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In this contribution, we review the studies which have investigated humanity attributions in medi-
cal contexts. They evidence patient infrahumanization effects; healthcare professionals working in hos-
pitals perceive patients as less characterized than physicians and nurses by the unique features of hu-
man species. It has also been found that the attribution of a lower human status to patients is associated 
with lower perceptions of stress and burnout. In addition, patient dehumanization may facilitate clinical 
problem solving. We support the position that patient dehumanization is a dysfunctional strategy to 
cope with stress; stress can be limited in other ways, for instance by taking appropriate organizational 
measures. Concerning clinical problem solving, physicians should find a balance between sharing pa-
tients’ emotions and performing clinical tasks. Future research should investigate whether healthcare 
providers’ dehumanizing perceptions affect patients’ self-evaluations, patients’ satisfaction with care, 
and their adherence to medical treatments. 
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In medical contexts — hospitals, nursing or retirement homes — we sometimes observe 
behaviors which offend the patients’ dignity, for instance: nurses using baby talk when speaking 
to elders (O’Connor & Rigby, 1996); nurses enacting various forms of aggressive behavior when 
interacting with mentally ill patients; healthcare professionals reserving a different treatment to 
patients belonging to their own or another racial/ethnic group. We believe that one cause of these 
degrading, aggressive, and discriminatory behaviors is the unconscious attribution of a lower 
human status to patients. 

Dehumanization of persons and groups has become a burgeoning area of research in so-
cial psychology, as it appears from the many reviews on this subject (see Haslam & Loughnan, 
2014; Haslam & Stratemeyer, 2016; Leyens, Demoulin, Vaes, Gaunt, & Paladino, 2007; Vaes, 
Leyens, Paladino, & Miranda, 2012). However, although research has investigated a wide array 
of issues, such as the factors contributing to dehumanization and its consequences and implica-
tions, little has been done in the area of medical interactions (see Leyens, 2014). 

In the current contribution we will analyze the causes and functions of patient dehumani-
zation, following Haque and Waytz’ (2012) approach. We will then review recent research re-
garding patient dehumanization functions and the usefulness of suppressing empathy when solv-
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ing clinical problems. We will finally evaluate whether outgroup dehumanization can be an influ-
ential factor when healthcare professionals reserve a differential treatment to ingroup and out-
group patients (see research on racial disparities in medicine; e.g., Penner et al., 2012, 2014). We 
start our analysis with a short review of the theoretical perspectives adopted and studies per-
formed in the dehumanization research field. 

 
 

INFRAHUMANIZATION AND DEHUMANIZATION OF PERSONS AND GROUPS 
 

At the beginning of this century, Leyens and colleagues (2001) launched a research pro-
gram to explore whether outgroup dehumanization can influence daily experience and behavior. 
To assess humanity attributions, this research group used secondary (e.g., pride and shame) and 
primary (e.g., joy and rage) emotions. The former, implying complex cognitive processes, are evalu-
ated as uniquely human, while the latter, being more immediate, are evaluated as common to hu-
mans and animals (Demoulin et al., 2004). Leyens and colleagues (2007) consistently observed 
that people assign a greater number of secondary emotions to the ingroup than to the outgroup; 
conversely, the two groups are not differentiated on the non-uniquely human dimension. Leyens 
and colleagues named this bias infrahumanization because a lower human status is ascribed to the 
outgroup.  

Infrahumanization is a robust effect which involves a large variety of cases: national and 
ethnic groups, stigmatized groups, gender groups. Infrahumanization is not only observed when 
emotions are at play. It is also observed when groups are compared in terms of uniquely human 
(e.g., morality, rationality) and non-uniquely human (e.g., impulsiveness, instinct) traits (see, e.g., 
Capozza, Trifiletti, Vezzali, & Favara, 2013; Costello & Hodson, 2010; Falvo, Capozza, Di Ber-
nardo, & Pagani, 2015). 

