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Abstract 

Context. Palliative care professionals are exposed to suffering on a daily basis. Working 

in such an environment frequently raises existential issues, psychological challenges, and 

emotional distress, that can detract from compassionate care. Identifying factors that help 

professionals cope with frequent exposure to issues related to mortality, such as 

compassion, could enhance palliative care providers’ and patients’ quality of life and 

wellbeing. 

Objectives. To improve our understanding of the factors associated with professionals’ 

inner life studying the role of self-compassion as a mediating variable between self-care 

and awareness and professionals’ quality of life, and quantifying the impact of 

compassionate care.  

Methods. A cross-sectional online survey of palliative care professionals was conducted 

through the Spanish Society of Palliative Care. 296 professionals answered the survey. 

Results. The model tested showed an adequate fit (χ2(212) = 476.688 (p < .001), CFI = 

.907, RMSEA = .066 [.058,.073], and SRMR = .068), and the hypotheses were supported. 

Self-care and awareness predicted coping with death and self-compassion, which in turn 

predicted professional quality of life. Self-compassion had the greatest predictive power. 

Professional quality of life showed a statistically significant and positive effect on 

personal wellbeing, explaining more than 50% of its variance (R2 = .574; p < .001). 

Conclusion. For palliative care professionals, the cultivation of self-compassion is 

equally needed as compassion for others. Professional quality of life and compassionate 

care are related to professionals’ wellbeing: when professionals take care of themselves, 

this will lead in a more compassionate care, but also in healthier, happier professionals. 

Key words: palliative care professionals; self-compassion; self-care; awareness; 

professional quality of life; wellbeing. 
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Introduction 

As a caring philosophy, person-centered care holds that there is no appropriate 

healthcare unless it is compassionate (1). Compassion has been defined as “a virtuous 

response that seeks to address the suffering and needs of a person through relational 

understanding and action” (2). Specifically, when caring for the dying, compassionate 

qualities, are essential, not only for the patients’ wellbeing, but also for professionals 

(3,4). However, there is currently a great concern that these compassionate qualities are 

not always present (2, 5, 6), a fact that has been strongly accentuated by the current health 

crisis (7, 8, 9). Difficulty in compassionate care has been related to the several stressors 

which affect palliative care (PC) professionals, including increasing workload, 

communication difficulties, inadequate time to deal with patients, inadequate coping with 

their own emotional response to grieving, exposure to death, depression, or guilt (10,11).  

Compassion is also linked to protective factors, such as self-care (12-15), empathy (16), 

awareness (17-22), or competency and attitudes towards death (23). 

Among these, self-compassion has been pointed as essential for providing 

compassionate care and maintaining healthcare workers balance (24). Indeed, 

compassion can be oriented or directed along three different paths: we can experience 

feelings of compassion for others, from others, and for ourselves (25-29). Self-

compassion has been related to a more adaptive psychological profile, with lower levels 

of rumination (30-32), avoidance (33), better emotional validation skills (34,35), and 

greater wisdom, emotional intelligence, life satisfaction, and well-being (36,37). In the 

healthcare arena, self-compassionate healthcare professional can build resilience against 

stress and burnout (38), and self-compassion has been associated to professional quality 

of life (39- 41).  

In the context of PC, compassion is certainly essential for patients, but also for 

clinicians’ wellbeing (42-44). Although Kearney et al. (10) had already pointed to a close 

relation between neglecting self-care, a lack of compassion toward themselves and others, 

and experiencing burnout and compassion fatigue, this has not been yet supported with 

evidence. In fact, very little research has investigated either compassion or self-

compassion in the PC professionals (45,46). Addressing literature on compassion 

protectors, Sansó et al. (47) tested a mapping model with variables involved in PC 

professionals’ quality of life: compassion satisfaction (CS), compassion fatigue (CF), and 

burnout (BO). BO is a syndrome that can be experienced by human services employees 



in stressful situations (48). Healthcare professionals are especially vulnerable, because 

their work context is characterized by high-risk decisions, dealing with the public, and 

expectations of compassion and sensitivity (49-51). CF is defined as secondary traumatic 

stress experienced by providers after witnessing patients’ suffering (52-54). Exhaustion 

from dealing with other people’s suffering leads to a decreased capacity for compassion 

among professionals (55,56). CF can lead to the development of psychological difficulties 

