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Abstract 
Empathy is understood as dependent on knowing others’ stories. Storytelling 

is a practice that seeks to establish empathic relations by offering listeners a 

moral imagination of others’ worlds, what identities are possible in those 

worlds, and what actions are indicated by those identities. Four stories are 

discussed in which empathic relations either happen or fail. Complexities 

include respecting how stories affect others without agreeing with those 

stories, and deciding which stories to honor among different stories that 

someone may tell. 
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My argument is that storytelling enables empathy; to be empathic is to know 

someone else’s story. I will tell four stories in which empathic relations are either 

established or fail. These stories are specific to the field of narrative medicine, 

which seeks to enhance empathy in clinical relationships, but they reflect broader 

issues of narrative identity and human interaction. 

I place empathy within the more general category of moral imagination. The 

literary historian David Bromwich describes moral imagination as “the power that 

compels us to grant the largest conceivable claim to a thought, action, or person that 

is not our own, and not close to us in any obvious way” (xii). Moral imagination, on 

Bromwich’s account, does not simply make possible or provide for granting others’ 

claims, it compels. It compels toward someone who is other—whose thought and 

action are initially not understandable—seeking to make that other’s claims fully 

conceivable. Conceivable does not require agreeing with that other person or 

condoning their action. But it does mean taking seriously the claim of the other, and 

claims are made by telling stories. 

How then does narrative—including knowing stories, taking some stories 

seriously as guides to living, and affiliating with others who share appreciation for a 

common stock of stories—figure in practices of empathy and moral imagination? 

 

Knowing Others’ Stories 
 

My specific interest is empathy in healthcare practice. When the literary critic 

Anatole Broyard was terminally ill with prostate cancer, he delivered a Grand 

Rounds at the University of Chicago Medical School. Broyard said, as a gentle 

complaint: “Proust said that his doctor did not take into account the fact that he had 

read Shakespeare. That, after all, was part of his illness” (47). Here we find a 

beginning of what is known as narrative medicine (Charon 2006). The 

presupposition of narrative medicine is that optimal clinical care requires clinicians 

to know enough of the stories their patients know, both stories about those patients’ 

lives and stories about the worlds in which those lives are lived. Narrative medicine 

requires knowing how the present illness fits into a life story as an episode that 

makes sense or does not make sense in terms of what came before and had been 

expected to follow. 

Lives make sense through stories because any story, whether it is a folk tale or 

someone’s life story, has a narrative logic. A story asks listeners to enter a world 

that has distinctive relations of temporality and a particular spatial configuration. In 

the world governed by that narrative logic, certain things can happen, and other 
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kinds of things do not happen. Certain actions are possible and impossible, and 

possible actions lead to expected outcomes. Perhaps less remarked on but 

significantly, a narrative logic establishes what is worth taking seriously about 

oneself and one’s actions—stories teach relevance in life. In a particular narrative 

logic, something is worth paying some price for, taking risks, incurring other sorts 

of losses. In any story, characters are serious about certain things—making 

marriages, performing acts of kindness, seeking revenge, escaping spells that have 

trapped them in alien forms, or carrying out seemingly impossible tasks. 

Seriousness and possibility are thus set by a narrative logic. Folk tales are often 

about the possibility of the seemingly impossible. People’s own life stories more 

often reassert the inevitable limits of their horizon of possibilities; their narrative 

logic implies what is not for them as a possibility. 

Returning to Proust, if a practitioner of narrative medicine had treated him, 

simply knowing that Proust had read Shakespeare would only be a beginning. The 

clinician would have to ask which plays were his favorites, and what moved him in 

those plays? Which characters did Proust identify with, and at what moments in the 

play’s plot did Proust most feel for that character? Did Proust engage in a kind of 

fan fiction, imaginatively revising Shakespearean stories to explore alternative 

possibilities of what-if plots? By exploring these questions and others, one person 

can learn about another’s narrative logic of life expectations: what stories in that 

person’s life have created her or his hopes and fears; what actions are believed to 

have what efficacy; and perhaps most important, what that person is serious about. 

