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Abstract

:

The COVID-19 pandemic is a current emergency worldwide. All the consequent changes in sanitary systems have negatively affected the work–life balance. In particular, healthcare workers suffered from anxiety, stress, and depression, mostly nurses compared to physicians. To handle this situation, the adoption of different coping strategies has played a strategic role in psychophysical wellbeing. Our main goal is to the assess the perception of work environment and wellbeing (EQ-5D questionnaire), as well as to analyze possible differences in coping styles between physicians and nurses (brief COPE questionnaire). The arising differences were compared between the two groups, and associations with variables were assessed through a bivariate correlation analysis. This cross-sectional study was conducted from November to December 2020 through an online survey. A total of 172 respondents (117 physicians and 55 nurses), of which 102 were women and 70 were men, accepted to join the study. Our results showed that physicians referred a higher perception of wellbeing, and nurses reported an increased perception of work activity and efficiency, along with an unchanged economic status. The most frequently adopted coping strategies were Active and Planning (self-sufficient coping). Physicians showed a greater tendency to use avoidant coping strategies. More-experienced nurses and physicians were less prone to adopt socially supported coping strategies, emphasizing the need for novel organizational measures at the social dimension that favored sharing and interaction between peers. Future research should aim to further investigate the relationship between the perception of work environment and coping strategies in order to identify risk factors to be prevented by promoting adequate measures at an organizational level.
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1. Introduction


The COVID-19 pandemic is an emergency that is still current in most countries, constituting an unprecedented challenge for populations and societies around the world [1].



National health systems did not have adequate levels of awareness to deal with the pandemic, and the absence of effective management models generated uncertainty in health organizations [2]. As a consequence, hospitals had to quickly adapt spaces and arrangements for the management of COVID-19 patients, as well as through the active recruitment of supplementary personnel [3]. Many healthcare workers (HCWs) were redeployed to areas outside their usual expertise, frequently working additional shifts and longer hours [4,5]. Despite these initial measures, HCWs had to work in a shortage of reliable personal protective equipment [6], a lack of specific COVID-19 protocols, and unsatisfactory instructions [7], with a higher risk of contracting COVID-19 than the general population [8]. Afterward, significant measures of public health for the prevention and control of COVID-19 were adopted and are continuously updated according to the current epidemiological situation.



All these changes have had a negative impact on the work environment, including personal working abilities, leadership, support between peers, resource adequacy, involvement in hospital plans, and quality of care [9]. In this scenario, the literature data suggest that the COVID-19 pandemic increased anxiety, stress, depression, and sleep disturbances, leading to a worsening of perceived wellbeing within the general population and, in particular, HCWs [10,11,12,13,14]. Wellbeing can be intended as a multidimensional concept, including physical, mental, and social determinants. It is well-known that, in the last few years, work demands have risen, reducing workers’ energies and resources to be spent in their social and private time [15,16].



In fact, physicians and nurses are the most-exposed to stressful situations [17] because the pandemic added further emotional and mental burdens related to the fear of contracting the virus and the worry of infecting family members, as well as a sense of helplessness in the management of patients [18].



Although the burdens of previous pandemics have been less impacting than the current one, HCWs have always experienced high rates of stress, anxiety, and mood alteration. Symptoms of post-traumatic stress have also been reported during the SARS outbreak. The external pressures may produce a dually harmful effect: at an individual level (with higher risk of burnout in HCWs) and at an organizational level. Altogether, these aspects may lead to adverse consequences for both patient management and healthcare system organization [19].



Differences in workload and professions are associated with stress [20,21] and, consequently, lower job satisfaction and performance, work accidents, absenteeism, and work-related stress [22,23]. Nurses have resulted as being the most-affected working category in hospital settings, showing higher levels of stress [4,23,24], difficulties in focusing at work [25], fear of uncontrollable virus spread, lower levels of trust in guidelines [24], depression, anxiety, and insomnia [26,27,28,29,30].



In this context, it is important to identify coping strategies that have been demonstrated to be helpful in controlling HCWs’ emotions, as well as in past pandemics [27]. The adoption of coping strategies, depending on external factors (such as culture and workplace context) [28] and subjective components (including emotions and mood status), plays a strategic role on psychological wellbeing [29]. On the other hand, discerning maladaptive reactions to stress might be useful for recognizing workers who may suffer from mental health problems.



The majority of the existing literature has focused on evaluating the perception of COVID-19 pandemic management among HCWs and the general population [30,31,32,33,34], whereas few investigations [35,36,37] have currently assessed the difference between physicians and nurses in the perception of wellbeing and stress-coping strategies, particularly focusing on whether the nursing profession might represent a risk factor itself or whether additional factors may also affect this vulnerability.



Under these premises, we hypothesize that the nursing profession might be associated with worse wellbeing perceptions [35]. Our main goal is to assess occurring differences between physician and nurse groups in perceptions of work environment and wellbeing, as well as in the adoption of group-specific coping strategies. Possible associations of wellbeing and coping strategies with social, demographic, and work-related features are also investigated.




2. Materials and Methods


2.1. Study Design and Population


This cross-sectional study was conducted from November to December 2020 through an online survey. Participants were physicians and nurses enrolled as hospital personnel working in a hospital based in the northeast of Sicily. An invitation link was sent to directors and coordinators requesting them to spread it to their staff, and data were collected through an online platform. The study population was divided into two groups: physicians (group P) and nurses (group N). A total of 172 respondents (n), 117 physicians and 55 nurses, accepted to join the study and completed the interview. A detailed sample description is summarized in Table 1. The number of women in group N was higher than in group P (67.3% and 55.6%, respectively), although this difference was not statistically relevant. Conversely, we found statistically significant differences in the other sociodemographic characteristics and work-related factors. The N population was older than the P population; in fact, about three-quarters of the subjects in group P (74.4%) were aged under 40 years, and the majority in group N (65.5%) was > 40 years. Over one-third (36.8%) of the respondents in group P were post-graduates, while 47 subjects (85.5%) in group N were graduates. Regarding marital status, in group P, single and married or cohabitant participants were similarly represented, while in group N, the majority had a partner (72.7%), and parenthood was more frequent in group N than in group P (72.7% and 29.1% had children, respectively). Considering work-related factors, one-third of nurses and only 10% of physicians were employed in COVID-19 wards; the majority of subjects in group P (54.7%) had no contact with COVID-19 patients, while most of the nurses (61.8%) had at least one contact per week with COVID-19 patients. Nurses had double the working seniority when compared with physicians (16 and 8 years, respectively).



This study was carried out in accordance with the ethical standards of the Helsinki Declaration. The study only needed a notification with a request for acknowledgement without formal approval by the local ethics committee. All the participants who accepted voluntary participation in the study provided informed consent. Participation was without compensation.




2.2. Procedures and Measures


The self-administered questionnaire was composed of two parts and took no more than fifteen minutes to be completed. The first part explored sociodemographic characteristics and work-related factors of the sample: gender, age, educational level, marital status, parenthood, employment in COVID-19 wards, number of contacts per week with COVID-19 patients, and work seniority. The second part consisted of the administration of two validated questionnaires to assess wellbeing perception and to evaluate coping strategies.



2.2.1. Work Environment Perception


Participants were asked to indicate if they thought there was “reduction”, “no change” or “increment” in each category, including work activity (Q1), economic income (Q2), perception of work efficiency (Q3), and perception of work quality (Q4). Respondents’ feelings about their involvement in organizational changes or plans (Q5) were measured using a 4-point Likert-type scale, from 1 (never) to 4 (always). Subjects were also requested to evaluate (“Yes” or “No”) if the personal protective equipment (PPE) supply was adequate (Q6).




