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Autobiographical Memory Sharing: A Tool for Increasing Empathy

Empathy is a phenomenon evident in everyday life as people ‘feel for’ each other’s difficulties. Due to its value in promoting pro-social human interaction, empathy is considered a human virtue. It is more basically a cognitive-emotional process. Understanding the nature of empathy, and when it is likely to be elicited, has wide-reaching applications for formal and informal care-giving for elders and people of all ages. Particularly considering the prevalence of chronic pain in an aging population, an understanding of how age affects empathy is needed. 

One area in which empathy has been theorized about, but little investigated, is that of autobiographical memory. Autobiographical memory (AM) may be one of the necessary human capacities that allow empathy. That is, lacking any precise or objective way to gauge how another person is experiencing pain or distress, autobiographical memories of one’s own similar or relevant experiences provide a basis to judge how a situation may feel to another individual. Theoretical work suggests that empathy elicitation is one of the social functions served by AM (Alea & Bluck, 2003; Conway, 1996), but few empirical studies have investigated this claim (for one study, see Pohl, Bender, & Lachmann, 2005). 

To examine this idea, the current study assesses whether individuals feel increased empathy for people they perceive are in chronic pain when they share their own pain memory. The study particularly examines whether individuals feel less empathy for older adults in chronic pain in comparison to younger adults in the same amount of pain, and whether such differences persist even after sharing a personal pain-related AM. It is expected that individuals may feel less empathy for older adults as a result of the popular, though potentially ageist view that it is normative for older adults to experience chronic pain. 

Conceptualization of Empathy


The English word empathy is a translation of its German equivalent, ‘Einfühlung,’ which literally means ‘feeling into’ (Hoffman, 1984). But what does the process of ‘feeling into’ the cognitive and emotional landscape of another entail? Currently, although debated across the subdisciplines of psychology, the theory of empathy as a cognitive-emotional process is the most inclusive. This view is based on the assumption that empathy relies on the interplay between cognitive and affective components (Davis, 1983), thereby combining views of researchers who focus on empathy as either a solely cognitive or solely emotional process. A closer inspection of these earlier views illustrates how the current cognitive-emotional view of empathy developed.


The cognitive perspective of empathy can be traced to Kant (1788/1949) who proposed that emotion plays little role in the formation of moral principles and behaviors affected by these principles. He believed the development of moral principles to be influenced only by rational processes. Carl Rogers added to the cognitive conception of empathy through his definition, “to perceive the internal frame of reference of another person with accuracy and with emotional components and meanings which pertain thereto as if one were the person, but without losing the as if condition” (Rogers, 1959, p. 210). This definition highlights the perspective-taking that is viewed as fundamental to a cognitive view of empathy. 


Contrary to the cognitive view, original conceptions of empathy as an affective process suggest it involves sharing the emotional experience of another (Hume, 1777/1966). Keefe (1976) argued that empathy may have cognitive components but also involves the capacity for emotional response. One must intend to respond with compassion to the distress of another person. This view of empathy stresses the ability to affectively experience the state another is in as opposed to only taking the other’s perspective.


The integration of the cognitive and affective views of empathy is a more recent trend. Although researchers investigating empathy have created their own idiosyncratic definitions, many psychologists (e.g. Eisenberg, 2000; Ickes, 2003) consider the following components fundamental (Decety & Jackson, 2004): (a) an affective response to another person; (b) the cognitive ability to take the perspective of the other person; (c) a regulatory mechanism to monitor the roots of self- and other-feelings. While this definition is reasonable, it does not explain how one individual is able to take another’s perspective or share their affective experience. Ickes (1997, p. 2) illuminates the necessary mechanisms for experiencing empathy, stating it is a “complex psychological inference in which observation, memory, knowledge, and reasoning are combined to yield insights into the thoughts and feelings of others.” Note that this definition identifies a link between empathy and AM by identifying memory as one crucial mechanisms that creates empathy. 

Research by Robinson and Swanson (1990) suggests more specifically how memory may operate in the process of experiencing empathy. They suggest that people convert their experiences into easy to recall representations that are used to help make predictions about the world, including how others may feel. Thus, symbolically representing past experience in memory allows individuals to infer and predict others’ feeling states. When another individual is perceived as in distress or pain, representations of one’s own pain experiences may be brought to mind, and empathy may be triggered. In sum, empathy is best conceptualized as a cognitive-emotional process. Elicitation of empathy relies, among other things, on using one’s personal memory to form inferences about what others may be experiencing. 

Measurement of Empathy


Researchers who design instruments to assess empathy must account for the multidimensional nature of the construct while considering practical methodological issues. Most studies of empathy currently use validated self-report inventories (Stepien & Baernstein, 2006). One limitation in measuring empathy is the low reliability and validity of empathy measures, which are likely impacted by the social desirability bias (Langevin et al., 1999). Davis’ Interpersonal Reactivity Index appears, however, to be the most commonly used and accepted scale in the literature. The four subscales include (a) Perspective-taking, (b) Empathic Concern, (c) Empathy Fantasy, and (d) Personal Distress. Studies show this scale has a high test-retest reliability (r = .62 to .71), good external validity, and reasonable internal consistency (Cronbach’s α = .56 to 0.75; Lamsfuss, Silbereisen, & Böhnke, 1990). Due to its self-report nature, we suggest that, used in combination with a measure of social desirability, this appears to be a reasonable multi-dimensional measure of empathy. 


