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Doctors vary widely in their at-
titudes toward the importance of 
empathy. For some physicians, em-
pathy is a holy grail. Howard Spiro 
writes that the balance of passion 
and detachment deserve as much 
discussion in medicine as such sub-
jects as “somatostatin receptors” 
and declares that “ . . . we must 
restore to medicine the passion that 
has been forced out by equanim-
ity.”1 Others may consider empathy 
a romantic notion that has been 
overblown by those who do not fix 
abdominal aortic aneurysms. Rich-
ard Landau asserts that Spiro has 
too highly prioritized empathy. He 
writes that the effective physician 

will be “ . . . sensitive, sympathetic, 
imperturbable, understanding, 
and occasionally empathetic, but 
by far the least employed of these 
traits will be empathy.”2 Medical 
schools educate a diverse group of 
individuals, whose backgrounds 
range from chemistry to English 
literature and whose future needs 
may differ greatly. How does one 
train the nebulous and at times 
controversial concept of empathy 
given the breadth and varying 
depth of individual backgrounds 
and future needs? 

Actor training provides a use-
ful technique called beat analysis 
(BA).3 Without a primary focus on 
feeling, this technique facilitates 
empathic connection nonetheless. 
There was a time when actors sen-
sationally depicted emotion through 
concentration on its representa-
tion. The modern actor, however, 
has found that empathy develops 

naturally through embodying the 
meanings and intentions of a char-
acter. In other words, if you want 
to embody frustration, just put on a 
pair of high heels and run a mile to 
miss a train. In fact, paradoxically, 
while what captivates the audience 
is passion, what generates passion 
is not a primary focus on emotion 
but rather the wholehearted pursuit 
of a concrete objective within a 
given circumstance. The modern 
acting student creates an authentic 
performance by actively pursuing 
the scripted objectives with a given 
strategy to overcome obstacles. The 
owning of the scripted character’s 
objectives by a human being (the 
actor, who cannot and should not 
disregard his own impulses and 
experiences) creates a passionate 
connection with the audience. 

The process of script analysis is 
straightforward. After reading the 
script in entirety, the actor breaks 
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it into beats, portions of script that 
focus on immediate objectives (for 
instance, swabbing a child’s throat). 
Individual beats are confronted 
with the following three questions: 
(1) What do I want? (objective), (2) 
What is in the way of my getting it? 
(obstacle), and (3) What do I do to 
get it? (variably referred to as strat-
egy or tactic). The actor’s empathy 
develops as he/she accesses his/her 
own being for answers. (“Oh yes, I 
remember my heart pounding out 
of my chest when big boys chased 
me at school. I scratched with my 
fingernails (strategy: attack). What 
strategy might my character use if 
apprehended by big cops?”) These 
same three questions can be applied 
macroscopically to scenes, acts, and 
entire plays (eg, What is Hamlet’s 
“superobjective?”)

This process naturally builds em-
pathy and requires self-reflection. 
If initially the actor finds his/her 
character’s action irrational, careful 
inspection of the script often dem-
onstrates internal reason and coher-
ence (which promotes empathy). To 
successfully embody a character, 
the actor must look into his/her own 
presumptions and values to control 
the non-beneficial projection of his/
her own habits into the character. 
However, even if the actor does not 
take this important step (of self-
reflection), the step will take him/
her. Speaking the lines and acting 
the behaviors of a foreign character 
creates discomfort, automatically 
highlighting the resonant and dis-
sonant qualities of actors and the 
script they must embody. When 
the actor actually begins to embody 
the perceptions of the character on 
stage through interacting with other 
characters, the empathic connec-
tion with his/her own character is 
further strengthened. BA helps the 
self-reflective actor to create a pas-
sionate connection with the other 
players and the audience. 

BA, the process used before play-
ing Hamlet, could easily be applied 
after clinical encounters. Actors 
give life to the skeleton of a script. 

Why not use this same technique in 
reverse, to recognize the bare bones 
of a lived doctor-patient encounter? 
The non-verbal cues of lived en-
counters will serve as additional, 
major clues not typically available 
when actors attempt to interpret 
scripts. Consider the doctor-patient 
dialogue in Table 1. A 70-year old 
man with guaiac positive stool has 
been called into the office to discuss 
the necessity of colonoscopy. In 
this situation, BA organizes one’s 
understanding of how the doctor 
successfully “persuades” (the doc-
tor’s scene strategy) the patient to 
schedule the procedure (the doctor’s 
scene objective). 