2.2.2. Wellbeing Perception


To assess wellbeing perception, we used the European Quality of Life–5 Dimensions (EQ-5D) questionnaire. This instrument measures mobility, self-care, usual activities, pain or discomfort, and anxiety or depression through one inquiry for each dimension. Each question is scored from 1 to 3, in which 1 is “no difficulties”, 2 is “some difficulties”, and 3 is “many difficulties”. An algorithm permits the calculation of the EQ-5D index, in which 0 is death and 1 is perfect health. The EQ-5D is also composed of a Visual Analog Scale (VAS) measuring the subject’s perceived health status scored from 0 (the worst thinkable wellbeing) to 100 (the best thinkable wellbeing) [29]. In particular, the EQ-5D index score represents the health status, and the EQ-VAS gives information about individual health perception [38,39]. In the current investigation, Cronbach’s alpha for the EQ-5D Index was 0.59.




2.2.3. Coping Strategies


The evaluation of different coping strategies was conducted through the administration of the Brief-COPE. This questionnaire assesses stress reaction in a recent period (“situational-actual” version). The tool includes 28 items scored from 1 to 4 according to a 4-point Likert scale and divided into 14 coping mechanisms, each consisting of two items. The 14 strategies are Active, Positive Reframing, Planning, Humor, Acceptance, Emotional Support, Instrumental Support, Venting, Religion, Self-Distraction, Substance Use, Denial, Disengagement, and Self-Blame [40]. Moreover, in order to allow a more accurate approach, we used a 3-factor structure, according to which the coping strategies were grouped in 3 dimensions: self-sufficient coping (Active, Positive Reframing, Planning, Humor, and Acceptance); socially supported coping (Emotional Support, Instrumental Support, Venting, and Religion,); and avoidant coping (Self-Distraction, Substance Use, Denial, Disengagement, and Self-Blame). Self-sufficient coping included emotion- and problem-focused strategies that were used to reduce the feelings of threat. Socially supported coping embraced mechanisms oriented toward the social environment. Finally, avoidant coping was the tendency to use behaviors toward rejection and disinterest during stressful situations [41]. In the present study, the reliability assessment for the different coping strategies showed the following Cronbach’s alpha values: Active, 0.70; Positive Reframing, 0.70; Planning, 0.74; Humor, 0.65; Acceptance, 0.54; Emotional Support, 0.81; Instrumental Support, 0.79; Venting, 0.58; Religion, 0.88; Self-Distraction, 0.50; Substance Use, 0.89; Denial, 0.55; Disengagement, 0.50; Self-Blame, 0.42; Self-sufficient Coping, 0.72; Socially Supported Coping, 0.71; and Avoidant Coping, 0.47.





2.3. Statistical Analysis


According to descriptive analyses, categorical variables were expressed as frequencies and proportions; continuous variables were expressed as means and standard deviations. To evaluate differences between physicians and nurses in categorical variables, we used a chi-squared test and Fisher’s exact test, as appropriate. After the application of the Kolmogorov–Smirnov test, all continuous variables followed a non-Gaussian distribution, although differences between groups were evaluated using the Mann–Whitney U test. The reliability of the questionnaires was evaluated through the computation of Cronbach’s alpha. Associations between variables were assessed through a bivariate correlation with Pearson’s correlation coefficient. p-values < 0.05 were considered statistically significant and reported in bold characters in the tables. Statistical analysis was performed using IBM SPSS Statistics 23 (IBM Corp, Armonk, NY, USA).





3. Results


3.1. Work Environment Perception


Regarding work environment perception, the answers from the interview are reported in Table 2. Under one-third of the physicians and about 40% of the nurses thought that work activity increased following the pandemic; 14.5% of the participants in group P and none in group N stated that their economic status increased; the majority of nurses (54.5%) and about one-third of the physicians (34.2%) had the perception of increased work efficiency. In questions from Q1 to Q3, the comparison between groups, conducted through a chi-squared test, underlined statistically significant differences. The majority of respondents in both groups reported an unchanged work quality and a low grade of involvement in organizational changes or plans. In addition, 84.6% of physicians and 78.2% of nurses stated that PPE supply was not adequate.




3.2. Wellbeing Perception


The assessment of wellbeing perception was carried out by the European Quality of Life–5 Dimensions (Index and VAS), whose scores are reported in Table 3. Despite the two groups showing high values of self-reported quality of life, group P showed better scores than group N both in the Index and VAS of the EQ-5D questionnaire, with statistically significant differences. Nurses showed worse scores than physicians in every component of the EQ-5D except anxiety or depression.



In group P, a bivariate correlation (Table 4) showed that the EQ-5D Index resulted in positive associations with graduation, less work seniority, higher work efficiency (Q3), and involvement in plans (Q5); the EQ-VAS was positively related to male gender, lower seniority, higher work efficiency (Q3), work quality (Q4), and involvement in plans (Q5). In group N, the same analysis (Table 4) showed that the EQ-5D Index resulted in positive associations with younger age, lower seniority, higher work efficiency (Q3), and perception of an adequate PPE supply (Q6); the EQ-VAS was positively related to younger age and lower seniority. Moreover, being a physician was positively associated with better scores in the EQ-5D Index (r = 0.237; p-value = 0.002) and EQ-VAS (r = 0.283; p-value = < 0.001).




3.3. Coping Strategies


Considering the mean scores of the Brief-COPE questionnaire (Table 5), the coping strategies with the highest scores were Active, Planning, Acceptance, and Positive Reframing (self-sufficient coping). Moreover, through the Mann–Whitney U test, we found statistically significant differences between physicians and nurses. In particular, physicians compared to nurses showed higher values in Self-Blame (p-value = 0.001) and Substance Use (p-value = 0.002) and lower values in Religion (p-value = 0.019) and Positive Reframing (p-value = 0.028).



In accordance with the Brief-COPE three-factor model, the results hereby obtained did not show any statistically relevant differences between the two groups.



In group P, a bivariate correlation (Table 6) showed that self-sufficient coping was positively associated with better perceived health status (EQ-VAS), lower levels of anxiety and depression, and increased work activity (Q1), work efficiency (Q3), work quality (Q4), and involvement in plans (Q5). Socially supported coping was related to lower wellbeing perception (EQ-5D Index), and higher levels of anxiety and depression. Avoidant coping was associated with being single, not having children, higher levels of anxiety and depression, increased perception of personal economic status (Q2), and lower work efficiency (Q3).



In group N, a bivariate correlation (Table 7) showed that self-sufficient coping was associated with a higher number of contacts per week with COVID-19 patients. Socially supported coping was correlated to female gender, graduation, lower seniority, and an increased perception of personal economic status (Q2). Avoidant coping did not show any statistically relevant associations.





4. Discussion


This study assessed the differences in the perceptions of work environment and wellbeing between physicians and nurses working in a hospital in southern Italy during the COVID-19 pandemic. Moreover, the adoption of different coping strategies was thoroughly analyzed. The potential association of wellbeing and coping strategies with social, demographic, and work-related features was also investigated.



Our results showed, overall, an unchanged perception of work environment and a positive perception of wellbeing. However, when clustering the sample based on profession, physicians referred a higher self-perceived wellbeing, while nurses reported an increased perception of work activity and efficiency, along with unchanged economic income. In addition, physicians showed a greater tendency to use avoidant coping strategies compared to nurses.



Regarding work environment features, approximately 40% of nurses reported an increased workload, while 30% of physicians perceived a reduction in work activity and quality during the first burst of the pandemic. This discrepancy between the two groups may be explained by nursing profession peculiarity, which involves providing care in COVID-19 units with direct contact with infected patients. Moreover, nurses had a high perception of work efficiency despite poor involvement in organizational plans. It could be hypothesized that the higher average seniority and, hence, the longer working experience of nurses present in this sample allowed them to handle these stressful situations using a balance of personal attitudes and beliefs, as well as professional skills [42,43]. Maybe this could be correlated to self-awareness of the important job performed by nurses during the pandemic, which could often be overwhelming [44].