In a later theoretical approach, Haslam (2006; Haslam & Loughnan, 2014) proposed the 
distinction between human uniqueness and human nature, the latter including characteristics like 
warmth, curiosity, and emotional responsiveness. The denial of human uniqueness (e.g., refine-
ment, moral sensibility, maturity) leads to animalistic dehumanization, while the denial of human 
nature leads to mechanistic dehumanization in which people and groups are perceived as inani-
mate objects. Research has confirmed this theoretical distinction. It has been noticed that groups 
can be assimilated to animals (see, e.g., Boccato, Capozza, Falvo, & Durante, 2008; Goff, Eber-
hardt, Williams, & Jackson, 2008; Kteily, Bruneau, Waytz, & Cotterill, 2015). Sometimes they 
are represented as objects or machines (see, e.g., Andrighetto, Baldissarri, Lattanzio, Loughnan, 
& Volpato, 2014; Loughnan, Haslam, & Kashima, 2009). Interestingly, in recent neuroimaging 
studies, Jack, Dawson, and Norr (2013) provided a neural basis for Haslam’s distinction between 
animalistic and mechanistic dehumanization. 

The negative consequences of infrahumanization and dehumanization have been widely 
investigated. It has been found that infrahumanization may be associated with avoidance re-
sponses (Capozza, Di Bernardo, Falvo, Vianello, & Calò, 2016), aggression (Greitemeyer & 
McLatchie, 2011; Kteily et al., 2015), and violence (Viki, Osgood, & Phillips, 2013). Infrahu-
manization may curb helping behaviors (Cuddy, Rock, & Norton, 2007) and may be used to justi-
fy harmful actions committed by the ingroup against the outgroup (Castano & Giner-Sorolla, 
2006). In the USA, the implicit Black/ape association leads to the perception of Black juveniles 
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as older than White juveniles, thereby increasing the proclivity to use violence against young 
Black suspects (Goff, Jackson, Di Leone, Culotta, & DiTomasso, 2014). (For a recent review of 
studies regarding the negative consequences of dehumanization, see Haslam & Stratemeyer, 2016.) 

The dehumanization concept is also crucial in theory of mind research (see Gray, Gray, 
& Wegner, 2007; Waytz & Schroeder, 2014; Waytz, Schroeder, & Epley, 2014). In an influential 
study, Gray et al. discovered that mind attributions are formulated according to two basic dimen-
sions: one is experience, clustering capacities like feeling emotions (e.g., pain and pride) and hav-
ing consciousness; the other is agency, including qualities like rationality and self-control. The 
concept of experience parallels that of human nature (Haslam, 2006); agency corresponds, in 
contrast, to human uniqueness, only including uniquely human properties (for a comparison be-
tween the two theories, see Li, Leidner, & Castano, 2014). In the “theory of mind” approach, de-
humanization coincides with dementalization: individuals or groups are denied the capacities of 
feeling emotions and planning goal-directed actions (Waytz & Schroeder, 2014). Outgroup de-
mentalization has been observed by using magnetic resonance imaging (fMRI): the brain areas 
necessary for inference of mental states resulted not activated when people reasoned about non-
warm and non-competent groups, such as the homeless and drug addicts (Harris & Fiske, 2006). 

The two mind dimensions are correlated with morality evaluations. Gray et al. (2007; see 
also Gray, Waytz, & Young, 2012) observed that people with agency capacities are perceived as 
moral agents, responsible for their actions, while people characterized by experience (emotional 
responsiveness) are perceived as moral patients, that is, individuals having the right of being 
treated morally. In medical contexts, if experience is denied to patients, their needs are over-
looked with negative consequences for their health. 

 
 

DEHUMANIZATION IN MEDICAL CONTEXTS 
 

Functional and Nonfunctional Causes of Dehumanization 
 

Haque and Waytz (2012) outlined nonfunctional and functional causes for patient dehu-
manization. As we will see, in the case of functional causes, dehumanization is used by 
healthcare professionals to facilitate patient care and clinical problem solving. 

Nonfunctional causes of dehumanization in hospitals are: deindividuating practices, im-
paired patients’ agency, and perceived dissimilarities between caregivers and patients. Deindi-
viduation (the patient is perceived as lost in a group and anonymized) derives from the fact that, 
in hospital wards, patients are dressed in a similar and impersonal way (they wear unisex tunics 
in some countries, and similar nightdresses or pajamas, in other countries, like Italy). This institu-
tional practice, which leads to assimilation, inhibits the search for idiosyncratic traits, thus curb-
ing the discovery of specific uniquely human or human nature traits in individual patients. In the 
context of theory of mind, deindividuation should lead to dementalization, namely to the percep-
tion of patients as less characterized by agency and experience than non-hospitalized people or 
healthcare professionals.  

