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PREFACE
The studies
This thesis is based on the following papers, which will be referred to
in the text as papers I, II, & III.

I Rasoal, C., Hau, S., Edvardsson-Stiwne, E., Carlbring, P., & Andersson, G. (2009). Empathy across ethnocultural borders - validation of the Swedish version of the Scale of Ethnocultural Empathy. Manuscript submitted for publication.
II Rasoal, C., Jungert, T., Hau, S., Edvardsson-Stiwne, E., & Andersson, G. (2009). Ethnocultural versus basic empathy: Same or different?. Manuscript submitted for publication.
III Rasoal, C., Jungert. T., Hau, S., Edvardsson-Stiwne, E., & Andersson, G. (2009). Ethnocultural empathy among students in healthcare education. Evaluation & the Health Profession, 3, 300 -313.
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Introduction
The topic of this thesis is how empathy is expressed when it is directed
towards individuals with an ethnic background different to one‟s own,
which in the thesis will be referred to as “ethnocultural empathy”. The
thesis will cover the translation and validation of a self-report scale for
measuring “ethnocultural empathy”, investigate whether the construct
is separate from more general basic empathy, and also investigate differences in ethnocultural empathy among health care students.
Western society is becoming more ethnically and culturally diverse. Today, people live in a globalized world in which individuals
from various ethnic and cultural groups come into contact with each
other on a daily basis in both informal and professional contexts
(Daun, 1998; Dysart-Gale, 2006; Ekblad, 2007). These individuals and
groups from different cultural and ethnic settings potentially experience the world in different ways, and inter-ethnic group prejudice
(Verkuyten, 2002) can be regarded as a social and political problem
which in history has occasionally lead to severe conflicts (e.g. war). In
Swedish society, the effects of globalization are becoming more and
more evident. As a result, Swedish society is becoming more ethnically and culturally diverse (Daun, 1998; Ekblad, Janson, & Svensson,
1996; Mlekov, & Widell, 2003; Svanberg, & Runblom, 1989). For a
long time, Sweden was a country with a relatively homogeneous population of Germanic origin, while today the Swedish population is more
heterogeneous. According to a report from the Statistical Central Bureau in Sweden (SCB, 2005) approximately 12.4% of all Swedish citizens in 2001 were not born in Sweden. If we include citizens who have
at least one parent born in another country than Sweden, the number
increases to 17%. It is estimated that 15%, or every seventh Swedish
citizen, will have been born in another country by 2020. If we include
persons who have at least one parent born in another country, this figure will be 28%, or nearly a third of the population (SCB, 2005).
Sue and Sue (2003) stressed the necessity for everyone to acquire
cultural competence in today‟s society, which is characterized by ethnic diversity. This competence may be described as an augmented
awareness, understanding, tolerance, and acceptance of individuals
from other ethnical groups. According to the Swedish Integration
Board, it is not uncommon that individuals from non-Swedish ethnic
7

groups feel discriminated against by different public authorities such as
health care, in private companies and by other institutions such as
schools (Akrami, Ekehammar, & Araya, 2000; Integration Board,
2005). Even in higher education, and especially among students in
health care education, there is a lack of awareness of these issues
(Swedish National Agency for Higher Education, 2002). According to
higher education regulations and education programmes in health care
professions in Sweden, students who study in graduate programmes in
Psychology, Medicine, Nursing, and Social Work should continue to
develop self awareness and acquire empathic ability during their education.
The ability to empathize is of vital importance for people working in the field of education and health care where cross-cultural understanding, self awareness and acceptance of cultural differences are
important aspects in professional encounters. Ethnocultural empathy is
defined as empathy directed towards people from ethnic and cultural
groups different from one‟s own ethnocultural group (Wang et al,
2003). Ethnocultural empathy implies a process of decentering and,
hence, the acceptance of a possible relativism of one's point of view. In
other words, it assumes the identification of ethnicity and that the target of empathy is viewed as different from oneself. The development
of ethnocultural empathic abilities can lead to changes in attitudes toward clients who have different ethnic backgrounds. Accordingly, it is
important to examine possible misinterpretations that can arise in various situations in which professionals (e.g. psychologists, social workers, nurses, doctors, lawyers, teachers, and police officers) and their
clients have different ethnic and cultural backgrounds (Dysart-Gale,
2006; Ibrahim, 1991; Ivey, Ivey, & Same-Downing, 1997; Sue, & Sue,
2003). Increased empathy can reduce conflicts and increase understanding, respect, and tolerance between people with similar as well as
different ethnic and cultural backgrounds in informal and professional
contexts (Stephan, & Finlay, 1999).
Many researchers have asserted that empathy plays a central role
in social interaction in both informal and professional contexts (Davis,
1996; Eisenberg, & Strayer 1987; Holm, 2000). One possible way to
understand the relationship between professionals in health care from
one ethnic group and clients with a different ethnic or cultural background is to study the relationship in terms of the presence or absence
of ethnocultural empathy (Holm, & Aspegren, 1999; Howard, Mary,
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Maccera, Enid, & Deborah, 1993; Rasoal, Eklund, & Hansen, 2009;
Reynolds, & Scott, 2002).

The concept of empathy
Previous views on empathy
Empathy, like many other psychological concepts, seems easy to understand at first sight. A more careful inspection reveals that it is an
ambiguous concept that has been defined and operationalized in many
different ways. The term was first described by Lipps (1903), whose
teacher
was
Sigmund
Freud
who
used
the
term
“Einfühlungsvermögen”. The English term was derived from the work
of Lipps (Preston, & de Waal, 2002). Titchner (1924) was probably the
first psychologist to use the English concept of empathy to convey
understanding of other human beings. Despite the lack of consensus
regarding a definition of empathy, a substantial body of empirical results has been generated. The concept of empathy has been investigated in many ways in a range of fields such as developmental psychology (e.g. Eisenberg, & Strayer, 1987), social psychology (e.g. Batson et al., 2007), personality psychology (e.g. Miller, & Eisenberg,
1988), and clinical psychology (e.g. Duan, & Hill, 1996).
Recently, brain research on the mirror neuron system in the brain
has attracted attention among empathy researchers, and people in general (Galles, 2001; Lamm, Batson, & Decety, 2007; Singer, & Frith,
2005). Researchers in this field have proposed that empathic ability
can be described as a neural matching mechanism that is realized by a
mirror neuron system in the brain which facilitates understanding of
another person‟s mental states. Clinical and social psychologists have
often used the concept of empathy in therapeutic contexts and in more
theoretically oriented works on interpersonal behavior and altruism.
Empathy has been described as consisting of either cognitive/intellectual or affective/emotional components and as a combination of both components. Intellectual cognitive ability involves mental
activities when acquiring and processing information for a better understanding of another person's intellectual state. Affective ability im9

plies the sharing of emotions which are manifested in subjectively experienced feelings (Colman, 2001; Holm, 2000). An overview of how
empathy has been understood by researchers in their respective fields
indicates that there is more disagreement than agreement about the
main definition of empathy, whether it is mainly a cognitive or emotional process or whether it has multiple components (Duan & Hill,
1996). Examples of definitions and descriptions of empathy and its
intellectual/cognitive aspects are as follows:
Kohut (1971) described empathy as a cognitive phenomenon:
“Empathy is a mode of cognition that is specifically attuned to
perception of complex psychological configuration.” (p. 300)
Dymond (1949) defined empathy as “the imaginative transporting of oneself into the thinking, feeling, and acting of another,
and so structuring the world as he does.” (p. 127)
There are other researchers who define and describe empathy
from a more emotional/affective point of view. The ones that seem to
be most relevant for mentioned here define empathy as follows:
Batson (1994) defined empathy as “other-oriented feelings congruent with the perceived welfare of another person.” (p. 604)
Eisenberg (2002) defined empathy as “an affective response that
stems from the apprehension or comprehension of another‟s
emotional state or condition, and that is similar to what the other
person is feeling or would be expected to feel.” (p. 135)
Hoffman (1987) defined empathy as “an affective response
more appropriate to another‟s situation than one‟s own.” (p. 48)
There are other researchers who argue that empathy involves
both intellectual/cognitive and affective/emotional components. In
other words, they understand empathy as a multidimensional phenomenon (e.g. Bennett, 2001; Davis, 1996).
Bennett (2001) defined empathy as “a mode or relating in which
one person comes to know the mental content of another, both
affectively and cognitively, at a particular moment in time and
as a product of the relationship that exists between them.” (p. 7)
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Davis (1996) defined empathy as “a set of constructs having to
do with the responses of one individual to the experiences of
another. These constructs specifically include the process taking
place within the observer and the affective and non-affective
outcomes which results from those processes.” (p. 12)
Finally, Reed (1984) pointed out the difficulties with the concept: “It is difficult to conceptualize something that is predicated at once as a form of knowledge, a form of communication,
a capacity, a process, an ego expression, a mode of data gathering, ability, an experience, a means of understanding, and a
mode of perceiving.” (p. 13)
To sum up, a range of different perspectives and definitions of
empathy have been expressed in the literature, and there is no consensus on its definition. Many aspects are commonly not covered in the
literature, such as the role of ethnicity which is the topic of this thesis.
Research on empathy show that individuals and groups are more
able, disposed and inclined to empathize with individuals and groups
they have most contact with, such as family members (Ickes, 1997). In
addition, this also concerns those who have the same geographical
backgrounds. Members of ethnic, religious or cultural groups are more
likely to empathize with in-group members than with outsiders.
Meanwhile, we are less able to empathize with those who have dissimilar backgrounds in term of ethnicity and culture than one‟s own
(Hoffman, 2000; Ickes, 1997, 2003; Levenson, & Reuf, 1992).
Interacting with people from other groups may help persons become more empathetic towards them. Regardless of awareness and
acceptance of cultural differences, it is, however, likely that people
favor and feel without much reflection more empathy towards those
closest and most similar to themselves. Although empathy can be regarded as less morally defensive if it is directed toward specific individuals (e.g. family members), it is often associated with morality if it
is expressed for others irrespectively of whom they are (Olsen, 2001).
Therefore the tendency to favor individuals who are close may conflict
with the morally prescribed recommendation to treat all people equally. One important factor, which has been discussed recently in empa11