In our population, the results of the validated questionnaires indicated that all the participants were aware of the benefits of their good health status and high quality of life, despite the comprehensible high level of anxiety and depression perceived. Currently, in agreement with other studies, physicians reported a higher perception of wellbeing compared to nurses [3,4,23,24]. In fact, being a physician was associated with better health status (r = 0.237; p-value = 0.002) and individual health perception (r = 0.283; p-value = < 0.001). A better wellbeing perception was positively associated with lower work seniority in both groups, similar to other research results [35,45]. One possible explanation might be found in a peculiarity of the healthcare profession, which is the presence of different stressors that could lead to the development of occupational burnout, hence reducing the overall quality of life. Moreover, increased workload and a reduction in work efficiency were worsening factors in wellbeing perception [46,47]. Altogether, these findings prove that perceived wellbeing is tightly correlated with the workplace as an essential component of individuals’ lives [48].



As mentioned above, the most-affected component of wellbeing was anxiety and depression, which showed broad associations with different coping strategies among physicians (Table 6). These findings are consistent with previous occupational health studies conducted among medical personnel [49,50]. It was demonstrated that the adoption of positive coping strategies could reduce anxiety and depression symptoms during the COVID-19 pandemic [51].



Seeking social support and avoidance are both primary coping mechanisms undertaken by individuals dealing with stress. Such coping strategies positively reduce the possible negative effects of stressful events by easing emotions [52,53]. In fact, in a study conducted on HCWs [27], over 70% of participants adopted the escape-avoidance mechanism, maybe due to the external pressure caused by the spread of COVID-19. The beneficial impacts of both social support and avoidance toward health and general wellbeing have been widely recognized. Specifically, previous studies have confirmed that social support directly provides wellbeing and promotes mental health, hence buffering the adverse effects of stressors. In addition, an attitude of avoidance as a self-protective mechanism can be actively adopted, for example, searching for diversions or company [17,54,55,56].



Overall, the most frequently adopted coping strategies were Active, Planning, Acceptance, and Positive Reframing in both groups. In particular, physicians showed a greater tendency to use avoidant coping strategies compared to nurses. It is possible that, due to professional characteristics, physicians are more prone to keep feelings to themselves, make an effort to forget, or avoid mental distress. These findings could be explained by a general feeling of overwhelming responsibility towards COVID-19 patients, which is not supported by adequate tools to manage it. These mechanisms have been demonstrated to be useful in the very first stages of stressful life events [57]. In the long run, with the persistence of a stressful situation, the effects of this self-defensive approach may become harmful, and it may be linked with the risk of developing depressive symptoms and burnout [58,59].



Sociodemographic characteristics, such as gender or parental status, were associated with coping mechanisms. In fact, female nurses relied more frequently on social support, especially when coming from close friends. Such support is important to modulate emotions, thus helping people in the positive management of stressful situations [60]. Physicians without children were more likely to use avoidant coping strategies, in contrast with another study in which being a parent was associated with the use of problem-focused coping [61]. Since the explanation for these results is not straightforward, other factors might mediate the currently observed association.



In particular, work-related factors and work environment perception played different roles in guiding the choice of coping strategies. Among nurses, an increased number of contacts per week with COVID-19 patients was positively associated to self-sufficient coping. Additionally, lower working seniority and higher economic income were positively associated with socially supported coping. These work-related factors, on an empirical basis, corresponded to the higher number of nurses exceptionally recruited to deal with the pandemic. These professionals, despite a lack of experience in managing stressors, as well as in problem solving and decision-making skills (which are vital when handling patient issues), adequately coped with the challenges related to the pandemic through seeking external support. Although the possibility of having social support was negatively affected by social isolation due to lockdown [62] and people reported difficulties in psychologically supporting each other [63], less-experienced nurses probably had the possibility of finding social support among peer colleagues.



On the other hand, the self-sufficient coping strategies used by doctors seemed to be more related to the perception of the work environment. Therefore, those who were more likely to adopt these strategies also had an increased perception of work efficiency and quality, as well as the feeling of being more involved in organizational changes or plans. It is well-known that coping strategies play an important role in the perception of work environment and, thus, in the prevention of work-related stress [64]. It is probable that the work environment has a greater influence on self-sufficient coping because physicians often may take independent decisions, so they might use socially supported coping strategies less often. Another study evidenced the importance of support groups where all workers could meet together and share their personal perceptions of work. In fact, a common problem observed in hospital environments is often poor communication between peers and superiors [65].



This study has also some limitations. Firstly, the cross-sectional design did not permit us to define the direction of causality. Secondly, the small size of the sample did not allow us to extend the results to the general HCW population. Finally, the data were collected retrospectively, and they had to be considered with prudence.



Despite these limitations, this survey highlighted different perceptions of work environment and personal wellbeing by physicians and nurses. It was also proved that coping strategies were implemented during the emergency period. The present study covered a gap in the current literature.




5. Conclusions


Our findings suggested that both individual and work-related factors were associated with life quality deterioration or with the adoption of non-functional coping strategies, regardless of job tasks.



These factors, if underestimated, may have repercussions on HCWs’ wellbeing, affecting mental health with consequent work impairment and job dissatisfaction. Lastly, this scenario could affect the quality of HCWs’ care, as well as increase the occurrence of errors and potential injuries.



More-experienced nurses and physicians were less prone to adopt socially supported coping strategies, highlighting a need for the implementation of organizational measures in the social dimension in order to favor both sharing and interaction between peers.



Future research should aim to further investigate the relationship between the perception of work environment and chosen coping strategies in order to identify risk factors that might be prevented by promoting adequate measures at an organizational level.







Author Contributions


Conceptualization, C.F., C.C. and S.I.; methodology, C.M. and M.R.A.M.; software and data curation, S.I.; validation A.D.V. and F.G.; formal analysis, A.A. and S.I.; investigation, M.T.; resources, A.D.V.; writing—original draft preparation, S.I. and A.D.V.; writing—review and editing, C.F., C.C. and S.I.; supervision, C.C. and C.F.; project administration, C.F. All authors have read and agreed to the published version of the manuscript.




Funding


This research received no external funding.




Institutional Review Board Statement


This study was carried out in accordance with the Declaration of Helsinki’s ethical standards. After the consultation with the local Ethics Committee, in consideration of the study design (online survey), the study only needed a notification with request for acknowledgement without a formal approval.




Informed Consent Statement


Informed consent was obtained from all subjects involved in the study.




Data Availability Statement


The datasets generated and analyzed during the current study are available from the corresponding author on reasonable request.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



Robbins, R.; Weaver, M.D.; Czeisler, M.É.; Barger, L.K.; Quan, S.F.; Czeisler, C.A. Associations Between Changes in Daily Behaviors and Self-Reported Feelings of Depression and Anxiety About the COVID-19 Pandemic Among Older Adults. J. Gerontol. Ser. B 2021. [Google Scholar] [CrossRef] [PubMed]

	



De Leo, A.; Cianci, E.; Mastore, P.; Gozzoli, C. Protective and Risk Factors of Italian Healthcare Professionals during the COVID-19 Pandemic Outbreak: A Qualitative Study. Int. J. Environ. Res. Public Health 2021, 18, 453. [Google Scholar] [CrossRef] [PubMed]

	



Italia, S.; Costa, C.; Briguglio, G.; Mento, C.; Muscatello, M.R.A.; Alibrandi, A.; Larese Filon, F.; Spatari, G.; Teodoro, M.; Fenga, C. Quality of Life, Insomnia and Coping Strategies during COVID-19 Pandemic in Hospital Workers. A Cross-Sectional Study. Int. J. Environ. Res. Public Health 2021, 18, 2466. [Google Scholar] [CrossRef] [PubMed]

	



