
are able to effectively convey their understanding of the
patient’s situation, perceptions, and feelings to the patient
themselves in a professional and caring manner.2 Thus,
communication is an essential aspect of empathy, but is
not the only important aspect of empathy. Without listen-
ing to others and effectively communicating that under-
standing, one cannot empathize. The communication
styles of health care professionals have already been linked
to patient satisfaction, adherence to treatment regimens,
and improved health outcomes.3–5 It seems, therefore, that
there is significant overlap between the ability to
empathize and the ability to effectively communicate in
improving patient-related outcomes.

Given the importance of these two components in the
provision of health care services, this study explores the
relationship between communication and empathy of
undergraduate health science students. The purpose of the
investigation was to understand what, if any, predictive
relationships existed between listening and communication
styles and levels of empathy in health science students. To
explore empathy in students, the Jefferson Scale of Physi-
cian Empathy (JSPE) has been used.6 As such, the defini-
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tion of empathy adopted in this study is that which under-
lies the JSPE. Empathy is defined as: 

“a predominantly cognitive (rather than emotional) attribute that
involves an understanding (rather than feeling) of experiences, con-
cerns and perspectives of the patient, combined with a capacity to
communicate this understanding.”7(p80)

This definition has two important components worth
elaborating on in the context of health care. The first is the
importance of empathy being cognitive rather than emo-
tional. A professional should not emotionally experience
patients’ problems or assume they are analogous to their
own previous experiences. Being emotional in a clinical
setting in not helpful for the patient and can confuse pro-
fessional judgment.8,9 The second aspect of this definition
of empathy is the importance of effectively, respectfully,
and appropriately communicating one’s empathy with the
patient and his/her family. An empathetic understanding
kept in isolation is worth very little in terms of facilitating
a relationship with a patient, since there are a multitude of
factors involved in patient-professional rapport. 

The importance of listening has often been cited as a
critical aspect of empathy.10,11 Listening is, however, a
complex, multidimensional construct. Research has found
that people employ predominant listening styles when lis-
tening to other people and that this is a function of habit
rather than a considered use of the most appropriate style
for the situation.12 This study utilized the Listening Styles
Profile (LSP), which is an instrument that measures four
different listening styles: People, Action, Content, and
Time.13 Individuals do not employ one particular style but
rather a combination of listening styles.14 The People style
is characterized by a desire to find commonalities with
those to whom one is listening. Action-oriented listeners
desire concise, accurate, and efficient messages, while Con-
tent-oriented listeners enjoy listening to detail and com-
plexity. And those with a strong inclination for the Time
style are constantly aware of the time when listening and
prefer messages to be brief.15

Communication more broadly has also been considered
in this study by utilizing the Communicator Styles Measure
(CSM).16 According to Norton, one’s communication style
is “broadly conceived to mean the way one verbally and
para-verbally interacts to signal how literal meaning should
be taken, interpreted, filtered, or understood.”16(p99) With
this conceptualization of communication in mind, the
CSM measures 10 different communication styles. The
Dominant communication style is characterized by a desire
to take control of conversations. Dramatic involves exag-
gerating, understating, and otherwise stylising one’s con-
versation. Contentious is characterized by being argumenta-
tive, while the Animated style involves using many
nonverbal physical cues, such as hand gestures or nodding.
Impression Leaving is a memorable style of communication.
Relaxed is characterized by a lack of anxiety when commu-
nicating. Open is characterized by being affable, unreserved,

extraverted, and approachable. The Attentive style involves
letting one’s conversation partner know that they are being
listened to, while the Friendly style ranges from not being
hostile through to deep intimacy. And finally, Precise
involves a focus on accuracy and detail in conversations. 

Norton suggests that communication styles are multi-
collinear. In the development of the CSM, he described six
clusters of styles that hung together conceptually and sta-
tistically. Thus, like the LSP, people have varying prefer-
ences for communicator styles which combine to be their
own communicator style.17

Methods

DESIGN AND PARTICIPANTS

A cross-sectional study design using the Jefferson Scale of
Physician Empathy,6 the Listening Styles Profile,13 the
Communicator Style Profile,16 and a brief demographic
questionnaire was administered to a cohort of undergradu-
ate health science students. 

All students enrolled in undergraduate emergency
health (paramedic), nursing, midwifery, occupational ther-
apy, nursing/emergency health (paramedic), physiotherapy,
health science, and nutrition and dietetics courses at
Monash University were eligible to participate. There were
1,459 students eligible for inclusion in the study, with the
final sample consisting of 860 participants (response rate,
59%). Student participants were recruited via convenience
sampling.

