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Abstract

:

This study aimed to analyze the professional quality of life and the perceived stress of health professionals before COVID-19 in Spain, in primary and hospital care professionals. A cross-sectional observational study on health professionals working in health centers during the health crisis caused by COVID-19 was conducted. Professional Quality of Life (ProQoL) and Perceived Stress (PSS-14) were measured, along with socio-demographic and labor variables through an online questionnaire. A descriptive and correlation analysis was performed. A total of 537 professionals participated, both in hospital care (54.7%) and in primary care (45.3%). There was a predominance of medium Compassion Satisfaction, high Compassion Fatigue and medium Burnout. Mean scores for compassion fatigue and compassion satisfaction were slightly higher in primary care, while burnout was higher in hospital care. When primary care participants were grouped by profession, significant differences were found in relation to perceived stress and to the three subscales of professional quality of life. In hospital care, the differences were observed when comparing compassion fatigue and perceived stress by gender. In addition, with respect to Burnout it was carried out by type of contract and shift and in relation to perceived stress grouped by sex, contract and profession. The COVID-19 health crisis has had an impact on mental health and the quality of professional life of health professionals. There is a need to implement long-term contingency programs aimed at improving the emotional well-being of health service professionals.
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1. Introduction


In recent years, the pandemic as a result of COVID-19 has been one of the most serious situations for humanity [1] In Spain, the incidence of COVID-19 has been particularly complex with a high number of people affected and a high mortality rate [2]. The serious consequences produced by the disease imply people requiring hospitalization and special care [3].



One of the groups in which this health crisis has had the greatest impact has been health professionals [4]. They have been involved in an overwhelming situation at the professional level with the increase in demand, the overload of work, the risk of infection, the possibility of transmission to their families, confinement and in many cases voluntary isolation, among other circumstances [4,5]. The effect has been on both primary and specialized care professionals, although with slightly different peculiarities. Thus, new and important ethical challenges have arisen regarding the prioritization of treatment, protective equipment and tests; the impact of COVID-19 strategies on patients with other processes, resuscitation decisions, the option for telemedicine in the primary health care setting and the crisis in nursing homes [6,7].



This scenario can generate in health professionals a series of psychological symptoms such as fear, insecurity and anxiety [4,5,8,9]. A syndrome closely related to traumatic and complex situations in the work context of health professionals is Compassion Fatigue (CF) [10]. Stamm [11] included it within a wider concept, the Professional Quality of Life, in conjunction with Burnout (BO) and Compassion Satisfaction (CS). CF or secondary traumatic stress is the cost of being concerned about others or about their emotional pain, which results from the desire to relieve the suffering of others [10]. Closely related to this is BO, which involves emotional exhaustion, depersonalization and lack of personal fulfillment at work as a result of continued exposure to job stressors [12,13]. On the contrary, CS acts as a protective factor, meaning that health professionals can experience this feeling when doing their job well, furthermore including satisfaction in their relationship with their colleagues and the feeling the social value of the work done [10].



CF has been studied in certain healthcare settings such as emergency services, critical care and primary care [12,14,15]. In these settings, it has been shown that the quality of professional life is altered and very high levels of CF occur among healthcare professionals. Recently these variables (CS, CF, and BO) have been studied to understand how doctors and nurses have been affected by the pandemic [16]. Notwithstanding, in this scenario of health crisis in which health professionals have been exposed to high levels of emotional tension, stress and suffering [17], it is not known how this situation has affected the quality of professional life and the perceived stress in different healthcare environments in our country (Hospital and primary care) in addition to taking into account a broader spectrum of health professionals, including doctors, nurses and technicians. It is necessary to know this situation in order to implement contingency programs that improve or maintain the quality of professional life and respond to emotional distress [12,18]. Therefore, the objective of this research was to analyze the professional quality of life and the perceived stress of health professionals in light of COVID-19 in Spain, according to the level of care (hospital and primary care).




2. Materials and Methods


2.1. Design


A transversal observational study was carried out with a sample of 537 health professionals (doctors, nurses and health technicians) who met the following inclusion criteria: professionals who were in an active situation, in care services of the Spanish National Health System and who worked in direct contact with patients. Excluded were professionals who carried out exclusively teaching or management functions or worked in services where there was no direct care with patients (i.e., laboratory services, sterilization, etc.). Figure 1 shows the sample selection flow and the process used to reach the final sample.