Another nonfunctional cause of dehumanization is impaired agency. In the hospital envi-
ronment, patients are objectively incapacitated for different reasons: diseases or surgical opera-
tions at the locomotive system; neurological or mental disorders; debilitating oncological treat-
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ments; respiratory and cardiovascular pathologies. Patients are more dependent on others than 
healthy people; some may have lost some mental capacities. The common attribute of lower au-
tonomy may induce the perception that patients are less characterized than healthy people by 
uniquely human (agency) traits, such as self-control and the capacity to plan one’s actions. 

The third nonfunctional cause of dehumanization is the dissimilarity that healthcare pro-
fessionals perceive between their category and that of patients. The two groups are seen as dis-
similar because, compared to patients, healthcare professionals represent better the prototype of 
the human category, which includes the concept of a well-functioning entity. A further source of 
perceived dissimilarity is disparity in power: healthcare professionals (especially physicians) 
have control over patients’ health and life. (For the relationship between similarity/dissimilarity 
perceptions and humanity attributions, see McDonald et al., 2015.) 

As regards asymmetry in power, research has noted that, compared to lower-power indi-
viduals, higher-power individuals feel more distant from others, experience fewer socially engag-
ing emotions (e.g., compassion), and have less interest in other people’s mental states (Waytz & 
Schroeder, 2014, p. 261). Among physicians, these disengaging attitudes could be associated 
with the attribution of less mind to patients than to caregivers or healthy people (for a study 
showing the effects of power in medical settings, see Lammers & Stapel, 2011). 

To the above nonfunctional causes, we add a further one, related to the perceptual pro-
cesses involved in normal face encoding. Research has highlighted that human faces — but not 
objects and non-human faces (Tanaka & Gauthier, 1997) — are processed configurally, that is, 
integrating the individual components in a unified gestalt (Maurer, Le Grand, & Mondloch, 
2002). Linking this finding to humanity attributions and using the lexical decision task, Hugen-
berg et al. (2016) observed that persons’ inverted faces activated the humanity concept less than 
the corresponding upright faces. In addition, these authors found that inverted faces were per-
ceived as less characterized by human traits — uniquely human and human nature traits — than 
upright faces (for the use of the face inversion technique in investigating configural processes, 
see Yin, 1969). We suggest that configural face processing can be a cause of patients’ dehumaniza-
tion. This may happen in some surgical procedures (e.g., eye surgery), where surgeons, during the 
intervention, perceive the patient’s face inverted, thus missing the gestalt of human face. 

Thus, dehumanization can occur for reasons different from caregivers’ motivation to 
solve work problems. However, Haque and Waytz (2012) also identified functional causes of pa-
tient dehumanization. One is related to clinical problem solving: treating patients as mechanical 
systems and focusing on one body part, without considering the whole organism and patient’s 
mental states, may favor diagnosis and pathological localization. Mechanization (objectification) 
may facilitate clinical problem solving.  

Also reduced empathy may favor the solution of clinical problems. In some neuroscien-
tific studies (see Cheng et al., 2007; Decety, Yang, & Cheng, 2010), physicians practicing acu-
puncture and non-physician controls were examined using fMRI. Inside the scanner, participants 
watched on a screen videos of needles inserted into a person’s body. Brain areas involved in em-
pathy for pain were more active in non-physicians than in physicians, who, in contrast, showed a 
stronger activation in brain areas involved in cognitive regulation of the emotional response. It is 
likely that physicians attenuate empathy for pain in order to have cognitive resources which may 
favor the performance of clinical tasks (Haque & Waytz, 2012). It is worth noting that reduced 
empathy and lower humanization are related phenomena as shown by research in the field of in-
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tergroup relationships (see Capozza, Falvo, Favara, & Trifiletti, 2013; Capozza, Trifiletti, et al., 
2013; Čehajić, Brown, & González, 2009). 

Patient dehumanization may also allow physicians and nurses to attenuate the stress 
which derives from perceiving patients’ physical and psychological pain. If less stressed, 
healthcare professionals can provide more effective care to patients. Dehumanization can finally 
serve the function of diminishing the feelings of guilt that arise from inflicting pain on others (see 
the moral disengagement construct; Bandura, 1999). 