(57), physical and emotional exhaustion, an inability to provide compassion (58), and the 

reduction of bearing in the suffering of others (55). Finally, CS is the emotional fulfilment 

derived from providing care to others (59) and the joy that comes from helping others 

(60). Professionals may experience CS when feeling that their work has a social value 

(61). These dimensions, widely studied by Charles R. Figley and Beth H. Stamm, 

facilitate the understanding of some aspects of the therapeutic relationship in the presence 

of suffering, in particular, variables found to protect this relationship were self-care, 

awareness, and coping with death competence (47).  

This study builds upon earlier research by Sansó et al. (47), which has recently 

been tested internationally (62), and offers a broader picture of PC professionals’ inner 

lives, understood in terms of maintaining equanimity, cultivating compassion and 

developing a deeper sense of vocation and workplace satisfaction (47), by making two 

new contributions. Firstly, we study the role of self-compassion as a mediator between 

self-care and awareness and professionals’ quality of life. We hypothesized that 

professionals taking better care of themselves, and being conscious and aware, will show 

higher levels of compassion for themselves, which in turn will lead to higher levels of 

compassionate care, higher levels of CS and lower levels of CF and BO. Secondly, we 

aim to quantify the impact of compassionate care, including CS, CF, and BO, on 

professionals’ personal wellbeing.  

 

Methods 

Study design 

A cross-sectional survey of Spanish PC professionals was conducted to assess variables 

influencing professionals’ compassionate care. This cross-sectional study has been 

reported using the Strengthening the Reporting of Observational Studies in Epidemiology 

(STROBE) Statement (63). 



Setting and Participants 

The survey was conducted from February to March 2020. Professionals were contacted 

through the Spanish Society of Palliative Care (SECPAL). Participants were sampled 

from the SECPAL member lists and invited to complete an online survey using 

SurveyMonkey. Participation was voluntary and required respondents’ informed consent. 

A total of 338 PC professionals included in the SECPAL Directory (available at 

https://secpal.com/directorio-1) were contacted by email on two occasions (February 8th 

and March 9th, 2020). Professionals were asked to share and publicize the survey among 

their co-workers. 

In order to be included, participants had to be healthcare professionals (physicians, 

nurses, psychologists, nursing assistants, social workers, or other) currently providing 

care to end-of-life patients, although not necessarily in PC settings. No a priori sample 

size estimation was calculated.  

Measures 

Data were collected using the following measures:  

a) The Professional Self-Care Scale (PSCS; 64), composed by nine items and 

assesses three dimensions of professionals’ self-care: physical, inner and social. 

This scale was originally developed and validated in Spanish. Items score in a 5-

point Likert scale, ranging from 1 (totally disagree) to 5 (totally agree). The score 

on each dimension is calculated with the sum of the scores for the three items, 

divided by three. This scale does not offer cut-off points for score interpretation. 

However, taking into account the response scale, scores close to 1 would mean 

very low levels of self-care (either physical, inner, or social self-care); scores close 

to 2 would mean low levels of self-care; scores close to 3 would mean medium 

levels of self-care; scores close to 4 would mean high levels of self-care; and 

scores close to 5 would mean very high levels of self-care.  

b) Five indicators of the validated Spanish version of the Mindful Attention 

Awareness Scale (65), an instrument measuring the tendency to be aware and 

conscious of one’s own experiences of daily life. Items included were 7, 8, 9, 10, 

and 14, following recommendations from Galiana et al. (66). The reduced version 

showed adequate internal structure (χ2(5) = 43.208 (p < .001), CFI = .982, and 

SRMR = .026). The awareness score was calculated using the sum of the reversed 

https://secpal.com/directorio-1


scores for the five items divided by five. Scores close to 1 represent very low 

levels of awareness; scores close to 2 represent low levels of awareness; scores 

close to 3 represent medium levels of awareness; scores close to 4 represent high 

levels of awareness; and scores close to 5 represent very high levels of awareness. 