2.2. Instruments


The professional quality of life was evaluated with the Professional Quality of Life Scale (ProQoL) [11], translated and used in professionals with the Spanish health context exposed to situations of stress and suffering [12,19]. It consists of 30 items with a Likert type score of 6 points (from 0 = never to 5 = always). The questionnaire is composed of three subscales: Compassion Fatigue (10 items), Compassion Satisfaction (10 items) and Burnout (10 items). The higher the score in each of the dimensions, the higher the level of CF, CS and BO, respectively. The scores can be categorized in each of the subscales into CF (<8 low; 9–17 medium; >17 high); CS (<33 low; 34–41 medium; >42 high); and BO (<18 low; 19–26 medium; >27 high). The Spanish version of ProQoL has shown a Cronbach alpha of 0.782 in CF, of 0.774 in CS and 0.537 for BO, respectively [19].



Perceived stress was evaluated with the Perceived Stress Scale (PSS-14) [20] which measures the level of perceived stress in the last month, under certain life circumstances. It consists of 14 items with a Likert type score that varies from 0 (never) to 4 (very often). The higher the score, the greater the perceived stress. The reliability in the Spanish population was a Cronbach alpha of 0.81 [21].



In addition, sociodemographic and labor context data were collected through a questionnaire designed ad hoc: age, sex, marital status, level of care, type of labor contract, work shift.




2.3. Procedure


The data collection started on 30 March until 16 April 2020. This period coincided with the period of maximum incidence of cases and mortality by COVID-19, in Spain. Due to the conditions of social distancing caused by confinement on those dates, an online questionnaire was designed for the collection of data with the instruments described above. The estimated time of completion of the questionnaire was 15 min. The link to respond was disseminated to health professionals through the web page and social networks of the research group [http://cuidadoscompasion.es/]. Participation was totally voluntary and anonymous.




2.4. Ethical Considerations


The study obtained permission from the research ethics committee of the Almería Center (CEI-27/9/2017). The participants were informed about the aim of the study. They were asked for informed consent for their participation. The ethical principles of the Declaration of Helsinki were respected. The confidentiality and anonymity of the participants complied with the national regulations regarding the protection of personal data (Organic Law 3/2018 on the protection of personal data and the guarantee of digital rights).




2.5. Data Analysis


The data were imported into an Excel worksheet from the Microsoft Office package and then analyzed using the SPSS v23 statistical package for social sciences. First, descriptive statistics of the measured variables were calculated. Subsequently, different analyses were carried out to compare the scores obtained in the different scales (CS, CF, BO and PSS-14) according to sex and other dichotomous variables, using the Student t-test. On the other hand, a one-factor ANOVA was carried out for the analysis of the differences found in the politomic socio-demographic and labor variables. For the comparison of groups according to ordinal variables, the Mann–Withney U test of linear trend was used. Finally, Pearson’s correlation test was applied for the relations between the different measured constructs. The suitability of the statistical tests used was verified in all cases. The significance level was set at p < 0.05.





3. Results


3.1. Socio-Demographic Characteristics of the Participants


A total of 537 health professionals participated, with an average age of 46.74 ± 10.08 years. The sample size was calculated based on the number of health professional who worked at the Andalusian Public Health System in 2019 [22] (n = 71,827), obtaining a 97% confidence level and 4% margin of error. At the time of the study, 45.3% (n = 243) worked in primary care (PC) and 54.7% (n = 294) in hospital care (HC). Table 1 shows the socio-demographic and occupational characteristics of the participants, according to their level of care. In both PC and HC, the majority of the sample were women, married or in a domestic partnership, and professional nurses. In HC, most of the sample had a non-permanent contract and a day shift with nights or guards. In PC most were professionals with a permanent contract and with a regular day shift. When comparing socio-demographic and labor characteristics according to the level of care, statistically significant differences were found with respect to marital status, type of contract and work shift.




3.2. Professional Quality of Life and Perceived Stress in PC and HC Professionals


The mean score in CS and BO was higher in HC than PC, while the mean score in CF and perceived stress was higher in PC than in HC. When interpreting the score of each one of the subscales of the Professional Quality of Life questionnaire, in the three categories advised by the literature (low/medium/high), it was identified that in both HC and PC there was a higher percentage in medium CS, high CF and medium BO. If we compare both levels of attention, there was a higher CS and medium CF in PC than in HC, HC being where a high level of BO was observed. Nevertheless, no statistically significant differences were found when comparing the prevalence of BO categories between PC and HC professionals (Table 2).