 
 

Evidence for Patient Dehumanization and its Functional Causes 
 

In the context of the new approaches to dehumanization (Haslam, 2006; Leyens et al., 
2007; Waytz & Schroeder, 2014), only few researchers have investigated humanity attributions in 
medical settings. But, is it true that patients are assigned a lower human status by healthcare pro-
fessionals? 

In a study, carried out by Capozza, Visintin, Falvo, and Testoni (2015), oncological phy-
sicians and nurses evaluated their own professional group and that of oncological patients on 
uniquely human (e.g., rationality, intellectual abilities) and non-uniquely human (e.g., impulse, 
instinct) traits. The two sets of traits did not differ for valence, as showed in pilot studies (see 
Capozza, Trifiletti, et al., 2013). Findings evidenced infrahumanization effects: both physicians 
and nurses perceived the ingroup as more characterized by uniquely human traits than the out-
group. In addition, while the ingroup was perceived as more characterized by uniquely human 
than non-uniquely human traits, non-uniquely human traits prevailed in outgroup evaluation. 
Thus, patients were assigned a lower human status compared to nurses and physicians, and were 
perceived as closer to the attributes humans share with animals than to the distinctive features of 
the human species. In this study, authors also assessed human nature traits and found that both 
positive (e.g., warmth, curiosity) and negative (e.g., impatience) human nature characteristics 
were assigned to patients. Thus, oncological patients are perceived as less human than healthcare 
professionals. The attribution of human nature characteristics excludes a mechanistic form of de-
humanization. 

Findings relative to oncological patients were replicated in a study (Trifiletti, Di Bernar-
do, Falvo, & Capozza, 2014), in which patients, suffering from other diseases, were hospitalized 
in various wards, such as cardiology, hemodialysis, gynecology, and surgery (participants were 
nurses). Thus, the ascription of a lower human status to patients than healthcare professionals 
seems to be a general phenomenon, not limited to oncological patients. 

The representation of sick persons as more characterized by non-uniquely than uniquely 
human traits, at the same time presenting some typical traits of human nature, also regards mental 
patients (see Capozza & Di Bernardo, 2016; participants were university students). An exception 
to this general pattern is represented by patients in a persistent vegetative state who are denied all 
kinds of human attributes: reasoning and morality; impulse and instinct; emotionality and rela-
tional capacities (Capozza & Di Bernardo, 2016; for the denial of mind to patients in a persistent 
vegetative state, see Gray, Knickman, & Wegner, 2011). 

But, what are the reasons for ascribing patients a lower human status? As we mentioned, 
Haque and Waytz (2012) singled out some dehumanization functions, and consistent evidence 
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has been provided for the function of reducing caregivers’ stress. In a study by Vaes and Mura-
tore (2013), participants — healthcare professionals (nurses, physicians, psychologists, and assis-
tants) working in oncological centers — were presented with a fictitious clinical case: a woman 
diagnosed with terminal stomach cancer. Participants were asked to infer the patient’s emotional 
reactions to her condition. Findings showed that the more uniquely human emotions participants 
inferred, the higher their feelings of burnout were, especially in the case of workers with more 
frequent contact with patients. More interestingly, the expectation of non-uniquely human emo-
tions was positively related to higher work engagement and perceived professional efficacy. The 
latter outcome indicates that patient dehumanization can lead healthcare professionals to feel 
more energetic and competent, with the consequence of providing better care to patients.  

Similar results were reported in the above-mentioned study (Trifiletti et al., 2014) per-
formed with nurses working in different wards of a hospital. Participants judged patients on uniquely 
human and non-uniquely human traits. Findings showed that the attribution of uniquely human 
traits to patients was related to higher levels of stress (self-reported), while the attribution of non-
uniquely human traits was related to lower levels of stress. In addition, Trifiletti et al. noticed that 
these main effects were moderated by affective organizational commitment (e.g., Meyer & Maltin, 
2010). Probably, nurses who are committed to the organization (hospital) are more involved in find-
ing strategies which allow them to cope with stress and to provide efficient care to patients. 