thy research, is the role of culture/ethnicity (Lawrence & Luis, 2001;
Wang et al., 2003). A conceptual model of how empathy can be
viewed in relation to proximity is presented in Figure 1.
We empathize most weakly with them

We empathize most strongly with them

Figure 1: A conceptual model of manifestation of empathy

Empirical research shows that the ability to empathize can counteract hostile attitudes and behaviors and thus improve relations between different ethnic groups and subcultures (Litvack-Miller, MacDougall, & Romney, 1997; Wang et al., 2003). Studies have demonstrated a relationship between a lack of empathy, negative attitudes and
aggressive behavior (Davis, 1996). Other studies have found that a
lack of empathy leads to hostility toward other ethnic groups and individuals (Stephan, & Finlay, 1999), including homosexuals (Johnson,
12

Brems, & Alford-Keating, 1997), and increased risk of child abuse
(Letourneau, 1981) and sexual aggression (Fesbach, & Fesbach, 1969;
Lisak, & Ivan, 1995; Miller, & Eisenberg, 1988). Empathy can even
serve as an effective tool for reducing intolerance, conflicts, and discrimination that occur daily in a multiethnic-cultural society (Wang et
al., 2003).

How the concept of empathy is defined in this
thesis
A comprehensive summary of research on theories of empathy was
presented by Davis (1996). He developed a model according to which
much of the research on empathy can be organized. The model is
called “the organized model” and is comprehensive but also complicated. Davis (1996) defined empathy as a multidimensional concept in
which empathy can be seen as a process, outcome, phenomenon, intrapersonal or interpersonal phenomenon and as well as helping behavior.
He has also developed an instrument that measures empathy with all its
important components. This instrument is commonly used in research
and is called the Interpersonal Reactivity Index (IRI).
Basic empathy in this thesis is defined as a construct with four
affective and cognitive components (Davis, 1983), which is in line
with his reasoning. However, basic empathy can also be used as a single construct. Studies have shown that basic empathy is predicted by
age, gender (DiLalla, Hull, & Dorsey, 2004; Endresen, & Olweus,
2001; Pastor, 2004; Schieman, & Van Gundy, 2000) and education
(Alligood, 2007; Spencer, 2004). Higher education, age and female
gender are associated with higher levels of empathy.
On the other hand, Green (1998) argued that basic empathic ability is not universally applicable in a multi-cultural society with ethnic
diversity. According to Green, empathy is about having access to
another person‟s inner experience in the form of feelings and thoughts.
At the same time, one must have a certain direct experience of the cultural context from which these feelings and thoughts originate. Hence,
empathy without knowledge of the cultural background and practical
experience of different ethnic groups may not be possible to the full
extent. This could then affect, for example, helping behavior towards
individuals and groups from ethnic backgrounds other than one's own.
13

This may also be the case in health care situations. As mentioned previously, it is likely that the ability to be empathic towards others increases if the other person is similar to oneself in terms of ethnicity,
gender, age or other background variables (Batson, 1994; Hoffman,
2000). Also, one should not take it for granted that all cultures place
equal value on learning about foreign cultures. It is even possible that
some cultures, or subcultures within countries, discourage learning
about other cultures than one's own. In this thesis, an effort is made to
distinguish between empathy that is directed towards an unidentified
target and empathy directed towards persons from different ethnic and
cultural backgrounds. These people may or may not be familiar, but
the main point is that the ethnocultural empathy concept attempts to
isolate the role of ethnicity from the more general concept of empathy.

Definition of Culture
While empathy has been convincingly related to factors such as helping behavior and altruism, there are important factors that can affect
empathic ability that have not been studied systematically. One important factor that has emerged more recently in empathy research is culture and ethnicity (Lawrence, & Luis, 2001; Wang et al., 2003). There
are numerous definitions and interpretations in psychology, anthropology and allied disciplines of what can be understood by “culture”
(Toomela, 2003). While the term culture first appeared in an English
dictionary in the 1920s (Kroeber, 1949), the first use of the term in an
anthropological work was by Tylor (1871), who defined culture as
“that complex whole which include knowledge, belief, art, morals,
laws, custom and any other capabilities and habits acquired by man as
a member of society” (p. 1). Two rather short, but now widely used
definitions were later proposed. Linton (1936) suggested that culture
means “the total social heredity of mankind”, (p. 78) and Herskovits
(1948) proposed that “culture is the man-made part of the human environment” (p. 17). In contrast to these concise definitions, there are also
several other examples of what is included in the concept of culture.
One of these is by Wissler (1923), who included speech, material
traits, art, knowledge, religion, society, property, government and war.
Kroeber and Kluckhohn (1952) suggested that six major classes of
definition of culture were to be found in the anthropological literature:
14

descriptive definitions, historical definitions, normative definitions,
structural definitions, genetic definitions, and psychological definitions. All the definitions mentioned above allow researchers to choose
the definition that best suits their purpose. Several authors have found
such a practice reasonable (e.g. Toomela, 2003; Jahoda, 1995; Triandis, 1994).
In this thesis, a psychological conceptualization of culture was
used, mainly because this would be able to capture a variety of psychological qualities. In this thesis, culture will be defined as learned communication in terms of verbal and non-verbal expression, and this leads
to the establishment of interaction and communication in a particular
group. This definition is rather broad and consists of both attitudes on
an implicit level as well as explicit behavioral as a cultural phenomenon (Berry, Poortinga, Segall, & Dasen, 2006).

Definition of Ethnicity
The term ethnicity is also ambiguously and controversially discussed
in the humanities and social sciences. There is also similar inconsistency in definitions of race and ethnicity (Bradby, 2003). For example, in
the United States „race‟ is still perceived more as a biological characteristic, whereas in the United Kingdom there is greater acceptance that
it is a social construct (Dogra, & Karnik, 2004). There are two basic
approaches in the definition of ethnicity, essentialist and constructivist,
and their significance lies in the established criteria distinguishing one
ethnic group from another (e.g. in terms of physical traits). The distinction can include language, religion, history and more; however, there is
rarely if ever a single criterion for defining an ethnic group (Bradby,
2003). Brante, Heine, and Korsnes (2001) defined ethnicity as ”a term
to indicate differences between social groups on the basis of cultural
criteria, the most important of which are the notions of a common origin and shared historical fate. It is important to note that most often it
is only minorities in society that are described as ethnic groups, whereas the majority group is usually identified with the nation.” (p. 74)
The constructivist approach assumes that a group's ethnic identity is determined by an individual's or group's choice, and is also the
approach endorsed in the present thesis. From a biological perspective,
ethnicities are exclusive in the sense that one must be born into them
15

and have a certain appearance (e.g. skin color) to be accepted as a
member of a specific ethnic group (Bradby, 2003; Dogra, & Karnik,
2004).
In this thesis, ethnicity is viewed in accordance with both the
constructivist and the biological “essentialist” perspective. The constructivist definition was used when measuring the ethnic background
of those respondents, who participated in the thesis, i.e. ethnicity is
determined mainly by the individuals themselves. The consequences of
this definition show that the notions of culture and ethnicity are not
definitive and they can change and take on different forms depending
on how the individual in question relates to them. The biological (essentialist) definition was probably used by participants when they
completed the questionnaire package, i.e. ethnicity is determined mainly by the imagination and categorization of what people with another
ethnic and cultural background look like, for example, in terms of
physical traits such as skin color.

