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Abstract  
Clinical empathy is a cognitive disposition involving understanding the inner experiences and perspectives of patients, 
combined with the ability to communicate this understanding to patients and is a key clinical skill of person-centered 
medicine. The 3 objectives of this paper are: (1) to develop a French version of the Jefferson Scale for Physician Empathy 
(JSPE) with appropriate psychometric properties; (2) to explore the relationships of clinical empathy with the 
sociodemographic characteristics of physicians, their training and aspects of their practice and (3) to examine associations 
between clinical empathy and burnout. A sample of 308 general practitioners was included. Confirmatory factor analyses 
suggested a factor structure close to the original questionnaire. However, they suggest that the use of a general empathy 
score is not warranted. According to the factor considered, greater empathy was independently related to being a woman, 
living as a couple, having experience of psychotherapy and longer consultations As expected, a negative relationship 
was observed between empathy factors and burnout. Burnout could affect the ability of GPs to be empathic or the way 
they describe their own empathic skills. 
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Int roduct ion 
 

The activity of general practitioners involves examining 
the patient through verbal and non-verbal cues in 
physician-patient interpersonal exchanges [1]. In this 

context, empathy appears an important factor in the 
quality of the general practitioner-patient interaction. 
According to Hojat et al. [2], empathy improves many 
aspects of healthcare practice, from history taking to 
patient satisfaction. Research has indicated that clinician 
empathy correlates positively with patient wellbeing 
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although this association with patient outcomes varies 
according to the illness and the methods used. 

The volume of research examining physician empathy 
is growing [3]. However, even though the question of 
clinical empathy appears relevant for the general 
practitioner-patient relationship, only a few investigations 
have been conducted with this population. A review of the 
literature conducted by Wensing et al. [4] indicated that 
humaneness, exploring the needs of patients and a 
“doctor-patient relationship with good communication 
skills” are some of the high priorit ies that patients expect 
from their general practitioner. Wynn [5] analyzed 77 
scripts of GP-patient interactions. He categorized 4 kinds 
of empathy: cognitive; affective; sharing and nurturant. 
Cape et al. [6] examined the GP-patient relationship in the 
specific case of treatment of emotional problems. The 
results indicated that doctor empathy coded by external 
observers was positively correlated with listening 
interactions and patient involvement. Vested and Heje [7] 
studied the practice of GPs in a nationwide study 
conducted in Denmark between 2002 and 2005 using a 
questionnaire assessing 5 domains: doctor-patient 
relationship; medical care; information and support; 
organization of services and accessibility.  The results 
indicated that patients (n = 50191) tended to recommend 
their general practitioner (n=703) to others if  they 
judged them as empathic. Mercer et al. [8] examined 
the relationships between GP empathy, patient 
enablement at consultation and health outcomes in 136 
patients. Their results showed a positive relationship both 
between GP empathy and patient enablement at the 
consultation and between patient enablement and changes 
in the main complaint and wellbeing evaluated 3 months 
after the consultation. Finally, using an experimental 
methodology, Verheul et al. [9] investigated the impact of 
a warm and empathic consultation compared to a cold 
and formal consultation in interaction with the certainty 
of the outcome. As expected, the greatest beneficial effects 
of empathic communication on stress reduction and 
expectancies were observed when it was combined with a 
positive expectations style. These data are in line with 
previous hypotheses suggesting that physician empathy 
(PE) in general practice has a significant effect on 
therapeutic efficacy [10]. 

A definit ion of physician empathy has been available 
for some years; it is a cognitive quality that involves an 
understanding of the inner experiences and perspectives of 
the patient as a separate individual, combined with a 
capability to communicate this understanding to the patient 
[1]. This conceptualization has increased the scientific 
study of clinical empathy and enabled specific self-report 
tools to be developed. Several scales of general empathy, 
such as the Interpersonal Reactivit y Index [11] and the 
Empathy Quotient [12], have been designed. However, 
these tools are not appropriate for evaluating physician 
empathy, which presumes specific  behaviors and attitudes 
related to clinical activity. There are only a few self-report 
questionnaires of physician empathy, mostly because PE 
has been evaluated through observations or interviews. 

