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Empathy has been studied for many years now, using 
different theoretical approaches. This conceptual diver-
gence in itself serves to underline how difficult it is to 
reach one common definition of the construct, and that 
it comprises many different factors or dimensions 
(Hogan, 1969; Mehrabian & Epstein, 1972). For the 
same reason, multiple ways to measure the construct 
have been developed. As a general rule, authors have 
opted to focus on one of empathy’s dimensions. For 
instance, the Hogan Empathy Scale (EM; Hogan, 1969) 
hones in on its cognitive dimension; the Questionnaire 
Measure of Emotional Empathy (QMEE; Mehrabian & 
Epstein, 1972) concentrates on its emotional dimen-
sion. Other scales such as the Empathy Quotient (EQ; 
Baron-Cohen & Wheelwright, 2004) or the Cognitive 
and Affective Empathy Test (Test de Empatía Cognitiva y 
Afectiva or TECA; López-Pérez, Fernández-Pinto & 
Abad, 2008) reflect both. Davis (2006) proposed a uni-
fying definition of empathy with the Interpersonal 
Reactivity Index (IRI): a “set of constructs that connects 
the responses of one individual to the experiences of 
another. These constructs specifically include both the 
processes taking place within the observer and the 

affective and non-affective outcomes that result from 
these processes” (p. 443).

Neurobiology explains emotional contagion as an 
increase in autonomic arousal, so as to emulate the 
inner state of the other person. Physiological adjust-
ment of arousal states are a key to being able to offer a 
regulated empathic response (Appelhans & Luecken, 
2006).

However, none of these theories take into account 
the misconceptions which are in fact common amongst 
healthcare professionals.

Empathy from a counseling viewpoint and misconceptions

In counseling theory, empathy is defined as a tool,  
a skill, an attitude and a process. The success of the 
aid relationship depends on the counselor’s ability to 
empathize with the client’s inner world and convey 
that comprehension to the client. This empathy pro-
cess consists of three phases (Casera, 1983, quoted in 
Bermejo, 2012). In the initial, identification phase the 
person is listened to from an emotional and cognitive 
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standpoint; in the second phase, which focuses on 
assimilation and repercussion, the counselor places the 
emphasis on his or her own emotional universe and 
detects how the other’s experience affects their own 
self (thus beginning their own emotional self-regulation). 
In the third and final phase, which focuses on separation, 
the counselor regains the necessary emotional and cog-
nitive distance to provide an appropriate response.

There can be no doubt that the conceptual diver-
gence and multiple theories used to address the empa-
thy construct have meant that popular understanding 
of the term ‘empathy’ is shrouded in erroneous and 
confusing misconceptions. For example, empathy is 
not the same thing as friendliness; it is not a means to 
experience how others feel, nor is it based on good 
interpersonal understanding, nor does it mean that a 
person must live the same experiences or identify with 
the person they have in front of them (Bermejo, 2012). 
Equally, it is not an innate, fixed quality of a person, 
but rather something that can be learnt and brought 
into play (Coutinho, Silva, & Decety, 2014; Teding van 
Berkhout, & Malouff, 2016). In fact, it has been proved 
that empathic response is neither automatic nor sponta-
neous (Bermejo Villacieros, & Carabias, 2013), although 
researchers disagree on this point; some authors such 
as Hojat et al. (2011) perceive empathy as a stable, 
unchangeable personality trait. Another common mis-
conception is to think that empathy involves partici-
pating in, becoming infected by or letting yourself be 
swayed by someone else’s emotion.

Authors such as Bermejo et al. (2013) have studied 
this kind of error amongst healthcare professionals in 
depth, addressing the premise that this professional 
collective may be more vulnerable to popular misconcep-
tions of the empathy construct. Using the Popularization 
of the Term ‘Empathy’ (Popularización del Término 
Empatía or henceforth, PTE) scale, which reflects mis-
conceptions such as interpreting empathy as feeling 
like another or friendliness (positive feeling), they 
found that healthcare professionals fell into this kind 
of error significantly more often than other groups of 
professionals.

From a counseling point of view, being aware of 
one’s own emotional state to differentiate it from that 
of the client enables counselors to avoid emotional 
spillover; separation is a key element in the empathic 
process, because without separation there is never 
empathy, only friendliness (positive feeling) or emo-
tional and/or cognitive identification with the client 
(rapport or agreeing with them).

In this sense, Bermejo (2012) argues that assertiveness 
is a vital part of the empathic process. Assertive people 
can sustain balanced or anxiety-free behavior whilst 
expressing their emotions in a pleasant and honest 
way; they can exercise their rights without submitting 

to or ignoring the rights of others (Alberti & Emmons, 
1998). Whilst empathy allows a speaker to display 
understanding, assertiveness allows them to articulate 
an appropriate response.

In a similar vein, but not belonging to the core of 
the empathy construct, due self-esteem facilitates the 
empathic process. Without it, people are more emo-
tionally vulnerable and interact less with others; they 
establish less effective interpersonal relationships; they 
experience a sense of ineptitude and have less resources 
to deal with this (Gil-Monte, García-Juesas & Caro-
Hernández, 2008); they tend to be dependent on 
external validation and are particularly vulnerable 
in emotionally intense scenarios. However, people 
with high self-esteem are less affected by job stress and 
its effects (Hobfoll & Freedy, 1993).