Ethnocultural Empathy
Empathy is a well-researched topic but, as mentioned, not in relation to
culture and ethnicity (Chung, & Bemak, 2002; Green, 1998; Lawrence
et al., 2001). The researchers who recognize the value of cultural and
ethnic components have established the relatively new empathy concept of ethnocultural empathy (Wang et al., 2003). This ability is also
known as cultural competence, culture empathy or as trans-cultural
empathy (Chung et al., 2002; Green, 1998; Lawrence et al., 2001;
Wang et al., 2003).
Cultural empathy as a concept first emerged in therapeutic contexts in which white American psychologists met more and more patients with ethnic backgrounds other than their own (Dysart-Gale,
2006; Ivey, Ivey & Simek-Morgan, 1997; Lawrence, & Luis, 2001).
The therapists realized that they needed to increase their knowledge
and competence concerning ethnic aspects to be able to give adequate
treatment to these client groups (Bohart, & Greenberg, 1997; Snyder,
1992). Even the client groups reported that they were not treated empathically by the therapists (Chung et al., 2002; Lawrence et al., 2001).
This is why some clients whose ethnic backgrounds differ from their
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therapists terminate therapeutic treatment when compared to clients
with the same ethnic background as their therapists (Karlsson, 2005).
Ridley and Lingle (1996) were the first to use and define the
concept of cultural empathy. They argued that cultural empathy goes
beyond general empathy and includes understanding and acceptance of
another person‟s cultural point of view. According to Ridley and Lingle these insights enable therapists to have more open attitudes and
provide the necessary knowledge to work successfully with clients
with ethnic background different from their own. They stated that cultural empathy “involves a deepening of the human empathic response
to permit a sense of mutuality and understanding across the great differences in value and expectation that cross-cultural interchange often
involves” (Ridley, & Lingle, 1996, p. 22). Based on the above theoretical review a number of obstacles to feeling empathy for a person from
another culture can be identified:
General lack of knowledge about cultures other than one‟s
own.
General lack of practical experience of being in other cultures.
Lack of ability to perceive similarities and differences between
the other‟s culture and one‟s own.
Negative experiences of other cultures.
Ethnocultural empathy can be defined as empathy directed towards people from racial and ethnic cultural groups different from
one‟s own ethnocultural group. Wang et al. (2003) coined the term
„ethnocultural empathy‟ from theories on general and cultural empathy, and operationalized the concept by developing a scale of „ethnocultural empathy‟. Wang et al. (2003) conducted three studies on the
importance of cultural and ethnic aspects of empathy. According to
Wang et al., ethnocultural empathy has four components:
Empathic Feeling and Expressions (EFE) focuses on the verbal
expression of ethnocultural empathic thoughts and feelings toward members of other ethnic groups. This component can also
be expressed through actions (e.g. “I share the anger of those
who face injustice because of their racial and ethnic backgrounds”).
17

Empathic Perspective Taking (EPT) is the ability to understand
how a person with a different ethnic background thinks or feels
(e.g. “It is easy for me to understand what it would feel like to
be a person of another racial or ethnic background other than
my own”).
Acceptance of Cultural Differences (AC) is concerned with accepting why people from other ethnic groups behave as they
do, for example, wearing traditional clothing, or speaking their
own language (e.g. “I feel irritated when people of different racial or ethnic backgrounds speak their language around me”).
Empathic Awareness (EA) is to be conscious of how society,
media and the job market treat other ethnic groups (e.g. “I am
aware of institutional barriers [e.g. restricted opportunities for
job promotion] that discriminate against racial or ethnic groups
other than my own”).
The main difference between basic and ethnocultural empathy is
the target of empathy, that is, the person for whom the empathy is
intended. In basic empathy, this is not specified whereas in
ethnocultural empathy, it is specifically a person and groups from a
different cultural and ethnic backgrounds. Ethnocultural does not alter
the fact that the focus is on empathy. What the concept of ethnocultural
contributes is a condition of the relationship between the empathizer
and the other person (Rasoal, Eklund, & Hansen, 2009).

Research on empathy and ethnocultural
empathy among health care education
programmes and professions
Health care professionals often act in a standard way towards their
clients and patients (Ekblad et al., 1996; Ridley, & Lingle, 1996;
Squire, 1990), informed by their culture and training. This might lead
to inadequate treatment, given the reality that many clients and patients
have cultural and ethnic backgrounds that differ from their therapists
and doctors. It can also lead to misunderstandings and unsuccessful
clinical treatments in health care (Dysart-Gale, 2006; Ekblad et al.,
18

1996; Mercer, & Reynolds, 2002). Yet many educational programmes
such as psychology, medicine, nursing, social work and teacher education largely lack courses that cover the importance of ethnicity and
cultural aspects in interaction with people with ethnic backgrounds
other than one‟s own. Many researchers think these educational programmes for health care professionals should include and integrate
knowledge about clients‟ ethnic and cultural background as a relevant
element (Chung et al., 2002; Lawrence et al., 2001).
As mentioned, cultural empathy as a concept first emerged in
therapeutic contexts. The therapists realized that they needed to increase their knowledge and competence concerning ethnic aspects to
be able to provide an adequate treatment for these client groups. Despite the conceptual ambiguity, it is interesting to note that empathy is
among the most frequently mentioned humanistic dimensions of patient care (Linn, DiMatteo, Cope, & Robbins, 1987; Hojat, 2007), although it can sometimes go under different related names such as
compassion and prosocial behavior (Gilbert, 2005).

19

20

Aims of this thesis
A major challenge facing health care professionals in Western societies
in general and in Sweden is the treatment of new client groups with
different cultural and ethnic backgrounds. In order to meet this challenge, research must be conducted on empathy between individuals
and groups with different ethnic and cultural backgrounds in both everyday life and as well as in professional contexts such as in health care.
Even if cultural aspects are sometimes implicit in research on empathy,
there is a clear lack of research identifying the specific characteristics
of ethnocultural empathy in comparison with more basic empathy.
The main purpose of this thesis was to translate and adapt an
ethnocultural empathy scale to a Swedish context, and then measure
this ability among students in health care education programmes. The
studies presented in the thesis address the following research questions:
1) Following translation and adaptation of the SEE for Swedish
settings, how is the Swedish version of the SEE internally
structured in terms of its discriminant and convergent validity?
2) Is there a correlation between a basic empathy construct as
measured by the IRI and an ethnocultural empathy construct as
measured by the SEE?
3) Are gender and age predictors of IRI and SEE, and are SEE and
IRI predicted by ethnic diversity in school?
4) Are there differences in the levels of SEE, including its subscales and IRI, between students in health care education i.e. the
undergraduate programmes in Medicine, Psychology, Nursing,
and Social Work?
5) Are there differences between early and late semester students
in the programmes, and how demographical variables were associated with SEE and IRI scores?
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General outline of the studies
The context of the studies
The context in which the studies have been conducted includes one 5year Master‟s programmes in Medicine, one 5-year Psychology programme, and 3-year bachelor programmes in nursing and social work.
Medicine and psychology are regarded as prestigious programmes with
high entry criteria (in terms of grades), and 70-100 students enroll in
the programmes each time. Three of the programmes have a large proportion of scheduled lectures, practical work and lessons, and are
based on the principles of problem-based learning (PBL). The exception is the social work programme, which is not based on PBL. In
PBL, students are divided into small tutorial groups, which constitute
the basic work form in the programmes. The importance of interaction
and communication to the learning process is emphasized. In PBL,
group dynamics and problem-solving in the tutorial groups are stressed
as important (Gallagher, 1997). Tutorials, a kind of co-operative learning method, are regarded as valuable for student motivation because
together students can support individual progress. In study I, participants from study programmes in legal affairs and behavioral sciences
as well as secondary school students were also included. These programmes are not based on PBL.

Measures
The general methodological approach in this thesis was to use a questionnaire package and quantitative methods. The questionnaire package used in all the studies consisted of 79 items in total.