c) The Coping with Death Scale, in its Spanish Short Version (CDS-S;67) which 

measures professionals’ competence in handling death and their knowledge 

concerning preparedness for death. The measure comprises 9 items using a 5-point 

Likert type scale, from 1 ‘totally disagree’ to 5 ‘totally agree’. The coping with 

death score was calculated with the sum of the scores in the nine items, divided 

by nine. Scores close to 1 represent a very poor ability to cope with death; scores 

close to 2 represent a poor ability to cope with death; scores close to 3 represent a 

moderate ability to cope with death; scores close to 4 represent a strong ability to 

cope with death; and scores close to 5 represent a very strong ability to cope with 

death.   

d) The Self-Compassion Scale – Short Form (SCS; 68). We used the Spanish version 

(69). The SCS is formed by 12 items assessing three main components of self-

compassion and their opposites: self-kindness/self-judgment, common 

humanity/isolation, and mindfulness/over-identification. Items score in a 5-point 

Likert-type scale, from 1 ‘almost never’ to 5 ‘almost always’. Through these 

dimensions, two general factors of overall self-compassion can be measured: 

positive and negative self-compassion. The positive self-compassion score is 

calculated using the mean for the items relating to self-kindness (items 2 and 6), 

mindfulness (3 and 7), and common humanity (5 and 10). The negative self-

compassion score is calculated using the mean for the items relating to over-

identification (1 and 9), isolation (4 and 8), and self-judgment (11 and 12). Scores 

close to 1 represent very low levels of self-compassion (either positive or 

negative); scores close to 2 represent low levels of self-compassion; scores close 

to 3 represent medium levels of self-compassion; scores close to 4 represent high 

levels of self-compassion; and scores close to 5 represent very high levels of self-

compassion.  

e) Version 5 of the Professional Quality of Life Scale (ProQOL) was used, in its 

Spanish validation (70). The ProQOL comprises three subscales: CS, CF, and BO 

(54). Each dimension is represented in the scale by 10 items and scored by the use 

of a 5-point Likert scale (from 1 ‘never’ to 5 ‘very often’). Scores of each 



dimension are calculated with the sum of the 10 items, and therefore range from 

10 to 50. Scores equal to or below 22 represent low levels of CS, CF or BO; scores 

between 23 and 41 represent medium levels of CS, CF or BO; and scores equal to 

or above 42 represent high levels of CS, CF or BO (54).  

f) The Spanish version of the Personal Wellbeing Index (4). The scale measures 

personal well-being with eight items, ranging from 1 (very dissatisfied) to 5 (very 

satisfied). The total score of wellbeing is calculated with the sum of the scores in 

the eight items, divided by eight. This scale does not offer cut-off points for score 

interpretation. Scores close to 1 represent very low levels of wellbeing; scores 

close to 2 represent low levels of wellbeing; scores close to 3 represent medium 

levels of wellbeing; scores close to 4 represent high levels of wellbeing; and scores 

close to 5 represent very high levels of wellbeing.  

Additionally, control variables were also measured, including sex, age, 

profession, an indicator of work overload (“I have an excessive workload”), ranging from 

1 (never) to 4 (almost always), and an indicator of workload control (“I have control over 

my workload”), with the same response scale.  

Data analysis 

Statistical analyses included descriptive statistics, estimations of reliability and 

correlations among variables under study, and a full structural equation model (SEM). 

SEM presents three major advantages compared to traditional multivariate techniques: 

(1) explicit assessment of measurement error; (2) estimation of unobserved (latent) 

variables via observed variables; and (3) model testing where an a priori structure can be 

imposed and assessed (71).  

We hypothesized, refined and tested a SEM in which the three dimensions of self-

care, i.e. physical, psychological, and social self-care, together with awareness, predicted 

self-compassion (positive and negative) and ability to cope with death, while self-

compassion and ability to cope with death predicted professional quality of life and 

professional quality of life predicted personal wellbeing among PC professionals. The 

effects of age, sex, work overload and workload control were controlled for all variables.  