Some consensus has been reached concerning the conceptualization of empathy, and several measurement approaches have been fruitfully employed in the literature. The conditions under which a person is likely to feel empathy, however, have been investigated less commonly. Particularly, the role of AM sharing in increasing empathy has not been investigated. Autobiographical memory researchers have theorized that memory sharing may increase feelings of empathy in people who are responding to others in pain or distress. A brief review of the functional approach to AM elaborates how this might operate. 

The Social Function of Autobiographical Memory


Traditionally, work on AM has centered on memory accuracy and performance. Alternatively, the functional approach to AM (Bluck & Alea, 2002; Neisser, 1978; Pillemer, 1992) focuses on what individuals use autobiographical memory for in everyday life, that is, what functions it serves (Bruce, 1989; Neisser, 1978). Based on previous theory, Bluck and Alea (2002) have categorized the functions of AM into three broad areas including a self, directive and social function (Cohen, 1998). While previous research has examined the self function (Bluck & Alea, in press) and the directive function (Bluck & Glück, 2004), the current study, with empathy as its central construct, focuses on the social function. A recent conceptual model of the social functions of AM, while not exhaustive (Alea & Bluck, 2003), delineates some of the factors that might affect when AM is likely to serve social functions. 

According to Alea and Bluck’s model (2003), personally meaningful autobiographical memories (Bluck & Habermas, 2001; Conway, 1996) can be seen as serving three important social functions: (a) the development and maintenance of intimacy in relationships, (b) teaching and informing others, and (c) eliciting and expressing empathy. The elicitation of empathy refers specifically to the idea that the process of sharing autobiographical memories may elicit an empathic response if the speaker’s memory engages the listener, and the listener responds with an AM that relates to the experience of the speaker (Pillemer 1992). 


The model proposes that several factors can influence how well social functions of AM are served in a given memory sharing situation. For example, the degree to which social functions of AM (e.g., empathy) are served can depend on factors such as characteristics of both the speaker and the listener (e.g., age, gender, personality). The current study attempts to fill a void in the literature by empirically assessing whether AM sharing results in greater empathy towards a person who is perceived to be in chronic pain. Based on the conceptual model just described, the age of the target person in pain will be varied to assess whether AM serves an empathy function differentially when the target person is perceived to be an older versus a younger adult suffering from chronic pain.

Eliciting Empathy for Individuals in Chronic Pain

Chronic pain is an issue that affects between 5 and 7 percent of the general population. Although many people assume pain is tied to physiological damage, chronic pain can be the result of multiple factors that are physical, psychological, social, and cultural (Frischenschlager & Pucher, 2002). The uniqueness of the causes of pain across individuals partially explains why an individual’s experience of pain is difficult to objectively measure. The current methods of assessing pain in the medical and helping professions rely on verbal descriptions from the patient, the patient’s nonverbal expressions, and subjective assessments from caregivers (Frischenschlager & Pucher, 2002). When medical professionals question caregivers about the pain they believe the patient is in, empathic caregivers are more likely to characterize the nature of the patient’s pain accurately (Strayer & Roberts, 1989). Empathy opens the door for effective communication between patient and caregiver by coordinating their thoughts and feelings thereby promoting increased exchange of information (Goldstein & Michaels, 1986). 

Aside from improving dyadic communication, empathy can provide a powerful motivator for the caregiver to deliver the best care possible. According to a recent model of care-giving by Schultz et al. (2007), the recognition of patient suffering, which depends in large part on empathy, is essential for the development of compassion for the patient or a loved one. Implicit in the definition of compassion is a motivational component. As well as feeling concern and distress that someone of value to the caregiver is suffering, when feeling compassion the caregiver will also feel a strong motivation to relieve that person’s suffering. Thus, empathy leads to compassion, which motivates actions to relieve the suffering of the other. 

Empathy can be used to promote communication between caregivers and those in pain, and increase the likelihood that those people receive the best care possible to relieve suffering. As such, the conditions under which empathy can be increased are an important research focus. If AM can be used to increase empathy, this technique could be employed in the training curriculum for medical and helping professions as well as in community outreach programs to enhance communications between patients, and formal and informal care providers. 

Old and In Pain


People may be less likely to empathize with another if they focus on the person not simply as a person but as an old person. This is especially relevant considering that the presence of acute and chronic pain is more common in older people.  Many older adults in chronic pain face the ageist view that pain is a normative aspect of ageing (Gagliese & Melzack, 1997). Existing work has shown that medical professional often ascribe symptoms reported by older people to their age rather than to the condition causing the symptoms, which may be treatable (Lasser et al., 1998). This error may lead family members, caregivers, and professionals to accept pain occurring among older people that would be unacceptable in younger people and to show less empathy, and potentially take less action, as a result. Understanding whether empathy is based partially on age has clear implications in medical and care-giving settings where professionals deal constantly with older adults in pain.