Basic empathy
The IRI (Davis, 1996) is considered by many to be the best measure of
empathy (Baron-Cohen, & Wheelwright, 2004). The Swedish version
of the IRI was used because it is a robust instrument with adequate
reliability and validity (Cliffordson, 2001). IRI includes 28 items and
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is designed to tap four separate dimensions of basic empathy (Davis,
1996). In this thesis, the total score of the IRI was used in the analyses,
but in a confirmatory factor analysis, the subscales “perspectivetaking”, “fantasy”, “empathic concern” and “personal distress” were
included. Both internal reliability (alpha coefficients for total IRI
ranged from α =.70 to .78 for the subscales) and test-retest reliability
(from r =.61 to .81 over a period of two months period) could be regarded as acceptable (Davis, 1983). In the present study, the alpha was
α =.73.

Ethnocultural empathy
When Wang et al. (2003) developed the SEE, it was refined until it
reached a satisfactory degree of internal consistency. The scale of ethnocultural empathy (Wang et al., 2003) is intended to measure intellectual and emotional expressions of empathy aimed at people and groups
who have an ethnic background different from one‟s own. The SEE is
a 31-item forced choice self-report measure that produces an overall
score and four subscale scores; Factor 1: Empathic Feeling and Expression consists of 15 items; Factor 2: Ethnocultural Empathy
Awareness consists of 4 items; Factor 3: Acceptance of Cultural Differences consists of 5 items; and Factor 4: Empathy Perspective Taking
consists of 7 items (Wang et al., 2003). In the present thesis, the focus
is on the SEE total score. Wang et al. reported an internal consistency
of α =.91. Scores for the SEE are obtained by summing item scores.
Higher scores indicate a higher level of ethnocultural empathy.

Participants in the empirical studies
There was a total of 788 participants in the studies. In study III, a
smaller subsample was used. Data were collected between 2005 and
2008. In the first study, a sample of 337 undergraduate students was
drawn from courses and programmes at Linköping University and secondary schools in Sweden (see Table 1 for a further description).
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Table 1. Descriptive data for the participants in the three studies (n788).
Frequency in % (N)

Variable
Sex

Male
Female

29.8 (235)
70.2 (553)

Ethnicity

Swedish
Bosnian
Finish
Latin American
Iranian
Polish
Croatian
Other

92.8(721)
1.4 (11)
1.1 (9)
0.8 (6)
0.5 (4)
0.5 (4)
0.5 (4)
2.4 (29)

Age

Age 15-19
Age 20-23
Age 24-28
Age 29-33
Age 34-48

13.0 (101)
45.7 (362)
25.5 (200)
6.5 (52)
9.3 (73)

Place of growth

City (e.g. Stockholm)
Town (50,000 inhabitants
or more)
Village (less than 50,000
inhabitants)

33.0 (261)
18.8 (148)

Primary school

With mostly Swedes
Mixed ethnicity
With mostly non Swedes

74 (583)
21.7 (171)
4.2 (34)

Secondary school

With mostly Swedes
Mixed ethnicity
With mostly non Swedes

60.4 (467)
37.1 (292)
2.5 (20)
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48.1 (379)

In the second study, there were 788 participants from undergraduate courses at Linköping University and secondary schools in
Linköping, Sweden. In all, 553 participants were female (70%) and
235 were male (30%). Most of the respondents described themselves
as ethnic Swedes.
In the third study, the participants consisted of 365 undergraduate students in four study programmes at Linköping University,
Sweden. Participants studied in graduate programmes in Medicine,
Psychology, Nursing and Social Work.
Participants completed a questionnaire package in large groups
during lectures. In the questionnaire package, the participants were
asked about their gender, age, ethnicity, size of the city where the participants grew up, the degree of ethnic diversity in their primary and
secondary schools and native language. The anonymity and confidentiality of the respondents were guaranteed and participation was on a
voluntary basis. They could withdraw from the study at any time. It
took approximately twenty minutes to complete the questionnaire
package.

Analyses
Study I consisted of two parts. In part one, the validity and reliability
of a Swedish translation of the SEE (Wang et al., 2003) was investigated in a sample of 326 undergraduate students. In part two, a confirmatory factor analysis (CFA) was used to test the factor structure obtained by Wang et al. (2003), who found a four-factor solution. The
LISREL program (Jöreskog & Sörbom, 2004) was used in a larger
sample of 788 participants to specify the expected factor loadings in
SEE.
Study II investigated the association between basic empathy, as
measured by the IRI (Davis, 1983), and ethnocultural empathy, as
measured by the SEE (Wang et al., 2003). The investigation was performed in a sample of 788 undergraduate students. Furthermore, the
study was used to explore the question of whether a set of background
variables would predict the two forms of empathy. Multiple regression
analysis was conducted using SPSS 16.0 in order to find out which
(predictor) dependent variable best predicts basic empathy and ethnocultural empathy. For the confirmatory factor analysis we used EQS
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6.1 to test the higher order factor structure of the SEE and the IRI using the subscales of the measures.
In study III, differences in basic empathy and ethnocultural empathy were explored in a sample of 365 undergraduate students at the
beginning and end of four Master‟s programmes in health care (Medicine, Psychology, Nursing and Social Work). Differences between
students in health care professions were tested with univariate analyses
of variance (ANOVA). Post hoc tests were performed with Tukey‟s
HSD test (Honestly Significant Difference). Between-group differences (first vs. later semesters) were also tested with ANOVAs and, subsequently, Tukey‟s HSD tests. Data were analyzed using SPSS 16. An
overview of the studies is shown in Table 2.
Table 2. Study design indicating type of study, number of respondents,
data collection, and statistical analysis.
Study Type of study
Respondents- Data
Statistical
sample
collection
analysis
788
Years 2005- 07 Explorative
Validation
I
undergraduate Participants
study
and
students and
completed a Confirmator
secondary
questionnaire y factor
schools in
package in
analysis
Sweden
large groups Correlations
ANOVA
II

III

Empirical and
methodological
study

788

Years 2005-08

undergraduate
students and
secondary
schools in
Sweden

Participants
completed a
questionnaire
package in
large groups.