Empathy begins in knowing what counts as Shakespeare in some other 

person’s life. Specifically, what stories does this person know, and how are these 

stories understood? What force do these stories have to indicate actions? In what 

interpretive communities—families, faiths, tribes, or nation states—are they shared 

and acted upon in various ways? Empathy requires being close enough, and 

sufficiently trusted, to be told some person’s stories. Making sense of those stories 

requires knowing enough like-stories. Stories do not stand alone; any one story 

makes sense only within a corpus of stories like that one, and interpretive 

communities are constituted by a shared sense of which stories are like which other 

stories, understood in similar ways. 

 

Narrative Identity 
 

Empathy, or its absence, knows others as narrative identities. The philosopher 

Hilde Lindemann describes how personal identities are “narratively constituted” 
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(Lindemann, Holding 4). Narrative identities “consist of tissues of stories and 

fragments of stories, generated from both first-and third-person perspectives, that 

cluster around what we take to be our own and others’ most important acts, 

experiences, characteristics, roles, relationships, and commitments: these stories 

display the various facets of who the person is” (4). This collection of identity-

constituting stories changes; some stories “fall out of the narrative tissue, to be 

replaced by newer stories that capture what is important about the self as it is now” 

(16). 

Children do not choose either the stories they are told or the stories they see 

enacted in family life around them. Those initial non-choices have formative effects 

on their degree of choice in adult life. The philosopher Alasdair MacIntyre provides 

one of the first and still clearest expressions of this idea: “We enter human 

society . . . with one or more imputed characters—roles into which we have been 

drafted—and we have to learn what they are in order to be able to understand how 

others respond to us and how our responses to them are apt to be construed” (216). 

Children learn their own imputed characters. They learn the roles into which they 

are drafted by learning stories in which characters are first drafted into roles and 

then variously resist these roles, or succumb to their demands, or learn to improvise 

on the assigned roles, enlarging their possibilities. 

On this view of narrative identity, to understand a person requires 

understanding the stories that support her or his sense of rightness about living as a 

certain character, within a narrative tissue of more or less consciously remembered 

stories. Empathy begins in knowing those stories and how they constitute that 

person’s identity. Knowing someone’s stories precipitates perceiving them 

differently. Their claims may not be more likable or more honorable, but they make 

more sense and thus require a different response. Empathy thus depends less on 

some intra-psychic will—a moral resolution to be empathic—and more on habitual 

ways of interacting with others. 

From the sociologist Erving Goffman through philosophers including 

MacIntyre and Lindemann, an understanding has developed that identity is a 

collaborative, relational project, a work that people do together. In Goffman’s 

formulation, that work has two complementary components. Both components 

depend on understanding identity as a claim to be treated a certain way by other 

people, and such claims must be supportable. On one side of any interaction, people 

have a normative obligation to present themselves as identities, the claims of which 

they can defend. I must be what I claim to be. Reciprocally, people have an 

obligation to protect each other’s identity claims. Others tactfully ignore moments 
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when I slip in sustaining my claimed identity. The limit of one person’s protective 

orientation—how far to go in protecting the other—depends on the other person’s 

defensive orientation; someone cannot be protected if they make indefensible 

identity claims. Identities are always vulnerable and fragile, and in different 

situations thresholds vary for when defenses break down and when protection is 

abandoned. 

Expanding Goffman’s functional account, and making empathy relevant, 

Lindemann introduces the useful terms holding and letting go in her book of the 

same title. People practicing Goffman’s protective orientation hold the other in an 

identity that has some moral value. They treat that other according to the other’s 

identity claims, validating those claims as moral entitlements. But lives change, and 

a time eventually comes when it is appropriate to let go, either of one’s own 

previous identity or the identity in which another person has been held. Parents 

need to let go of their children’s identities as children; they have to narrate those 

former children as new characters in new stories. Eventually, children may have to 

let go of the identities in which they have held their parents. Lindemann is 

especially concerned with the complex problem of the extent to which adult 

children should let go of elderly parents who are suffering from dementia. Are these 

people best treated as having effectively become someone else—in particular, 

someone who no longer holds preferences that the previous person durably 

maintained? 