INSTRUMENTATION

The demographic questionnaire asked students to indicate
which health science course they were enrolled in, their
gender, year of enrollment, and age. The Jefferson Scale of
Physician Empathy–Health Professional Version (JSPE)
is a 20-item standardized measure of empathy for health
care professionals.7 Participants rate their level of agree-
ment with each item on a 7-point Likert scale (strongly dis-
agree = 1, strongly agree = 7). Ten of the 20 JSPE items are
negatively worded in order to decrease the effect of acqui-
escence responding and are later reverse-scored for analy-
sis.6 The resulting empathy score ranges from a minimum of
20 to a maximum of 140, with higher scores indicating
higher levels of empathy. 

Evidence of the JSPE’s reliability and validity has been
previously documented.6,7,18 Internal consistency (coeffi-
cient alpha) of the JSPE items was 0.89, 0.87, and 0.81
among three different samples of medical students, resi-
dents, and physicians, respectively.6,8 Test-retest reliability
coefficients for 3- to 4-month interval between completion
of the JSPE was 0.65 among physicians.19 Construct valid-
ity of the JSPE was investigated using factor analysis among
medical students, medical residents, physicians, and nurse
practitioners.19–22 The construct validity was determined.
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Three factors emerged: perspective-taking, compassionate
care, and standing in the patient’s shoes. This indicated
that empathy as measured by the JSPE was a multidimen-
sional concept and that its factor structure was stable across
different samples of respondents. Evidence of convergent
validity and discriminant validity has also been reported.
For example, convergent validity was confirmed by signifi-
cant correlations between the JSPE scores and conceptually
relevant measures, such as empathic concern, perspective-
taking, and the fantasy scales of the Interpersonal Reactiv-
ity Index.22 Discriminant validity of the JSPE was supported
by a lack of significant correlation between empathy and
conceptually irrelevant measures of constructs such as self-
protection.22

The Listening Styles Profile (LSP) is an instrument
designed to assess four styles of listening: People, Action,
Content, and Time. It consists of 16 items rated on a 5-point
Likert-style scale (0 = never, 1 = infrequently, 2 = some-
times, 3 = frequently, 4 = always). The instrument has a suf-
ficient internal consistency as measured by Cronbach’s
alpha for each of the four factors: People (� = 0.60), Action
(� = 0.61), Content (� = 0.51), and Time (� = 0.67). 13

These alpha coefficients are below the commonly accepted
level of 0.80; however, as each construct consists of only
four items, this is considered a reasonable level of internal
consistency and is similar to that reported in other stud-
ies.13,23,24 Furthermore, in a test-retest reliability study, the
LSP was found to be stable over a 2-week period.13 Content
validity was established through an extensive review of the
literature and input from an expert panel. Construct valid-
ity was established through factor analysis.13

The Communicator Style Profile (CSM) is an instru-
ment designed to assess 10 styles of communication.16 It
consists of 51 items that are each rated on a 5-point Likert-
style scale (YES! = 5, yes = 4, � = 3, no = 2, NO! = 1), of
which 3 items were reversed for analysis. The factors
derived from the CSM have scores ranging from 4 to 20,
with higher scores indicating a stronger preference for that
communication style. The CSM has sufficient internal con-
sistency as measured by Cronbach’s alpha for each factor:
Friendly (� = 0.60), Impression Leaving (� = 0.65), Relaxed
(� = 0.74), Contentious (� = 0.71), Attentive (� = 0.41),
Precise (� = 0.54), Animated (� = 0.46), Dramatic (� =
0.63), Open (� = 0.70), and Dominant (� = 0.72).16 Despite
three factors having alphas which are lower than com-
monly accepted, this is an acceptable level of internal con-
sistency as each factor consists of only 4 items. The inter-
nal consistency for the factors reported here are similar to
that found in other studies that have used the CSM.25 The
CSM also has established content validity and construct
validity.

PROCEDURES

At the conclusion of lectures for each year level of each of
the eight undergraduate health science courses, students

were invited to participate. Students were provided with an
explanatory statement and were informed that participa-
tion was voluntary and anonymous. A non-teaching
member of staff facilitated the process, and students were
administered a questionnaire containing the JSPE, LSP,
CSM, and demographic questions. The questionnaires took
approximately 10 minutes to complete, and consent on the
part of the students was implied by completion of the ques-
tionnaire. Ethics approval was obtained from the Monash
University Human Research Ethics Committee. All data
were de-identified and analysed on a group basis. 