Empirical study

365

Years 2007-08

Regression
analysis
Correlations
Confirmator
y factor
analysis

ANOVA
undergraduate Participants
Pearsonsstudents
completed a Correlations
questionnaire T-test
package in
large groups.
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Ethical standpoints
Ethical aspects influence the whole research process, and the principles
of research ethics in the humanities and social sciences consist of four
major general principles and requirements: (a) information requirements, (b) consent requirements, (c) confidentiality requirements and
(d) usage requirements (Swedish Research Council, 2002).
In the present thesis, the information requirement was met since
in the first encounter, all the students were informed about the purpose
of the study and how the research results would be used. The information included the aim of the study, how to contact the researcher, what
responding to the questionnaire would involve and that all students
were fully aware that their participation was on a voluntary basis. The
requirement of consent was obtained orally when potential participants
were invited to participate. Moreover, the students could withdraw at
any time from the study if they wished. This was emphasized immediately before distribution of the questionnaire package. The anonymity and confidentiality of the respondents were guaranteed and participation was on a voluntary basis. Finally, the usage of data requirement
was met in the present thesis, since it will be used only for research.
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Summary of studies
Study I: Empathy across Ethnocultural Borders
– validation of the Swedish version of the Scale
of Ethnocultural Empathy
Purpose
The aim of the study was to translate the American version of the SEE
and test the reliability and validity of a translated Swedish version. A
second aim was to determine whether the factor solution of the Swedish version of SEE was compatible with the American version, and a
third aim was to investigate whether the SEE is associated with social
desirability and other measures of empathy, and gender differences.
The internal structure of the Swedish version of SEE and its discriminate and convergent validity with basic empathy as measured by
the IRI were investigated. According to Wang et al. (2003), the SEE is
the first measure used to provide support for the theoretical construct
of empathy in multicultural settings. Hence, it is important to identify
measures and afterwards find ways to develop the ability of ethnocultural empathy between different ethnic groups, particularly in the
health care professions in order to reduce conflicts and increase the
level of tolerance, openness, and respect in human relations. Adapting
the SEE for Swedish cultural settings might give a valuable contribution to better understand the structure of ethnocultural empathy and
thereby make it possible to measure this ability and apply it in different
contexts (for example, as admission to higher education especially in
the health care professions, e.g. Psychology, Medicine, Nursing, and
Social Work programmes).
Method
Samples of 337 undergraduate students were drawn from courses and
programs at Linköping University and secondary schools in
Norrköping in Sweden. The questionnaire package was administered in
person (11 missing or invalid). The final sample used in the analyses
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consisted of 326 persons. Participants completed the scale in large
groups of 60 students. There were 232 female (71%) and 94 male
(29%) undergraduate students and secondary school pupils. Their ages
ranged from 15-47 years (M = 23.4, SD = 6.4). Most of the respondents described themselves as ethnic Swedes (92%, n = 300). In the
remaining groups, 2% were ethnic Finns, and less than 1% had other
ethnic backgrounds. In the questionnaire package, we asked the participants about their gender, age, ethnicity, native language, size of the
city where they grew up, religion, education, parents` occupation and
education level, number of friends from other ethnic groups, and the
degree of ethnic diversity in their primary and secondary schools.
The questionnaire package used in this study consisted of four
parts: a questionnaire on demographics, the SEE, the IRI (Davis, 1996)
(28 items) designed to tap four separate dimensions of basic empathy
(Davis, 1996) and the impression management subscale (IMS: Paulhus, 1988) (20 items) designed to tap positive self-presentation targeted at a public audience. The latter scale was included because we
suspected that some students might be worried about their responses
being associated with racism and discrimination (Paulhus, 1988). All
the items were listed in random order and rated on a 5-point Likerttype scale (1 = strongly disagree to 5 = strongly agree). The items were
phrased both positively and negatively to offset any potential response
bias. Negatively phrased items were reversed in the scoring. Participants were assured of their anonymity and were informed that they
were free to withdraw from the study at any time. A time of approximately 20 minutes was needed to complete the questionnaire package.
Results and Discussion
The principal–components factor analyses with varimax rotation revealed a four–factor solution.
Factor 1: reflected Empathic Feeling and Expression,
Factor 2: reflected Empathic Awareness,
Factor 3: reflected Acceptance of Cultural Differences, and
Factor 4: reflected Empathic Perspective Taking.
Factor selection was based on the following criteria: factors with
eigenvalues greater than 1.0 and items possessing factor loadings of
.30 or greater were assigned to a factor. Factors were retained if they
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had at least five items possessing factor loadings of .30 or higher. The
first component (12 items) accounted for 25% of the total variance
(eigenvalue = 7.63). The second component (7 items), the third component (5 items), and the fourth component (7 items) accounted for
8%, 7%, and 5% of the total variance, respectively (eigenvalues =
2.47, 2.01, and 1.55). CFA was used to test the factor structure obtained by Wang et al. (2003), who found a four factor solution. LISREL (Jöreskog, & Sörbom, 2004) was used to specify the expected
factor loadings. Results showed that the four-factor solution was not
replicated.
The Swedish factor solution revealed four distinct factors underlying the scores of the SEE. The result is not identical to that obtained
in the American version. Overall, 25 out of 31 items of SEE loaded on
the same factors as in the original American version, whereas 6 items
loaded on different factors. The results from the exploratory factor
analysis suggest that the concept of ethnocultural empathy can be
measured in Sweden and that the structure of the SEE is fairly equivalent between countries and languages. In contrast, the CFA did not
replicate the original findings, making the interpretation of the exploratory factor analysis difficult.
To conclude, the results show that the central tendency, distribution of scores, intercorrelations, and factor structure in the Swedish
version of SEE was well-matched and largely similar to the American
version, albeit not in the CFA analysis.
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Study II: Ethnocultural versus basic empathy:
Same or different?
Purpose
In study II, the association between basic empathy, as measured by the
IRI (Davis, 1996), and ethnocultural empathy, as measured by the
scale SEE (Wang et al., 2003), was investigated. A second aim was
also to explore if a set of background variables predicted the two forms
of empathy.
Method
There were 788 participants from undergraduate and secondary
schools in Sweden. Ages ranged from 15 to 48 years (M = 24.3, SD =
5.9) (see table 1). Participants completed a questionnaire package in
large groups during lectures. In the questionnaire package, the participants were asked about their gender, age, ethnicity, size of the city
where the participants grew up, the degree of ethnic diversity in their
primary and secondary schools and native language. The response rate
was 66%. In all, 553 participants were females (70%) and 235 were
males (30%). Most of the respondents described themselves as ethnic
Swedes. The anonymity and confidentiality of the respondents were
guaranteed and participation was on a voluntary basis. They could
withdraw from the study at any time. It took approximately twenty
minutes to complete the questionnaire package. The questionnaire
package was administered during the autumn semester of 2007 and
spring semester of 2008. Participants completed a questionnaire package in large groups in conjunction with regular lectures.
Results and Discussion
In this study, the association between basic empathy, as measured by
the IRI, and ethnocultural empathy, as measured by the SEE, was investigated. Secondly, the study explored whether a set of background
variables could predict the two forms of empathy. Two multiple linear
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regressions were computed using the total scores on the SEE and IRI
as criterion variables. Five independent variables were entered into the
linear regression using the “enter” method. The model, with SEE as a
dependent variable, showed that gender, place of growth and age were
significantly related to higher ethnocultural empathy.
A confirmatory factor analysis was used to test whether a higher
order, two-factor structure would be obtained. The first factor specified
the four subscales of the SEE (Wang et al., 2003). The second factor
included the four subscales of the IRI (Davis, 1983). EQS 6.1 (Bentler,
2006) programme was used to specify the expected factor loadings.
Results showed that the fit of the proposed two-factor model was poor
(Satorra-Bentler χ2/df = 46.7, CFI = .60, RMSEA = .24, 90% = (0.23;
0.25), SRMR = .26). This study raises questions regarding how ethnocultural empathy should be measured. In particular, in the light of the
significant association between impression management and empathy,
it might be that more indirect and implicit measures of empathy should
be used.
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Study III: Ethnocultural empathy among students in health care education
Purpose
There have been several studies indicating inequalities in health and
health care between patients and clients from different ethnic and cultural backgrounds compared with the majority of the population (Albin, Hjelm, Ekberg, & Elmstahl, 2006; Essen, Hanson, Ostergren,
Lindquist, & Gudmundsson, 2000; Gadd, Johansson, Sundquist, &
Wandell, 2003; Robertson, Iglesias, Johansson, & Sundquist, 2003;
Robertson, Malmstrom, & Johansson, 2005). While the importance of
empathy is often stressed in literature on health care and in training
programmes, there is relatively little empirical research on differences
in empathy between different professions. As mentioned earlier, there
have been many studies of students in Medicine, Psychotherapy, and
Nursing with regard to basic empathy (Dyche, & Zayas, 2001; Kim,
Kaplowitz, & Johnston, 2004; Ridley, & Lingle, 1996). Research on
ethnocultural empathy of students in health care programmes has not
been studied to any great extent.
In this study, levels of basic empathy and ethnocultural empathy
among students in a number of health care education programmes (i.e.
the master programmes in Medicine, Psychology, Nursing and Social
Work) were measured. The IRI was used because it measures basic
empathy and is a robust and frequently used instrument with high validity (Cliffordson, 2001). SEE was used because it is the only instrument that specifically targets ethnocultural empathy. In order to examine whether the levels of empathy of the students differed at the
beginning and at the end of their studies, empathy was measured in the
first semester and at the end of the study programs.
Method
The participants consisted of 365 undergraduate students in four study
programmes at Linköping University, Sweden. Participants were
enrolled in graduate programmes in Medicine (N=76), Psychology
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(N=89), Nursing (N=93), and Social Work (N=107). The students were
enrolled in their first and in a later semester, ranging between the sixth
and ninth semesters.
The response rates for students of Psychology and Social Work
were 95%, whereas the response rate for students of Medicine and
Nursing were 66% for both. In all, 286 participants were female (78%)
and 79 were male (22%). The proportion of female students in the programmes was 87% in Nursing, 88% in Social Work, 63% in Medicine,
and 71% in Psychology. Ages ranged from eighteen to forty-four years
(M= 25.2, SD = 5.7). For each study programmes, the average ages
were as follows: 23.6 years (SD = 4.3) for Nursing, 26.3 years (SD =
6.8) for Social Work, 23.7 years (SD = 4.2) for Medicine, and 27.4
years (SD = 6.2) for Psychology. Most of the respondents described
themselves as ethnic Swedes (91.8%, n = 353).
Results and Discussion
Empathy variables were correlated with background variables and
there were several small to moderate correlations between the variables
(r =.12 to .33), where gender had the highest correlation with empathy.
Gender was associated with higher empathy scores. Differences between the different study programmes were also calculated on a subscale level. While the subscales were correlated (r =.18 to .63), they are
relatively distinct (Wang et al., 2003), hence meriting separate analyses for the subscales.
The results of this study showed that students in the first semester of the Psychology programme reported both higher general empathic skills as well as higher ethnocultural empathic skills compared
to students in the other programmes. Differences between the study
programmes were less marked in the later semesters. Overall, the results did not show that students in the later semester had higher empathic skills than students in the first semester. However, there were
three interactions between cohort and study programmes.
Since ethnocultural diversity is becoming more prevalent in
many health care settings, I believe that it is important to consider what
implications ethnocultural empathy may have for health care relations.
Indeed, training students in health care education in ethnocultural em-
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pathy is of great importance. When preparing for future clinical work,
cultural aspects should be considered.