Another moderator of the relationship between patient dehumanization and lower self-
reported stress is the individual capacity to read other people’s mental states, measured using the 
RMET (Reading the Mind in the Eyes Test; Baron-Cohen, Wheelwright, Hill, Raste, & Plumb, 
2001; see also Vellante et al., 2013). This test includes 36 trials; in each trial the image of an ac-
tor’s eyes is shown: participants are instructed to specify which of four emotional terms (e.g., 
panicked, incredulous, despondent, interested) best matches the actor’s emotional states. Only 
one choice is correct. Higher scores indicate the capacity to read complex emotions and advanced 
mental states (Mitchell & Phillips, 2015). In a study (Falvo & Capozza, 2016), in which partici-
pants (nurses) worked in different wards of a hospital, the RMET was applied. Uniquely human 
and non-uniquely human traits were used to assess humanity attributions to patients. Findings 
showed that the ascription of non-uniquely human traits to patients was related to weaker burnout 
for participants with a lower capacity to read other people’s mind; it was related to stronger burn-
out for participants with higher levels of this skill. Thus, the strategy of coping with stress by as-
signing patients a lower human status is used by caregivers who are less able to grasp other peo-
ple’s complex emotions and elaborate thoughts (for the use of dehumanization as a strategy to 
avoid the affective costs of helping, see Cameron, Harris, & Payne, 2016). 

Thus, empirical data support the relationship between evaluation of patients as not fully 
human and weaker perceptions of stress. But, is patient dehumanization a truly adaptive way to 
cope with stress? 

 
 

Is Patient Dehumanization an Adaptive Way to Cope with Stress? 
 
Research on racially discordant medical interactions (in which the physician is non-Black 

and patient is Black) has highlighted that physicians’ implicit racial bias plays a more critical role 
than physicians’ explicit bias in determining Black patients’ reports of mistrust in physicians and 
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dissatisfaction with care (see Blair et al., 2013; Cooper et al., 2012; Penner et al., 2010). It has 
also been found that implicit attitudes and beliefs are manifested not in verbal but rather in non-
verbal (e.g., interaction distance, eye contact) and paraverbal (e.g., speed and tone of speech) be-
haviors, which may convey rejection and prejudice to patients. For instance, in racially discordant 
medical interactions, physicians with higher implicit bias show more verbal dominance than phy-
sicians with lower implicit bias (i.e., they talk more than their patients). Verbal dominance is as-
sociated with implicit, but not explicit, racial bias (Hagiwara et al., 2013). 

We may apply these findings to patient dehumanization. The attribution of a lower hu-
man status to patients is a largely unconscious effect, assessed through subtle measures. At an 
explicit level, healthcare providers probably think that patients are fully human beings. However, 
as is the case in racial bias in racially discordant medical interactions, implicit but not explicit be-
liefs affect patients’ trust and satisfaction with care. Thus, the higher caregivers’ dehumanizing 
perceptions are, the worse patient/caregiver communication should be, with negative effects on 
the extent to which patients follow medical recommendations. Using dehumanization to reduce 
stress may have beneficial effects on caregivers’ well-being, but not on their relationships with 
patients and patients’ physical and psychological well-being. As noted by Christoff (2014), pa-
tient dehumanization is a dysfunctional way of coping with stress; organizational measures should 
be taken, such as reduced workloads and stronger organizational support. 

Healthcare providers’ dehumanizing perceptions may also induce negative self-evaluations 
in patients. Bastian and Haslam (2011), working with students, found that subtle denials of uniquely 
human characteristics by others are related to negative self-evaluations (aversive self-awareness) and 
feelings of shame and guilt. In medical contexts, patients’ negative self-evaluations, resulting from 
the denial of uniquely human traits, could be associated with a low commitment in following medi-
cal prescriptions. Future research should investigate the link between denial of human uniqueness 
by healthcare providers, patients’ self-evaluation, and patients’ commitment in following the planned 
care. As regards the subtle denial of human nature characteristics by others (mechanistic dehu-
manization) — that we did not observe in our studies —, it is associated with numbing and di-
minished clarity of thought, that is, with a cognitive impairment which should make patients less 

capable of following medical recommendations.  
Thus, patient dehumanization may be a dysfunctional strategy to cope with stress. We 

now turn to the patient dehumanization function of favoring diagnosis and pathological localiza-
tion (Haque & Waytz, 2012). 