The Current Study: Hypotheses


The current study investigates the role of autobiographical memory sharing in increasing empathy toward young and older people in chronic pain. Measures assess participants’ empathy levels after reading a standard narrative written by a person in chronic pain (pretest) and then again (posttest) after assignment to one of two conditions. Conditions involve either sharing an AM of having themselves been in pain (self-memory rehearsal) or, in the control condition, thinking aloud about the person in pain by recalling as much of the pain narrative as possible (other-memory rehearsal). Perceived age (25 years old, 85 years old) of the narrative’s author is varied systematically across these conditions. The hypotheses are as follows:  (1) Pretest ratings of empathy will be higher in participants who believe that the pain narrative was written by a 25 year old than those who believe it was written by an 85 year old. (2) If differences in empathy are found at pretest, such that participants feel greater empathy for the young narrator than the old narrator, differences are expected to disappear at the posttest in the self-memory rehearsal condition but not in the other-memory rehearsal condition. (3) Regardless of Narrator’s Age condition, participants in the self-memory rehearsal condition will show a significant increase in empathy from pretest to posttest compared to participants in the comparison condition (other-memory rehearsal).
Method

Design


This study is a 2 Memory Rehearsal Type (self-memory rehearsal, other-memory rehearsal) X 2 Narrator’s Age (25 years old, 85 years old) X 2 Participant Gender (male, female) repeated measures design. Memory Rehearsal Type, Narrator’s Age, and Participant Gender are between subjects variables. Time (pretest, posttest) is a within subject, repeated measures variable. The completion of this study required the development of an ecologically valid (Neisser, 1986) pain narrative. 

Pain Narrative Development 


The pain narrative used for this study was developed with concern for validity. A review of the pain literature suggested that there are three components considered fundamental in the assessment of chronic pain, including pain severity, interference with life, and negative mood (De Raedt et al., 2002; Melzack, & Katz, 2001). These components are commonly measured using the West Haven-Yale Multidimensional Pain Inventory (Kerns, Turk, & Rudy, 1985). 
The initial draft of the pain narrative was created by combining several journal entries of a woman in chronic pain to describe a typical morning. This draft was then modified to clearly encompass the three dimensions of chronic pain as revealed by a review of the pain literature. The goal was to create an ecologically valid account of how a person suffering from chronic pain might tell about a day in which he or she experienced a moderate level of pain. The final draft was two pages long and was put into a booklet with a cover page giving the age of the fictitious narrator without revealing the narrator’s gender or ethnicity. The cover page and the narrative both make reference to the age of the narrator so that the participant believes that either a 25 year old or 85 year old person wrote the narrative. 

Participants


The participants in this study (N = 80) were undergraduate students solicited from the Psychology Subject Pool. Each participant received course credit as compensation for participation. Ten pilot study participants completed the protocol before official data collection began. Participants were randomly assigned to one of two Memory Rehearsal Type conditions that were balanced by gender. Participants ranged from 18-25 years old (M = 19.28). The breakdown of ethnicities included 57.7% Caucasian, 15.4% Hispanic, 12.8% African American, 7.7% Asian/Pacific Islander, and 6.4% “other”.


To ensure that the participants had previous experience with pain and could thereby share an autobiographical memory, the Personal Pain History questionnaire was administered (modified version of Part 1 of the West Haven-Yale Multidimensional Pain Inventory; Kerns, Turk, & Rudy, 1985). Ratings showed participants had experienced moderate amounts of pain in terms of: Severity (M = 4.03, SD = 1.67), Negative Mood (M = 2.95, SD = 1.38), and Interference with Life (M = 2.65, SD = 1.46).


Since the study also measures participants’ empathic responses to young and old individuals, a measure of ageism was included to assess participants’ overall attitudes. Participants completed the Aging Semantic Differential Scale (Rosencranz & McNevin, 1969) in response to both a young and an old target person. Higher scores indicate a more negative view of the target person. A repeated measures ANOVA for each subscales was performed with Target Person (young person, old person) as the within subjects variable. Older people were rated as less instrumental/more ineffective (M = 5.05, SD = .69) than young people (M = 2.65, SD = .57), F (1, 74) = 452.68, p < .001, MSE = .47, η2p = .86, and as less personally acceptable (M = 3.55, SD = .94) than younger people (M = 3.21, SD = .59), F (1, 74) = 7.57, p < .01, MSE = .59, η2p = .09. In spite of this, however, participants rated older people (M = 3.12, SD = .88) as more autonomous/less dependent than young people (M = 3.81, SD = .75), F (1, 74) = 22.84, p < .001, MSE = .87, η2p = .24, and also viewed older people (M = 2.59, SD = 1.06) as more empathic/less apathetic than younger people (M = 3.52, SD = .80), F (1, 74) = 40.25, p < .001, MSE = .84, η2p = .37.  

Measures


All measures used in the study are described below in the order they were administered. 