 
 

The  Jeffe rs on Sc a le of Physic ian 
Empathy (JSPE) 

 
The JSPE is a scale to evaluate the clinical empathy of 
physicians and medical students which was developed by 
Hojat et al. [13]. Several dimensions were then taken into 
account, such as understanding subjective experiences of 
the patients and their families; interpersonal relationships 
with patients; attention to signals in interviewing 
patients; humor; attention to poetry and literature; 
absorption in stories, plays and movies; cognitive and 
affective sensitivity; emotional distance between 
physicians and patients; clinical neutrality; controlling 
physicians’ emotions; sentiments; imagination; 
tactfulness; perspective taking; role playing and non-
verbal communication [2,13]. 

A final version of the questionnaire with 20 items was 
developed. The initial data suggested that this scale 
presents a 4-factor structure [2,13]. The factors were: (1) 
“physician’s view from patient’s perspective”; (2) 
“understanding patient’s experiences, feelings and clues”; 
(3) “ignoring emotions in patient care” and (4) “thinking 
like the patient”.  Later analyses suggested a 3- factor 
structure: “perspective taking”; “compassionate care” and 
“standing in the patient’s shoes”. The scale was translated 
into several languages. Alcorta Garza et al. [14], tested a 
Spanish version of the questionnaire with a population of 
Mexican medical students  (n = 1022).  Exploratory factor  
analyses (EFA)  showed  a  3-factor  structure similar to 
that observed by Hojat et al. Shariat, Eshtad and Ansari 
[15] tested a Persian version of the JSPE with a sample 
of 207 GPs. Again, EFA showed a 3 - factor structure 
similar to the original scale. Roh et al. [16] translated the 
questionnaire into Korean, testing it with 493 medical 
students. EFA showed a factor structure similar to the 
original scale with a good internal reliability for the total 
scale (alpha = 0.84). Finally, Di Lil lo et al. [17] developed 
an Italian version of the JSPE with a sample of 289 
physicians working in several hospitals. EFA showed a 6-
factor structure with a fi rst major component explaining 
28% of the total variance. This factor represented 
perspective taking while 2 others represented the 
compassionate care and ‘standing in the patient’s shoes’ 
factors. 

Researches conducted with the JSPE have shown 
that physician empathy may be linked to 
sociodemographics, level of graduation and work-
related variables. Most of these studies showed an 
effect of gender on empathy: women tended to report 
being more empathic than men, but not always [1,14,15]. 
The results also indicated a change in the level of empathy 
during clinical training; surprisingly, most showed that the 
scores of empathy were higher in the first years of study 
than in the last years, which could reflect a tendency 
to be more realistic (less idealistic) and/or a tendency for 
self-protection when students become confronted with 
more involving clinical situations [18]. 
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Empathy and burnout  in G Ps  
 

The prevalence of burnout in GPs is well  known: about 1 
in 3 has experienced exhaustion and burnout in the USA 
[19] and Europe [20]. The level of burnout in GPs may 
depend on several factors, such as participation in a group 
of supervision [21] or continuing medical education [22]. 
Among GPs, burnout leads to negative impairment, from 
impaired job performance to suicide [19,22], while an 
increasing amount of data suggests potential direct links 
between empathy and burnout. Two conflicting hypotheses 
may be formulated about these links depending on the 
causality path hypothesized. 

The fi rst states a positive relationship between 
empathy and burnout: a high level of empathy may cause 
“compassion fatigue” and then create exhaustion and 
burnout. According to Nielsen and Tulinius [21], 
compassion fatigue in general practice refers to “being 
exhausted emotionally” due to frequent, difficult patient 
encounters, associated with the need for great attention and 
empathic listening. However, this view relies on a specific 
definit ion of empathy which emphasizes affective aspects. 
One inappropriate consequence of affective empathy is 
that the physician may be too subjected to the feelings of 
the patient and could consequently suggest improper 
compassionate care. 