STATISTICAL ANALYSES

The Statistical Package for Social Sciences (SPSS, ver
17.0; SPSS, Chicago, IL) was used for data storage, tabula-
tion, and generation of descriptive statistics. The constructs
produced by the JSPE, LSP, and CSM are derived from
Likert-style scales and are therefore considered ordinal
level data; however, they are analogous to continuous data
and are normally distributed, allowing the data to be
treated as interval level data.26,27 As such, means were used
to describe the data, and one-way analyses of variance
(ANOVA) were used to explore relationships between
demographic variables and empathy. Cases with missing
data were excluded from the analyses.

To explore the relationships between the LSP con-
structs, CSM constructs, and empathy, two hierarchical
stepwise multiple regression analyses were used, with empa-
thy as the dependent variable in both models. Both the LSP
and CSM were not included in a single multiple regression
model, because it was felt that it would be inappropriate to
force two theoretical alternatives, which can potentially
provide insights into the nature of empathy, together. Inde-
pendent variables were correlated with the dependent vari-
able using Pearson r. An independent variable was only
included in the regression analysis if it significantly corre-
lated with the dependent variable. Preliminary analyses
were conducted to ensure there was no violation of the
assumptions of normality, linearity, multicollinearity, and
homoscedasticity. Results were considered statistically sig-
nificant at p <0.05.

Results

DEMOGRAPHICS

A total of 860 students participated in this study. The pro-
portion of participants enrolled in each of the eight health
science courses is presented in Table 1. Also shown in the
table is the disproportionally high number of female partic-
ipants in this study. With the exception of the health sci-
ence course, students from each year level of each course
were recruited, ensuring the sample included a representa-
tive cross-section of the entire student body enrolled in the
eight courses. The number of participants who reported
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being enrolled in their fourth year was low because only the
physiotherapy, occupational therapy, and nutrition and
dietetics courses offer 4-year courses while the other courses
are all 3 years in length (see Table 1).

Participants overall showed a strong level of empathy (M
= 115.5, SD = 13.1). A one-way ANOVA found a statisti-
cally significant difference between the genders and their
levels of empathy: F(1, 819) = 27.03, p <0.001. Females (M
= 116.4, SD = 12.3) were found to have a higher level of
empathy than males (M = 109.5, SD = 15.8). The eta-
squared was 0.32, showing a strong effect size between
gender and participants’ reported empathy levels.

Because there were considerable differences in the pro-
portion of males and females enrolled in each health science
course, two separate one-way ANOVAs were conducted to
explore the relationship between course and level of empa-
thy, one each for males and females. No statistically signifi-
cant differences were found between male participants
enrolled in the different courses and their level of empathy,
F(5, 106) = 0.69, p = 0.632. There was, however, a statisti-
cally significant difference between the female participants
enrolled in the different health science courses and their
level of empathy, F(7, 712) = 4.51, p <0.001. Although the
eta-squared was weak at 0.04, a one-way ANOVA found no
statistically significant differences between students
enrolled in different year levels and their levels empathy,
F(3, 821) = 1.55, p = 0.201. 

As there was a significant relationship between gender
and empathy, gender was controlled for in both regression
models. The relationship between course and empathy was
considered too small, and there was no significant relation-
ship between year level of enrollment and empathy. As
such, health science course and year level of enrollment
were not controlled for.

EMPATHY AND LISTENING STYLE

LSP raw scores are reported in Table 2. The four LSP lis-
tening style scales were correlated with the JSPE empathy
scale. The People, Action, Content, and Time listening styles
were all significantly correlated with the JSPE empathy
construct. The first regression model assessed the predictive
relationship between participants’ listening styles, as meas-
ured by the LSP (independent variables) and empathy, as
measured by the JSPE (dependent variable). Gender was
entered in Step 1, explaining 3.2% of the variance in empa-
thy. The four listening style constructs were entered in Step
2, and the total variance explained by the model was
20.3%, F(5, 785) = 40.09, p <0.001. The results are pre-
sented in Table 3. 