Demographics. Participants were asked to self report demographic information (e.g. age, gender, ethnicity, overall physical and mental health) using a standard Demographics Questionnaire. 
Interpersonal Reactivity Index (IRI; Davis, 1983). The IRI is a self-report measure that assesses cognitive and affective components of empathy with a 28-item questionnaire. The four subscales include Perspective-taking, Empathic Concern, Fantasy, and Personal Distress. For the purpose of this study, only the Perspective-taking subscale and the Empathic Concern subscale were used. Items are the same as in the original scale but have been altered to ensure that the participant responds concerning how they are feeling right now and in reference to the target person (i.e. the narrator). 
Pronounce filler task. This task was used as a filler to lengthen the time between administration of the pretest and posttest measures of empathy. The task itself required participants to rate the subjective ease of pronunciation of numerous words using 7-point Likert-type scales (1 = easy; 4 = medium; 7 = hard). The task was chosen for its neutral content so as not to interfere with the subsequent tasks.

Memory Qualities Questionnaire (MQQ; Bluck, Levine, & Laulhere, 1999). This questionnaire was used to assess the quality of either the memory the participants shared or their memory of the pain narrative they recalled using 7-point Likert-type scales. Factor analysis of these items revealed a two factor solution accounting for 72.72% of the variance. Personal Significance was composed of three items concerning the significance, memorability, and vividness of the memory. Emotional Reexperiencing included two items concerning the valence (positive, negative) of the event and of the memory. 
Manipulation check. These items determined how participants perceived the pain experience of the narrator in the pain story (modified version of Part 1 of the West Haven-Yale Multidimensional Pain Inventory; Kerns, Turk, & Rudy, 1985). Participants were also asked to state the age of the narrator, to rate their perceived level of similarity to the narrator as a person on 7-point Likert type scales and to describe the purpose of the study.

Big Five Inventory (BFI; John & Srivastava, 1999). The BFI is a 44-item self-report measure of the big five personality traits: neuroticism, extraversion, openness to experience, agreeableness, and conscientiousness. Questions assess the extent to which people agree or disagree with statements that describe them (e.g., “I see myself as someone who” “is talkative”) on 5-point Likert-type scales, ranging from disagree strongly (1) to agree strongly (5).

The Balanced Inventory of Desirable Responding (BIDR; Paulhus, 1991). The BIDR measures participants’ tendency toward positively biased responding and impression management. This measure is included because empathy is a pro-social value leading people to over-report their feelings of empathy. The BIDR has 40 items rated on 7-point Likert-type scales (1 = not true; 7 = very true). Cronbach’s α ranges from .68 to .80 for the Self-deception scale and .75 to .86 for the Impression Management scale. Test-retest reliability over 5 weeks ranges from .65 to .69. The criterion validity of the BIDR has been demonstrated by a correlation of .71 with the Marlowe-Crowne Scale of Social Desirability (Paulhus, 1991).

Thinking About Life Experiences (TALE; Bluck, Alea, Habermas, & Rubin, 2005). The TALE questionnaire is a 15-item self-report measure that assesses the three theoretical functions of AM using 5-point Likert-type scales. Each of the three subscales shows good convergent and discriminant validity and internal consistency. Chronbach’s α is .83 for the Self-Continuity function subscale, .74 for the Social-Bonding function subscale, and .78 for the Directing Behavior function subscale (Bluck & Alea, in prep). 

Aging Semantic Differential Scale (Rosencranz & McNevin, 1969). The Aging Semantic Differential Scale is a 30-item Semantic Differential with a 7-point scale (Osgood, Suci, & Tannenbaum, 1957) and was used to assess participants’ attitudes toward older adults compared to younger adults. Each item is composed of a pair of antonyms allowing participants to first rate a young person and then an old person across several dimensions. The subscales include Instrumental-Ineffective, Autonomous-Dependent, and Personal Acceptability-Unacceptability. Eight additional items created by Beck, Purdie-Vaughns, Mitchell, and Johnson (2007) form an Empathic-Apathetic subscale.

Personal Pain History. The personal pain history was used to gauge each participant’s self-reported history of experiences with pain and was adapted from Part 1of the West Haven-Yale Multidimensional Pain Inventory (Kerns, Turk, & Rudy, 1985). Seven point Likert-type scales assessed pain severity, interference with life, and negative mood associated with any memory of severe acute or long-lasting pain self-selected by the participant. The personal pain history is included to rule out confounds that might occur due to certain participants having had serious pain in their own personal lives. 

Procedure


Study materials were administered to participants individually in a comfortable interview room by a trained young female researcher. Each participant completed an Informed Consent and a demographics questionnaire at the outset of the study. Next, the participant read the pain narrative. Depending on which Narrator’s Age condition he or she was in, the narrative appeared to have been written by either a younger (i.e., 25 years old) or older adult (i.e., 85 years old). The pain narrative itself was exactly the same for both conditions. We considered presenting a recorded version of the pain narrative to participants instead of a written narrative but determined that voice and speaking characteristics could confound the participants’ view of the narrator. Thus, a written narrative was used.