The second hypothesis suggests a negative relationship 
between empathy and burnout: the more physicians 
experience burnout, the more they tend to dehumanize 
care [19]. Exhausted GPs will  be less able to stand in the 
patient’s shoes and have an empathic listening and would 
prefer to protect themselves by putting the patient at a 
distance and depersonalizing them. In this perspective, 
Krasner et al. [23] showed that an increase in mindfulness 
skills  of physicians favored a decrease in burnout. More 
interestingly, West et al. [24] examined the longitudinal 
evolution of self-reported medical errors, quality of life, 
burnout and empathy of internal medicine residents over 3 
years. Their results indicated that a diminished empathy 
and higher levels of burnout were associated with an 
increase in self-perceived errors. Recently, Brazeau et al. 
[25] examined the relationships between the clinical 
empathy of 127 medical students evaluated by the JSPE 
for students and their burnout evaluated by the Maslach 
Burnout Inventory. In line with the second hypothesis, 
they found moderate and significant correlations indicating 
that the higher is the level of burnout, the lower is their 
empathy. 

The aims of the present study were: (1) to develop a 
French version of the JSPE measuring clinical empathy 
and examine its psychometric properties; (2) to explore 
the association of clinical empathy with the personal data 
of physicians, including the sociodemographics and 
characteristics of private practice and (3) to test the 
negative association between the level of burnout and 
empathy. 
 

 
 

Method 
 

Par ti c ipan ts  
 

Participants were selected on a voluntary basis. They were 
approached during a national congress of family medicine 
held in Nice (France) in 2010 and through their 
professional societies. Three hundred and eight general 
practitioners (158 men and 150 women from 27 to 75 
years old) participated in the present study. All  were 
active in private practice; 67.5% worked in an urban 
area, 19.5% in a semi-rural area and 12.7% in a rural area. 
Table 1 presents the sociodemographics and the data 
relative to general practitioner activity. 

 
 

Inst rumen ts  
 
Soc iode m ographic and practice sur vey 

 
Sociodemographic and professional context data were 
collected using a survey-like questionnaire. The 
information included were: age, sex, marital status, number 
of children, clinical supervisor status, professional or 
scientific society, past personal experience with 
psychotherapy (as reported by the clinician), seniority of 
practice, number of consultations per week (average 
number of consultations as reported by the clinician), 
mean length of a consultation (average minutes per 
consultation as reported by the clinician). These data are 
presented in Table 1. 

 
J SPE-Fr 

 
The original JSPE for Health Professionals was translated 
into French using a back-translation methodology. First, 
the questionnaire was translated from English into French 
and then this version was translated from French into 
English. Finally, 3 researchers in psychology compared 
this version to the original JSPE. The French version was 
tested with a subset of 6 GPs with whom cognitive 
interviews were carried out focusing on the 
understandability of the items. Two meetings were also 
held with general practitioners in order to examine the 
acceptability and the comprehension of the scale. Some 
modifications were carried out in order to obtain the final 
version of the French JSPE. Thus, the final version tested 
contains 20 items answered on a 7-point Likert scale (from 
1 “strongly disagree”, to 7 “strongly agree”). Ten items 
are positively worded and 10 are negatively worded.  
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Table 1 Sociodemographics, pract ice descript ion and  burnout  of 308 genera l pract it ioners 
 

 Mean SD Range  

Sociodemographic and prac tice  data Age 51.1 9.51 27-75 

 Number of children 2.05 1.02 0-4 

 Seniority of practice (years) 22.9 9.98 1-50 

 Number of consultations per week 91.2 31.58 15-200 

 Mean length of consultation (minutes) 20.19 5.94 8-60 

Empathy  Perspective taking 53.1 7.87 20-70 

 Compassionate care 47.7 5.01 28-56 

 Standing in the patient’s shoes 10.8 2.42 2-14 

Burn out  Exhaustion 14.5 8.96 0-42 

 Depersonalization 6.63 4.98 0-24 

 Personal accomplishment 40.18 6.07 20-48 

   n % 

Mari tal  status     

Living as a couple   246 81.2 

Living alone   57 18.8 

Clinical S upervisor      

Yes   186 61.4 

No   116 38.1 

Member of a pro fess ional society      

Yes   215 78.9 

No   88 29.1 

Personal experie nce wi th psyc ho therapy      

Yes   156 51.5 

No   147 48.5 

 
Table2 Descript ive scores of empathy a nd  sta ndardized e st imate sa tu rat ion coeff ic ients for each 
JSPE-FR item in re la t ion to the hypothesized st ructure ( 3  factors, no overarching factor) 
 