Shechter, A.; Diaz, F.; Moise, N.; Anstey, D.E.; Ye, S.; Agarwal, S.; Birk, J.L.; Brodie, D.; Cannone, D.E.; Chang, B.; et al. Psychological Distress, Coping Behaviors, and Preferences for Support among New York Healthcare Workers during the COVID-19 Pandemic. Gen. Hosp. Psychiatry 2020, 66, 1–8. [Google Scholar] [CrossRef]

	



Costa, C.; Teodoro, M.; Briguglio, G.; Vitale, E.; Giambò, F.; Indelicato, G.; Micali, E.; Italia, S.; Fenga, C. Sleep Quality and Mood State in Resident Physicians Durincovid-19 Pandemic. Int. J. Environ. Res. Public Health 2021, 18, 8023. [Google Scholar] [CrossRef]

	



Adams, J.G.; Walls, R.M. Supporting the Health Care Workforce During the COVID-19 Global Epidemic. JAMA 2020, 323, 1439. [Google Scholar] [CrossRef]

	



Maldonato, N.M.; Bottone, M.; Chiodi, A.; Continisio, G.I.; de Falco, R.; Duval, M.; Muzii, B.; Siani, G.; Valerio, P.; Vitelli, R.; et al. A Mental Health First Aid Service in an Italian University Public Hospital during the Coronavirus Disease 2019 Outbreak. Sustainability 2020, 12, 4244. [Google Scholar] [CrossRef]

	



Neto, M.L.R.; Almeida, H.G.; Esmeraldo, J.D.; Nobre, C.B.; Pinheiro, W.R.; de Oliveira, C.R.T.; da Sousa, I.C.; Lima, O.M.M.L.; Lima, N.N.R.; Moreira, M.M.; et al. When Health Professionals Look Death in the Eye: The Mental Health of Professionals Who Deal Daily with the 2019 Coronavirus Outbreak. Psychiatry Res. 2020, 288, 112972. [Google Scholar] [CrossRef]

	



Smith, J.G.; Morin, K.H.; Lake, E.T. Association of the Nurse Work Environment with Nurse Incivility in Hospitals. J. Nurs. Manag. 2018, 26, 219–226. [Google Scholar] [CrossRef]

	



Dutta, A.; Sharma, A.; Torres-Castro, R.; Pachori, H.; Mishra, S. Mental Health Outcomes among Health-Care Workers Dealing with COVID-19/Severe Acute Respiratory Syndrome Coronavirus 2 Pandemic: A Systematic Review and Meta-Analysis. Indian J. Psychiatry 2021, 63, 335–347. [Google Scholar] [CrossRef]

	



Vyas, L.; Butakhieo, N. The Impact of Working from Home during COVID-19 on Work and Life Domains: An Exploratory Study on Hong Kong. Policy Des. Pract. 2020, 4, 1–18. [Google Scholar] [CrossRef]

	



Zheng, C.; Kashi, K.; Fan, D.; Molineux, J.; Ee, M.S. Impact of Individual Coping Strategies and Organisational Work–Life Balance Programmes on Australian Employee Well-Being. Int. J. Hum. Resour. Manag. 2016, 27, 501–526. [Google Scholar] [CrossRef]

	



Oishi, S.; Diener, E.; Suh, E.; Lucas, R.E. Value as a Moderator in Subjective Well-Being. J. Pers. 1999, 67, 157–184. [Google Scholar] [CrossRef]

	



Wong, K.P.; Lee, F.C.H.; Teh, P.-L.; Chan, A.H.S. The Interplay of Socioecological Determinants of Work–Life Balance, Subjective Wellbeing and Employee Wellbeing. Int. J. Environ. Res. Public Health 2021, 18, 4525. [Google Scholar] [CrossRef] [PubMed]

	



Wepfer, A.G.; Allen, T.D.; Brauchli, R.; Jenny, G.J.; Bauer, G.F. Work-Life Boundaries and Well-Being: Does Work-to-Life Integration Impair Well-Being through Lack of Recovery? J. Bus. Psychol. 2018, 33, 727–740. [Google Scholar] [CrossRef]

	



Costa, C.; Mondello, S.; Micali, E.; Indelicato, G.; Licciardello, A.A.; Vitale, E.; Briguglio, G.; Teodoro, M.; Fenga, C. Night Shift Work in Resident Physicians: Does It Affect Mood States and Cognitive Levels? J. Affect. Disord. 2020, 272, 289–294. [Google Scholar] [CrossRef]

	



Vitale, E.; Galatola, V.; Mea, R. Observational Study on the Potential Psychological Factors That Affected Italian Nurses Involved in the COVID-19 Health Emergency. Acta Biomed. 2021, 92, e2021007. [Google Scholar] [CrossRef]

	



Maiorano, T.; Vagni, M.; Giostra, V.; Pajardi, D. COVID-19: Risk Factors and Protective Role of Resilience and Coping Strategies for Emergency Stress and Secondary Trauma in Medical Staff and Emergency Workers—An Online-Based Inquiry. Sustainability 2020, 12, 9004. [Google Scholar] [CrossRef]

	



Blake, H.; Bermingham, F.; Johnson, G.; Tabner, A. Mitigating the Psychological Impact of COVID-19 on Healthcare Workers: A Digital Learning Package. Int. J. Environ. Res. Public Health 2020, 17, 2997. [Google Scholar] [CrossRef]

	



Costa, C.; Pollicino, M.; Briguglio, G.; Verzera, A.; Coco, M.; Verduci, F.; Lembo, G.; Alibrandi, A.; Micali, E.; Fenga, C. Factors Associated with Work Ability in a Population of Dock Workers. Mediterr. J. Clin. Psychol. 2021, 9, 1–21. [Google Scholar] [CrossRef]

	



Briguglio, G.; Teodoro, M.; Italia, S.; Verduci, F.; Pollicino, M.; Coco, M.; de Vita, A.; Micali, E.; Alibrandi, A.; Lembo, G.; et al. Salivary Biomarkers and Work-Related Stress in Night Shift Workers. Int. J. Environ. Res. Public Health 2021, 18, 3184. [Google Scholar] [CrossRef] [PubMed]

	



Alyahya, S.; AboGazalah, F. Work-Related Stressors among the Healthcare Professionals in the Fever Clinic Centers for Individuals with Symptoms of COVID-19. Healthcare 2021, 9, 548. [Google Scholar] [CrossRef] [PubMed]

	



Kramer, V.; Papazova, I.; Thoma, A.; Kunz, M.; Falkai, P.; Schneider-Axmann, T.; Hierundar, A.; Wagner, E.; Hasan, A. Subjective Burden and Perspectives of German Healthcare Workers during the COVID-19 Pandemic. Eur. Arch. Psychiatry Clin. Neurosci. 2021, 271, 271–281. [Google Scholar] [CrossRef]

	



Nissan, D.; Weiss, G.; Siman-Tov, M.; Spitz, A.; Bodas, M.; Shenhar, G.; Adini, B. Differences in Levels of Psychological Distress, Perceived Safety, Trust, and Efficacy amongst Hospital Personnel during the COVID-19 Pandemic. Res. Nurs. Health 2021, 44, 776–786. [Google Scholar] [CrossRef]

	



Haidari, E.; Main, E.K.; Cui, X.; Cape, V.; Tawfik, D.S.; Adair, K.C.; Sexton, B.J.; Profit, J. Maternal and Neonatal Health Care Worker Well-Being and Patient Safety Climate amid the COVID-19 Pandemic. J. Perinatol. 2021, 41, 961–969. [Google Scholar] [CrossRef]

	



Collantoni, E.; Saieva, A.M.; Meregalli, V.; Girotto, C.; Carretta, G.; Boemo, D.G.; Bordignon, G.; Capizzi, A.; Contessa, C.; Nesoti, M.V.; et al. Psychological Distress, Fear of COVID-19, and Resilient Coping Abilities among Healthcare Workers in a Tertiary First-Line Hospital during the Coronavirus Pandemic. J. Clin. Med. 2021, 10, 1465. [Google Scholar] [CrossRef] [PubMed]