To assess the model fit, we used: the chi-square, the Comparative Fit Index (CFI), 

the Standardized Root Mean Square Residual (SRMR), and the Root Mean Square Error 

of Approximation (RMSEA), with the following cut-off criteria to determine good fit: 



CFI above .90 (better more than .95) and SRMR or RMSEA below .08 (better below .05) 

(72). However, RMSEA has shown poor performances in structural models with low 

degrees of freedom and in samples with small sizes (73). The model was estimated using 

maximum likelihood with robust corrections for the standard errors and fit indices, the 

recommended procedure for ordinal and non-normal data. SPSS version 24 (74) and 

MPLUS version 8.4 (75) were used. 

Ethical considerations 

The study was approved by the Research Ethics Committee at the University of the 

Balearic Islands (115CER19).  

 

Results 

296 professionals completed the survey, with an estimated response rate of 87.57%. This 

is only an estimate, as we asked professionals to publicize the survey themselves. Several 

rules-of-thumb were followed, including a minimum sample size of 200 (76,77) and 10 

cases per variable (78). As a result, our sample size (n = 296) meets the criteria established 

by both Boomsma (n > 200) and Nunnally (n > 270 [10 cases per 27 variables]).  

Mean age was 43.9 years old (SD = 10.15); 77.40% were women. Regarding 

professions, 44.2% nurses, 31.8% physicians, 8.6% psychologists, 4.5% nursing 

assistants, 5.8% social workers, and 5.1% had other professions. Most of the participants 

were married (64.9%). Details of sample characteristics can be consulted in Table 1. 

INSERT TABLE 1HERE 

Reliability estimates and descriptive statistics are provided in Table 2. Participants 

showed medium levels of psychological self-care (mean = 3.72), and medium-high levels 

of physical and social self-care (mean = 3.72 and mean = 4.13, respectively). As regards 

awareness and coping with death, levels were also medium-high (mean = 4.00 and mean 

= 4.05, in a scale ranging from 1 to 5). Levels of both positive and negative self-

compassion were medium, with higher scores in positive self-compassion. Specifically, 

the dimension of mindfulness showed the highest mean (mean = 3.70), whereas the 

dimension of isolation presented the lowest one (mean = 2.62). As regards professional 

quality of life, levels were high for CS (mean > 42), low for compassion fatigue (mean < 



22), and medium for BO (mean > 23). Finally, levels of wellbeing were medium-high 

(mean = 3.95, in a scale ranging from 1 to 5). 

INSERT TABLE 2 HERE 

Correlations among variables largely followed the hypothesis, with self-care, 

awareness, coping with death, positive self-compassion (and its dimensions), CS, and 

wellbeing showing positive and statistically significant relations. These variables showed 

negative relations with negative self-compassion (and its dimensions), compassion 

fatigue, and BO; which in turn were positively related between them.  

INSERT TABLE 3 HERE 

The hypothesized model is presented in Figure 1. The mediating variables, that is, 

self-compassion (positive and negative), ability to cope with death, and professional 

quality of life, were modeled as latent factors (circles), free of measurement error. Given 

the sample size and complexity of the model, the rest of the variables were included as 

observed variables (squares). 

INSERT FIGURE 1 HERE 

The hypothesized model adequately fitted the data: χ2(272) = 549.787 (p < .001), 

CFI = .907, RMSEA = .059 [.052,.067], and SRMR = .083. The CFI was above .90 and 

the RMSEA below .08, which have been described as adequate fit values in the literature 

(72).  

With regard to measurement, factor loadings were adequate for the four latent 

factors (circles), meaning that these factors adequately explained their various 

subdimensions (i.e. the latent factor ‘positive self-compassion’ adequately explained the 

three observed variables: self-kindness, mindfulness, and common humanity) (see Table 

4). These loadings highlight the adequate internal structure of the scales and the key 

dimensions in each of the study factors, with self-kindness being the most important in 

the definition of the factor ‘positive self-compassion’, and isolation being the most 

important in the case of negative self-compassion. When it came to professional quality 

of life, compassion fatigue was the most important component in the factor definition.  