Stories hold people in certain identities; they describe those people as 

characters who act according to that identity. Empathy depends on stories, but 

Lindemann, in Damaged Identities, Narrative Repair, has also explored how stories 

can sustain damaging identities. People can be held well in empathic relations, or 

held badly as damaged identities, or not held at all, simply off the radar. In all these 

moments and movements, empathy, or its absence, is narrative work. 

I now narrow the topic by asking how this empathic narrative work proceeds 

in stories about illness. Being ill is a contested identity. How I felt twenty-five years 

ago, when I undertook writing a memoir of my own1 illnesses came back to me 

recently when I read an account by the British farmer and author James Rebanks. 

Rebanks tells why he needed to write about the way of life that he, his family, and 

his neighbors live on their farms set among the fells of the Lake District. Rebanks’s 

teachers at school regarded rural life on the farms as something to be gotten away 

from; they assumed that movement out was upward and good. In the books that 

these teachers assign, the Lake District is a wilderness first “discovered” by 

                                                 
1 Arthur W. Frank, At the Will of the Body. 
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Romantic poets. Rebanks knows his family’s ancestors were already there, working 

their farms. “How come the story of our landscape wasn’t about us?” (xvi), he asks. 

That was the question I asked with respect to my illnesses as recorded in medical 

charts: how come I figured in those narratives only as a body that was more or less 

compliant with and responsive to treatment? Why wasn’t the story about me? 

Rebanks realizes what I realized in a different time and place: sometimes empathy 

has to be claimed through the self-conscious work of making one’s own story 

knowable. Other people’s empathy—their moral imagination—does not occur on its 

own. 

The following section tells four stories about empathic storytelling and its 

complications, including when it misfires. These stories allow us to explore 

different tensions of empathic relations that Lindemann has made visible: how does 

holding someone in a certain identity depend on empathy, how does empathy 

depend on knowing that person’s significant stories, and when does empathy 

indicate letting someone go? 

 

Variations of Empathic Relations 
 

Empathy and Holding Well 
 

First, what does empathy look like in its fullest relational practice? Possibly 

the best ethnographic descriptions are offered by the anthropologist Cheryl 

Mattingly. Mattingly’s early work defines a healing drama as “the configuring of 

therapeutic time into acted narratives” (Mattingly, Paradox 19). Her observations, 

primarily of clinical interactions involving families of very sick children, emphasize 

that parents live their child’s illness as a story that is being revised in each clinical 

encounter (155). The ill child’s parent “is very much embedded in a narrative she 

has constructed about who [the child’s physician] is and what kind of relationship 

she has been able to cultivate with him” (150). Clinical interaction is narrative work 

for all concerned. 

One of Mattingly’s clinical tales shows how the patient/child is embedded in a 

narrative he or she has borrowed and adapted, and the healing drama consists of the 

physician recognizing and entering into that narrative. Willy is a five-year-old who 

spends his childhood having reconstructive facial surgeries following a household 

accident.2  His treatment includes the requirement to wear a fitted mask that 

                                                 
2 See Mattingly, The Paradox of Hope (181-85). I retell Willy’s story at greater length and 

with a somewhat different emphasis in The Wounded Storyteller (197-201). 
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minimizes scarring between surgeries. Getting Willy to wear the mask was a family 

conflict until an occupational therapist told Willy that while wearing it, he looked 

like Batman. That was a first healing drama. In this instance, the therapist offered 

Willy a viable narrative to make livable a situation that for him was chaotic in its 

absence of narrative order. 

Willy goes through a series of identifications with masked heroes, settling 

finally on Buzz Lightyear, the spaceman hero in the Toy Story films. Buzz wears a 

helmet with a visor, because he suspects that earth air may be toxic. Willy needs to 

wear his mask to protect him from earth air. In Lindemann’s language, Willy adapts 

the Buzz story into a central fragment in the tissue of stories that make up what 

Willy takes to be his own experiences and actions. Like any narrative identity, this 

one requires the collaboration of others, and here the physician enters, literally. 