 
 

Does Patient Dehumanization Favor Clinical Problem Solving? 
 
As mentioned above, Jack, Dawson, and Norr (2013) provided a neural basis for Has-

lam’s (2006) distinction between animalistic and mechanistic dehumanization (using functional 
magnetic resonance). In one study (Study 1), participants (volunteers recruited from a U.S. Uni-
versity and the surrounding area) were presented with sets of stimuli, which consisted of a static 
image combined with an audio voiceover narration. The participants’ task was to indicate for 
each stimulus if the image made them feel good or bad (a 4-step scale was used). In the uniquely 
human condition, single or multiple individuals were shown, and narrations emphasized the 
uniquely human characteristics (e.g., rationality, culture) of the people portrayed. In the human 
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nature condition, single persons, multiple persons, and social interactions were shown, and narra-
tions emphasized their human nature (e.g., warmth, depth of character). In the animalistic dehu-
manization, persons and interactions were featured as instinctive and irrational. Finally, in the 
fourth condition (mechanistic dehumanization), targets were described as rigid, cold, and imper-
sonal. However, in this condition, three out of the nine stimuli were diagrams representing: a bio-
logical depiction of the human heart, a neuroscientific depiction of the human brain activity, and 
a psychological depiction of an attentional phenomenon. During the presentation of these stimuli, 
the voiceover elaborated a scientific analysis of the human nature. 

Findings showed that the two humanizing conditions strongly activated the default mode 
network (DMN) and deactivated the task positive network (TPN). The former is a set of cortical 
regions, which are activated when people reason about others’ mental states; the TPN, in con-
trast, is a set of regions which are activated when people think about mechanical, nonsocial pro-
cesses. It has been shown that the two networks tend to be negatively correlated, that is, social 
reasoning tasks activate the DMN and deactivate the TPN, while mechanical (nonsocial) reason-
ing tasks activate the TPN and deactivate the DMN (see Jack, Dawson, Begany, et al., 2013). 
Thus, when physicians assign their patients a fully human status and try to capture their thoughts 
and feelings, they can hardly develop diagnoses or plan treatments. But, is mechanistic dehuman-
ization actually useful in medical problem solving? 

In the mechanistic dehumanizing condition (Jack, Dawson, & Norr, 2013), findings were 
different, according to the type of stimuli used: people described as rigid and cold (objectified), 
or scientific depictions of human physical or psychological functioning. Objectified individuals 
deactivated both the social reasoning and the mechanical reasoning brain areas; in contrast, scien-
tific depictions deactivated the social reasoning areas and activated those of mechanical reasoning. 

From these data two inferences can be drawn for medical interactions. First, patients’ ob-
jectification — the fact of perceiving patients as mechanical entities, devoid of warmth and emo-
tional responsiveness — does not help in clinical problem solving. Second, when physicians are in-
volved in examining the reports of a CAT (Computerized Axial Tomography) scan or in perform-
ing a laser or surgical procedure, they cannot think about patients’ mental states; these clinical 
tasks, in fact, activate the mechanical reasoning areas and deactivate those of social reasoning. Phy-
sicians could follow a strategy to maintain a good communication with patients who, during the 
above-mentioned interventions, may have the perception of being dehumanized. They could warn 
patients that, when physicians are involved in solving complex medical problems, they — neces-
sarily, but temporarily — have to turn their attention from the patients to the problem to be solved.  

Interestingly, persons and interactions in the animalistic condition, described as instinc-
tive and irrational, activated both the areas of social reasoning — except for the medial parietal 
cortex, which was only activated by the humanizing conditions — and the areas of mechanical 
reasoning. This finding probably means that, when animalistic dehumanization prevails, 
healthcare professionals both assign patients some limited psychological mental states and are 
able to perform non-complex medical tasks. 