INSERT TABLE 4 HERE 

Regarding the control variables, which included sex, age, work overload, and 

workload control, their relations to the different variables implied in professionals’ inner 



life are displayed in Table 5. Control variables were included because they could 

influence the study’s main outcomes despite not being the primary focus. Profession was 

not included in the model, as analyses of variance showed no statistically significant 

differences due to the effects of profession on physical self-care (F(3,244) = 0.412; p = 

.744; η2 = .005), psychological self-care (F(3,244) = 1.874; p = .134; η2 = .023), social 

self-care (F(3,244) = 2.453; p = .064; η2 = .029), mindfulness (F(3,245) = 2.184; p = .091; 

η2 = .026), positive self-compassion (F(3,268) = 1.574; p = .195; η2 = .015), negative self-

compassion (F(3,268) = 1.979; p = .117; η2 = .022), and well-being (F(3,238) = 1.102; p 

= .349; η2 = .014). The only statistically significant effect of profession was on ability to 

cope with death (F(3,241) = 2.668; p = .048; η2 = .032), but post-hoc comparisons showed 

no statistically significant effects between subgroups of professions. Additionally, a 

multivariate analysis of variance was performed to study the effects of profession on 

professional quality of life, showing no statistically significant effects (F(9,783) = 1.473; 

p = .153; η2 = .017).  

As shown in Table 5, sex had a negative statistically significant effect on 

psychological self-care, meaning women showed higher levels of this variable; and 

positive effects on positive self-compassion and coping with death, meaning men showed 

higher levels of these facilitators of compassionate care. Age, in turn, showed positive 

relations with psychological self-care and awareness. Therefore, older palliative care 

professionals showed higher levels of psychological self-care and awareness. Work 

overload was only related with professional quality of life. This relation was negative, 

therefore meaning professionals with higher work volume showed lower levels of 

professional quality of life. Finally, workload control was positively related to the three 

dimensions of self-care, to awareness, and also to professional quality of life. 

Professionals with workload control showed, therefore, greater levels of self-care, 

awareness and professional quality of life.  

INSERT TABLE 5 HERE 

With respect to the relationships between variables relating to inner life, the model 

pointed the power of self-care and awareness to predict both self-compassion and coping 

with death. Specifically, positive and negative self-compassion were predicted by 

psychological self-care, social self-care and awareness, with positive relationships with 

positive self-compassion, and negative ones with negative self-compassion. More than 

60% of positive self-compassion was explained (R2 = .621; p < .001), and almost 40% of 



negative self-compassion (R2 = .388; p < .001). More than one quarter of the variance of 

coping with death was explained by psychological self-care and awareness (R2 = .279; p 

< .001), being the psychological or inner care the variable with higher predictive power.  

As regards the prediction of professional quality of life, negative self-compassion 

showed the greatest predictive power. Positive self-compassion and coping with death, 

although being significant predictors, showed lower impact. Overall, almost 80% of 

professional quality of life was explained (R2 = .780; p < .001). 

Finally, professional quality of life showed a statistically significant and positive 

effect on personal wellbeing, explaining more than 50% of its variance (R2 = .578; p < 

.001). 

INSERT FIGURE 2 HERE 

 

Discussion 

Our aim was to investigate the extent to which data from a nationwide survey of Spanish 

PC professionals supported Kearney and Weininger’s model (79) on the relationships 

among awareness, self-care, CS, CF, BO, and coping with death, by making two essential 

contributions to Sansó et al. (47) work: first, to study the role of self-compassion as a 

mediator between self-care and awareness and professionals’ quality of life; and second, 

quantifying the impact of compassionate care, including CS, CF, and BO, on 

professionals’ personal wellbeing. 

We would like to start by discussing the role of control variables. Even though our 

aim was not to study the role of sex, age or workload on the compassionate care of 

palliative care professionals, some interesting results arose. Specifically, we found that 

women practiced greater psychological self-care; in the case of men, a greater coping 

competence in the face of death and a better level of self-compassion was observed. 

Regarding age, older people obtained better scores in awareness and psychological self-

care. In a previous study carried out on the same population (47), age was also related to 

self-care, but specifically to the social dimension. In relation to the work overload, it 

influenced the level of professional quality of life, as expected, obtaining worse results as 

the volume of workload increased. These results are consistent with those obtained in a 

study conducted with volunteers in Palliative Care units (80). In the case of workload 



control, results pointed that the greater control, the better self-care, awareness and 

professional quality of life. Several studies that have also observed a relationship between 

workload control and burnout (a dimension of professional quality of life) (81,82). 