Burnout and healthcare scenarios

Burnout syndrome is present in between 30 and 70% of 
healthcare professionals (Lamothe, Boujut, Zenasni, & 
Sultan, 2014). This prevalence is often blamed on the 
inherent difficulties of the relational world itself and 
the better or worse use of empathy by healthcare pro-
fessionals (Bermejo, 2012; Hojat et al., 2011). For 
instance, it has been linked to the question of Empathic 
Concern, with feelings of guilt (Blasco, 2002). On a pos-
itive note, it is considered that factors such as self- 
esteem (González, Souto, Fernández & González, 
2016), communication skills (Gil-Monte et al., 2008) 
and assertiveness (Suzuki et al., 2009) protect against 
burnout.

Healthcare professionals try to be empathic, given 
that it is linked to improved patient progress (Hojat 
et al., 2011) and that lack of empathy results in a lack 
of implication with patients (Yu, Wang, & Liu, 2012).

However, healthcare professionals often have to face 
disproportionate demands (from unsatisfied clients 
who are going through difficult times) or demands 
that are impossible to meet (for instance, in cases  
involving terminal illness). If they put the empathic 
process into practice, giving emotional self-regulation 
its due importance and gaining the necessary separa-
tion or emotional distance, professionals would be 
aware of the risk of overburdening themselves when 
faced with situations of this kind; they could justify 
their dissociation and assertive response. Otherwise, 
the lack of ability to self-regulate their affective arousal 
can mean that being empathic has a personal cost 
(Coutinho et al., 2014).

For this reason and many more, a lot of authors call 
for empathy training to enable healthcare professionals 
to protect against burnout (Coutinho et al., 2014). If such 
training is not given, burnout can have serious reper-
cussions on both the professional and society; the quality 
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of personal and working lives is compromised to the 
extent that professionals can lose their vocation, seek 
to be declared unfit, use psychotropic drugs or even 
entertain suicidal thoughts (Cathébras, Begon, Laporte, 
Bois, & Truchot, 2004). Obviously, this has a direct 
effect on the quality of care and eventually dehuman-
izes the patient-doctor relationship (Bermejo, 2012).

The aim of the present research was to study to what 
extent common misconceptions of the concept of 
empathy, the use of empathy and empathic capacity 
affect burnout levels in healthcare professionals. To this 
end, one of the research’s secondary objectives was to 
validate the Exercise of Process of Empathy (Ejecución 
del Proceso de Empatía or EPE) questionnaire used to 
measure empathic capacity (it involves a set of sub-
scales already validated in Spanish and described in 
the Method) and the Common Misconceptions scale 
(Errores Habituales de concepto or EH) based on the 
Popularization of the Term ‘Empathy’ (Popularización 
del Término Empatía or PTE) scale (Bermejo et al., 2013). 
Research was carried out in two phases comprising 
exploratory and confirmatory analyses, each using an 
independent sample.

Hypothesis and control variables. Expected findings.

The hypothesis of the present work is that the empathic 
process, as described in the counseling function and 
including assertiveness factor as the phase 3 dimension, 
is one factor that protects against burnout in healthcare 
professionals. Conversely, misconceptions surrounding 
empathy, or commonly-held errors caused by the pop-
ularization of empathy, constitute a risk factor for 
burnout. Finally, self-esteem (at least in some degree) 
is required to put the empathic capacity into practice.

As stated above, two questionnaires had to be  
validated in order to put this work’s hypotheses to  
the test: namely, the EPE questionnaire to measure  
empathic capacity and the questionnaire on Common 
Misconceptions of empathy (EH). The following con-
trol variables were measured during the data collec-
tion process, as factors required to provoke burnout: 
Professional Collective (Healthcare or Non-healthcare), 
Public-facing Care Provision (Yes or No) and Time of 
Direct Care Dedication (None, Occasional, Part-time 
or Full-time). Prior Counseling Training (Yes or No) 
and Prior Training in Humanist Psychotherapies 
(Yes or No) were also considered, as variables that in 
principle protect against burnout. Burnout is consid-
ered to be a work-related illness that affects profes-
sionals who provide public-facing care, with certain 
emotional implication in users (Álvarez & Fernández, 
1991); according to the approach adopted in this 
research, it is more common in healthcare professionals 
who receive no prior training in empathy, as opposed 

to the kind of training that can be found in counseling 
and/or humanist psychotherapies.

Method

Participants

Two different participant samples were used. The first 
was used to analyze the factorial structure of the EPE 
and EH scales (described below), given their explor-
atory nature. All 377 attendee who took part in the 
Palliative Care and Family Workshops1 organized by 
the Center for Health Humanization (which belongs to 
the ‘San Camilo’ Heathcare Center) in the Autonomous 
Community of Madrid, were invited to SD take part in 
the research. Finally, the participants were 252 (being 
66.8% the response rate). Of them, 80% were women, 
with an average age of 40 years old, (SD = 15).