	



Tahara, M.; Mashizume, Y.; Takahashi, K. Coping Mechanisms: Exploring Strategies Utilized by Japanese Healthcare Workers to Reduce Stress and Improve Mental Health during the COVID-19 Pandemic. Int. J. Environ. Res. Public Health 2020, 18, 131. [Google Scholar] [CrossRef]

	



Richter, A.; Näswall, K.; de Cuyper, N.; Sverke, M.; de Witte, H.; Hellgren, J. Coping with Job Insecurity: Exploring Effects on Perceived Health and Organizational Attitudes. Career Dev. Int. 2013, 18, 484–502. [Google Scholar] [CrossRef]

	



Singh, S.; Gupta, B.; Mishra, P. Coping Strategies and Social Support as Moderators of Occupational Stress and Mental Health Link among Police Personnel. Ind. Psychiatry J. 2021, 30, 67. [Google Scholar] [CrossRef] [PubMed]

	



Mersha, A.; Shibiru, S.; Girma, M.; Ayele, G.; Bante, A.; Kassa, M.; Abebe, S.; Shewangizaw, M. Perceived Barriers to the Practice of Preventive Measures for COVID-19 Pandemic among Health Professionals in Public Health Facilities of the Gamo Zone, Southern Ethiopia: A Phenomenological Study. BMC Public Health 2021, 21, 199. [Google Scholar] [CrossRef]

	



Al-Ashwal, F.Y.; Kubas, M.; Zawiah, M.; Bitar, A.N.; Mukred Saeed, R.; Sulaiman, S.A.S.; Khan, A.H.; Ghadzi, S.M.S. Healthcare Workers’ Knowledge, Preparedness, Counselling Practices, and Perceived Barriers to Confront COVID-19: A Cross-Sectional Study from a War-Torn Country, Yemen. PLoS ONE 2020, 15, e0243962. [Google Scholar] [CrossRef]

	



Roupa, Z.; Polychronis, G.; Latzourakis, E.; Nikitara, M.; Ghobrial, S.; Chrysafi, A.; Noula, M. Assessment of Knowledge and Perceptions of Health Workers Regarding COVID-19: A Cross-Sectional Study from Cyprus. J. Community Health 2021, 46, 251–258. [Google Scholar] [CrossRef] [PubMed]

	



Simione, L.; Gnagnarella, C. Differences Between Health Workers and General Population in Risk Perception, Behaviors, and Psychological Distress Related to COVID-19 Spread in Italy. Front. Psychol. 2020, 11, 2166. [Google Scholar] [CrossRef] [PubMed]

	



Vindrola-Padros, C.; Andrews, L.; Dowrick, A.; Djellouli, N.; Fillmore, H.; Bautista Gonzalez, E.; Javadi, D.; Lewis-Jackson, S.; Manby, L.; Mitchinson, L.; et al. Perceptions and Experiences of Healthcare Workers during the COVID-19 Pandemic in the UK. BMJ Open 2020, 10, e040503. [Google Scholar] [CrossRef]

	



Bąk-Sosnowska, M.; Gruszczyńska, M.; Tokarz, A. Well-being of Nurses and Working Conditions—Are Polish Nurses Different from Doctors and Midwives in Terms of Professional Quality of Life? Nurs. Open 2021, 8, 87–95. [Google Scholar] [CrossRef]

	



Conti, C.; Fontanesi, L.; Lanzara, R.; Rosa, I.; Porcelli, P. Fragile Heroes. The Psychological Impact of the COVID-19 Pandemic on Health-Care Workers in Italy. PLoS ONE 2020, 15, e0242538. [Google Scholar] [CrossRef]

	



Du, J.; Mayer, G.; Hummel, S.; Oetjen, N.; Gronewold, N.; Zafar, A.; Schultz, J.-H. Mental Health Burden in Different Professions During the Final Stage of the COVID-19 Lockdown in China: Cross-Sectional Survey Study. J. Med. Internet Res. 2020, 22, e24240. [Google Scholar] [CrossRef] [PubMed]

	



Golicki, D.; Niewada, M.; Karlińska, A.; Buczek, J.; Kobayashi, A.; Janssen, M.F.; Pickard, A.S. Comparing Responsiveness of the EQ-5D-5L, EQ-5D-3L and EQ VAS in Stroke Patients. Qual. Life Res. 2015, 24, 1555–1563. [Google Scholar] [CrossRef]

	



Młyńczak, K.; Golicki, D. Validity of the EQ-5D-5L Questionnaire among the General Population of Poland. Qual. Life Res. 2021, 30, 817–829. [Google Scholar] [CrossRef]

	



Carver, C.S. You Want to Measure Coping but Your Protocol’s Too Long: Consider the Brief COPE. Int. J. Behav. Med. 1997, 4, 92–100. [Google Scholar] [CrossRef]

	



Wang, A.W.-T.; Cheng, C.-P.; Chang, C.-S.; Chen, D.-R.; Chen, S.-T.; Shieh, V.; Lo, A.; Hsu, W.-Y. Does the Factor Structure of the Brief COPE Fit Different Types of Traumatic Events? Eur. J. Psychol. Assess. 2018, 34, 162–173. [Google Scholar] [CrossRef]

	



Benadé, P.; du Plessis, E.; Koen, M.P. Exploring Resilience in Nurses Caring for Older Persons. Health SA Gesondheid 2017, 22, 138–149. [Google Scholar] [CrossRef]

	



Turner, S.B. The Resilient Nurse: An Emerging Concept. Nurse Lead 2014, 12, 71–90. [Google Scholar] [CrossRef]

	



Del Giménez-Espert, M.C.; Prado-Gascó, V.; Soto-Rubio, A. Psychosocial Risks, Work Engagement, and Job Satisfaction of Nurses During COVID-19 Pandemic. Front. Public Health 2020, 8. [Google Scholar] [CrossRef] [PubMed]

	



Ruiz-Fernández, M.D.; Pérez-García, E.; Ortega-Galán, Á.M. Quality of Life in Nursing Professionals: Burnout, Fatigue, and Compassion Satisfaction. Int. J. Environ. Res. Public Health 2020, 17, 1253. [Google Scholar] [CrossRef] [PubMed]

	



Sjöberg, A.; Pettersson-Strömbäck, A.; Sahlén, K.-G.; Lindholm, L.; Norström, F. The Burden of High Workload on the Health-Related Quality of Life among Home Care Workers in Northern Sweden. Int. Arch. Occup. Environ. Health 2020, 93, 747–764. [Google Scholar] [CrossRef] [PubMed]

	



Bowling, N.A.; Alarcon, G.M.; Bragg, C.B.; Hartman, M.J. A Meta-Analytic Examination of the Potential Correlates and Consequences of Workload. Work Stress 2015, 29, 95–113. [Google Scholar] [CrossRef]

	



Hipp, M.; Pilz, L.; Al-Batran, S.E.; Hautmann, M.G.; Hofheinz, R.-D. Workload and Quality of Life of Medical Doctors in the Field of Oncology in Germany--a Survey of the Working Group Quality of Life of the AIO for the Study Group of Internal Oncology. Oncol. Res. Treat. 2015, 38, 154–159. [Google Scholar] [CrossRef]

	



Bernburg, M.; Vitzthum, K.; Groneberg, D.A.; Mache, S. Physicians’ Occupational Stress, Depressive Symptoms and Work Ability in Relation to Their Working Environment: A Cross-Sectional Study of Differences among Medical Residents with Various Specialties Working in German Hospitals. BMJ Open 2016, 6, e011369. [Google Scholar] [CrossRef]

	



Gao, Y.-Q.; Pan, B.-C.; Sun, W.; Wu, H.; Wang, J.-N.; Wang, L. Anxiety Symptoms among Chinese Nurses and the Associated Factors: A Cross Sectional Study. BMC Psychiatry 2012, 12, 141. [Google Scholar] [CrossRef]