General Discussion
The ability to empathize is generally regarded as important and positive in both professional settings and everyday life. However, definitions and descriptions of this ability are often inadequate and unreliable, and one aspect which has been neglected among empathy researchers is consideration of culture and ethnicity. Empathy without
knowledge of cultural background and practical experience with different ethnic groups may not lead to satisfying and fair treatment and
helping behavior, particularly in health care situations. The main purpose of this thesis was to explore empathy in relation to sociodemographic variables, and education programmes that might influence experiencing empathy for people whose ethnic and cultural background differs from one’s own in the context of health care profession.
The main results indicate that the Swedish version of the SEE
was well-matched and largely similar to the American version of the
SEE in terms of explorative factor analysis and its discriminant and
convergent validity, although not in the CFA analysis. Additionally, a
significant strong correlation between basic and ethnocultural empathy
was found, suggesting that the two constructs overlap substantially.
The correlation between SEE and IRI was stronger in study II (r =.65)
than in study I (r =.29). Since a larger sample was included in study II
and additional study programmes were added (e.g., Medicine and Psychology), it is possible that restriction of range is responsible for the
weaker correlation in study I. No differential predictors were found,
suggesting that the two concepts of empathy are similar. Finally, students from all programmes in health care professions had fairly high
scores on both basic empathy, and ethnocultural empathy scales. There
were, however, some significant differences between the study programmes. Students in Psychology in particular and in Social Work to
some extent distinguished themselves by having higher scores than
students in the Medicine and Nursing programmes.
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Theoretical discussion
The concept of empathy has been studied and explored in many approaches, and there is an enormous volume of literature on the phenomenon in a variety of scientific disciplines. There is understandable
disagreement among empathy researchers about what really constitutes
natural empathy, and this is not resolved in this thesis.
Empathy is a well-researched topic in different research disciplines but not in relation to culture and ethnicity (Chung, & Bemak,
2002; Green, 1998; Lawrence et al., 2001). A common denominator in
empathy research is that empathic ability has almost exclusively been
studied among individuals with the same ethnic and cultural background. The researchers who recognized the value of cultural and ethnic components established a new empathy concept which they named
ethnocultural empathy (Wang et al., 2003), which was adopted and
explored in this thesis.
As reviewed in this thesis, different conceptualizations of
empathy have been proposed, and an effort was made to measure
ethnocultural empathy as a separate contruct. According to the view
presented in this thesis, the main difference between basic and
ethnocultural empathy is the target of empathy, that is, the person at
whom the empathy is directed. In basic emphathy this is not specified,
whereas in ethnocultural empathy the target is specifically a person
and groups from a different cultural and ethnic background. At the
outset of this thesis, it was assumed that SEE would be able to capture
this difference.
In the present thesis, an attempt was made to empirically differentiate between basic and ethnocultural empathy. There are several
aspects that distinguish ethnocultural empathy from general definitions
of empathy. The first aspect is the need to consider the other person’s
cultural context. The client and patient should not be understood as an
individual independent of the cultural context, but rather the individual’s experience is interpreted and placed in a cultural context. A second
aspect that distinguishes ethnocultural empathic ability is the need to
control one’s own subjective perception in the form of prejudices towards and stereotyping of individuals and groups with cultural and
ethnic backgrounds different from one’s own. A third aspect that sets
ethnocultural empathic ability apart is that aside from theoretical
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knowledge, it is also dependent on practical experience of the other
culture. One can encounter difficulty adopting other ethnic perspectives if one has not been in contact with individuals from other cultures, or perhaps not lived in other countries over an extended period
of time, or has never been in similar situations as people from these
ethnic groups. According to Wang et al. (2003), ethnocultural empathy
is a meaningful construct regardless of its somewhat high correlation
with basic empathy. The present thesis was not successful in differentiating the two constructs of basic empathy and ethnocultural empathy.
In spite of the problems to empirically separate basic from ethnocultural empathy, it is still possible to see them as separate as the target
for empathy is different. The Swedish self-report version of the SEE
has an overlap with the basic empathy construct and the further testing
of the construct is needed, for example, by constructing a measure that
asks the same questions regarding empathy but with different targets
(e.g. ethnicity, gender or age).

Discussion of the empirical studies and their limitations
In study I, the purpose was to investigate the internal structure of the
Swedish version of the SEE and its discriminate and convergent validity with basic empathy as measured by the IRI. The results show that
the central tendency, distribution of scores, inter-correlations, and factor structure in the Swedish version of SEE were well-matched and
largely similar to the American version, albeit not in the CFA analysis.
The findings from this validation study indicated that the Swedish version of the SEE is a reliable and valid measure of empathy directed
towards people from racial and ethnic cultural groups different from
one’s own ethnocultural group. There are some limitations to this
study. First, this study relied on self-report measures and while this
facilitates the collection of large data sets, we are aware that self-report
does not always result in actual behavior, in this case behaviors that
would corroborate the concept of ethnocultural empathy (Fan et al.,
2006). A second limitation of the present study might be the use of
primarily undergraduate students and secondary school students in the
region of the University. Obviously, these students may not be repre38

sentative of all individuals in Sweden and not even the student population in Sweden. Clark and Watson (1988) stressed the importance of
examining the factor structure of psychological assessment scales in
heterogeneous samples.
In study II, the purpose was to investigate the association between basic empathy as measured by the IRI and ethnocultural empathy as measured by the SEE. Secondly, whether a set of background
variables predicted the two forms of empathy was also explored. Significant strong correlation between basic and ethnocultural empathy
was found, suggesting that the two factors overlap substantially. No
differential predictors were found, suggesting that the two forms of
empathy are similar. There are two main limitations of study II. First,
we had a relatively homogenous sample in a university setting, with
most participants being ethnic Swedes. Second, the study relied on
self-report measures that were translated from English into Swedish. It
could be that measures of empathy and, in particular, ethnocultural
empathy, do not generalize to other cultural settings.
In study III, the purpose was to investigate levels of basic empathy and ethnocultural empathy among students in a number of health
care educations (i.e. the master programmes in Medicine, Psychology,
Nursing, and Social). The results show that students from all the programmes in health care had fairly high scores on both the empathy
scales. There were, however, some significant differences between the
study programmes. Students in Psychology in particular and in Social
Work to some extent distinguished themselves. This result is due to the
expectation that these students would be highly empathic and their
high interest in helping people with psychological needs. On the other
hand, there were only significant differences between the cohorts in
nursing. This result is probably due to a change in emphasis in the program, from biology and anatomy to behavioral sciences where the focus is on the thoughts and feelings of the patient.
This study also has several other limitations. First, as students in
different cohorts were compared, I cannot conclude whether the empathic skills of the students have developed over time. In this study, it
was only possible to determine whether these skills differ between the
cohorts. Differences found may depend on different backgrounds and
expectations of the cohorts, and the year in which the students enrolled
in their programmes. Furthermore, teachers and student counselors
may change in the programmes over the years, which may have an
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impact on the empathic skills of the different cohorts. Holm (2000)
found that students may identify themselves with teachers who are
perceived to be highly empathic, and that this may increase the student’s level of empathy. Research on empathy suggests that it is possible for people to learn how to improve their empathic skills (Batson et
al., 1995; Decety, & Lamm, 2006). However, only students at one university were included. It should be noted that the curricula of students
in Psychology, Medicine and Nursing in Linköping are based on problem-based learning, which means that they are trained to work with
different people in groups.

Future studies
In this thesis, self-report measures of ethnocultural empathy were used
and this raises questions regarding how ethnocultural empathy should
be measured. To my knowledge, there are no studies in which more
implicit and indirect measures of ethnocultural empathy have been
used, although there are studies in experimental social psychology that
could inform such investigations (Akrami, & Ekehammar, 2005). It
would be interesting to investigate the associations between selfreported ethnocultural empathy and, if possible, indirect measures of
implicit cognition and psycho-physiological measures.