Half of this first sample had a University profile (53.4%, 
n = 132), and the other half belonged to the studies and 
occupational health field (50%, n = 118). There were few 
participants that marked psychology studies (12.7%, 
n = 30) or workplace of psychology (9.6%, n = 22).

Once the questionnaires had been validated, the sec-
ond sample was then used to test the structural equa-
tion model object of research. During this second phase 
the sample comprised 275 participants (78% women,  
M = 43 years old, SD = 13.41); most of them again were 
attendees in the Grieving Workshops2 (n = 218) organized 
by the aforementioned center, and the other part (n = 57) 
were students of an online Master in Counseling3 at the 
same center, in collaboration with the Universidad 
Católica de Valencia4. This sample was used to validate 
the factorial structure identified in the first phase and to 
research the structural equation model.

They had University studies 70.1% (190) and were 
working 64.6% (170). We divided this sample into 4 
groups: health 30% (77), and social 27.2% (57) profes-
sionals, psychologists 18.7% (48) and others 24.1% (62). 
Most were professionals who provide public-facing care 
84.4% (216), with an average experience of 11.5 years 
(SD = 10.3), of whom part-time and full-time were 
72.3% (180). With respect to prior training in empathy, 
they had prior counseling training 39.1% (101), and 
prior humanist psychotherapies 11.6% (30). Finally, 
49.2% (127) had none.

Materials

Burnout: the burnout subscale from the Compassion, 
Satisfaction and Fatigue questionnaire translated and 
adapted to Spanish by Morante, Moreno & Rodríguez 

1Jornadas de Cuidados Paliativos y Familia
2Jornadas de Duelo
3Máster de Counselling y Relación de Ayuda
4Valencia Catholic University ‘Saint Vincent Martyr’.
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(Cuestionario de Fatiga de Compasión y Satisfacción ProQOL-
vIV, 2006) was used to measure the dependent variable. 
This scale includes ten items, although the present 
research concentrated on five that refer directly to burn-
out in the workplace. This items are measured using 
a six-point Likert scale (0 = Never to 5 = Very Often) 
(see Table 1).

Self-esteem: ten items adapted to Spanish from the 
Rosenberg Scale (Martín, Núñez, Navarro & Grijalvo, 
2007) were used to measure levels of self-esteem. The 
items on this scale are scored using a four-point Likert 
scale.

Exercise of the Process of Empathy (EPE): a scale 
of initially 25 items gathered from different subscales 
validated in Spanish were used to measure empathic 
capacity. These covered the different phases of the 
empathic process, as defined in counseling (see Table 1). 
All the items were adapted to an identical five-point 
response scale (1 = Strongly Disagree to 5 = Strongly 
Agree). The empathic components measured in this 
scale included cognitive comprehension in phase 1, 
to collect data covering four of the seven items in 
Perspective-Taking subscale from the Interpersonal 
Reactivity Index (IRI) (Pérez-Albéniz, de Paúl, Etxeberría, 
Montes, & Torres, 2003, items 8, 21, 25 and 28). Secondly, 
emotional comprehension was also measured in phase 1, 
with data covering four of the nine items in the Emotional 

Comprehension subscale of the Cognitive and Affective 
Empathy Test (TECA) questionnaire (López-Pérez et al., 
2008, items 14, 27, 31, y 33). In third place, repercussion 
and assimilation or phase 2 of the empathic process 
was also measured, using on the one hand four of the 
eight of Attention subscale of the Trait Meta-Mood 
Scale (TMMS– 24) (Fernández-Berrocal, Extremera, & 
Ramos, 2004, items 3, 4, 7, and 8): these items define to 
what extent people observe and think about their feel-
ings, emotions and mood changes. On the other hand, 
four of the eight items from the Clarity subscale of 
TMMS– 24 (Fernández-Berrocal et al, 2004, items 9, 12, 
13 and 14) were also analyzed, to collect data relating 
to people’s understanding and identification of their 
emotional state or moods. Finally, in phase 3 the con-
cept of separation as used in counseling was analyzed, 
namely establishing the emotional distance required 
to make an objective response to the other person. 
For this purpose, 9 of the 30 items in the Rathus 
Assertiveness Schedule adapted to Spanish (Díaz, 
Ruiz, & Villalobos, 2012, items 2, 3, 4, 5, 6, 7, 8, 9 and 10) 
were used. After analysis, only 3 items of the scale 
remained valid.

Popularization of the Term ‘Empathy’ (PTE): Twelve 
items of the PTE scale (Bermejo et al., 2013) were used 
to measure popularized misconceptions of empathy. 
A further 4 items were added in order to complete and 

Table 1. Summary Table of Variables (and Questionnaires) Used to Establish SEM Model

Variable Questionnaire Items/subscale Spanish validation

Burnout Compassion, Satisfaction and  
Fatigue questionnaire

Burnout subscale: 5 items  
that refer directly to  
burnout in the workplace

Morante, Moreno, & Rodríguez 
(2006)

Self-esteem Rosenberg Scale Complete scale: 10 ítems Martín, Núñez, Navarro, & 
Grijalvo (2007)

Empathic capacity  
which includes the  
following phases:

Exercise of the Process of  
Empathy (EPE)

Complete scale: 18 ítems This study

Phase 1: Identification  
(cognitive and  
emotional  
comprehension)