Future research should replicate Jack, Dawson, and Norr’s (2013) findings, because of 
their relevance for medical contexts. On the whole, they evidence that healthcare professionals 
cannot be, at the same time, involved in complex medical problem solving and empathetic with 
patients, despite the fact that physicians’ empathetic (humanizing) attitudes have beneficial ef-
fects on patients’ outcomes in clinical practice. 
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The Impact of Empathy in Medical Settings 
 

Empathy includes distinguishable facets, which are: the capacity to become aroused by 
others’ emotions; the awareness of others’ emotional states; the motivation to care for others’ 
well-being; and, finally, the capacity to imagine what another person is thinking and feeling (De-
cety & Fotopoulou, 2015; Decety & Svetlova, 2012). Regarding humanity perceptions, as we 
noted, research has consistently shown that empathy is associated with outgroup humanization 
(see Capozza, Falvo, et al., 2013; Capozza, Trifiletti, et al., 2013; Čehajić et al., 2009) and, actu-
ally, imagining what a person is thinking and feeling may capture his/her uniquely human mental 
states. From the point of view of the target of empathy, feeling that others are empathetic may 
lead to the feeling they are assigning us a fully human status.  

We analyze now the association between patients’ awareness of physicians’ empathy and 
several positive outcomes for patients’ health. Future studies should examine the role that the 
perception of being humanized plays in this association. 

Research has shown that patient/physician empathetic communication is related to higher 
patient’s satisfaction and greater adherence to treatments (see Gleichgerrcht & Decety, 2013). 
Working with diabetic patients, Hojat et al. (2011) discovered that patients showed better control 
of hemoglobin (A1c) when physicians displayed higher empathy scores. In a large-scale study, 
Rakel et al. (2009) observed that physicians’ empathic concern was related to shorter illness du-
ration (a common cold) and stronger immune system response. (For explanations of the benefi-
cial effects of physicians’ empathy, see Decety & Fotopoulou, 2015.) 

Thus, clinician’s empathy positively affects the patients’ overall well-being and contrib-
utes to their healing. However, given the incompatibility between feeling empathy and solving 
complex medical problems, physicians have to strike a balance between these two mindsets. As 
suggested by Haque and Waytz (2012, p. 181), physicians could shift between empathy and prob-
lem solving according to the care context; they could, for instance, be empathetic in their surgery 
and dampen empathy during a medical intervention. 

It is worth noting that, although the capacity to feel empathy is dispositional, it may be 
learnt. It has been found, for instance, that student clinicians who received a perspective-taking 
training reported higher patient satisfaction compared to control students (Blatt, LeLacheur, Ga-
linsky, Simmens, & Greenberg, 2010).  

 
 

OUTGROUP DEHUMANIZATION IN RACIALLY DISCORDANT MEDICAL INTERACTIONS 
 

Statistics relating to the U.S. population indicate that Black physicians are under-
represented in that society; therefore, a high percentage of Black Americans encounter non-Black 
physicians in medical care. Research has shown that, in these racially discordant medical interac-
tions, patient/physician communication is less adequate than in racially concordant interactions 
(see the reviews by Dovidio, Eggly, Albrecht, Hagiwara, & Penner, 2016; Hagiwara & Dent, 
2016; Penner et al., 2012, 2014). For instance, when encounters are racially discordant, physi-
cians and patients spend less time exchanging information and planning treatment; furthermore, 
physicians provide patients with less health education. These disparities in communication may 
lead to lower satisfaction with care and weaker intentions to adhere to medical recommendations. 
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But, what are the reasons for racial disparities in patient/physician communication? One 
key factor is non-Black physicians’ implicit attitudes toward the racial outgroup, which are 
strongly negative (Sabin, Nosek, Greenwald, & Rivara, 2009; van Ryn et al., 2015) and influence 
spontaneous behaviors. It has been found, for instance, that implicit — but not explicit — racial 
bias is correlated with physicians’ verbal dominance in interactions, measured as the ratio be-
tween the amount of time physicians talk and the amount of time patients talk (Hagiwara et al., 
2013). Probably, negative implicit stereotypes of Blacks (e.g., as lazy and unreliable) lead physi-
cians to exert control during medical interactions.  

We propose that not only implicit prejudice but also dehumanizing perceptions of Blacks 
play a role in the poor communication between non-Black physicians and Black patients. It has 
actually been observed that, in the U.S. society, Blacks are dehumanized in an animalistic way 
(see the implicit Black/ape association discovered by Goff et al., 2008, 2014). Future research 
should evaluate whether dehumanizing perceptions are a cause of the poor patient/physician 
communication in racially discordant medical interactions and, thus, of the lower satisfaction 
with care among Black patients. 