	



Zhu, W.; Wei, Y.; Meng, X.; Li, J. The Mediation Effects of Coping Style on the Relationship between Social Support and Anxiety in Chinese Medical Staff during COVID-19. BMC Health Serv. Res. 2020, 20, 1007. [Google Scholar] [CrossRef] [PubMed]

	



Lazarus, R.S. Coping Theory and Research: Past, Present, and Future. Psychosom. Med. 1993, 55, 234–247. [Google Scholar] [CrossRef] [PubMed]

	



Mo, P.K.H.; Chen, X.; Lam, E.H.K.; Li, J.; Kahler, C.W.; Lau, J.T.F. The Moderating Role of Social Support on the Relationship Between Anxiety, Stigma, and Intention to Use Illicit Drugs Among HIV-Positive Men Who Have Sex with Men. AIDS Behav. 2020, 24, 55–64. [Google Scholar] [CrossRef] [PubMed]

	



García, F.E.; Barraza-Peña, C.G.; Wlodarczyk, A.; Alvear-Carrasco, M.; Reyes-Reyes, A. Psychometric Properties of the Brief-COPE for the Evaluation of Coping Strategies in the Chilean Population. Psicol. Reflexão E Crítica 2018, 31, 22. [Google Scholar] [CrossRef] [PubMed]

	



Htay, M.N.N.; Marzo, R.R.; Bahari, R.; AlRifai, A.; Kamberi, F.; El-Abasiri, R.A.; Nyamache, J.M.; Hlaing, H.A.; Hassanein, M.; Moe, S.; et al. How Healthcare Workers Are Coping with Mental Health Challenges during COVID-19 Pandemic? —A Cross-Sectional Multi-Countries Study. Clin. Epidemiol. Glob. Health 2021, 11, 100759. [Google Scholar] [CrossRef] [PubMed]

	



Vitale, E.; Conte, L.; Dell’Aglio, A.; Calabrò, A.; Ilari, F.; Bardone, L.; Benedetto, A.; Caldararo, C.; Zacchino, S.; Lezzi, A.; et al. Healthcare Workers Perceptions in the Difficult Moment of the End of Life and Coping Strategies Adopted during the COVID-19 Pandemic: An Italian Pilot Study. Acta Biomed. 2021, 92, e2021330. [Google Scholar] [CrossRef]

	



Bottesi, G.; Ghisi, M.; Altoè, G.; Conforti, E.; Melli, G.; Sica, C. The Italian Version of the Depression Anxiety Stress Scales-21: Factor Structure and Psychometric Properties on Community and Clinical Samples. Compr. Psychiatry 2015, 60, 170–181. [Google Scholar] [CrossRef]

	



Trew, J.L. Exploring the Roles of Approach and Avoidance in Depression: An Integrative Model. Clin. Psychol. Rev. 2011, 31, 1156–1168. [Google Scholar] [CrossRef]

	



Fenga, C.; Faranda, M.; Aragona, M.; Micali, E.; di Nola, C.; Trimarchi, G.; Crimi, B.; Cacciola, A. Burnout and Occupational Stress in Nurses. Med. Lav. 2007, 98, 55–63. [Google Scholar]

	



Kotrotsiou, S.; Theofanidis, D.; Malliarou, M.; Konstanti, Z.; Sarafis, P.; Tsioumanis, G.; Paralikas, T. Investigating Nurses Stress Response Strategies During the COVID-19 Pandemic. Mater. Socio Med. 2021, 33, 168. [Google Scholar] [CrossRef]

	



Eslami, B.; Macassa, G.; Sundin, Ö.; Khankeh, H.R.; Soares, J.J.F. Style of Coping and Its Determinants in Adults with Congenital Heart Disease in a Developing Country. Congenit. Heart Dis. 2014, 9, 349–360. [Google Scholar] [CrossRef] [PubMed]

	



Penley, J.A.; Tomaka, J.; Wiebe, J.S. The Association of Coping to Physical and Psychological Health Outcomes: A Meta-Analytic Review. J. Behav. Med. 2002, 25, 551–603. [Google Scholar] [CrossRef]

	



Pyszczynski, T.; Lockett, M.; Greenberg, J.; Solomon, S. Terror Management Theory and the COVID-19 Pandemic. J. Humanist. Psychol. 2021, 61, 173–189. [Google Scholar] [CrossRef]

	



Welbourne, J.L.; Eggerth, D.; Hartley, T.A.; Andrew, M.E.; Sanchez, F. Coping Strategies in the Workplace: Relationships with Attributional Style and Job Satisfaction. J. Vocat. Behav. 2007, 70, 312–325. [Google Scholar] [CrossRef]

	



Shah, S.; Lambrecht, I.; O’Callaghan, A. Reigniting Compassion in Healthcare: Manaakitia Reflective Rounds. Intern. Med. J. 2017, 47, 674–679. [Google Scholar] [CrossRef] [PubMed]








[image: Table] 





Table 1. Description of study population: sociodemographic characteristics and work-related factors (n = 172).
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Total

	
Group P

	
Group N

	




	

	

	
n (%)

	
n (%)

	
n (%)

	
p-Value






	
Sociodemographic Factors




	
Total

	
172 (100)

	
117 (68.0)

	
55 (32.0)

	




	
Gender

	

	

	

	




	

	
Male

	
70 (40.7)

	
52 (44.4)

	
18 (32.7)

	
0.145




	

	
Female

	
102 (59.3)

	
65 (55.6)

	
37 (67.3)

	




	
Age

	

	

	

	




	

	
<40 y

	
106 (61.6)

	
87 (74.4)

	
19 (34.5)

	
<0.001




	

	
>40 y

	
66 (38.4)

	
30 (25.6)

	
36 (65.5)

	




	
Education

	

	

	

	




	

	
Post-graduation

	
51 (29.7)

	
43 (36.8)

	
8 (14.5)

	
0.003




	
Marital status

	

	

	

	




	

	
Single

	
75 (43.6)

	
60 (51.3)

	
15 (27.3)

	
0.003




	

	
Married or cohabitant

	
97 (56.4)

	
57 (48.7)

	
40 (72.7)

	




	
Parenthood

	

	

	

	




	

	
No

	
98 (57.0)

	
83 (70.9)

	
15 (27.3)

	
<0.001




	

	
Yes

	
74 (43.0)

	
34 (29.1)

	
40 (72.7)

	




	
Work-Related Factors




	
COVID-19 ward

	

	

	

	




	

	
No

	
142 (82.6)

	
106 (90.6)

	
36 (65.5)

	
<0.001




	

	
Yes

	
30 (17.4)

	
11 (9.4)

	
19 (34.5)

	




	
Number of contacts per week with COVID-19 patients




	

	
None

	
85 (49.4)

	
64 (54.7)

	
21 (38.2)

	
0.033




	

	
One

	
25 (14.5)

	
18 (15.4)

	
7 (12.7)

	




	

	
Five

	
41 (23.8)

	
26 (22.2)

	
15 (27.3)

	




	

	
Exclusive

	
21 (12.2)

	
9 (7.7)

	
12 (21.8)

	




	
Seniority (years)

	

	

	




	

	
Mean ± SD

	
10.67 ± 10.23

	
7.97 ± 8.86

	
16.44 ± 10.44

	
0.012








Group P includes physicians; group N includes nurses. Percentages are compared through chi-squared tests; means are compared through Mann–Whitney U tests. Statistically significant p-values are reported in bold characters.
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Table 2. Description of the interview results regarding work environment during COVID-19 pandemic (n = 172).
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Total

n (%)

	
Group P

n (%)

	
Group N

n (%)

	
p-Value






	
Q1. Your work activity is…




	
Reduced

	
53 (30.8)

	
46 (39.3)

	
7 (12.7)

	
0.002




	
Unchanged

	
66 (38.4)