Interpersonal Reactivity  
Index (IRI)

Perspective-Taking  
subscale: 4 items

Pérez-Albéniz, de Paúl, 
Etxeberría, Montes, &  
Torres (2003)

Cognitive and Affective  
Empathy Test (TECA)

Emotional Comprehension 
subscale: 4 items

López-Pérez, Fernández-Pinto, & 
Abad (2008)

Phase 2: Repercussion  
(attention) and  
assimilation (clarity)

Trait Meta-Mood Scale  
(TMMS– 24)

Attention subscale: 4 items 
Clarity subscale: 4 items

Fernández-Berrocal, Extremera, & 
Ramos (2004)

Phase 3: Separation 
(assertiveness)

Rathus Assertiveness Schedule 9 of the 30 items Díaz, Ruiz, & Villalobos (2012)

Common misconceptions  
of empathy

Popularization of the Term  
‘Empathy’ (PTE)

12 items that refer to common  
misconceptions

Bermejo, Villacieros, & Carabias  
(2013)

Common misconceptions (EH) Complete independent scale:  
16 items

This study
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validate an independent Common Misconceptions 
(Errores Habituales or EH) scale (response scale from 1 = 
Strongly Disagree to 5 = Strongly Agree).

Procedure

Both studies used the same procedure: the questionnaire 
was handed to all workshop participants (Palliative 
Care and Grieving) inside the documentation pack 
given out at registration. Participants were asked for 
their collaboration and to post the completed question-
naires in boxes provided at the registration desk when 
the workshops finished.

Prior to this, the Healthcare Ethics Committee at the 
San Camilo Healthcare Center reviewed the question-
naire content and the Center’s management autho-
rized its use during the workshops. In the instructions 
provided, the anonymity, confidentiality and voluntary 
nature of the questionnaire were emphasized, together 
with its objective: to investigate certain concepts such 
as empathy in greater depth.

Data analysis

Two exploratory factorial analyses (EFA) were carried 
out with the first study sample (N = 252), given the lack 
of a contrasted validation of the factorial structure 
used in the EPE scale and EH subcale. Also a CFA was 
carried out to validate these questionnaires studied 
previously and the structural equation model (SEM) 
was tested with the second sample (N = 275). Mplus 
7.0 software was used to conduct the EFA and SEM 
analyses (Muthén & Muthén, 1998 – 2014) and the R 
statistic package was used to perform parallel analysis 
on the polychoric correlation matrix (psych library). 
The robust weighted least squares means and variance 
adjusted (WLSMV) estimation method was used due 
to the categorical nature of the variables (Abad, Olea, 
Ponsoda & García, 2011; Brown, 2006). Polychoric cor-
relation matrix was then used as the imputation matrix. 
Geomin rotation method was used in the EFA. In addi-
tion, parallel analysis and χ2, RMSEA, CFI and TLI 
goodness-of-fit indices were used in factor selection. 
The same goodness-of-fit indices were also used to  
assess the quality of the SEM model. A RMSEA of 
less than .08 (Brown, 2006) was used as an accept-
able modelling criteria, together with a standardized 
root of mean square residual (SRMR) of less than .08 to 
indicate good data fit (Hu & Bentler, 1998). Indicators 
from the Comparative Fit Index (CFI) (Bentler, 1989) 
and the non-normed fit index or Tucker-Lewis Index 
(TLI) were also used, where the model is considered 
to fit if values over .90 are obtained (Abad et al., 
2011).

The reliability was addressed with the Cronbach’s 
alpha (95% CI) and Omega coefficients.

Results

Exploratory factor analysis of the EPE and PTE scales

The EPE scale, as mentioned above, took 25 items from 
five subscales into account, all adapted to one Likert 
five-point response format. These scales were: cogni-
tive comprehension, emotional comprehension, atten-
tion, clarity and assertiveness. Five items stood out for 
returning null or negative homogeneity indices. A fur-
ther two items were ruled out in the exploratory factor 
analysis because up to six factor solutions were not 
able to reproduce the correlations observed properly. 
As a result, the final, fitted exploratory factor analysis 
contained 18 items (geomin rotation and WLSMV esti-
mation method). The one- to three-factor solutions 
returned inadmissible goodness-of-fit indices (RMSEA 
> .08; CFI and TLI < .950). The four and five-factor 
solutions returned reasonably good fits (although the 
four-factor solution returned TLI = .922 and RMSEA = 
.08). Parallel analysis on the polychoric correlation 
matrix suggested four factors. However, the factorial 
weights of the five-factor solution complied with the 
expected structure and moreover returned all goodness-
of-fit indices within the admissible range; for that rea-
son, this solution was finally selected χ2(73) = 146.20, 
p < .001; RMSEA = .063 90% CI [0.048 – 0.078]; CFI = 
.977; TLI = .952]. Table 2 shows the fully-standardized 
factor loadings. All the factors positively and signif-
icantly correlated except for the cognitive and asser-
tiveness factors (r = .02).