At first the doctor uses the strat-
egy of explanation of biomedical 
protocol toward the objective of 
colonoscopy. However, soon he rec-
ognizes as an obstacle the patient’s 
fear of the unknown and tries the 
strategy of exploration of patient 
values by suggesting that colonos-
copy might bring peace of mind. 
Not yet securing his objective of 
scheduling a colonoscopy, he then 
adopts a strategy of education. Fi-
nally the patient reintroduces peace 
of mind, which becomes a shared 
objective. (We will gather further 
information about the doctor’s ob-
jectives in this scene by witnessing 
further scenes). 

D: Thanks for coming in today.

P: I guess you wanted to talk to me again about 
the procedure.

D: Yes, when the stools tested positive for 
blood, we like to send people for colonoscopy 
to rule out cancer of the colon.

P: Yeah, I guess that’s how it is.

D: Perhaps getting a colonoscopy could offer 
you peace of mind.

P: Uh huh

D: What happens is you take a milkshake and 
that cleans your bowels out. Then you go in 
and they put a little line in your arm and give 
you some medicine that makes you sleepy. 
The specialist will insert a small tube into your 
colon and take pictures through it . . . (etc)

P: I guess getting checked out would give me 
peace of mind (spoken as if this idea were 
never suggested by the doctor).

D—doctor
P—patient

Table 1

Doctor-Patient Dialogue

Objective: I want to schedule colonoscopy.
Obstacle: P’s resistance to colonoscopy
Strategy: Endear

Objective: I want the doctor to look at the 
moles on my back.
Obstacle: Doc’s insistence
Strategy: Appease

Objective: I want to schedule colonoscopy.
Obstacle: P’s lack of understanding of 
biomedicine
Strategy: Explain

Objective: I want to push the doc away from 
this topic.
Obstacle: The doc’s professional training
Strategy: Stonewall

Objective: I want the P to beg for colonoscopy.
Obstacle: The P’s refusal to be commanded.
Strategy: Explore

Objective: I want the doctor to speak fondly 
of me.
Obstacle: My fear of procedure
Strategy: Acquiesce

Objective: I want to get the P scoped.
Obstacle: The P’s fear of the unknown
Strategy: Educate

Objective: I want the doc to reassure me that 
the procedure won’t be too uncomfortable.
Obstacle: The doc’s distancing authority
Strategy: Suggestion (indirect)
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As we, the doctors, are both 
acting and literally being our 
characters, we have the advantage 
over actors and the duty as helping 
professionals to reference our own 
behaviors for the answers to the 
scripts that we create over time. 
After all, the major objective of 
health care is not dramatic conflict 
(which draws audiences) but rather 
the health of the patient, which of-
ten requires the location of common 
ground. While the actor at times 
may be hindered by an overanalysis 
of other characters’ motives, the 
physician aspires to interpersonal 
sensitivity. In analyzing relation-
ship, doctors and researchers also 
have access to the co-creator of the 
interchange, the patient, who could 
be questioned both during and after 
the encounter. In fact, great insight 
into patient perspective may come 
when a doctor analyzes the patient’s 
speech and behavior for objective, 
strategy, and obstacle. The patient’s 
previously mysterious or even irri-
tating behavior may become under-
standable and even reasonable. 

Admittedly, BA takes time and is 
ambiguous. Depending on the con-
text of BA’s use in medicine, how-
ever, there are ways to largely over-
come these deficits. First, if used 
for video reviews with residents or 
medical students, for example, the 
process can be selectively applied 
to critical junctures of conversation 
rather than meticulously to entire 

dialogues. Second, as to ambiguity, 
if applied to research investigating 
doctor-patient encounters, indepen-
dent assessments of the three cate-
gories could be compared and even 
confirmed by asking the patient and 
doctor for input. Further, is it really 
a limitation if BA is ambiguous? 
For educational purposes, the am-
biguity inherent in guessing inner 
perceptions may not matter as much 
as the acculturation of the student 
into self-awareness and analysis of 
relationship dynamics. 

In fact, the most significant con-
tribution of script analysis may not 
lie in the accuracy of the physician’s 
analysis. Rather, having learned the 
technique and practiced it a few 
times, student doctors (meaning 
all of us) may develop the habit of 
looking for intentions and percep-
tions and the habit of analyzing dif-
ficult doctor-patient relationships. 
The listening to self and others 
inevitable with BA could provide 
an important avenue into devel-
oping the increasingly important 
quality of cultural humility,4 whose 
central tenets are awareness of self 
and listening to others.5 The skills 
of BA overlap with those of narra-
tive medicine,6 which emphasizes 
teaching physicians how to find 
common ground with patients 
through attention to their stories 
and naturally builds deep empathy, 
including emotive connection. BA 
could be applied widely across 

health care disciplines and should 
prove acceptable even among those 
who eschew the world of feeling. 
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