However, research on work variables and compassion fatigue and satisfaction is scarce, 

and it is even more difficult to find studies that study their relation to variables such as 

self-care or awareness. This is an important input of our study. As far as we know, it is 

the first one to test the relations between the variables implied in compassionate care and 

demonstrate their association despite of, or even with, the effect of sociodemographic or 

work variables. 

The results regarding the part of the model already tested in the work of Sansó et 

al. (47) were very similar. For example, in this study, the effect of the level of awareness 

on professional quality of life was confirmed, echoing previous research (47,83). The 

impact of self-care on coping with death was also found in current research, as already 

identified (47). Additionally, in this study the effect of self-care on self-compassion, both 

positive and negative, was also found. Specifically, inner and social self-care were 

positively related to positive self-compassion, and negatively to its negative dimension, 

coinciding with previous research (46). The practice of self-care, defined in the literature 

as the promotion of health (84) and the process of maintaining one’s wholeness (85), has 

been found to be important in coping with occupational stressors in general healthcare 

professionals (86,87), and seems to be even more so in the PC context, where the high 

stress and emotionally charged environment, makes self-care an imperative rather than a 

choice. This work deepens and extends this philosophical perspective (47, 79, 84): PC 

professionals experience suffering, as do their patients and families, and self-care is an 

important tool to overcome it. 

Along the same line, the effect of awareness on coping with death was almost 

identical to that found by Sansó et al. (47), and the effects on self-compassion were as 

expected, with these variables being closely related. This result is not surprising, since 

there are various studies that have shown that increasing levels of self-awareness through 

interventions also affect levels of self-compassion (39,41). Awareness, then, and 

consistently with Kearney and Weininger’s model (79), allows professionals to 

simultaneously attending to and monitoring patients’ and their own needs. It has to be 

borne in mind that awareness plays an essential role in countertransference issues that 

may arise in emotional responses when providing end-of-life care (88), and therefore, it 



could promote the expression of thoughts and feelings (89), denoting greater feelings of 

kindness and equanimity both for patients and for themselves.  

As regards the prediction of professional quality of life, the study by Sansó et al. 

(47) demonstrated that the impact of coping with death on its three dimensions was 

around .30. In this study, this impact dropped to .21. The relationship between self-

compassion and professional quality of life was greater, specifically regarding its negative 

dimension, and it is possibly the fact of introducing this construct that decreases the 

predictive capacity of coping with death. Thus, although having competencies in coping 

with death is important, the key in predicting the professional quality of life seems to be 

the capacity to be compassionate towards oneself, by avoiding behaviors such as deny 

oneself empathy, feel isolated and cut off from others when considering one’s own 

struggles and failures, and get caught up and swept away by one’s aversive reactions. 

More evidence in the sense of this hypothesis is reflected in the predictive capacity of the 

model, since while the model of Sansó et al. (47) explained between 20 and 30% of the 

dimensions of professional quality of life, when self-compassion is evaluated and added 

to the model, the predictive capacity doubles. Therefore, our results provide evidence 

that, for PC professionals, the cultivation of compassion for oneself is equally needed as 

compassion for others (42). This is not only beneficial for the patient, but also for the 

professional (43, 90), as it will lead to a more compassionate care. Indeed, Kearney et al. 

(79) suggested that those neglecting compassion towards themselves and others would 

experience greater levels of BO and compassion fatigue, as seen in our results. Therefore, 

self-compassion, understood as giving oneself care and concern when facing experiences 

of suffering (29), is a helpful resource for end of life professionals, not only because of 

its importance in maintaining adequate mental health, but also because of its association 

with compassion for others (39,91,92). Appropriate levels of self-compassion will 

alleviate our professionals from BO and secondary trauma, which have been repeatedly 

identified as disablers of compassion in end-of-life care professionals, and consequently, 

will enhance our professionals’ capacity for compassionate care (92).   