As can be seen in Table 3, only two listening styles made
a statistically significant contribution to the regression
model. The LSP People and Time listening styles were pre-
dictive of JSPE empathy, accounting for 3.7% and 1.4% of
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TABLE 1. Demographics of the Student Participants (n = 860)

Total Male Female___________________ __________________ _________________
n % n % n %

Health Professional Course
Emergency health (paramedic) 114 13.3 37 32.5 77 67.5
Nursing 200 23.3 19 9.5 181 90.5
Midwifery 84 9.8 0 0 84 100
Nursing/emergency health (paramedic) 59 6.9 15 25.4 44 74.6
Occupational therapy 211 24.5 21 10.0 190 90.0
Physiotherapy 61 7.1 14 23.7 45 76.3
Health science 14 1.6 0 0 14 100
Nutrition & dietetics 117 13.6 4 3.4 113 96.6
Total 860 100 110 12.8 750 100

Year
First year 358 41.6
Second year 175 20.3
Third year 243 28.3
Fourth year 84 9.8
Total 860 100

Age 
<21 yrs 431 50.1
21–25 yrs 281 32.7
26–30 yrs 48 5.6
21–35 yrs 42 4.9
36–40 yrs 35 4.1
41–45 yrs 14 1.6
> 45 yrs 9 1.0
Total 860 100



the variance, respectively. The People listening style had a
moderate, positive effect on empathy, while the Time lis-
tening style had a small, negative effect on empathy.

EMPATHY AND COMMUNICATION STYLE

CSM scale scores are reported in Table 2. The second
regression model assessed the relationship between partici-
pants’ communication style (independent variables) and
empathy (dependent variable). The CSM produces 10
communicator style constructs. In order to reduce the
number of variables entered into the regression model,
Pearson’s r was used to select only those which correlated
with empathy as measured by the JSPE. Consequently, the
Contentious, Precise, Dramatic, and Dominant communica-
tion styles were excluded as independent variables from the
regression analysis as they had no statistically significant
correlation with empathy. The Friendly, Impression Leaving,
Relaxed, Attentive, Animated, and Open communication
styles were significantly correlated with the JSPE empathy
construct and were included in the regression analysis as
independent variables. 

Gender was entered in Step 1, explaining 3.2% of the
variance in empathy. The six communicator styles included
in the regression model were entered in Step 2, and the
total variance explained by the model was 9.7%, F(7, 789)
= 11.96, p <0.001. The results are presented in Table 4. The
CSM Friendly and Relaxed styles were the only communica-
tion styles to make a statistically significant contribution to
the model, accounting for 1.8% and 0.9% of the variance
each. The betas indicate that in both cases the relationship
with empathy was positive but small. In other words, the
Friendly and Relaxed communication styles were predictive
of empathy. 

Discussion

Communication is an important component of empathy,
and the results of this study show a portion of the variance
in empathy can be explained by both the listening and
communication styles of participants (as defined by the
LSP and CSM). These results corroborate an earlier study
that found a communication skills training course produced
statistically significant increases in empathy among social
work students.28

In both models, a considerable amount of unexplained
variance in empathy still remains; however, when one con-
siders the range of potential factors that can influence a
person’s ability to empathize, listening and communication
styles actually explained a reasonable proportion of the
health science students’ empathy. Other factors that may
influence one’s ability to empathize include, but are not
limited to, personality, life experiences, cultural beliefs,
family dynamics, and learning styles.9

Another study to explore the relationship between
empathy and listening, as measured by the LSP, drew con-
clusions that are broadly consistent with the results of this
study.15 In both studies, the People listening style had a sig-
nificant relationship with empathy. In Weaver and Kirtley’s
study,15 the remaining styles only exhibited very small rela-
tionships with empathy, whereas the Time listening style in
this study demonstrated a statistically significant negative
relationship with empathy. In both studies though, Time
and Action styles were negatively correlated, while People
and Content listening styles were positively correlated. 
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TABLE 2. Listening Style Profile & Communicator Style Mea-
sure: Mean Scores (n = 860)

Mean SD

Listening style
People 3.28 0.48
Action 1.67 0.61
Content 2.28 0.56
Time 1.44 0.67

Communication style
Friendly 15.47 2.41
Attentive 14.31 2.39
Animated 13.85 2.80
Impression leaving 12.93 2.55
Precise 12.00 2.63
Open 11.98 3.16
Dramatic 11.78 2.99
Relaxed 11.63 3.04
Dominant 11.26 2.99
Contentious 11.11 3.44

TABLE 3. Regression Analysis Results Between Gender, Listening Style, and Empathy

R � R2 �R2 F of �R2

Step 1 0.179 0.032 0.032 26.07*
Gender –0.18*

Step 2 0.451 0.203 0.171 42.24*
Gender –0.13*
People 0.37*
Action –0.03
Content 0.06
Time –0.14*

* p < 0.001.



In this study, the People and Time listening styles were
found to be significant predictors of empathy. The People
style is the most socially oriented style; it actually involves
taking an interest and concern in the person you are listen-
ing to and consequently was found to be predictive of
empathy. The Content listening style involves an interest in
details and content, which does not seem to be related nec-
essarily to the person. For instance, a Content-oriented lis-
tener may be interested in the details of someone’s emo-
tional state just as much as the factual information the
situation generates, which would explain the lack of a sta-
tistically significant correlation. 