Mattingly describes Willy and his mother sitting in a hospital waiting area that is 

beside a corridor. A physician who treats Willy, but is not seeing him that day, 

happens to pass by. “To infinity and beyond!” he calls to Willy. “Willy and Sasha 

[his mother] both laugh,” Mattingly reports, “for this is quintessential ‘Buzz-

speak’” (182). 

The passing physician holds Willy in the identity that at that time was his 

most viable option for holding his own in a world that has dealt harshly with him.3 

In Goffman’s terms, Willy discovers and then claims a defensible identity in his 

identification with Buzz Lightyear, and the passing physician proactively protects 

that identity. Buzz Lightyear is Willy’s version of what Shakespeare is to Proust. 

Willy’s good luck is to have found a physician who knows how important this story 

is to him, and who creates a brief but effective healing drama by casting himself as 

a participant in this drama. 

Empathy here is not the doctor imagining Willy’s suffering. The practice of 

empathy consists of knowing what story holds Willy and engaging in a narrative 

practice—the hallway greeting—that establishes that story as having a place in the 

clinic as part of who both Willy and his doctor are. 

 

Risky Holding and Empathic Letting Go 
 

Near the end of his memoir of disability, the novelist, playwright, and poet 

Reynolds Price offers the following direct advice to people who have recently 

suffered a life-changing injury resulting in permanent disability: 

                                                 
3 Holding one’s own is an important aspect of storytelling and identity for me; see Letting 

Stories Breathe (77ff) and “Selves, Holding Their Own with Illness.” 
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Your mate, your children, your friends at work—anyone who knew 

or loved you in your old life—will be hard at work in the fierce 

endeavor to revive your old self, the self they recall with love or 

respect. Their motives are frequently admirable, and at times that 

effort counts for a lot . . . but again their care is often a brake on the 

way you must go. At the crucial juncture, when you turn toward the 

future, they’ll have little help to offer; and it’s no fault of theirs (they 

were trained like you, in inertia). (183) 

 
In Lindemann’s terms, Price is arguing that recently disabled people may need to let 

go of people who will not help, or perhaps allow them to let go of the pre-disability 

identity that those others valued. In Goffman’s terms, these others persist in 

protecting an identity that the disabled person can no longer defend. 

At what Price calls critical junctures in life, holding people in what has been 

their identity becomes risky. It risks blocking what Price calls “the way you must 

go,” the new identity that is defensible in new circumstances. Many narratives of 

critical and chronic illness end with the return of the person who has been ill to a 

health that they find more tenuous than those around them are able or willing to 

acknowledge. At the critical juncture of remission or recovery, family and friends 

assert that the ill person needs to let go of the identity formed during illness and 

take up a version of identity before illness—but both tasks are impossible. An 

illness identity is not cast off like some no longer fitting or fashionable piece of 

clothing, and the previous identity no longer fits, either. Evan Handler’s memoir of 

treatment for leukemia provides one of the most detailed and poignant accounts of 

this juncture and its dilemmas. 

Few illness memoirs are love stories, but Handler’s is. He had recently begun 

a serious relationship when he was diagnosed, and his girlfriend Jackie is a crucial 

support to him throughout his treatment. To make a book-length story short, at the 

end of the memoir, when Handler is finally in stable remission, Evan and Jackie 

break up. The details of that breakup are less important than the rightness of it. In 

the conventional plot of innumerable folk tales and novels, hero and heroine go 

through multiple trials and the story ends with a wedding. What they have suffered 

together is understood to be the foundation of their future happiness, and that 

happiness redeems the suffering. This plot is so ingrained in our thinking about how 

life should be that as we read Handler’s memoir, we will Evan and Jackie to end up 
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together. Price and Handler both tell us, in different ways, how life is complicated, 

and Lindemann provides a good vocabulary to understand this complication. 