Table 3 shows the professional quality of life and perceived stress, according to socio-demographic and occupational characteristics, both in primary care and in hospital. When comparing the average CS score in HC professionals, no differences were found by comparing them by the categories of sociodemographic and labor variables. Nonetheless, in the group practicing PC, a significant higher mean score was identified in non-permanent professionals compared to permanent professionals (p = 043), and significant differences were also found in the scores of nurses and doctors (p < 0.01), and health technicians and doctors (p < 0.01). From these, the highest scores were those of PC health technicians and the lowest were those of PC doctors. Regarding the mean scores of the CF subscale, the mean was significantly higher in women than in men, although statistically significant differences were only identified in this respect in HC professionals (p = 0.028). However, significant differences were identified in relation to this scale in the PC group, depending on the profession, with doctors scoring higher than nurses (p < 0.01) and health technicians (p = 0.031). In the BO subscale, significant differences were found in HC professionals when comparing professionals according to the shift they had. A higher average significant score was identified in professionals with a regular night shift, compared to those with a day shift without nights (p = 0.015), between regular morning shifts and rotating shifts without nights (p = 0.038), and between rotating shifts with and without nights (p = 0.012). The highest average score corresponded to the regular night shift and the lowest to the day shift without nights and the regular morning shift. On the other hand, for the same scale in PC professionals, the following were found in all comparisons between pairs of professions: medicine with nursing (p < 0.01), nursing with health technicians (p = 0.032), and medicine with health technicians (p < 0.01). In this sense, the highest average figure corresponded to the medical profession and the lowest average to health technicians.



In relation to perceived stress, a significant higher average score was identified in women compared to men in HC professionals (p < 0.01). Regarding the profession, in HC the highest average significant figure was for nurses, which showed statistically significant differences when compared to the average for technicians (p = 0.014). In the case of PC, the technicians obtained statistically lower figures than both doctors (p < 0.01) and nurses (p = 0.018), and in contrast to HC, in PC the highest average of perceived stress corresponded to doctors.




3.3. Correlations between the Professional Quality of Life Subscales and the Perceived Stress Scale


The results of the analysis of correlation between CS, CF, BO and perceived stress are shown in Table 4. In the total of participants and in the subsamples of PC and HC, CS was significantly and inversely related to BO and perceived stress. A direct and significant correlation was obtained between CF and BO, CF and perceived stress, as well as for BO and perceived stress, both in the total sample and in the professionals of PC and HC.





4. Discussion


The results of this research report that CF and BO levels are medium to high in PC and HC professionals. The point in time when the information was collected in Spain was in the weeks of greatest severity, corresponding to the first wave of the pandemic. Despite the significance and concern of this finding, it is necessary to know that the pre-pandemic situation around professionals was already alarming. We can find numerous studies that evidence high rates of BO, CF and perceived stress among health professionals around the world [23,24].



Secondly, in this study no significant differences were found between the levels of care (PC and HC) in the dimensions of ProQoL (CS, CF and BO), or in terms of perceived stress. Nevertheless, in previous studies it was found that the average score in CF is significantly higher in primary care than in hospital care [12]. The authors of this study explain this by the lack of resources at the primary health care level. During this time, and taking into account that the data were taken during the worst period in Spain of the COVID-19 pandemic, it is reasonable to expect that they have increased in HC and have equalized to the levels of PC. The deficit of resources was exponential at both levels of care, increasing the risk of suffering from compassion fatigue syndrome among the different profiles of health professionals [8].



In relation to gender, the results indicate that women in specialized care have greater compassion fatigue than men and more perceived stress, which is consistent with previously published studies [12]. This may be due to the high level of feminization of health professionals, which means that frontline care is mainly provided by women [25]. In addition, it may be influenced by the social role that women play with respect to caregiving [26]. Notwithstanding, the influence of gender on the phenomenon of compassion fatigue in the health care professions is not sufficiently explored and should be one of the areas for further study in the future.



The fact that primary care doctors are the professional profile most affected by the pandemic is one of the relevant findings. They can be seen to have the highest levels of CF, the highest perceived stress and the lowest CS. The lack of planning for potential health emergencies has led to a substantial change in healthcare at all levels [27] and especially in PC. As a result, professionals in this first line of action have become more vulnerable to moral damage and compassion fatigue [28].