Factor  Item  Coeffi cient 

 
 
 
 
Perspective ta king  

2 
4 
5 
 
9 

0.55 
0.52 
0.28 

 
0.32 

 10 0.58 

 13 0.53 

 15 0.49 

 16 0.57 

 17 
20 

0.2 
0.49 

Compassi onate care  1 0.13 

 7 0.41 

 8 0.42 

 12 0.51 

 14 0.71 

 18 0.02 

 19 0.31 

Standing in th e patient’s  shoes 3 0.75 

 6 0.72 
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The  Maslach  Bur nout  Inve ntory  (MBI ) 
 

The French version (1994) of the Maslach Burnout 
Inventory [26] was used. This is a 22-item questionnaire 
with a 7-point Likert scale (from 0 “never” to 6 “every 
day”). It enables the 3  components of the burnout 
syndrome to be assessed: emotional exhaustion; 
depersonalization and reduced personal accomplishment. 

 
 

Pro ce du re  
 

Data were collected using 2 procedures: 61 GPs 
(19.8%) completed a paper-pencil  version of the survey 
whereas 247 GPs (78.6%) completed a computerized 
version following a prompting e-mail. Overall, 460 GPs 
were prompted. No differences in terms of 
sociodemographics, practice and levels of empathy or 
burnout were observed between the 2 groups (see Tables 1 
and 2). Participants completed questionnaires in the 
following fixed order: sociodemographic and practice 
survey; JSPE-Fr and MBI. The collected data were 
anonymous. The study was approved with no restriction 
by the medical review board of Paris Descartes University. 

 
 

Dat a analys is 
 
The structure of the questionnaire was tested with 
confirmatory factor analyses using the software Amos™. 
To explore the links between sociodemographic variables, 
regression analyses were conducted considering empathy 
scores as dependent variables and sociodemographic and 
professional practice variables as independent variables. 
Next, correlational analyses were carried out to explore the 
links between empathy and burnout scores. Finally, 
hierarchical regression analyses were conducted 
considering empathy scores as dependent variables and 
sociodemographic/practice variables (Block 1) and burnout 
scores (Block 2) as independent variables. These 
multivariate analyses enabled the effect of covariables 
to be controlled, which has not been done in previous 
research. 
 
 

Results 
 
Fac to rial  st ruc ture  of  th e JSPE-Fr 

 
Hojat’s 3-factor models were tested by conducting CFA. 
First, a model including a general factor referring to 
overall physician empathy was tested and found to fit  
the data poorly. Then, the 3-factor model considering 
interrelations between factors, but without the overall 
factor was tested. The results indicated an acceptable fit  
between the data and the expected model (Chi²/df = 2.08, 

GFI = 0.90;  AGFI = 0.87;  RMSEA = 0.06). Table 2 
shows the standardized estimate saturation coefficient for 
each item. Items 1 and 18 showed low saturations. 
Compassionate care was moderately correlated to scores 
for standing in the patient’s shoes and perspective taking (r 
= 0.46 and r = 0.33, p < 0.01, respectively), while 
perspective taking was moderately correlated to standing 
in the patient’s shoes (r = 0.17, p < 0.01). These results 
confirmed the absence of a general physician empathy 
factor for the present sample. Consequently, the 
following analyses only considered scores for the 3 
independent subscales. 
 
Empat hy , sociod em og ra ph ic  and 
profe ss ional prac ti ce fac tors 
 
When predicting each JSPE-Fr factor by 
sociodemographic and practice variables, these were found 
to explain 6.29% of perspective taking (F(10,289) = 1.93; 
p = 0.04), 6.8% of compassionate care (F(10,289) = 2.09; 
p = 0.02) and 2.16% of standing in the patient’s shoes 
scores (F(10,289) < 1, NS). Table 3 shows the regression 
coefficient for each variable. Perspective taking was 
independently  positively  associated  with  personal  
past  experience  with  psychotherapy (meanYes = 53. 4; 
meanNo = 51.2; F(1,289) = 5.47, p = 0.02) and mean 
duration of consultation (β = 0 .19, F(1,289) = 7.81, p = 
0 .006), while compassionate care was associated with 
being a woman (meanMen = 46.05; meanWomen = 47.63; 
F(1, 289) = 5.89, p = 0.015) and living as a couple 
(meanCouples = 48.03; meanAlone = 45.65; F(1, 289) = 
8.14, p = 0.005). 
 