Evan and Jackie have spent years in a relationship based on his dependence on 

her, and her subordination of her needs to his. They are at risk of a complicated 

form of the bad holding that Price cautions against. Evan needs people who can let 

go of who he was before cancer and its treatment so radically altered his body. 

Jackie needs a relationship based on a foundation that critical illness does not 

prepare for—and Evan needs that too. In their shared history, each is too embedded 

in a story that the other needs to let go of. Empathy consists in each letting the other 

go, sad as that is, because only alone can the other develop his and her next viable 

identity. Their story is my model of empathic letting go. 

 

Bad Holding and Unhearable Stories 
 

My third variation attempts to understand a story about a hospital staff retreat 

at which I spoke many years ago. The event involved lecture presentations on issues 

broadly described as cultural sensitivity, focusing on how patients’ race and religion 

affected their care. One of my fellow speakers was a prominent African-American 

bioethicist. Her speech centered on retelling the medical-research scandal in the 

Tuskegee Syphilis Study, in which African-American men who were being 

followed to study the progression of syphilis were not offered treatment with 

penicillin, when that becomes the standard of care in the 1940s. The US National 

Institutes of Health privileged scientific interest in continued observation over 

protection of human research subjects, and the study became perhaps the most 

frequently cited instance of abuse requiring ethical regulation of medical research. 

My colleague talked about how knowledge of some variant of the Tuskegee 

story affected African-Americans’ attitude toward healthcare generally and 

hospitals specifically. Her point was that every African-American took with them a 

version of this story when entering a hospital. That people’s versions were often 

considerably distorted in no way weakened how that story affected their attitudes 

and perception. In MacIntyre’s terms quoted earlier, the Tuskegee story generated 

African-American patients’ expectations for “how others respond to us and how our 

responses to them are apt to be construed” (216). The story set out the roles into 

which these patients feared they were drafted. In Broyard/Proust terms, Tuskegee 

was their Shakespeare. To care for those patients, healthcare workers needed to 

know how the Tuskegee story provided a plot template for their experiences. The 

ethicist appealed to her audience to recognize the power of the Tuskegee story and 
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find ways to interrupt it, showing African-American patients that Tuskegee was not 

the relevant plot within which to act and interpret others’ actions. 

A year or so after that hospital retreat, I saw this colleague at a bioethics 

meeting. She asked me if I had received my evaluations of my talk that day. She 

then told me her evaluations had been low; she emphasized really low. I was 

surprised and assumed a very sincere protective orientation, assuring her that her 

speech had been excellent. That was not just tact on my part. The question is why 

so many of the healthcare workers took apparently strong exception to what she had 

said, and that raises an important point about limits to empathy. 

Here I engage in mind-reading, telling a story that imputes a character to those 

health-care workers. I believe my account is plausible because throughout my entire 

career, I have heard healthcare workers respond to criticisms of their work and their 

institutions. One frequent account for an imputed failing is that because whatever 

happened in the past has now been corrected, the story of that failing is retroactively 

wrong. Thus, in this interpretive dismissal, the story’s criticism is not simply 

outdated; somehow, it was always invalid because it is now corrected. I have heard 

that logic of retroactive accountability repeated in multiple contexts for almost half 

a century. 

Thus, my mind-reading hypothesis is that the healthcare workers applied a 

similar logic of accountability to what they heard. In this logic, whatever happened 

in the Tuskegee study had since been corrected by legislation and policies; we now 

have ethics standards and committees. Therefore, to continue to tell this story and 

imply it has any relevance to their work, in their hospital now, is simply a mistake. 

Patients who carry around Tuskegee are infected with a bad story. 

Some groups find the stories told within other groups to be simply unhearable. 

They cannot credit the story as guiding others. According to this logic of response, 

because the story is a mistake that becomes an impediment, empathy based on the 

story would perpetuate that mistake. This rejection of empathy reflects a narrative 

deficit. Specifically, those who reject someone else’s story do not know enough 

like-stories, stories that support the generalizable force of the story in question, 

because the like-stories tell the same kind of thing happening in the same kind of 

way. The most extreme like-stories to Tuskegee are lynching stories. The American 

journalist Bill Moyers, responding to recent horrific executions carried out in the 

Middle East, writes about similar horrors in the American South not so long ago. 