 
 

CONCLUSION 
 
Is patient dehumanization actually present in medical contexts? Consistent evidence indi-

cates that healthcare professionals assign patients a lower human status: patients are perceived as 
less characterized than physicians and nurses by uniquely human traits, and are represented more 
in terms of features humans share with animals than in uniquely human terms (see Capozza et al., 
2015; Trifiletti et al., 2014). Thus, healthcare providers associate illness with a lower capacity for 
rationality and self-control. There is no evidence of mechanistic dehumanization when medical 
professionals evaluate patients as a category, and not as individual cases. 

But, why do healthcare providers dehumanize patients? In the present contribution, we 
particularly focused on the functional causes of dehumanization (for nonfunctional causes and the 
strategies allowing their control, see Haque & Waytz, 2012). Regarding the functional causes, re-
search has consistently found that, among healthcare professionals, patient dehumanization may 
be associated with lower perceptions of stress and burnout (e.g., Trifiletti et al., 2014; Vaes & 
Muratore, 2013). Thus, patient dehumanization may have the function of reducing the stress and 
emotional exhaustion which derive from work overloads and the perception of  physical and psy-
chological pain in others, with beneficial effects for healthcare professionals’ well-being and their 
performance at work. However, as we argued, patient dehumanization may impair patient/physician 
communication and lessen patients’ satisfaction with care. Healthcare professionals’ dehumaniz-
ing perceptions may also induce negative self-evaluations in patients, with the effect of patients’ 
weaker determination in following medical prescriptions.  

Future research should investigate the hypothesized relationship between healthcare profes-
sionals’ dehumanizing perceptions, patients’ satisfaction with care and adherence to treatments. 
From a practical point of view, healthcare providers should be made aware that they tend to de-
humanize patients, and that they may do so to cope with job-related stress; institutions should de-
sign work conditions which limit burnout: they could, for instance, reduce work overloads and 
enhance employees’ perception of organizational support (POS; for the negative relationship be-
tween POS and burnout, see Eisenberger & Stinglhamber, 2011).1 
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With reference to clinical problem solving, direct (see Cheng et al., 2007; Decety et al., 
2010) and indirect (Jack, Dawson, & Norr, 2013) evidence show that it is favored by reduced 
empathy and by patient dehumanization. However, physician’s empathy positively affects pa-
tients’ well-being and healing (see Decety & Fotopoulou, 2015). Thus, physicians should be ad-
vised to create a balance between sharing patients’ emotions and performing their clinical work 
(see Haque & Waytz, 2012). Furthermore, medical students should be trained to be empathetic, 
and medical schools should select those applicants who are able to understand patients’ perspec-
tive (Haque & Waytz, 2012, p. 181; see also Haslam, 2007). (For the importance of relationships 
in medical contexts, see Migliorini, 2015.) 

We, finally, proposed to introduce the construct of outgroup dehumanization in explain-
ing racial disparities in racially discordant medical interactions (see, e.g., Dovidio et al., 2016; 
Hagiwara & Dent, 2016; Penner et al., 2014). It is possible, in fact, that also Black dehumaniza-
tion (see Goff et al., 2008, 2014) influences healthcare providers’ nonverbal and paraverbal be-
haviors and, thus, Black patients’ trust and satisfaction with care. Future research should include 
patient dehumanization also in the study of ethnically discordant medical interactions, and racial-
ly/ethnically discordant medical interactions should be investigated in Europe due to the arrival 
of many migrants and refugees. 

This contribution adds to earlier work (e.g., Christoff, 2014; Haque & Waytz, 2012; 
Leyens, 2014) in showing the key role patient dehumanization plays in medical interactions, and 
indicates the need to curb this bias, if we wish to favor patients’ health and well-being.  

 
 

NOTE 
 

1. A task for future research is also to identify the categories of healthcare professionals who, more than 
others, use patient dehumanization to reduce job-related stress. The existing literature shows that the re-
lationship between dehumanization and lower perceived stress involves, for instance, medical profes-
sionals who have more contact with oncological patients (Vaes & Muratore, 2013) and nurses with 
higher organizational commitment (Trifiletti et al., 2014). 
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