The EH scale was also put through an EFA, using the 
12 items of PTE scale that reflect common miscon-
ceptions of the empathy construct. The first solution 
to return admissible goodness-of-fit indices was the 
three-factor solution χ2(33) = 74.940, p < .001; RMSEA = 
.071 90% CI [0.050 – 0.093]; CFI = .978; TLI = .957; 
SRMR = .039. Parallel analysis also suggested three 
factors. Three factors also made sense from a theo-
retical perspective, given that six indicators addressed 
the misconception that empathy is equal to Feeling 
(the first six indicators of Table 3). A further four  
indicators reflected the misconception that empathy 
is equal to temperament, character or a personality 
trait (the last four items, or the factor labeled 
Character). Finally, two items (7 and 8) addressed a 
factor labeled Confluence: these indicators reflected 
the misconception that empathy means feeling the 
same as the other.

To reinforce the measurement of the Character and 
Confluence factors, four indicators were added to these 
dimensions in the second sample (confirmatory study). 
In particular, the item ‘Empathy … means being benev-
olent to others’ [Empatía… supone ser benévolo/a con 
la otra persona] was added to the Character dimension 
and the items, ‘Empathy …means believing you are in 
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the same situation’ [Empatía…es creer que estoy en 
su misma situación], ‘starts when you believe you are 
equal to the other’ [se da cuando uno se supone igual 
al otro] and ‘means making the other’s experience 
your own’ [es inundarse de la vivencia del otro] were 
added to the Confluence dimension.

Confirmatory factor analysis and structural equation 
model

In the second, entirely independent sample, a CFA was 
carried out to validate the questionnaires studied pre-
viously, using the first sample. Moreover, the second 

sample was used to carry out the structural equation 
model object of research.

A three-factor structure was tested in relation to the 
EH scale (Feeling, Confluence and Character), through 
six, five and five measurable items respectively. The 
goodness-of-fit indices proved the model was a rea-
sonably good fit χ2(101) = 250.59, p <.001; RMSEA = 
.075 90% CI [0.063 – 0.087]; CFI = .952; TLI = .943. All the 
standardized factor loadings were above 0.600, except 
for two items from the Character factor (0.363 and 0.372) 
and one from the Confluence factor (0.517). Alpha 
(95% CI) and Omega coefficients were calculated for 

Table 2. Factor Loadings for Exploratory Factor Analysis of Exercise of Process of Empathy scale (five-factor solution)

Observed indicators [in Spanish] Cogn. Emot. Atten. Clar. Asser.

1. In the event of disagreement, I try to take everyone’s opinion into account  
before making a decision. [Intento tener en cuenta cada una de las partes  
(opiniones) en un conflicto antes de tomar una decisión]

.680 .072 – .072 – .062 .100

2. I think there are two sides to everything and I try to take both into consideration.  
[Pienso que hay dos partes para cada cuestión e intento tener en cuenta ambas partes]

.718 .238 .028 – .022 – .062

3. When I am upset with someone, I usually stop for a moment and try to put  
myself in their shoes. [Cuando estoy disgustado con alguien normalmente  
intento ponerme en su lugar por un momento]

.796 – .060 .042 .096 .014

4. Before criticizing someone, I try to imagine how I would feel if I were in  
their shoes. [Antes de criticar a alguien intento imaginar cómo me sentiría  
si estuviera en su lugar]

.715 – .042 – .009 .196 – .028

5. It is easy for me to understand how someone close to me feels. [Entender  
cómo se siente alguien cercano/a es algo muy fácil para mí]

.010 .487 .025 .210 – .098

6. I am aware of when people close to me are happy, even if they have not  
told me why. [Me doy cuenta cuando las personas cercanas a mí están  
contentas, aunque no me hayan contado el motivo]

– .022 .978 – .024 .006 .043

7. I realize when people close to me try to hide their true feelings. [Me doy  
cuenta cuando alguien cercano/a intenta esconder sus verdaderos sentimientos]

.067 .545 .161 .055 .105

8. I usually spend a certain amount of time thinking about how I feel.  
[Normalmente dedico tiempo a pensar en mis emociones]

– .015 – .087 .742 .125 .042

9. I believe that it is worth paying attention to how I feel and what mood  
I am in. [Pienso que merece la pena prestar atención a mis emociones  
y estado de ánimo]

– .016 .000 .631 .159 – .003

10. I often think about my feelings. [A menudo pienso en mis sentimientos] – .003 .026 .905 – .072 – .003
11. I pay a lot of attention to how I feel. [Presto mucha atención a cómo me siento] .031 .061 .856 – .012 – .022
12. I am fully aware of how I feel. [Tengo claros mis sentimientos] – .010 .195 – .132 .734 – .005
13.  I usually know how I feel about people. [Normalmente conozco mis  

sentimientos sobre las personas]
– .004 .337 .037 .578 – .012

14.  I am often aware of my feelings in different situations. [A menudo me  
doy cuenta de mis sentimientos en diferentes situaciones]

.030 .180 .210 .527 .007

15. I can always express how I feel. [Siempre puedo decir cómo me siento] .006 – .080 .055 .594 .124
16.  When I do not like the food I am served at a restaurant, I complain to  

the waiter/waitress. [Cuando la comida que me han servido en un  
restaurante no está hecha a mi gusto me quejo al camarero/a]