Conclusions
The studies presented in this thesis show that:
A self-report measure of ethnocultural empathy has adequate
psychometric properties and the factor structure is largely similar to the original American scale. The original factor structure
could not, however, be replicated using confirmatory factor
analysis.
Ethnocultural empathy is significantly associated with basic
empathy, and it also shares similar predictors with basic empathy. This is in contrast to the original study by Wang et al.
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(2003), who regarded the ethnocultural empathy constructs as
more distinct.
Student in different health care education programmes report
different levels of ethnocultural empathy, with psychology and
social work students reporting higher degrees of ethnocultural
empathy than students in nursing and medicine.
Overall, the studies show that ethnocultural empathy is a measurable construct but that the self-report version has an overlap with
the basic empathy. Further testing of the ethnocultural empathy construct is needed.

41

42

References
Albin, B., Hjelm, K., Ekberg, J., & Elmstahl, S. (2006). Higher mortality and different pattern of causes of death among foreign- born
compared to native Swedes 1970-1999. Journal of Immigrant
and Minority Health, 8, 101-113.
Alligood, M. R. (2007). Rethinking empathy in nursing education:
Shifting to a developmental view. Leibold, S., & Maureen, F.
(Ed). Middle range theory development using King's conceptual
system. (pp. 287-296). New York, NY, US: Springer Publishing
Co.
Akrami, N., & Ekehammar, B. (2005). The association between implicit and explicit prejudice: The moderating role of motivation to
control prejudiced reactions. Scandinavian Journal of Psychology, 46, 361-366.
Akrami, N., Ekehammar, B., & Araya, T. (2000). Classical and modern racial prejudice: a study of attitudes toward immigrants in
Sweden. European Journal of Social Psychology, 30, 521-532.
Baron-Cohen, S, & Wheelwright, S. (2004). The Empathy Quotient
(EQ). An investigation of adults with Asperger Syndrome or
High Functioning Autism, and normal sex differences. Journal of
Autism and Developmental Disorders, 34, 163-175.
Batson, C. D. (1994). Why act for the public good? Four answers. Personality and Social Psychology Bulletin, 20, 603-610.
Batson, C. D., Batson, J. G., Todd, M., Brummett, B. H., Shaw, L. L.,
& Aldeguer, M. R. (1995). Empathy and the collective good:
Caring for one of the others in a social dilemma. Journal of Personality and Social Psychology, 68, 619-631.
Batson, C. D., Håkansson Eklund, J., Chermok, V. L., Hoyt, J. L., &
Ortiz, B. G. (2007). An additional antecedent of empathic concern: Valueing the welfare of the person in need. Journal of Personality and Social Psychology, 93, 65-74.
Bennett, M. J. (2001). The empathic healer: An endangered spices.
San Diego, CA: Academic Press.
Bentler, P. M. (2006). EQS 6 structural equations program manual.
Encino: Multivariate Software, Inc.
43

Berry, J.W., Poortinga, Y. H., Segall, M. H., Dasen, P.R, (2006).
Cross-Cultural Psychology. (2th ed.). New York: Cambridge Univesity Press.
Bohart, A. C., & Greenberg, L. S. (1997). Empathy and psychotherapy: an introductory overview. In: Bohart, A.C., & Greenberg,
L.S. (Eds), Empathy Reconsidered: New Directions in Psychotherapy (pp. 3-32). Washington, DC: American Psychological
Association.
Bradby, H. (2003). Describing ethnicity in health research. Ethnicity
and Health, 8, 5-13.
Brante, T., Heine, A., & Korsnes, O. (2001). Sociologiskt lexikon. [Sociology dictionary]. Stockholm: Natur och Kultur.
Chung, R. C. Y., & Bemak, F. (2002). The relationship of cultural and
empathy in cross-cultural counseling. Journal of Counseling and
Development, 80, 154-159.
Clark, L. A., & Watson, D. (1988). Mood and the mundane: Relations
between daily life events and self-reported mood. Journal of
Personality and Social Psychology, 54, 296-308.
Cliffordson, C. (2001). Assessing empathy: Measurement characteristics and interviewer effects. Academic dissertation. Göteborg:
Göteborg studies in educational science 156, Acta Universitatis
Gothoburgensis.
Colman, A. M. (2001). A dictionary of psychology. London, UK: Oxford University Press.
Daun, Å. (1998). Swedish mentality (3th ed.). Stockholm: Rabén Prisma.
Davis, M. H. (1983). Measuring individual differences in empathy:
Evidence for a multidimensional approach. Journal of Personality and Social Psychology, 44, 113-126.
Davis, M. H. (1996). Empathy: A social psychological approach. Madison, WI: Brown & Benchmark.
Decety, J., & Lamm, C. (2006). Human empathy through the lens of
social neuroscience. The Scientific World Journal, 6, 1146-1163.
DiLalla, L. F., Hull, S. K., & Dorsey, J. K. (2004). Effect of gender,
age, and relevant course work on attitudes toward empathy, patient spirituality, and physician wellness. Teaching and Learning
in Medicine, 16, 165-170.
Dogra, N., & Karnik, N. (2004). Teaching Cultural Diversity to Medical Students. Medical Teacher, 26, 677–680.
44

Duan, C., & Hill, C. (1996). The current state of empathy research.
Journal of Counselling Psychology, 3, 261-274.
Dyche, L., & Zayas, L. H. (2001). Cross-cultural empathy and training
the contemporary psychotherapist. Clinical Social Work Journal,
29, 245-258.
Dymond, R. F. (1949). A scale for the measurement of empathic ability. Journal of Counsulting Psychology, 13, 127-133.
Dysart-Gale, D. (2006). Cultural sensitivity beyond ethnicity: A universal precautions model. The Internet Journal of Allied Health
Sciences and Practice, 4, 1.
Eisenberg, N. (2002). Empathy-related emotional responses, altruism,
and their socialization. In R. J. Davidson & A. Harrington (Eds.).
Visions of compassion: Western scientists and Tibetan Buddhists
examine human nature (p. 131-164). London: Oxford University
Press.
Eisenberg, N., & Strayer, J. (1987). Empathy and its development.
Cambridge: Cambridge University Press.
Ekblad, S. (2007). Ethics and diversity need to be considered in successful international doctoral supervision. Word Cultural Psychiatry Research Review, 4, 96-101.
Ekblad, S., Janson S., & Svensson P. G. (1996). Möten i vården:
transkulturellt perspektiv på hälso- och sjukvården. [Encounter
in healthcare. Transcultural perspective on health care]. Stockholm: Liber Utbildning.
Endresen, I.M., & Olweus, D. (2001). Self-reported empathy in Norwegian adolescents: Sex differences, age trends, and relationship
to bullying. In A.C. Bohart, & C.
Essen, B., Hanson, B. S., Ostergren, P. O., Lindquist, P. G., & Gudmundsson, S. (2000). Increased perinatal mortality among subSaharan immigrants in a city-population in Sweden. Acta Obstetricia et Gynecologica Scandinavica, 79, 737-743.
Fan, X., Miller, B. C., Park, K. E., Winward, B. W., Christensen, M.,
Grotevant, H. D., & Tai, R. H. (2006). An exploratory study
about inaccuracy and invalidity in adolescent self-report surveys.
Field Methods, 18, 1-22.
Gadd, M., Johansson, S. E., Sundquist, J., & Wandell, P. (2003). Morbidity in cardiovascular diseases in immigrants in Sweden. Journal of Internal Medicine, 254, 236-243.
45

Gallagher, S., (Ed). (1997). Hegel, History, and Interpretation. Albany: State University of New York Press.
Gallese, V. (2001). The “shared manifold” hypothesis: From mirror
neurons to empathy. Journal of Conscious Studies, 8, 33-50.
Gilbert, P. (Ed.). (2005). Compassion: Conceptualisations, research
and use in psychotherapy. London: Routledge.Green, J. W.
(1998). Cultural awareness in the human services: A multiethnic approach (3rd ed.). Toronto: Allyn & Bacon.
Green, J. W. (1998). Cultural awareness in the human services: A multi-ethnic approach (3rd ed.). Toronto: Allyn & Bacon.
Jahoda, G. (1995). The ancestry model. Culture & Psychology, 1, 1124.
Johnson, M. E., Brems, C., & Alford-Keating, P. (1997). Personality
correlates of homophobia. Journal of Homosexuality, 34, 57-69.
Jöreskog, K. G., & Sörbom, D. (2004). LISREL 8.7 for Windows
[Computer Software]. Lincolnwood, IL: Scientific Software International, Inc.
Herskovits, M. J. (1948). Man and his work: the science of cultural
anthropology. New York: Knopf.
Hoffman, M. L. (1987). The contribution of empathy to justice and
moral judgment. In N. Eisenberg, & Strayer, (Eds.), Empathy
and its development (pp. 47-80). New York: Cambridge University Press.
Hoffman, M. L. (2000). Empathy and moral development: Implications for caring and justice. Cambridge: University Press.
Hojat, M. (2007). Empathy in Patient Care: Antecedents, Development, Measurement, and Outcomes. Philadelphia: Springer Science.
Holm, U. (2000). Empati: Att förstå andra människors känslor. [Empathy: to understand other people‟s emotions]. Stockholm: Natur
och Kultur.
Holm, U., & Aspegren, K. (1999). Pedagogical methods and affect
tolerance in medical students. Medical Education, 33, 8-14.
Howard, S., Mary, G., Maccera, C., Enid,P., & Deborah, S. (1993).
Empathy and practice of medicine. New Haven: Yale University
Press.
Ibrahim, F. A. (1991). Contribution of cultural worldview to generic
counseling and development. Journal of Counseling and Development, 70, 13-19.
46