Those with the preference for the Time style are possibly
too preoccupied by time pressures to fully consider the
person they are listening to, and hence it is negatively cor-
related. The Action listening style also shows a tendency to
be negative, although it is not statistically significant. The
items related to the Action listening style show a preoccu-
pation with a clear presentation, and as such, it is unex-
pected that a statistically significant correlation with empa-
thy was not found.

The regression model incorporating the CSM explained
a smaller amount of the total variance in empathy (as meas-
ured by the JSPE) than the first model that included the
LSP factors. Two communication styles came through as
showing statistically significant predictors of empathy,
which were the Friendly and Relaxed styles. The Friendly
communication style conceptually fits with an empathetic
understanding, as someone who is friendly will potentially
consider the perspectives of other people with whom they
are engaging. It is surmised that the Relaxed communication
style is a predictor of empathy for a similar reason that the
People listening style is; both of these results suggest that it
is important to come across as taking the time to consider
the other person. How long a person does spend consider-
ing the other people is potentially a significant factor in
their ability to empathize.

The statistically significant difference between males
and females in their empathy is a finding that has been con-
sistently reported in other studies using the JSPE.1,19,29 It

also comes through in studies using other measurements of
empathy.30,31 There are a number of explanations for why
females are consistently more empathetic than males. Jol-
liffe and Farrington31 have suggested that this difference
between genders may in fact be the result of how partici-
pants answer such questionnaires, in that they answer
according the sex-role stereotypes.

The suggestion put forward by Jolliffe and Farrington31

for the difference between males and females raises an
important limitation of self-report questionnaires such as
those used in this study. The JSPE, LSP, and CSM do not
measure participants’ actual behavior, and consequently
the results may differ from how participants actually
behave. The results are still valid, as participants’ self-per-
ception is unlikely to differ from how they actually carry
themselves to any significant extent. It is important, how-
ever, that some caution is taken when drawing inferences
from the results. The purpose of this study was to identify
relationships between listening, communication, and
empathy for the purpose of informing curriculum develop-
ment and not to develop a detailed understanding of empa-
thy, per se. 

A more important limitation is the generalizability of
these results. This sample of health science students was
drawn from one major Australian university, and conse-
quently may not be representative of other student groups.
One issue that this study could not control for was culture.
There are significant differences in how people from differ-
ent cultures see themselves, which is likely to factor in
communication and empathy.32 Further study is required to
understand whether the relationship between listening,
communication, and empathy is different in this cohort
compared to other student groups. Another study limita-
tion was that students were recruited via convenience sam-
pling. Finally, given that the majority of the sample was
female, this may have been an impacting factor on the
respondents’ JSPE-HP ratings. Previous studies that have
been completed using the JSPE-HP have found that
females typically have significantly higher mean empathy
scores than males.6,19,21
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TABLE 4. Regression Analysis Results Between Gender, Communication Style, and Empathy

R � R2 �R2 F of �R2

Step 1 0.179 0.032 0.032 26.04†
Gender –0.18 †

Step 2 0.311 0.097 0.065 9.33†
Gender –0.17†
Friendly 0.18†
Impression leaving 0.01
Relaxed 0.09*
Attentive 0.06
Animated 0.03
Open –0.05

* p <0.05,  † p <0.001.



Conclusion

The findings of this study suggest that if educators wish to
improve health science students’ ability to empathize, a
potentially straightforward way is to educate them to be
more effective communicators. With this information,
curriculum development can be informed such that any
positive communicative behavior can be promoted as a
proxy for indirectly promoting the behavioral trait of
empathy in students, so as to better prepare them for pro-
viding quality health care services once they graduate.
Two sets of significant predictors of empathy were found:
People and Time listening styles, and Friendly and Relaxed
communication styles. 

It is suggested that health science students listen to
patients as people and not just as a medical issue to be diag-
nosed and treated, to be friendly, and to avoid being and
appearing to be in a rush. Further research is needed to con-
firm these strategies; however, these three suggestions
potentially provide more achievable aims for students than
to simply be more empathetic and are perhaps part of an
approach to relating with other people that facilitates a
stronger empathetic understanding. The ultimate aim of
improving communication skills and then potentially
empathy is to improve the service delivery of health care
and thus the health of patients.

The authors wish to thank the Monash University health science students
who took the time to complete the questionnaires and provide their
insights.
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