The last part of the model, referring to the second novel contribution of this 

research, has to do with the relationship between the professional quality of life and 

personal wellbeing. Our results demonstrate a close relationship of these variables, with 

compassionate care for oneself and adequate levels of professional quality of life 

enhancing wellbeing for PC professionals. Recently, Sansó et al. (3) have pointed the 



predictive capacity of the professional quality of life on wellbeing in nurses, in the same 

way that Koh et al. (93) and Lizano (94) had already done. Healthcare professionals’ 

wellbeing, beyond its relationships with variables such as medical errors, sick leaves and 

absenteeism (95), or better quality of care (96), should be a primary objective per se of 

any health system. The fact that such a close relationship has been found makes us believe 

in the need to promote professional self-care, as this will lead in a more compassionate 

care, but also in healthier, happier professionals. 

Overall, we have successfully tested Kearney and Weininger’s model of self-care 

(79), by extending Sansó et al. (47) work in three key ways. Firstly, we give a leading 

role to self-compassion in the model, which acts as a consequence of professionals’ 

practice of self-care and self-awareness, but also as an essential protector against BO and 

compassion fatigue. Palliative professionals are continuously finding ways of both using 

themselves as a healing presence to patients in life-threatening crises, while coping with 

frequent losses (97). As pointed by Sansó et al. (47), they are “a powerful but vulnerable 

tool in the caring process” (p. 204). To avoid this vulnerability, the cultivation of inner 

life through self-care, awareness and compassion has proven to be an adequate answer, 

allowing them to continue to deliver compassionate care. Secondly, such compassionate 

care and adequate levels of professional quality of life are clearly related to professionals’ 

personal wellbeing. Whereas previous literature is unequivocal in its focus on the 

importance of inner life for compassionate care, evidence of professionals’ wellbeing is 

scant so far. It is not only important to take care of patients’ needs, but also those of 

professionals’ being of great importance to ensure optimal wellbeing in PC professionals. 

Kearney and Weininger’s awareness based theoretical model of self-care (79) seems to 

offer a strong model for such support. And, finally, these inputs –the cultivation of inner 

life for better professional quality of life and compassionate care, and its repercussion on 

professionals’ wellbeing–, take place across sex, age, and controlling for important work 

variables, such as work overload or workload control. In fact, when compared to these 

traditional organizational variables, self-compassion and coping with death have stronger 

effects on professional quality of life, which emphasizes the importance of properly 

cultivating an inner life in healthcare professionals to provide compassionate care. 

This work has several limitations, such as the sample size, although it met the 

requirements for this type of design (98). Another limitation is that the model did not 

include variables that may impact professionals’ inner lives, such as clinical experience, 



number of deaths, or time spent caring for dying patients, as this information was not 

recorded in the survey. Finally, another shortcoming is the cross-sectional nature of the 

study. Difficulties in establishing paths in data collected at a single time point are well 

known, but also hard to overcome. Future studies with a longitudinal design will enable 

to test for causal links among these complex pieces of the professionals’ inner life. In this 

same line, forthcoming studies including qualitative information on the coping strategies 

that professionals use to overcome grief and suffering will also shed light on the paths 

towards better compassionate care. 
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Figure 1. Hypothesized structural equation model.  
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Figure 2. Standardized parameter estimates of the structural equation model.  

 

Notes: *p < .050. Factor loadings are shown in Table 4, and effects of the control variables can be consulted in Table 5. For the sake of clarity, 

standard errors are not shown.  

-.44
*
 

-.30
*
 

.80
*
 

.21
*
 

-.54
*
 

.23
*
 

.26
*
 

-.23
*
 

.31
*
 

.11 

-.40
*
 

.32
*
 

.45* 

-.04 -.28* 

.61* 

-.13 

-.08 Physical  

self-care 

Psychological 
self-care 

Social 
self-care 

Awareness 

Negative self-

compassion 

Coping with 

death 

Professional 

quality of life 
Personal 

wellbeing 

Positive self-

compassion 

Sex Age 
Work 

overload 
Workload 

control 



Table 1. Sample characteristics 

Variables Categories N % 

Sex Men  66 22.3 

 Women 229 77.4 

 Missing 1 0.3 

Studies Undergraduate 20 6.7 

 Graduate 249 84.2 

 Postgraduate 26 8.8 

 Missing 1 0.3 

Marital status Single/divorced/widowed 102 34.5 

 Married/living with a couple 192 64.9 

 Missing 2 0.6 

Profession Nurse 129 43.6 

 Physician 93 31.4 

 Nursing assistant 13 4.4 

 Psychologist 25 8.4 

 Social worker 17 5.7 

 Others 15 5.1 

 Missing 4 1.4 

 

 

  



Table 2. Reliability estimates and descriptive statistics of the variables included in 

the model 

Variables Ω Mean SD Min. Max. 