Integration Board in Sweden. (2005). [Report Integration]. Malmö:
Elanders Berlings.
Ickes, W. (1997). Empathic accuracy. New York: Guilford Press.
Ivey, A. E., Ivey, M. B., & Simek-Downing, L. (1997). Counseling
and psychotherapy: Integrating skills, theory, and practice. Englewood Cliffs, NJ: Prentice Hall.
Karlsson, R. (2005). Ethnic matching between therapist and patient in
psychotherapy: An overview of findings, together with methodological and conceptual issues. Cultural Diversity and Ethnic Minority Psychology, 11, 113-129.
Kim, S. S., Kaplowitz, S., & Johnston, M.V. (2004). The effects of
physician empathy on patient satisfaction and compliance. Journal of Evaluation and the health professions. 27, 237-251.
Kohut, H. (1971). Analysis of the self: A systematic approach to the
psychoanalytic treatment of narcissistic personality disorders.
New York; International Universities Press.
Kroeber, A. L. (1949). The concept of culture in science. In A. L. Kroeber (Ed.). The nature of the culture (pp.118-135). Chicago, IL:
Chicago University Press.
Kroeber. A. L., & Kluckhohn, C. (1952). Culture: A critical review of
concepts and definitions. Cambridge, MA: Peabody Museum.
Lamm, C., Batson, D., & Decety, J. (2007). The neural basis of human
empathy – Effects of perspective-taking cognitive appraisal: An
event-related fMRI study. Journal of Cognitive Neuroscience, 19
42-58.
Lawrence, D., & Luis, H. Z. (2001). Cross-cultural empathy and training the contemporary psychotherapist. Clinical Social Work
Journal, 29, 3.
Letourneau, C. (1981). Empathy and stress: How they affect parental
aggression. Journal of Social Work, 26, 383-389.
Levenson, R.W., & Ruef, A. M. (1992). Empathy: A physiological
substrate. Journal of Personality and Social Psychology, 63,
234-246.
Linn, L. S., DiMatteo, M. R., Cope, D. W., & Robbins, A. (1987).
Measuring physicians humanistic attitudes, values, and behaviours. Medical Care, 25, 504-515.
Linton, R. (1936). The study of man. New York: Appleton-CenturyCrofts.
47

Lipps, T. (1903). Einfühlung, inner Nachahmung, und Organumpfindungen [Empathy, inner imitations, and sensations]. Archiv für
die gesamte Psychologie, 2, 185-204.
Lisak, D., & Ivan, C. (1995). Deficit in intimacy and empathy in sexually aggressive men. Journal of Interpersonal Violence, 10,
296-308.
Litvack-Miller, W., MacDougall, D., & Romney, D. M. (1997). The
structure of empathy during middle childhood and its relationship to prosocial behaviour. Genetic, Social and General Psychology Monographs, 123, 303-324.
Mercer, S. W., & Reynolds, W. J. (2002). Empathy and quality of care.
British Journal of General Practice, 52, 9-13.
Miller, P. A., & Eisenberg, N. (1988). The relation of empathy to aggressive and externalizing/antisocial behaviour. Psychological
Bulletin, 103, 324-344.
Mlekov, K., & Widell, G. (2003). Hur möter vi mångfald på arbetsplatsen. [How do we encounter diversity in workplace?]. Lund:
Studentlitteratur.
Olsen, D. P. (2001). Empathetic maturity: Theory of moral point of
view in clinical relations. Advances in Nursing Science, 24, 3646.
Pastor, A. R. (2004). Differences in empathy in gender and age.
Apuntes de Psicologia, 22, 323-339.
Paulhus, D. L. (1988). Assessing self-deception and impression management in self-report: The Balanced Inventory of Desirable
Responding. (Manual available from the author at the Department of Psychology, University of British Colombia, Vancouver,
British Colombia, Canada V6T 1Y7).
Preston, S., & de Waal, F. (2002). Empathy: its ultimate and proximate
bases. Behavioral and Brain Sciences, 25, 1-72.
Rasoal, C., Eklund, J., & Hansen, E. (2009). Toward conceptualization
of ethnocultural empathy. Manuscript submitted for publication.
Reed, G. S. (1984). The Antithetical Meaning of the Term ‘‘Empathy’’
in Psychoanalytic Discourse. In: J. Lichtenberg, M. Bornstein
and D. Silver (Eds.), Empathy I (pp. 7–24). Hillsdale: The Analytic Press.
Reynolds, W. J., & Scott, B. (2002). Empathy and quality of care. British Journal of General Practice, 52, 9-13.
48

Robertson, E., Iglesias, E., Johansson, S. E., & Sundquist, J. (2003).
Migration status and limiting long-standing illness: A longitudinal study of women of childbearing age in Sweden. European
Journal of Public Health, 13, 99-104.
Robertson, E., Malmstrom, M., & Johansson, S. E. (2005). Do foreignborn women in Sweden have an increased risk of non-normal
childbirth? Acta Obstetricia et Gynecologica Scandinavica, 84,
825-832.
Ridley, C. R., & Lingle, D .W. (1996). Cultural empathy in multicultural counselling: A multidimensional process model. In P. B.
Pedersen & J. G. Draguns (Eds.). Counseling across culture. (4th
ed., pp. 21-46). Thousand Oaks, CA: Sage.
Singer, T., & Frith, C. (2005). The painful side of empathy. Nature
Neuroscience, 8, 845-846.
Squire, R. W. (1990). A model of empathic understanding and adherence to treatment regimes in practitioner-patient relationships.
Social Science and Medicine, 30, 325-339.
Spencer, J. (2004). Decline in empathy in medical education: How can
we stop the rot? Medical Education, 38, 916-918.
Statistical Central Bureau in Sweden. (2005). Befolknings statisktik
med avseende på kön, ålder, nationalitet, och dödlighet. [Resident population estimates of Sweden by sex, age, nationality, and
mortality, 1960-2005]: Retrieved October, 20060922, from,
http://www.scb.se/statistik/BE/BE0101/2006M01/be0101tab8sa
mdrag.xls
Stephan, W. G., & Finlay, K. (1999). The role of empathy in improving intergroup relation. Journal of Social Issues, 4, 729-743.
Svanberg, I., & Runblom, H. (1989). Det mångkulturella Sverige. [The
multicultural Sweden. A handbook about ethnic groups and minorities]. Stockholm: Gildlunds.
Sue, D. W., & Sue, D. (2003). Counseling the culturally diverse:
Theory and practice (4th ed.). New York: Houghton Mifflin.
Swedish National Agency for Higher Education. (2002). Studentspegel. [Studentmirror]. Stockholm: Tryck industri information AB.
Swedish Research Council. (2002). Forskningsetiska principer ionom
humanistiskt- samhällsvetenskaplig forskning. [Principles of Research Ethics in the Humanities and Social Sciences]. Retrieved
August 4th, 2009, from,
49

http://www.vr.se/download/18.7f7bb63a11eb5b697f3800012802/
forskningsetiska_principer_tf_2002.pdf.
Titchener, E. (1924). A textbook of psychology. New York Macmillan.
Toomela, A. (2003). How Should Culture be Studied? Cultural & Psychology, 9, 35-45.
Triandis, H. C. (1994). Culture and social behavior. New York.
McGraw-Hill.
Tylor, E. B. (1871). Primitive culture. (2 vols.). London: Murray.
Wang, Y. W., Bleier, J., Davidson, M., Savoy, H., Tan, J., & Yakushko, O. (2003). The scale of ethnocultural empathy. Development,
validation, and reliability. Journal of Counseling Psychology, 2,
221-234.
Wissler, C. D. (1923). Man and Culture. New York: Thomas Y. Crowell Company.
Verkuyten, M. (2002). Perceptions of ethnic discrimination by minority and majority early adolescents in the Netherlands. International Journal of Psychology, 37, 321–332.

50