Empath y a nd burnout  

 
Table 4 shows correlations between the JSPE-Fr and MBI 
scores. Empathy factors were mostly related to 
depersonalization and personal accomplishment (r from 
- 0 .30 to r = 0.36). Correlations with exhaustion were 
small or negligible. The factor ‘standing in the patient’s 
shoes’ was not or only weakly correlated to burnout 
dimensions.  

As expected, these results indicated that the greater the 
depersonalization, the lower the level of empathy. In 
contrast, the higher the personal accomplishment of a GP, 
the greater was their empathy. To examine the independent 
associations of predictors with empathy, regression 
analyses were carried out with empathy scores as 
dependent variables. Sociodemographic and professional 
variables were introduced as independent variables in a 
first block, in order to control their influence and the 3 
burnout scores in a second block. 

The whole model explained 18.9% (F(13,276) = 4.95; 
p < 0.001), 13.1% (F(13,276) = 3.20; p < 0.001) and 12.7% 
(F(13,276) = 3.07; p < 0.001) of perspective taking, 
compassionate care and standing in the patient’s shoes 
scores, respectively. 



Zenasni, Boujut, Buffel du Vaure, Catu-Pinault, Tavani, Rigal, 
Jaury, Magnier, Falcoff  and Sultan 
 

Clinical empathy and burnout in general practice 

 

764 

 
Table 3 Summary of hierarchica l regressions w ith em pathy scores as dependent  variables and 
burnout  scores as independent  variables 
 

   Beta(ß) F value p value 

Block1 
 

Perspective taking 
 

Sex (men) 
Age 
Number of children 
Living as a couple (no) 
Professional society (no) 
Psychotherapy (no) 
Clinical supervisor (no) 
Seniority of practice (years) 
Length of consultation (minutes) 
Number of consultations per week 

0.04 
0.07 
0.00 
-0.08 
-0.03 
0.14 
0.04 
-0.08 
0.18 
0.01 

0.30 
0.14 
0.00 
1.75 
0.20 
5.47 
0.37 
0.22 
7.80 
0.02 

0.58 
0.70 
0.94 
0.18 
0.65 
0.02 
0.54 
0.63 
0.006 
0.88 

Block2 
 

Perspective taking  
(ΔR²=12.6%) 

Exhaustion 
Depersonalization 
Personal accomplishment 

0.04 
-0.10 
0.34 

0.44 
2.46 
34.68 

0.50 
0.12 
0.00 

Compassionate care 
(ΔR²=6.5%) 

Exhaustion 
Depersonalization 
Personal accomplishment 

0.02 
0.23 
11 

0.11 
11.64 
3.56 

0.73 
0.001 
0.06 

Standing in the patient’s 
shoes 
(ΔR²=10.6%) 

Exhaustion 
Depersonalization 
Personal accomplishment 

-0.06 
-0.25 
0.12 

0.65 
14.22 
3.77 

0.42 
0.00 
0.05 

 
Note: The results concerning Block 1 are indicated for the “perspective taking” model. For “compassionate care” and “standing in the patient’s 
shoes” models, the results were similar and may be sent on request. 
 
Table 4 Intercorrela t ions be tw een empathy fac tor sco re s 
 

 Exhaustion Depersonalization Personal accomplishment 

Perspective taking -0.08 -0.18** 0.36** 

Compassionate care 
 

-0.11 -0.26** 0.18** 

Standing in the patient’s shoes   -0.15** -0.30**  0.21 ** 
 
** = results significant at 0.01 
 

Burnout scores alone explained 12.6% of perspective 
taking, 6.5% of compassionate care and 10.54% of 
standing in the patient’s shoes. The higher the personal 
accomplishment, the better the perspective taking (β = 
0.34, F(1,276) = 34.7, p <0.0001).  The  greater  the  
depersonalization,  the  lower  the  compassionate  care  (β  
=  -0.23, F(1,276) = 11.64, p < 0.001). Finally, the lower 
the depersonalization, the better the standing in the 
patient’s shoes (β = -0.25, F(1,276) = 14.22, p < 0.0001). 
Perspective taking was not independently predicted by any 
of the burnout dimensions. 