– .034 .074 .078 – .032 .312

17.  When I am told to do something, I always ask why. [Cuando me  
dicen que haga algo, insisto en saber por qué]

.192 .036 .031 – .069 .496

18.  Like most people, I fight for my corner and to retain my position.  
[Lucho, como la mayoría de la gente, por mantener mi posición]

– .026 – .009 – .019 .075 .802

Note: Factor loadings p < .05 are in boldface. Cogn = Cognitive comprehension, Emot = Emotional comprehension, 
Atten = Attention, Clar = Clarity, Asser= Assertiveness.
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the three subscales (factors): for Character (5 items); 
Alpha = .733 (.681 – .785) and Omega = .794, for 
Confluence (5 items); Alpha = .764 (.719 – .809) and 
Omega = .810 and for Feeling (6 items); Alpha = .828 
(.795 – .860) and Omega = .871.

The factors in turn returned positive, high correla-
tions (Character correlated to Feeling .824, Confluence 
to Feeling .662 and Confluence to Character .587), which 
shows that the SEM model had a second-order factor 
that reflected misconceptions of empathy (the second-
order standardized loadings for Character, Confluence 
and Feeling were .855, .687 and .964 respectively).

In terms of the EPE scale, a CFA model was carried 
out using the five factors obtained in the EFA analysis 
(see Table 2). The goodness-of-fit indices showed the 
model fitted the data reasonably well χ2(130) = 307.98, 
p < .001; RMSEA = .073 90% CI [0.063 – 0.084]; CFI = .962; 
TLI = .954.

As the correlations between the factors were all posi-
tive, significant and similar in magnitude (see Table 4), 
a second-order model was carried out in which the 
second-order factor was labeled Empathy. The goodness-
of-fit indices showed an improvement in the overall 
fit of the model χ2(130) = 269.63, p < .001; RMSEA = 
.069 90% CI [0.058 – 0.079]; CFI = .965; TLI = .959. 
The improvement was obtained in the RMSEA and 
TLI indices particularly, as indices that favor more 

parsimonious models and penalize more complex ones. 
Alpha (95% CI) and Omega coefficients of the second 
order factor resulted of Alpha = .848 (.819 – .874) and 
Omega = .906.

The second-order factor loadings are presented in 
Table 4.

The Spanish-adapted Rosenberg self-esteem scale 
(10 items) also displayed a reasonably good fit χ2(130) = 
76.53, p < .001; RMSEA = .078 90% CI [0.057 – 0.0100]; 
CFI = .978; TLI = .965. Our CFA solution proposed  
a one-dimensional factor and a method factor for 
inverse items, following validation studies of this 
scale (Tomas & Oliver, 1999). A residual covariance 
between indicators four and five was freed. Alpha 
(95% CI) and Omega coefficients of the Rosenberg 
self-esteem scale was Alpha = .801 (.762 – .836) and 
Omega = .798.

Finally, our dependent variable, the latent burnout 
factor (five items), was also validated through a unidi-
mensional CFA (a residual covariance between the first 
two items was freed). The data fitted the model well 
χ2(4) = 8.54, p = .06; RMSEA = .066 90% CI [0.000 – 
0.0126]; CFI = .997; TLI = .992. Alpha (95% CI) and 
Omega coefficients of burnout scale was Alpha =.758 
(.708 – .802) and Omega = .798.

As a next step, the structural equation model was car-
ried out. Given the model’s complexity, a schema of the 

Table 3. Factor Loadings for Exploratory Factor Analysis (EFA) of Common Misconceptions Scale (Three Factor Solution) and New Items 
Added to Reinforce the Measurement of the Character and Confluence Factors to Be Tested in Confirmatory Factor Analysis (CFA)

Observed indicators [in Spanish] Feeling Confluence Character

Empathy….
1. …Means friendliness [Es simpatía] .588 .358 .003
2. …Means intuition [Es intuición] .384 .172 .292
3. …Means feeling or nice sensation [Es feeling o buena sensación] .596 .165 .213
4. …Means agreeing with the other [Es estar de acuerdo con el otro] .791 .029 – .051
5. …Means mood connection stablished by chance [Es conexión anímica espontánea  

que se establece por casualidad]
.736 – .155 .051

6. …Means getting on well with other [Es caerse bien] .942 – .150 – .013
7. …Means simply experiencing how others feel [Es simplemente sentir lo mismo que el otro] .402 .427 – .236
8. …Means imagining that I live the same experience as other [Es imaginarme que  

me pasa lo mismo que al otro]
.003 .677 .254

9. …Means a person quality [Es una cualidad de la persona] – .019 .274 .473
10. …Means good interpersonal understanding [Es un buen funcionamiento interpersonal] .040 .087 .570
11…. Means kindness [Es amabilidad] .531 – .011 .507
12. …Means affability [Es afabilidad] .355 – .004 .629

New indicators added for CFA [in Spanish]: Confluence Character

13. …Means being benevolent to others’ [Supone ser benévolo/a con la otra persona] X
14. …Means believing you are in the same situation’ [Es creer que estoy en su misma situación] x
15. …Starts when you believe you are equal to the other’ [Se da cuando uno se supone igual al otro] x
16. …Means making the other’s experience your own’ [Es inundarse de la vivencia del otro] x

Note: Factor loadings p < .05 are in boldface.
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constructs used can be seen in Figure 1, together with 
the control variables and the regression coefficients.