On the other hand, the presence of moderate and high levels of CF, moderate and high levels of BO, and moderate and high levels of CS may seem a paradox. According to these data, high levels of CF and CS can be reconciled at certain times, a question that on the other hand, contradicts the structure of the questionnaire used. This could be explained by the difficulties found in the ProQoL questionnaire expressed in some works that have questioned whether its dimensions effectively measure the concepts from which they were originated [29,30]. Furthermore, it could be explained by the exceptional moment that professionals live in which it is possible to feel tired, worn out and at the same time, feel a great satisfaction for what their work means, which is born from the genuine desire to alleviate suffering. In this time of pandemic, professionals have been able to recover their values and motivation for their work, although at the same time, they have been able to feel tremendously impacted by the scenario of enormous suffering that they have to face on a daily basis.



Limitations and Strengths


The main limitation of this study is that the data have been obtained from a cross-sectional design study, which does not allow evaluation of the evolution over time of the study variables. The online collection of data can also be considered a weakness and implies a selection bias, although due to health circumstances it could not be done in a physical presence. In addition, the social desirability bias in the completion of questionnaires is not excluded in this research. Thus, given the limitations of the cross-sectional design, selection bias, and social desirability bias, it should be noted that the generalizability of the results is low due to the aforementioned limitations. As a strength, it should be noted that it is a first approximation to the professional quality of life and perceived stress from a joint perspective, which includes primary care and specialized care professionals.





5. Conclusions


Nevertheless, it is necessary to emphasize that it is very important to pay attention to the mental health situation of health professionals, especially in this time of pandemic [31,32]. Therefore, urgent and appropriate support is needed for all health workers worldwide who are working hard to control the outbreak of COVID-19 [33] and to establish early strategies that aim to prevent and treat indirect trauma [26]. This preventive approach is particularly important to avoid an increase in mental health problems among professionals at all levels [34]. In addition, programs for stress reduction, emotional regulation, and cultivation of compassion based on full attention will need to be established [35] for professionals affected by this compassion fatigue syndrome [36,37].
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Figure 1. Flowchart of professionals included in the study. 
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Table 1. Sociodemographic and labor characteristics: primary and hospital care.






Table 1. Sociodemographic and labor characteristics: primary and hospital care.





	
Characteristics

	
Variables

	
HC

	
PC

	
Mann–Whitney U






	
Age (years)

	

	
44.29 ± 9.71

	
49.70 ± 9.74

	
26,999.50




	
Gender

	
Female

	
226 (76.9%)

	
178 (73.3%)

	




	
Male

	
68 (23.1%)

	
65 (26.7%)




	
Marital status

	
Married/Domestic partner

	
193 (65.6%)

	
199 (8.6%)

	
23,400.50 ***




	
Single

	
35 (11.9%)

	
21 (8.6%)




	
Widowed/Divorced

	
66 (22.4%)

	
23 (9.5%)




	
Profession

	
Nurse

	
215 (73.1%)

	
160 (65.8%)

	
25,772.50




	
Doctor

	
43 (14.6%)

	
65 (26.7%)




	
Technicians

	
36 (12.2%)

	
18 (7.4%)




	
Type of employment contract

	
Permanent

	
137 (46.6%)

	
153 (63%)

	
22,179.00 ***




	
Temporary

	
157 (53.4%)

	
90 (37%)




	
Work shift

	
Rotating without nights

	
47 (16%)

	
3 (1.2%)

	
15,159.50 ***




	
Daytime with nights/guards

	
162 (55.1%)

	
93 (38.3%)




	
Constant day shift

	
79 (26.9%)

	
147 (60.5%)




	
Constant night shift

	
6 (2%)

	
0%








HC = Hospital Care; PC = Primary Care; *** p < 0.001.
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Table 2. Professional quality of life and perceived stress: hospital care and primary care.






Table 2. Professional quality of life and perceived stress: hospital care and primary care.