Between 1882 and 1968, reported lynchings totaled 4,743; many were public 

festivals of prolonged torture, with police standing by. One of the comments on 
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Moyers’s blog writes that these stories are “well-known to every African-

American.” 

Like-stories predispose which present stories are taken seriously as guides to 

understanding the world and acting in it. Persons who do not share the same like-

stories can readily dismiss the relevance of a present story. Identities based on a 

narrative tissue of which the story and its like-stories are part make no sense to 

these others. People who take such a story seriously are considered tiresome at best 

and dangerously obstructive at worst. Just as humans take very seriously those 

stories that we do take seriously, we devalue with equal seriousness the stories we 

consider wrong. 

Here my argument turns. The moral division I have implied between the 

empathic and non-empathic is, unfortunately, too neat. Life is complicated, and one 

complication of empathy is that some stories are well-judged to be wrong. 

Lindemann’s earlier writing focuses on stories that damage the identities of specific 

groups, namely racist stories. Returning to Bromwich’s understanding of moral 

imagination quoted earlier, “grant[ing] the largest conceivable claim to a thought, 

action, or person that is not our own” (xii) does not mean accepting every story as 

an equally valid basis of action. 

The people who committed the lynchings that Moyers recalls had stories that 

guided them, and the physician-researchers who persisted in the Tuskegee 

experiments were guided by a powerful narrative of medical progress. How, then, 

do we tread the fine line between respecting that people’s stories are the tissue of 

their identities and guides to their actions, while also recognizing that some stories 

can be destructively wrong? 

Bromwich’s point is that, while some actions deserve condemnation, we who 

condemn need to be less certain about our own identity standpoint from which we 

judge. 4  The healthcare workers who disliked hearing about the continuing 

relevance of Tuskegee stories seem to have been far too certain of their own 

identity as working at a distance from past mistakes. Empathy based on narrative is 

not a relativism in which all stories are equally valid as moral guides. But empathy 

does call for recognizing why a particular story would be necessary to some people 

at a particular moment in their history—even, or especially, when those people did 

terrible things. People who treat others’ stories as unhearable in order to hold 

themselves in their identity—often an identity of self-righteousness—give up on 

                                                 
4 “The force of the idea of moral imagination is to deny that we can ever know ourselves 

sufficiently to settle on a named identity that prescribes our conduct or affiliations” (Bromwich 
xii). 
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empathy, and that cost is dangerous. Other people’s stories may be wrong, but 

forcing ourselves to hear them can bring us out of the complacency of certainty that 

our own named identity is incapable of such things. Giving up that certainty is an 

empathic practice. 

 

Empathy for Whom, and Which Story? 
 

The final complication of empathy is the one of greatest concern to 

Lindemann. In Holding and Letting Go, she tells a fictional story about a man she 

calls Edmund. Edmund is elderly and lives alone with his cat, Tosca. He has a 

younger friend, Charlie, whom he has designated as the proxy decision maker in the 

event that Edmund cannot make decisions concerning his own medical care. 

Edmund then suffers a series of heart attacks that leave him on ventilator support, 

sedated into unconsciousness. Charlie supports the values and wishes that were 

clearly expressed by the person whom Lindemann now calls Edmund/Tosca, the 

man who lived in good health with his cat. According to those wishes, Edmund 

should be taken off the ventilator and allowed to die. The attending physician wants 

to continue ventilator support. He asserts that Edmund/Patient would not 

necessarily maintain those values now, supporting this argument with reference to 

vague stories of past patients who have been grateful to have their previous wishes 

overridden by changed circumstances. 