After reading the narrative, all participants completed the modified version of the Perspective-taking and Empathic Concern subscales of the IRI as a pretest empathy measure. Before being assigned to a Rehearsal Condition, participants completed a filler task for ten minutes rating the pronounceabilitiy of words to make it less likely that participants simply recalled how they responded on the pretest. Participants were then randomly assigned to either the self-memory rehearsal or other-memory rehearsal condition. In both conditions, participants’ responses were audio taped. Participants were told to frame their recollection as a personal response to the person wrote the narrative. 

In both Memory Rehearsal Type conditions, the pain narrative was reinstated through a brief synopsis read to each participant before directions were given. The only difference between conditions was the type of memory being recalled. Whereas participants in the self-memory rehearsal condition shared an AM of a personally meaningful pain experience, participants in the other-memory rehearsal condition recalled as much of the pain narrative as possible. Participants had seven minutes to recall the memory and received two standard prompts when they appeared to have ended their narrative. After responding to the narrative in either condition, the modified Perspective-taking and Empathic Concern subscales of the IRI were completed for a second time as a posttest measure of empathy. Items on the pretest and posttest forms of the IRI appeared in two different orders, and the order of receiving these versions was counterbalanced across pretest and posttest. Finally, the remaining measures were administered at the end of the session to prevent undue influence on the empathy measure and to avoid cuing the participant that the study may concern their views towards people of different ages. 

Results

The results are reported in three sections. First, preliminary analyses are presented to verify that experimental manipulations were successful. The second section describes the analyses used to test the three major study hypotheses. The third section contains follow-up regression analyses that investigate whether various qualities of memories or aspects of personality are predictive of participants’ empathy ratings.  

Preliminary Analyses


Order Effects. Due to the counterbalanced administration of Form A and Form B of the empathy measure, a repeated measures ANOVA was performed to determine possible order effects. Time (pretest, posttest) was the within subjects variable and Order (form A/B, form B/A) was the between subjects variable. A significant interaction would indicate that order of administration impacted participants’ empathy levels.  No significant order effects were found.
Narrator’s Age: Manipulation Check. Of interest in the current study is how the age of a person in pain may affect empathy felt towards them. The manipulation check ensures that participants in each condition (25 years old, 85 years old) were aware of the age of the narrator. Thirty-nine participants (97.5%) in each condition accurately stated the narrator’s age within five years of the exact age. Thus, the age manipulation was effective for 95% of participants. The data from the two participants who did not remember the stated age of the narrator within five years were removed from the data set.  

Narrator’s Pain: Manipulation Check. A manipulation check was also included to determine that perceived pain of the narrator was consistent across conditions since variations in perception of pain might lead to variations in empathy. Two-Way ANOVAs compared ratings of the narrator’s pain on each of the three subscales of the modified Part 1 of the West Haven-Yale Multidimensional Pain Inventory (Kerns, Turk, & Rudy, 1985). Memory Rehearsal Type (self, other), Narrator’s Age (25 years old, 85 years old) and Participant Gender (male, female) were between group variables. The manipulation check does not involve gender, but it was included in this analysis because men and women were equally represented in the sample. No main effects were found, indicating the pain manipulation was effective. Participants across conditions perceived the narrator to be in moderate pain on each subscale of the measure: Severity (M = 4.77, SD = .77), Negative Mood (M = 3.22, SD = 1.13), and Interference (M = 4.22, SD = .99). 

As an aside, a significant interaction between Participant Gender and Narrator’s Age was found for the Negative Mood subscale, F (1, 70) = 5.86, p < .05, MSE = 1.22, η2p = .08. Women in the 25 year old Narrator’s Age condition (M = 3.75, SD = .96) perceived the negative mood of the narrator as greater than women in the 85 year old Narrator’s Age condition (M = 3.00, SD = 1.02), t (38) = 2.39, p < .05. Female participants also rated the level of negative mood of the 25 year old narrator (M = 3.75, SD = .96) higher than male participants (M = 2.84, SD = 1.24), t(37) = 2.56, p < .05. This interaction with Participant Gender reaffirms that, as planned, gender should be included in the main analyses.

Socially Desirable Responding. Because empathy is a pro-social value, participants may have reported higher levels of felt empathy than experienced. To check for this social desirability response set, the Self-deception and Impression Management subscales of the BIDR (Paulhus, 1991) were correlated with IRI pretest and posttest scores for both IRI subscales. No significant correlations emerged. Participants’ scores were not based on a desire to appear more empathic than they felt. Due to the lack of correlation with empathy scores, the BIDR is not used in further analyses. 

Major Analyses


Major analyses were conducted in relation to the study hypotheses. The first analysis explores initial differences in empathy felt for a younger and an older person suffering from chronic pain. The next analyses examine whether sharing an AM elicits empathy for the narrator in relation to the comparison condition. Examination of interactions with Narrator’s Age is included in these analyses.