The three latent variables had significant statis-
tical regression weights, in the expected direction 
(see Table 5). Looking at the standardized weight of 
common misconceptions (.171) and controlling other 
indicators, an increased standard deviation can be seen 
in misconceptions that predict an average .171 increase 
in the standard deviation of burnout, which acts as a 
risk factor. Equally, the standard deviation of burnout 
is predicted to decrease by an average of .183 for every 
increase in the standard deviation of the empathy 
factor, which acts as a protective factor. Self-esteem 
was the indicator that had the most significant influ-
ence on this: for each increase in the standard deviation 

of the factor, a predicted – .334 decrease could be seen in 
the standard deviation of burnout. Only two covariables 
were 5% significant: Time of Direct Care Dedication 
(None = 0, Occasional = 1, Part-time = 3 or Full-time = 4) 
and Prior Counseling Training (No = 0 and Yes = 1). 
The more exposure to the public, the higher predicted 
burnout. More counseling training also derives in  
an increase in burnout. This was the only unex-
pected result obtained. One possible explanation for 
this is that many people who sign up for counseling 
training do so precisely because they are suffering 
from burnout, so there is a masked variable that 
could explain the results found. It is worth men-
tioning that the Professional Group indicator (Non-
healthcare=0 and Healthcare=1) had a marginal effect 

Table 4. Correlation between the Primary Factor and Second Order Factor Loadings of the Exercise of Process of Empathy Scale

Cognitive comprehension Emotional comprehension Attention Clarity Assertiveness

Cognitive comprehensiona .336 .398 .472 .339
Emotional comprehensiona .392 .664 .272
Attentiona .542 .330
Claritya .389
Empathyb .566 .691 .626 .882 .481

Note: a = correlations, b = second order factor loadings. All correlations and factor loadings were significant (p < .001).

Figure 1. Measurement and structural equation model. Ovals denote involved constructs and rectangles denote control variables: 
P.G = Professional groups; P.A. = Public-facing care provision; Time = Time of direct care dedication; Couns = Prior counseling 
training; Hum. = Prior humanist training. Beta regression coefficients unstandarized (standarized) are shown; * = p < .05; ** = p < .01; 
n.s.= non-significant. Predictors of the model are correlated; however these correlations are omitted due to simplicity.
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on burnout. As expected, the healthcare professional 
collective suffered marginally more burnout that the 
non-healthcare collective. Finally, the model’s R2 was 
.303, in line with previous studies that have sought to 
explain this construct. This result reflects the extent 
of its average impact.

Discussion

The main aim of this research was to provide an explana-
tion for the burnout construct in healthcare professionals 
with minimum working experience in public-facing 
roles, using variables recognized in existing documenta-
tion; however, for the first time burnout was predicted in 
terms of the empathic process and misconception of the 
empathy construct. As secondary objectives, two scales 
were validated. In the first study (N = 252), exploratory 
factor analyses were conducted on scales of empathic 
capacity (EPE) and common misconceptions (EH). The 
second study (N = 252) served to confirm the models 
detected previously. Once the scales were validated, the 
structural model proved that self-esteem, the empathic 
capacity and misconceptions of empathy have a signifi-
cant impact on burnout in healthcare professionals. 
The percent variance explained by these constructs is 
in line with the results published in other studies, which 
returned R2 = .30 (Gil-Monte et al., 2008).

As the present research has explained, whilst defini-
tions of burnout (whether it is serious, a syndrome, 
slight or compassion fatigue), self-esteem and assertive-
ness (Hobfoll & Freedy, 1993; Martín et al., 2007) have 
generated a certain consensus in the body of existing 
documentation, the same cannot be said of empathy. 
This construct can be explained from a cognitive or 
emotional point of view, as an exercisable skill, an atti-
tude, a process or as a stable personality trait (Bermejo, 
2012). Concepts associated with the construct abound, 
and these range from emotional contagion (Singer, 
Critchley, & Preuschoff, 2009) to dimensions such as 
personal angst or affliction (Davis, 1983), emotional 
reactivity (Baron-Cohen & Wheelwright, 2004), the 

tendency to experience compassion, the tendency to be 
affected by the negative moods of others (Mehrabian & 
Epstein, 1972), empathic distress (Batson, 1991) and 
empathic happiness (López-Pérez et al., 2008). The 
wide spectrum of concepts used to define empathy 
has led to contradictory findings about how empa-
thy affects burnout.

Some authors maintain that having too much empa-
thy can lead to an increase in burnout (Rosen, Gimotty, 
Shea, & Bellini, 2006). Other authors point to the iat-
rogenic effects of empathy, and how they can lead to 
burnout (Borrell, 2011). However, in other studies 
empathy was found to act as a protective factor against 
burnout (Coutinho et al., 2014).