Is Charlie refusing to let go of Edmund/Tosca, and not allowing 

Edmund/Patient to go the way he must go? Is his assertion of Edmund’s former 

preference not to be sustained on a ventilator an instance of bad holding, as the 

physician asserts? Or is the physician wrong to assimilate Edmund to a general 

category of patients whose desire the physician claims to be able to know, based on 

the stories that constitute his experience? In the best of all worlds, Edmund could 

speak for himself, and there is an option of withdrawing sedation, waking Edmund 

and asking him. That will happen at considerable cost to Edmund, but it is what 

happens. Edmund dies soon after sedation is withdrawn. The generalized dilemma 

remains. Lindemann tells like-stories of adult children having to make decisions 

about their parents who suffer from dementia. Whose expressions of preference 

count most: the person who expressed him or herself before dementia, or the person 

now living with dementia? 

Here we reach a sort of reversal of Broyard’s restatement of Proust. When is it 

important to know another person as someone who no longer considers relevant the 

narratives that guided his or her life as it was, because the present person no longer 
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lives that life? In the case of dementia care, that question can be further complicated 

by the patient’s inability to express new stories. Price, finding himself radically 

disabled after cancer treatment, is able to tell new stories as his way to move toward 

a next viable identity. People with dementia do tell stories (Hydén and Antelius; 

Killick and Craig), and these stories should be a basis of empathic care, but these 

stories often have limited value as guides to specific treatment decisions, like the 

immediate decision Charlie has to make as health proxy for Edmund. 

These complications of whom to have empathy for—whose stories are 

relevant in knowing the person before me—are real, and they admit no resolution. 

The obvious recommendation to keep the storytelling open—unfinalized—is not 

much help to caregivers who have to make immediate treatment decisions. My own 

feeling—and it is a feeling, not an analytic conclusion—is that whatever decision is 

made about Edmund’s care, the story is now Charlie’s, in the sense that Charlie has 

to live with what part he plays in what happens. Edmund’s physician is not 

necessarily wrong in the treatment he recommends for Edmund, but I believe he is 

wrong in minimizing his responsibility to care for the story that Charlie is unfolding 

and how Charlie will have to live with that story. The physician assumes that the 

stories that form his own professional identity trump anyone else’s stories. 

 

Conclusion: Practicing Empathy 
 

I began this article by situating the need for empathic practice within a more 

general need for moral imagination, citing Bromwich’s statement of what that is. 

Bromwich follows that statement with the example of two ways of understanding 

the theologian Reinhold Niebuhr. Some people think Niebuhr is saying: “There’s 

evil out there in the world, and we must act accordingly with a practical sense of the 

limits of our ability to correct it” (xv). If we substitute illness for evil, this is how 

many physicians would describe their world and their work. It is the attitude from 

which they hear their patients’ stories and tell stories about these patients. 

Bromwich argues this understanding is mistaken. Asserting the importance of 

a subtle difference, he understands Niebuhr’s message to be: “we harbor in 

ourselves both good and evil, just as other people do” (xv). That is the empathic 

attitude from which to hear other people’s stories. This attitude undercuts the stance 

of narrator/interpreter who already knows which stories count, which are simply 

wrong, and where a presently unfinished story is invariably headed. It allows 

openness to granting “the largest conceivable claim to a thought, action, or person 

that is not our own, and not close to us in any conceivable way” (xii). 
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The empathic healthcare professional should not ask: how do I narrate this 

patient’s story as I have been taught to tell clinical narratives, because that telling 

offers the best imagination of that patient within the limits of medical power to help 

them. Rather, they should ask: out of the tissue of narratives that constitute the 

identity of the patient before me, what story will that patient tell about present 

events, and can I tolerate how I appear as a character in that story? Can I recognize 

myself in that version of my life? 

Empathy is a form of moral imagination, but an empathic relation is not 

imagining how other people feel. Rather, empathy depends on the patient work of 

learning the stories that others tell about themselves and their world. Empathy is 

respecting how those stories lead that other person to act and why that action makes 

sense to someone who lives with those stories. And then, based on that knowledge, 

empathy includes imagining oneself as a character in that other person’s story, 

seeing that character’s actions within the narrative logic of that story. 
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