Does Empathy Depend on the Age of the Person Experiencing Pain? Empathy ratings were predicted to be higher for the 25 year old narrator than for the 85 year old narrator. Two 2-Way ANOVAs were used to examine each subscale of the IRI. In the first 2-Way ANOVA, Narrator’s Age (25 years old, 85 years old) and Participant Gender (male, female) were the between groups variables, and scores on the Perspective-taking subscale were the dependent variable. Perspective-taking scores for the younger and older narrator did not differ. There was a main effect for Participant Gender, F (1, 77) = 5.17, p < .05, MSE = .20, η2p = .07. Women gave higher ratings of empathic concern (M = 3.16, SD = .64) than males (M = 2.65, SD = .54) regardless of Narrator’s Age. In the second 2-Way ANOVA, the between groups variables were the same, and scores on the Empathic Concern subscale of the pretest empathy measure were used as the dependent variable. Pretest Empathic Concern scores for the younger and older narrator did not differ. A main effect for Participant Gender was again found, F (1, 77) = 13.80, p < .001, MSE = .36, η2p = .16. Consistent with other studies on empathy, women showed higher levels of empathic concern (M = 3.16, SD = .64) than men (M = 2.65, SD = .54) regardless of Narrator’s Age.


Additionally, a t-test was conducted to determine how similar participants felt toward the 25 year old narrator compared to the 85 year old narrator. One might expect empathy levels for the 25 year old narrator and the 85 year old narrator to be the same if participants felt equally similar to the narrator in each Narrator’s Age condition. Results of the t-test with Narrator’s Age as the between subjects variable and similarity to the narrator as the dependent variable show that participant did not feel particularly similar to the narrator in either Narrator’s Age condition. On a 7-point scale, however, participants in the 25 year old age condition felt more similar (M = 3.03, SD = 1.35) to the narrator than participants in the old age condition (M = 1.92, SD = 1.22), t (75) = 3.77, p < .001.

Does Memory Sharing Elicit Empathy? The study’s second hypothesis is that any differences between pretest empathy scores dependent on the Narrator’s Age condition would be equalized at posttest for participants who shared an autobiographical memory. Since there was no age differential in pretest ratings, this hypothesis was not tested. The third hypothesis predicts greater changes in empathy scores from pretest to posttest in participants assigned to the self-memory rehearsal condition as compared to the other-memory rehearsal condition. Narrator’s Age is included in these analyses to examine if any observed changes in empathy occur differentially by perceived age of the person in pain.

Two Memory Rehearsal Type X Narrator’s Age X Participant Gender repeated measures ANOVAs were performed. The first used the Perspective-taking subscale of the IRI as the dependent variable and Time of empathy measure administration as the within-subjects factor. Memory Rehearsal Type, Narrator’s Age, and Participant Gender were the between-subjects factors. A main effect for Participant Gender emerged, F (1, 70) = 4.50, p < .05, MSE = .21, η2p = .06. Female participants scored higher on Perspective-taking (M = 3.10, SD = .50) than did males (M = 2.88, SD = .41).

In relation to the hypothesis, a significant interaction between Time and Memory Rehearsal Type was also found, F (1, 70) = 5.44, p < .05, MSE = .11, η2p = .07. Empathy increased from the pretest (M = 2.97, SD = .46) to posttest (M = 3.14, SD = .52) in the self-memory rehearsal condition, Paired t(39) = 2.74, p < .01, but not in the other-memory rehearsal condition, Paired t(37) = .96, p > .05. No other significant differences emerged. As predicted, Perspective-taking increased as a function of sharing an autobiographical pain memory but not in the comparison condition. Changes in empathy were not conditional on participants’ gender or on the perceived age of the person in the pain narrative.

The second ANOVA was identical to the first with the exception that it was conducted using the Empathic Concern subscale of the IRI. The results of this ANOVA show a significant between subjects main effect for Participant Gender, F (1, 70) = 14.98, p < .001, MSE = .12, η2p = .18. Female participants scored higher on Empathic Concern (M = 3.20, SD = .64) than males (M = 2.67, SD = .53). No other significant effects were found. 

Follow Up Analyses


Regression analyses were conducted to examine whether particular personality factors or memory qualities were good predictors of the increase in perspective-taking after sharing an AM. A stepwise regression was performed with IRI Pretest Perspective-taking and memory quality variables as predictors with the IRI Posttest Perspective-taking subscale as the criterion (See Table 1). The IRI Pretest Perspective-taking subscale was entered on the first step, followed by memory characteristics and functions measures. These include the Personal Significance and Emotional Reexperiencing subscales (from the MQQ), and the Self-continuity, Social-bonding, and Directing Behavior subscales (from the TALE questionnaire). As expected, IRI Pretest Perspective-taking, (β = .52), was the best predictor, accounting for 45.7% of variance in post-test scores. The Directing Behavior subscale (TALE questionnaire; β = .27), however, also emerged as a significant predictor of perspective-taking (See Table 2). The final model predicts 51.2% of the variance in Posttest IRI Perspective-taking scores, adjusted R2 = .49, F (2, 39) = 19.44, p < .001.  


A second stepwise regression was conducted to determine the predictive value of personality factors (from the BFI). The first step included the IRI Pretest Perspective-taking subscale, and the second step included all personality subscales. The IRI Pretest Perspective-taking subscale (β = .25) was the only significant predictor of IRI Posttest Perspective-taking scores, adjusted R2 = .48, F (2, 39) = 18.89, p < .001. Personality variables did not play a role in increases in perspective-taking after AM sharing.