During care communication, a lack of training can 
cause a healthcare professional to be friendly towards a 
friendly patient and unfriendly towards an unfriendly 
patient. It can also cause him or her to try to be empathic 
without really knowing how. Borrell (2011) is of the 
opinion that empathy is contraindicated in aggressive 
or blame-placing patients, because it can lead patients to 
believe that their reproaches or judgments of blame 
have been accepted. For that author, empathic behavior 
is a double-edged sword that should only be brought 
into play with certain kinds of patients, the under-
standing or pleasant ones; if on the contrary it is brought 
into play with an aggressive patient, it will undoubtedly 
lead to burnout.

In the present research it is sustained that this only 
happens when empathy is misunderstood, when it is 
labored with common misconceptions, when it is under-
stood as feeling, a character trait or confluence with the 
other. The results obtained in this research serve to par-
tially clarify contradictory opinion and research.

The starting hypothesis was that empathy is shrouded 
in a series of misconceptions; when there is a need to 
be empathic, for instance in the case of healthcare pro-
fessionals who have received no specific prior training, 
there is therefore an increased risk of burnout. In this 
sense, the most relevant result of this research is to have 

Table 5. Predictors of Burnout after Structural Equation Model

Latent Factors b SE p-value b*

 Common Misconceptions .148 .073 .043 .171
 Exercise of Process of Empathy – .197 .087 .023 – .183
 Self-esteem – .669 .272 .014 – .334

Covariables
 Professional groups .151 .080 .059 .142
 Public-facing care provision – .124 .125 .322 – .088
 Time of direct care dedication .115 .050 .022 .222
 Prior counseling training .202 .079 .010 .201
 Prior humanist training – .025 0.138 .857 – .051
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established a significant link between misconceptions 
(b* = .171) and burnout; laboring under the misconcep-
tion that empathy means being pleasant, friendly or 
good (the Character factor), having good rapport with 
the patient (Feeling) or letting yourself be affected by 
the emotional state of the patient as a means of getting 
closer to him or her (Confluence) leads to greater vul-
nerability to burnout, possibly due to emotional conta-
gion (personal angst, personal affliction, tendency to 
experience compassion, tendency to be affected by the 
negative moods of others, empathic distress or, in the 
best scenario, empathic happiness).

Moreover, empathy returned a significant, negative 
weight (b* = –.183). Specifically, the second-order factor 
or Exercise of the Process of Empathy (EPE) scale 
showed an average reduction in burnout, which means 
that empathic capacity (or putting the five components 
required to provoke the three phases of empathy into 
play) protects against burnout in healthcare profes-
sionals. When faced with aggressive or blame-placing 
patients, or disproportionate demands, the empathic 
process helps healthcare professionals to articulate an 
assertive, guilt-free response. Separation or emotional 
rebalance frees them from any previous conditioning 
or prior commitment to the patient, blocks the possi-
bility of emotional contagion or confluence and jus-
tifies their right to formulate an assertive response 
(Bermejo, 2012; Bermejo et al., 2013). This would mean 
explaining to an aggressive or blame-placing patient 
that his or her reproachful behavior, judgments or 
threats cannot be accepted.

However, given prevalent misconceptions sur-
rounding empathy and the lack of prior training or 
practice, professionals are constantly exposed to situa-
tions where they cannot attend to their own emotional 
universe or self-regulate their emotional state, at the 
consequent risk of emotional overload. This could, 
over time, result directly in burnout.

As far as the control variables are concerned, it was 
seen that the healthcare collective suffered marginally 
more burnout (b* = –.088) than non-healthcare groups. 
The time dedicated to direct care provision is another 
variable that has a positive and significant effect on 
burnout (b* = .222). The unexpected results seen with 
the control variable relating to prior training in coun-
seling (β = .201), with explanatory weight in burnout 
syndrome, are in line with those found in other studies 
in the field of professional counseling. Lee, Cho, 
Kissinger & Ogle (2010) classify counselors into three 
categories depending on their professional activities; two 
of these evidence medium-to-high levels of burnout.

The consequences that can be drawn from this 
research are above all practical, because they offer an 
alternative approach to avoid and/or prevent burnout. 
As healthcare professionals understand the theoretical 

definition of the term ‘empathy’ and are given strat-
egies to put empathic responses underway in the same 
way they are in the counseling field, it is to be expected 
that common misconceptions will decrease; profes-
sionals will be able to formulate assertive responses to 
their clients (patients, their family members and pro-
fessional colleagues), to avoid assuming responsibil-
ities and burdens that should not fall on their shoulders, 
and thus provide a better quality of care.

This research does not of course substantiate a cause-
effect relationship (misconceptions-burnout), but it 
nevertheless opens the door to a new approach from a 
training standpoint: to compare burnout in profes-
sionals who have undergone counseling training, with 
particular emphasis on the last phase of the empathy 
process, and those who have not.

We can therefore draw this research to a close indi-
cating that whilst empathy tends to protect healthcare 
professionals against burnout, a lack of training and 
misconceptions about empathy make them more vul-
nerable and predisposed to burnout. The present 
research has served to validate a scale that addresses 
three misconceptions regarding empathy (confusing it 
with feeling, believing it is a character trait and emo-
tional confluence or contagion). This scale, together 
with the factors of Self-esteem and Exercise of the 
Process of Empathy, provide a model that partially 
explains and clarifies how these relate to burnout 
syndrome in healthcare professionals; what is more, it 
heralds a potential means to prevent and to avoid it.
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