	
Variables

	
Variables

	
HC

	
PC

	
Mann–Whitney U




	
Mean ± SD

	
N (%)

	
Mean ± SD

	
N (%)






	
CS

	

	
39.58 (6.25)

	

	
38.98 (6.64)

	

	
25,450.50




	
Low

	

	
42 (14.3%)

	

	
42 (17.2%)




	
Medium

	

	
127 (43.2%)

	

	
106 (43.6%)




	
High

	

	
125 (42.5%)

	

	
95 (39.1%)




	
CF

	

	
19.64 (7.59)

	

	
19.87 (7.75)

	

	
27,698.00




	
Low

	

	
21 (7.1%)

	

	
14 (5.8%)




	
Medium

	

	
84 (28.6%)

	

	
14 (30.5%)




	
High

	

	
189 (64.3%)

	

	
155 (63.8%)




	
BO

	

	
24.70 (5.96)

	

	
24.43 (6.05)

	

	
27,094.00




	
Low

	

	
45 (15.3%)

	

	
45 (18.5%)




	
Medium

	

	
141 (48%)

	

	
116 (47.7%)




	
High

	

	
108 (36.7%)

	

	
82 (33.7%)




	
PSS-14

	

	
25.98 (9.16)

	

	
26.44 (9.21)

	

	








CS = Compassion Satisfaction; CF = Compassion Fatigue; BO = Burnout; PSS-14 = Perceived Stress; HC = Hospital Care; PC = Primary Care.
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Table 3. Professional quality of life and perceived stress, according to socio-demographic and occupational characteristics: primary and hospital care.






Table 3. Professional quality of life and perceived stress, according to socio-demographic and occupational characteristics: primary and hospital care.





	
Characteristcs

	
Variables

	
CS

	
CF

	
BO

	
PSS-14




	
Variables

	
Variables

	
HC

	
PC

	
HC

	
PC

	
HC

	
PC

	
HC

	
PC




	

	