	
39 (33.3)

	
27 (49.1)

	




	
Increased

	
53 (30.8)

	
32 (27.4)

	
21 (38.2)

	




	
Q2. Your economic income is…




	
Reduced

	
17 (9.9)

	
9 (7.7)

	
8 (14.5)

	
0.007




	
Unchanged

	
138 (80.2)

	
91 (77.8)

	
47 (85.5)

	




	
Increased

	
17 (9.9)

	
17 (14.5)

	
0 (0.0)

	




	
Q3. Your perception of work efficiency is…




	
Reduced

	
46 (26.7)

	
35 (29.9)

	
11 (20.0)

	
0.040




	
Unchanged

	
56 (32.6)

	
42 (35.9)

	
14 (25.5)

	




	
Increased

	
70 (40.7)

	
40 (34.2)

	
30 (54.5)

	




	
Q4. Your perception of work quality is…




	
Reduced

	
70 (40.7)

	
54 (46.2)

	
16 (29.1)

	
0.076




	
Unchanged

	
75 (43.6)

	
48 (41.0)

	
27 (49.1)

	




	
Increased

	
27 (15.7)

	
15 (12.8)

	
12 (21.8)

	




	
Q5. How much do you feel involved in organizational changes or plans?




	
≤2

	
109 (63.4)

	
74 (63.2)

	
35 (63.6)

	
0.961




	
>2

	
63 (36.6)

	
43 (36.8)

	
20 (36.4)

	




	
Mean ± SD

	
2.2 ± 1.0

	
2.2 ± 0.9

	
2.2 ± 1.1

	
0.873




	
Q6. Do you think the PPE supply is adequate?




	
Yes

	
30 (17.4)

	
18 (15.4)

	
12 (21.8)

	
0.300




	
No

	
142 (82.6)

	
99 (84.6)

	
43 (78.2)

	








Group P includes physicians; group N includes nurses. Percentages are compared through Chi-squared test; means are compared through Mann-Whitney U test. Statistically significant p-values are reported in bold characters.
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Table 3. Mean scores of validated questionnaires assessing health-related factors and perceived quality of life during the first wave of the COVID-19 pandemic (n = 172).
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Total

	
Group P

	
Group N

	




	

	

	
Mean ± SD

	
Mean ± SD

	
Mean ± SD

	
p-Value






	
EQ-5D Index

	
0.825 ± 0.231

	
0.862 ± 0.192

	
0.745 ± 0.285

	
0.009




	
EQ-VAS

	
78.20 ± 18.15

	
81.71 ± 13.71

	
70.73 ± 13.58

	
0.005




	
EQ-5D components

	

	

	

	




	

	
Mobility

	
1.10 ± 0.31

	
1.06 ± 0.24

	
1.20 ± 0.40

	
0.005




	

	
Self-care

	
1.02 ± 0.13

	
1.00 ± 0.00

	
1.05 ± 0.23

	
0.011




	

	
Usual activities

	
1.16 ± 0.37

	
1.10 ± 0.31

	
1.27 ± 0.45

	
0.004




	

	
Pain or discomfort

	
1.27 ± 0.47

	
1.17 ± 0.38

	
1.49 ± 0.57

	
<0.001




	

	
Anxiety or depression

	
1.46 ± 0.59

	
1.47 ± 0.60

	
1.44 ± 0.57

	
0.769








Group P includes physicians; group N includes nurses. Means are compared through Mann–Whitney U test. Statistically significant p-values are reported in bold characters.













[image: Table] 





Table 4. Correlation matrix between European Quality of Life questionnaire and sociodemographic characteristics, work-related factors, and work environment perception in group P and group N.
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Group P

	
Group N




	

	
EQ-5DIndex

	
EQ-VAS

	
EQ-5DIndex

	
EQ-VAS






	
Gender

	
r = 0.153

	
r = 0.203 *

	
r = 0.139

	
r = 0.219




	
Age

	
r = −0.181

	
r = −0.131

	
r = −0.291 *

	
r = −0.280 *




	
Education

	
r = −0.219 *

	
r = −0.050

	
r = 0.233

	
r = 0.186




	
Marital status

	
r = −0.047

	
r = −0.122

	
r = −0.055

	
r = 0.150




	
Parenthood

	
r = −0.098

	
r = −0.080

	
r = −0.257

	
r = −0.156




	
COVID-19 ward

	
r = 0.035

	
r = 0.035

	
r = −0.084

	
r = −0.145




	
N° contacts per week

	
r = −0.037

	
r = 0.137

	
r = −0.160

	
r = −0.058




	
Work seniority

	
r = −0.271 **

	
r = −0.212 *

	
r = −0.417 **

	
r = −0.432 **




	
Q1 (work activity)

	
r = −0.166

	
r = 0.011

	
r = −0.057

	
r = −0.234




	
Q2 (economical status)

	
r = 0.112

	
r = 0.089

	
r = 0.047

	
r = 0.145




	
Q3 (work efficiency)

	
r = 0.234 **

	
r = 0.228 **

	
r = 0.322 *

	
r = 0.080




	
Q4 (work quality)

	
r = 0.120

	
r = 0.237 **

	
r = 0.234

	
r = 0.096




	
Q5 (involvement in plans)

	
r = 0.215 *

	
r = 0.211 *

	
r = 0.209

	
r = 0.134




	
Q6 (PPE)

	
r = −0.076

	
r = 0.007

	
r = 0.277 *

	
r = 0.191








Bivariate correlation analysis with Pearson’s coefficient calculation was performed. (* for p < 0.05 and ** for p < 0.01). Statistically significant p-values are reported in bold characters.
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Table 5. Mean scores of Brief-COPE during the first wave of the COVID-19 pandemic (n = 172).
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Total

	
Group P

	
Group N

	




	

	

	
Mean ± SD

	
Mean ± SD

	
Mean ± SD

	
p-Value






	
Brief-COPE

	

	

	

	




	

	
Active

	
6.53 ± 1.52

	
6.59 ± 1.42

	
6.42 ± 1.71

	
0.774




	
Positive Reframing

	
5.47 ± 1.65

	
5.28 ± 1.68

	
5.85 ± 1.55

	
0.028




	
Planning

	
6.55 ± 1.46

	
6.60 ± 1.42

	
6.45 ± 1.55

	
0.651




	
Humor

	
3.99 ± 1.58

	
4.06 ± 1.65

	
3.84 ± 1.41

	
0.560




	

	
Acceptance

	
6.13 ± 1.48

	
6.10 ± 1.49

	
6.20 ± 1.46

	
0.722




	
Emotional Support

	
4.49 ± 1.73

	
4.64 ± 1.77

	
4.16 ± 1.62

	
0.135




	

	
Instrumental Support

	
4.84 ± 1.84

	
4.96 ± 1.84

	
4.60 ± 1.83

	
0.286




	
Venting

	
4.32 ± 1.59

	
4.44 ± 1.59

	
4.07 ± 1.59

	
0.147




	
Religion

	
3.95 ± 1.91

	
3.70 ± 1.78

	
4.49 ± 2.08

	
0.019




	
Self-Distraction

	
5.30 ± 1.56

	
5.41 ± 1.49

	
5.07 ± 1.70

	
0.233




	
Substance Use

	
2.35 ± 1.01

	
2.50 ± 1.17

	
2.05 ± 0.41

	
0.002




	

	
Denial

	
3.06 ± 1.38

	
2.89 ± 1.34

	
3.42 ± 1.41

	
0.006




	
Disengagement

	
2.87 ± 1.32

	
2.93 ± 1.39

	
2.75 ± 1.17

	
0.496




	
Self-Blame

	
5.39 ± 1.56

	
5.68 ± 1.52

	
4.78 ± 1.47

	
0.001




	
Brief-COPE three-factor model




	