Discussion

This study is the first to empirically examine the role of AM in increasing empathy. The functional framework proposes that autobiographical memories can be used to elicit or increase empathy felt towards another (Bluck & Alea, 2002; Alea & Bluck, 2003). Memories can help a person understand the nature of another’s experiences even though one cannot objectively know how an experience, such as chronic pain, affects another person (Ickes, 1997). Thus, we predicted that sharing an AM in response to a person in pain would increase the level of empathy felt towards that person. This prediction was confirmed, particularly in relation to increased perspective-taking. 

For individuals of all ages experiencing chronic pain, any tool to elicit empathy can have important, beneficial repercussions regarding treatment and care-giving (Goldstein & Michaels, 1986). Due to the prevalence of chronic pain in the aging population, the effect of AM sharing in response to both younger and older individuals experiencing chronic pain was of particular interest in this study. The findings suggest that perceived age was not a factor in how much empathy participants felt towards the narrator. Major study findings are discussed below. 

Empathy Knows No Age

Prior research suggests that some people may view older adults’ pain as a normative aspect of aging (Gagliese & Melzack, 1997). Even medical professionals may mistakenly ascribe the symptoms of patients with chronic pain to old age rather than the underlying physical, psychological, social, or cultural causes (Lasser et al., 1998). Based on this research, the current study predicted participants would feel more empathy towards the 25 years old narrator. This prediction was not confirmed. Participants in the current study showed equal empathy for the young and old narrator. 

What might account for the lack of differences in empathy for young and old target individuals? Examining participants’ attitudes toward age provides some insight. Participants’ scores on The Aging Semantic Differential Scale (Rosencranz & McNevin, 1969) reveal that they were neither overtly ageist nor free from biases. Older adults were rated as less ineffective and personally acceptable but more autonomous and empathic than younger people. This balance between the perceived strengths and weaknesses of older and younger people suggests that participants were making age-based judgments, sometimes positive and sometimes negative. This did not, however, extend to having differing levels of empathy for older and younger persons perceived to be suffering the same chronic pain. Thus, participants appear to have responded to the pain narrative not by classifying the narrator as per their perceived age, but rather by viewing the narrator simply as a person in a difficult situation. Their situation was valued and elicited empathy regardless of their perceived age or any other ageist attitudes that participants may have had. 

One piece of data that provides partial support for this interpretation is that participants (themselves young adults) did not feel particularly similar to either the older or the younger narrator (they felt more similar to the young narrator, but not very similar to either).This supports the notion that closeness in age was not enough to make these generally healthy participants feel similar to a chronically ill narrator. Participants likely considered the pain the narrator experienced (not their age) as the most salient factor in assessing similarity. 

Future research is needed to understand how age dynamics might affect empathy in a medical or care-giving situation. Although the young adults in the present sample do not appear influenced by the age of the narrator, medical professionals or care-givers may respond to older people in chronic pain differently. For example, medical professionals who work daily with older persons experiencing pain may become acculturated to chronic pain such that felt empathy is subject to variation in relation to other factors, such as age or relative pain levels of persons in their care. 

Is Memory a Tool for Eliciting Empathy?


According to the functional approach, autobiographical memory serves several social functions including eliciting empathy (Alea & Bluck, 2003, Bruce, 1989). The current study empirically demonstrates the claim that autobiographical memory can serve the social function of eliciting empathy. Empathy levels increased after sharing a personally significant AM but not in the comparison condition. Note that this increase occurred for the Perspective-taking aspect of empathy, but not for Empathic Concern. 


Robinson & Swanson (1990) propose that memory enables one to experience empathy as people convert their experiences into easy to recall representations. These representations may be brought to mind when one remembers their own pain memory and can be used to infer and predict others’ feeling states. Hoffman’s (1984) notion of egoistic drift suggests this relationship is not necessarily as straightforward as it appears. One danger of thinking of a time when one experienced something similar to the current situation of another person (self-memory rehearsal condition), as conceptualized by Hoffman, is that participants may feel their own personal distress when recalling an autobiographical event. As a result, they may become self-focused and less able to empathize. The current findings suggest, however, that memory use to gain another’s perspective was successful in eliciting empathy. Participants did not simply become involved in reliving their own pain.

The strength of these findings is further highlighted considering the requirements of the other-memory rehearsal (control) condition. If thinking about how a person feels in a certain situation is a way to allow feelings of empathy to develop, this process requires familiarity of the other person’s circumstances and situation. Participants in the other-memory rehearsal condition were instructed to recall the pain narrative in as great detail as possible as if they were mirroring it back to the person in pain. They were thereby made more familiar with the person in the pain narrative than participants who shared an autobiographical memory. This familiarity with the pain narrative alone had the potential to increase empathy scores from pretest to posttest. Despite this robust comparison condition, AM sharing resulted in significant empathy gains and recalling the pain narrative did not increase empathy from pretest levels.