 
 

Discus si on 
 

The first aim of this study was to examine the structural 
validity of the JSPE-Fr. The results confirm in part the 3-
factor structure observed in the original scale and in 
previous adaptations of the scale in other languages. 
However, they do not support the presence of a general 
clinical empathy suggesting that the 3 factors need to be 
considered independently. However, the absence of a 
general physician factor in the present study may be due 

to the specifici ty of the physician sample interviewed (i.e., 
general practitioners) or to cultural specifici ties. We 
suggest that more research needs to be carried out using 
the JSPE-Fr to confirm its structural validity with 
advanced methods such as CFA, as was done here. 

The second objective of the study was to identify 
sociodemographic and practice factors associated with the 
clinical empathy of general practitioners.  

The results indicate that empathy is not strongly 
influenced by sociodemographic and private practice 
variations, suggesting that its level/status probably 
depends on more subjective and/or psychosocial factors. 
Considering sociodemographic variables, gender and 
marital status were both found to be related to 
compassionate care. Concerning gender, the results are in 
line with previous data indicating that women physicians 
are more empathic than men [27]. However, results 
indicate that this effect seems to be limited to the 
compassionate care factor, which also significantly 
depends on the marital status of the GP with individuals 
living as a couple reporting more compassionate care than 
others. Compassionate care, as an affective dimension of 
empathy, is also a social dimension which may favor 
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mutual concern and agreement in married life. The 
perspective taking factor is associated with the personal 
experience of psychotherapy and the average length of 
consultation. Having followed a psychological treatment 
may help physicians to take the perspective of patients 
better. It may also highlight that both greater empathy and 
psychotherapy are determined by a specif ic interest in the 
physician for human relations in care. Concerning the 
length of consultation, the results suggest that taking the 
patient’s perspective is a process requiring time in the 
physician-patient relationship and thus longer 
consultations. 

The third objective of the study was to examine 
relationships between empathy and burnout. We 
hypothesized that a higher level of burnout would affect 
GP empathy, when all  other variables were controlled. 
The results confirmed this hypothesis indicating that the 
greater was the degree of depersonalization, poorer was 
the compassionate care and the potential to stand in the 
patient’s shoes. These results suggest that, as predicted, 
GPs experiencing burnout probably protect themselves 
by putting patients at a distance and depersonalizing 
care. Burnout may be very unsafe, not only for the 
physician, but also for the patient if  it is not taken into 
account. On the contrary, as suggested by results observed 
in the present study, the higher the feeling of personal 
accomplishment, the better the perspective taking of the 
GP. This is in line with previous studies showing that a 
high degree of wellbeing and self-accomplishment in 
physician activity favors empathy toward the patient [19]. 
In order to clarif y how burnout may affect empathy, it 
would be helpful if future studies could examine the 
mediation effect of affective empathy. 

Nevertheless, the present study is subject to some 
limitations. First, concerning the selection of the 
participants, the sample was not randomly selected, but 
was a convenience sample. This may have introduced 
some biases, such as selecting psychologically-minded 
participants as suggested by the large proportion of GPs 
with personal psychotherapy experience. Second, the  
study  was  cross-sectional  and  thus  no  conclusions  on  
causal  pathways  among  the examined variables could be 
drawn. For example, although the average length of 
consultations and burnout were envisaged as predictors 
here, they could be seen as dependent variables, with 
empathic professionals tending to develop relational 
styles requiring more time with patients and favoring a 
more rewarding professional role. 
 
 

Conclusion 
 

To conclude, a French-language version of the clinical 
empathy scale JSPE-Fr was developed in this study and 
the expected factor structure was confirmed. However, 
the results did not support an overall  empathy factor 
suggesting that the use of the JSPE should be limited to its 

3 dimensions. One key result of this research is the 
confirmation of a negative link between GP burnout and 
empathy, independent of sociodemographics and practice 
characteristics. Through empathy, burnout could affect 
care and thus not only the health and quality of li fe of 
physicians, but also that of patients. More research is 
needed to confirm these causal assumptions as part of the 
ongoing development of person-centered medicine. 
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