	
Self-sufficient

	
28.67 ± 5.30

	
28.63 ± 5.22

	
28.76 ± 5.51

	
0.765




	

	
Socially-supported

	
17.60 ± 5.17

	
17.74 ± 5.17

	
17.33 ± 5.19

	
0.725




	

	
Avoidant

	
18.98 ± 3.93

	
19.40 ± 4.28

	
18.07 ± 2.85

	
0.076








Group P includes physicians; group N includes nurses. Means are compared through Mann–Whitney U test. Statistically significant p-values are reported in bold characters.
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Table 6. Correlation matrix between Brief-COPE and sociodemographic characteristics, work-related factors, European Quality of Life, and work environment perception in group P.
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Self-Sufficient Coping

	
Socially

Supported

Coping

	
Avoidant

Coping






	
Gender

	
r = 0.007

	
r = −0.054

	
r = −0.088




	
p = 0.940

	
p = 0.562

	
p = 0.344




	
Age

	
r = 0.008

	
r = 0.030

	
r = −0.101




	
p = 0.935

	
p = 0.746

	
p = 0.278




	
Education

	
r = −0.025

	
r = 0.012

	
r = −0.059




	
p = 0.793

	
p = 0.901

	
p = 0.525




	
Marital status

	
r = 0.076

	
r = −0.086

	
r = −0.192




	
p = 0.418

	
p = 0.357

	
p = 0.038




	
Parenthood

	
r = −0.071

	
r = −0.110

	
r = −0.294




	
p = 0.449

	
p = 0.239

	
p = 0.001




	
COVID-19 ward

	
r = 0.023

	
r = 0.159

	
r = 0.045




	
p = 0.807

	
p = 0.087

	
p = 0.629




	
N° contacts per week

	
r = 0.012

	
r = −0.065

	
r = −0.088




	
p = 0.895

	
p = 0.484

	
p = 0.345




	
Work seniority

	
r = −0.011

	
r = 0.019

	
r = −0.070




	
p = 0.910

	
p = 0.842

	
p = 0.451




	
EQ-5D Index

	
r = 0.180

	
r = −0.200

	
r = −0.164




	
p = 0.052

	
p = 0.030

	
p = 0.076




	
EQ-VAS

	
r = 0.213

	
r = 0.025

	
r = −0.063




	
p = 0.021

	
p = 0.787

	
p = 0.499




	
Mobility

	
r = −0.038

	
r = 0.069

	
r = −0.032




	
p = 0.687

	
p = 0.460

	
p = 0.730




	
Self-care

	
r = 0.054

	
r = 0.126

	
r = 0.024




	
p = 0.852

	
p = 0.951

	
p = 0.746




	
Usual Activities

	
r = 0.018

	
r = 0.023

	
r = 0.067




	
p = 0.843

	
p = 0.807

	
p = 0.471




	
Pain or discomfort

	
r = 0.045

	
r = 0.094

	
r = −0.043




	
p = 0.628

	
p = 0.314

	
p = 0.647




	
Anxiety or depression

	
r = −0.299

	
r = 0.239

	
r = 0.284




	
p = 0.001

	
p = 0.009

	
p = 0.002




	
Q1 (work activity)

	
r = 0.203

	
r = 0.033

	
r = −0.118




	
p = 0.028

	
p = 0.720

	
p = 0.207




	
Q2 (economical status)

	
r = 0.007

	
r = 0.104

	
r = 0.214




	
p = 0.942

	
p = 0.266

	
p = 0.021




	
Q3 (work efficiency)

	
r = 0.210

	
r = −0.053

	
r = −0.273




	
p = 0.023

	
p = 0.568

	
p = 0.003




	
Q4 (work quality)

	
r = 0.182

	
r = −0.061

	
r = −0.160




	
p = 0.049

	
p = 0.515

	
p = 0.084




	
Q5 (involvement in plans)

	
r = 0.279

	
r = 0.166

	
r = −0.045




	
p = 0.002

	
p = 0.074

	
p = 0.631




	
Q6 (PPE)

	
r = −0.043

	
r = −0.098

	
r = −0.107




	
p = 0.647

	
p = 0.295

	
p = 0.252








Bivariate correlation analysis with Pearson’s coefficient calculation was performed. Statistically significant p-values are reported in bold characters.
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Table 7. Correlation matrix between Brief-COPE and sociodemographic characteristics, work-related factors, European Quality of Life, and work environment perception in group N.
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Self-Sufficient Coping

	
Socially

Supported

Coping

	
Avoidant

Coping






	
Gender

	
r = 0.098

	
r = −0.353

	
r = −0.059




	
p = 0.478

	
p= 0.008

	
p = 0.668




	
Age

	
r = 0.004

	
r = −0.207

	
r = 0.046




	
p = 0.979

	
p = 0.130

	
p = 0.740




	
Education

	
r = 0.188

	
r = 0.345

	
r = 0.154




	
p = 0.169

	
p= 0.010

	
p = 0.263




	
Marital status

	
r = 0.175

	
r = 0.166

	
r = 0.117




	
p = 0.200

	
p = 0.226

	
p = 0.396




	
Parenthood

	
r = 0.198

	
r = 0.039

	
r = −0.013




	
p = 0.148

	
p = 0.778

	
p = 0.924




	
COVID-19 ward

	
r = 0.179

	
r = 0.192

	
r = -0.032




	
p = 0.192

	
p = 0.161

	
p = 0.815




	
N° contacts per week

	
r = 0.339

	
r = 0.125

	
r = −0.012




	
p= 0.011

	
p = 0.363

	
p = 0.928




	
Work seniority

	
r = −0.099

	
r = −0.316

	
r = 0.071




	
p = 0.472

	
p= 0.019

	
p = 0.607




	
EQ-5D Index

	
r = 0.052

	
r = 0.052

	
r = −0.101




	
p = 0.707

	
p = 0.705

	
p = 0.463




	
EQ-VAS

	
r = 0.121

	
r = 0.007

	
r = −0.056




	
p = 0.378

	
p = 0.959

	
p = 0.685




	
Mobility

	
r = −0.053

	
r = −0.253

	
r = 0.019




	
p = 0.699

	
p = 0.063

	
p = 0.889




	
Self-care

	
r = −0.063

	
r = −0.124

	
r = 0.164




	
p = 0.648

	
p = 0.366

	
p = 0.232




	
Usual Activities

	
r = −0.026

	
r = −0.031

	
r = 0.071




	
p = 0.851

	
p = 0.822

	
p = 0.607




	
Pain or discomfort

	
r = −0.027

	
r = −0.030

	
r = 0.046




	
p = 0.844

	
p = 0.827

	
p = 0.740




	
Anxiety or depression

	
r = −0.161

	
r = 0.032

	
r = 0.060




	
p = 0.239

	
p = 0.815

	
p = 0.664




	
Q1 (work activity)

	
r = 0.027

	
r = −0.173

	
r = 0.087




	
p = 0.847

	
p = 0.207

	
p = 0.529




	
Q2 (economical status)

	
r = 0.218

	
r = 0.297

	
r = 0.138




	
p = 0.109

	
p= 0.028

	
p = 0.314




	
Q3 (work efficiency)

	
r = 0.095

	
r = 0.155

	
r = −0.068




	
p = 0.492

	
p = 0.257

	
p = 0.621




	
Q4 (work quality)

	
r = 0.014

	
r = 0.216

	
r = −0.043




	
p = 0.917

	
p = 0.114

	
p = 0.757




	
Q5 (involvement in plans)

	
r = 0.022

	
r = 0.237

	
r = 0.126




	
p = 0.875

	
p = 0.082

	
p = 0.360




	
Q6 (PPE)

	
r = −0.066

	
r = −0.111

	
r = 0.095




	
p = 0.633

	
p = 0.421

	
p = 0.488








Bivariate correlation analysis with Pearson’s coefficient calculation was performed. Statistically significant p-values are reported in bold characters.
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