The prediction of increased empathy after AM sharing only occurred for Perspective-taking. That memory sharing increases Perspective-taking but not Empathic Concern is notable considering that autobiographical memories are both cognitive and emotional representations. One possibility is that this finding is due to methodology. A written narrative was used to convey the story of the person in chronic pain. This medium does not allow for the effects of non-verbal cues. Although the use of confederates who act the part of a person in pain, or audio recordings of the pain narrative were considered as alternatives, these media were discarded due to the significant confounds they involve (e.g., person characteristics of the confederate, voice characteristics in the audio) . The written pain narrative was selected as it allowed participants a standard, consistent but still ecologically valid (i.e., through a personal story) way to learn about the person in pain. Participants could not, however, base their empathic responses to the person in the pain story on the individual’s tone, posture or facial expressions as would be the case in a face-to-face encounter in everyday life or in real-world care-giving situations. Visual cues may serve to increase empathic concern involuntarily through the mimicking of facial expressions and body posture (Hatfield, Capioppo, & Rapson, 1994). Such mimicry enables a person to feel the emotion displayed by the other person through afferent feedback. Without these socio-emotional processes at work, increases in perspective-taking may be possible but increases in empathic concern may be limited. 

Another issue that could affect the level of empathic concern felt towards the narrator or any person in chronic pain is the level of familiarity one has with that individual. The experience of empathy is more likely to occur if one personally values the person who is suffering (see Hatfield, Cacioppo, & Rapson, 1994). Participants were able, by drawing on their own memory, to take the perspective of the narrator. Future research may also show increases in empathic concern after memory-sharing. These may occur, however, only when the individual in pain is known (i.e., not a stranger as in the current study). For example, future studies might ask participants to imagine that the pain narrative is being told by their own mother, sister, or other loved one. 

Predictors of increases in perspective-taking. A major finding was that autobiographical memory-sharing increase perspective-taking. To follow this up, analyses examined whether either personality factors or self-reported memory characteristics and functions predicted increased perspective-taking. Neither Big Five personality traits nor characteristics of the shared memories (e.g., Personal Significance) were associated with increasing empathy. What did predict increases in perspective-taking, after controlling for IRI Pretest Perspective-taking, were scores on the Directing Behavior subscale of the TALE (Bluck, Alea, Habermas, & Rubin, 2005). Individuals who self-report using autobiographical memories more frequently to serve a directive function in their life showed greater perspective-taking after memory-sharing. According to the functional approach to autobiographical memory (Bluck & Alea, 2002; Neisser, 1978; Pillemer, 1992), the directive function refers to situations in which a person reflects on past experiences to solve problems, make plans, or set goals for current or future behavior. The current finding indicates that people who have a tendency to engage in this process also showed greater empathy after sharing a specific pain-related memory. 

Participants who tend to use memory for planning and decision-making may have more practice and therefore a better facility for selecting a memory that is closely related or particularly informative for understanding the memory of the person in pain. This ability may be more important in increasing empathy than selecting a memory that is, for example, simply personally significant or highly vivid but not a good match for the situation at hand. Retrieving a highly-related pain memory that matched with the narrator’s circumstances might have given these participants greater insight into the narrator’s situation thereby contributing to increased perspective-taking. To verify this speculation, future research might involve coding participants’ memories for their similarity to the situation described in the pain narrative.

Many questions remain as to when and how autobiographical memory can serve the function of eliciting empathy. The current study contributes to the literature by offering the first empirical investigation of this issue. Future research might investigate whether the effects found in this study extend to other populations such as middle-aged and older adults, informal care-givers or health care professionals. Future research might also examine non-memory factors that weaken or strengthen the effect that AM sharing has on increasing empathy. In light of the theorized link between empathy and offering support, it is good news indeed that empathy increases were not bound by the age of the person experiencing pain. Given that empathy is a virtue, these findings provide a positive inroad into how humans use their own past experiences to understand the plight of others in distress.
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Table 1
Intercorrelations Among IRI Scores, TALE Subscales, and MQQ Subscales

	Variable
	1
	2
	3
	4
	5
	6
	7

	1. IRI Pretest Perspective-taking 


	__
	.68**


	.45**


	.06*


	.15


	 .18


	-.10



	2. IRI Posttest Perspective-taking
	
	__
	.31*


	.24


	.33*


	.35*


	-.25



	3. TALE Self-continuity

	
	
	__
	  .18
	.45**


	.11


	 -.13



	4. TALE Social-bonding

	
	
	
	__
	 .32*
	.36*
	-.19

	5. TALE Directing Behavior

	
	
	
	
	__
	.45**
	  -.27

	6. MQQ Personal Significance
	
	
	
	
	
	__
	  -.26

	7. MQQ Emotional Reexperiencing
	
	
	
	
	
	
	__


Note. *p < .05, **p < .01.
Table 2

Summary of Stepwise Regression for Functional Memory Use and Memory Function Predicting Increases in Perspective-Taking in the Self Condition (N = 40)
	Variable
	B
	SE B
	β

	Step 1

IRI Pretest Perspective-taking
	.87
	.41
	.68**

	Step 2

IRI Pretest Perspective-taking

TALE Directing Behavior
	.73

.16
	.13

.08
	.64**

       .24*


R2= .46 for Step 1. R2 = .51 for Step 2; ∆ R2 = .05 for Step 2. *p < .05, **p < .01. 