	
Mean ± SD

	
p-Value

	
Mean ± SD

	
p-Value

	
Mean ± SD

	
p-Value

	
Mean ± SD

	
p-Value

	
Mean ± SD

	
p-Value

	
Mean ± SD

	
p-Value

	
Mean ± SD

	
p-value

	
Mean ± SD

	
p-Value






	
Gender

	
Female

	
39.52 ± 6.52

	
0.767 a

	
39.19 ± 6.03

	
0.475 a

	
20.18 ± 7.51

	
0.028 a,*

	
20.21 ± 7.81

	
0.252 a

	
24.95 ± 5.80

	
0.191 a

	
24.77 ± 6.04

	
0.151 a

	
27.02 ± 9.17

	
0.000 a,**

	
27.06 ± 6.40

	
0.130 a




	
Male

	
39.78 ± 5.34

	
38.40 ± 8.12

	
17.87 ± 7.67

	
18.92 ± 7.59

	
23.87 ± 6.46

	
23.51 ± 6.04

	
22.54 ± 8.33

	
24.75 ± 11.03




	
Marital Status

	
Married

	
39.25 ± 5.56

	
0.777 b

	
39.01 ± 6.59

	
0.960 b

	
20.13 ± 7.55

	
0.218 b

	
19.76 ± 7.67

	
0.651 b

	
24.83 ± 5.85

	
0.603 b

	
24.25 ± 5.84

	
0.168 b

	
26.32 ± 8.66

	
0.689 b

	
26.07 ± 9.36

	
0.414 b




	
Single

	
38.97 ± 7.55

	
39.10 ± 6.73

	
19.57 ± 7.33

	
19.38 ± 8.27

	
23.74 ± 6.24

	
23.71 ± 6.91

	
25.46 ± 10.00

	
28.14 ± 9.32




	
Widowed/Divorced

	
39.58 ± 7.42

	
38.61 ± 7.23

	
18.24 ± 7.82

	
21.26 ± 8.24

	
24.82 ± 6.19

	
26.65 ± 6.83

	
25.29 ± 10.18

	
28.09 ± 7.74




	
Contract

	
Permanent

	
39.45 ± 6.57

	
0.742 a

	
38.32 ± 6.91

	
0.043 a,*

	
19.01 ± 7.46

	
0.186 a

	
20.01 ± 7.74

	
0.718 a

	
23.96 ± 5.97

	
0.049 a,*

	
24.41 ± 6.04

	
0.928 a

	
24.34 ± 9.01

	
0.004 a,**

	
26.18 ± 9.34

	
0.571 a




	
Temporary

	
39.69 ± 6.00

	
40.10 ± 6.03

	
20.19 ± 7.70

	
19.63 ± 7.80

	
25.34 ± 5.91

	
24.48.611

	
27.42 ± 9.08

	
26.88 ± 9.04




	
Profession

	
Nurse

	
39.77 ± 6.32

	
0.261 b

	
39.82 ± 5.61

	
0.001 b,**

	
19.82 ± 7.62

	
0.359 b

	
18.99 ± 6.80

	
0.005 b,**

	
24.64 ± 5.84

	
0.324 b

	
23.99 ± 5.63

	
0.001 b,**

	
26.51 ± 9.01

	
0.048 b,*

	
26.19 ± 8.54

	
0.005 b,**




	
Doctor

	
38.16 ± 6.54

	
36.32 ± 8.12

	
20.16 ± 7.31

	
22.52 ± 9.31

	
25.77 ± 6.47

	
26.51 ± 6.63

	
26.28 ± 9.47

	
28.62 ± 10.66




	
Health technician

	
40.14 ± 5.45

	
41.11 ± 6.84

	
17.97 ± 7.83

	
18.11 ± 7.70

	
23.78 ± 6.06

	
20.83 ± 5.22

	
22.47 ± 9.19

	
20.83 ± 6.82




	
Work shift

	
Dayshift

rotating

	
40.34 ± 5.47

	
0.661 b

	
39.00 ± 1.00

	
0.999 b

	
17.23 ± 7.28

	
0.113 b

	
16.33 ± 4.04

	
0.775 b

	
22.60 ± 4.75

	
0.023 b,*

	
24.33 ± 1.16

	
0.470 b

	
23.57 ± 9.06

	
0.170 b

	
24.00 ± 3.00

	
0.620 b




	
Nights

rotating

	
39.67 ± 6.46

	
39.00 ± 6.69

	
20.16 ± 7.64

	
20.51 ± 7.19

	
25.07 ± 6.11

	
24.78 ± 6.42

	
25.99 ± 8.88

	
27.12 ± 8.85




	
Constant

day shift

	
39.05 ± 6.26

	
38.97 ± 6.64

	
19.86 ± 7.57

	
19.54 ± 8.14

	
24.86 ± 5.97

	
24.21 ± 5.89

	
27.32 ± 9.80

	
26.06 ± 9.52




	
Constant

night shift

	
39.17 ± 7.39

	

	
21.67 ± 7.37

	

	
28.83 ± 7.20

	

	
27.17 ± 6.80

	








CS = Compassion Satisfaction; CF = Compassion Fatigue; BO = Burnout; PSS-14 = Perceived Stress; HC = Hospital Care; PC = Primary Care; a Student t-Test for independent samples; b one-factor Banova; ** p < 0.01; * p < 0.05.
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Table 4. Correlations between Quality of Life and Perceived Stress.






Table 4. Correlations between Quality of Life and Perceived Stress.





	
Variables

	
All professionals

	
PC Professionals

	
HC Professionals




	

	
1

	
2

	
3

	
4

	
1

	
2

	
3

	
4

	
1

	
2

	
3

	
4






	
1. CS

	

	
−0.403 **

	
−0.563 **

	
−0.454 **

	

	
-434 **

	
−0.568 **

	
−0.499 **

	

	
−0.375 **

	
−0.563

	
−0.413




	
2. CF

	

	

	
0.720 **

	
0.712 **

	

	

	
0.714 **

	
0.687 **

	

	

	
0.726 **

	
0.733 **




	
3. BO

	

	

	

	
0.620 **

	

	

	

	
0.633 **

	

	

	

	
0.611 **




	
4. PSS-14

	

	

	

	
-

	

	

	

	

	

	

	

	








CS = Compassion Satisfaction; CF = Compassion Fatigue; BO = Burnout; PSS-14 = Perceived Stress; HC = Hospital Care; PC = Primary Care; ** p < 0.01.



















	
	
Publisher’s Note: MDPI stays neutral with regard to jurisdictional claims in published maps and institutional affiliations.











© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access article distributed under the terms and conditions of the Creative Commons Attribution (CC BY) license (http://creativecommons.org/licenses/by/4.0/).






nav.xhtml


  healthcare-08-00484


  
    		
      healthcare-08-00484
    


  




  





media/file0.png





media/file2.png
N=575

total responses received

A

N=543
after eliminating professionals who were not

working in either PC or HC (e.g., in residences)
N

h

N=1537
after eliminating professionals
who did not belong to the

detined categories (e.g., dentists)
\_ vy






media/file1.jpg
N=575
total responses received

l

N=543
after eliminating professionals who were not
working in either PC or HC (e.g., in residences)

l

N=537
after eliminating professionals
‘who did not belong to the
defined categories (e.g., dentists)