Physical self-care .814 3.72 1.00 1.00 5.00 

Psychological self-care .907 3.05 1.14 1.00 5.00 

Social self-care .724 4.13 0.72 1.00 5.00 

Awareness .887 4.00 0.82 2.00 5.00 

Coping with death .913 4.05 0.59 2.11 5.00 

Positive self-compassion: self-kindness -- 3.28 0.90 1.00 5.00 

Positive self-compassion: mindfulness -- 3.70 0.79 1.00 5.00 

Positive self-compassion: common humanity -- 3.23 0.90 1.00 5.00 

Negative self-compassion: over-identification -- 2.96 0.99 1.00 5.00 

Negative self-compassion: isolation -- 2.62 1.03 1.00 5.00 

Negative self-compassion: self-judgement -- 2.83 0.98 1.00 5.00 

Positive self-compassion (total) .823 3.41 0.71 1.17 4.83 

Negative self-compassion (total) .863 2.81 0.85 1.00 5.00 

Professional quality of life: compassion satisfaction .913 42.56 5.09 24.00 50.00 

Professional quality of life: compassion fatigue .870 20.55 5.12 11.00 35.00 

Professional quality of life: burnout .805 23.17 5.15 10.00 39.00 

Personal wellbeing .923 3.95 0.57 1.38 5.00 

 

  



Table 3. Correlations among the variables included in the model 

Variables 1 2 3 4 5 6 7 8 9 10 11 12 13 14 

1 Physical self-care 1              

2 Psychological self-care .444** 1             

3 Social self-care .308** .218** 1            

4 Awareness .275** .192** .303** 1           

5 Coping with death .209** .338** .181** .278** 1          

6 Positive self-compassion: self-kindness .439** .466** .344** .332** .311** 1         

7 Positive self-compassion: mindfulness .208** .279** .302** .271** .263** .617** 1        

8 Positive self-compassion: common humanity .282** .269** .289** .232** .282** .496** .460** 1       

9 Negative self-compassion: over-identification -.219** -.197** -.292** -.237** -.150* -.399** -.388** -.227** 1      

10 Negative self-compassion: isolation -.302** -.275** -.447** -.246** -.159* -.385** -.366** -.246** .645** 1     

11 Negative self-compassion: self-judgement -.211** -.275** -.217** -.232** -.213** -.398** -.335** -.288** .605** .502** 1    

12 Professional quality of life: compassion satisfaction .170** .242** .405** .323** .249** .325** .236** .169** -.247** -.354** -.146* 1   

13 Professional quality of life: compassion fatigue -.220** -.198** -.254** -.328** -.300** -.296** -.309** -.164** .471** .471** .300** -.267** 1  

14 Professional quality of life: burnout -.345** -.445** -.484** -.471** -.335** -.456** -.308** -.294** .386** .446** .331** -.587** .570** 1 

15 Personal wellbeing .370** .404** .509** .248** .295** .493** .366** .397** -.402** -.498** -.353** .467** -.338** -

.565** 



Notes: The values presented in the Table refer to Pearson correlation coefficients (r). *p < .050; **p < .010.  



Table 4. Factor loadings of the measurement part of the model 

Coping with death  Positive self-compassion  Negative self-compassion  Professional quality of life 

Item 1 .576  SK .885  OI .722  CS .579 

Item 2 .654  M .682  I .804  CF -.817 

Item 3 .753  CH .586  SJ .647  BO -.606 

Item 4 .676          

Item 5 .663          

Item 6 .818          

Item 7 .885          

Item 8 .786          

Item 9 .773          

Notes: The values presented in the Table refer to factor loadings coefficients (λ). SK = self-kindness; M = mindfulness; CH = common humanity; 

OI = over-identification; I = isolation; SJ = self-judgement; CS = compassion satisfaction; CF = compassion fatigue; BO = burnout. All factor 

loadings were statistically significant (p < .001). 

  



Table 5. Effects of the control variables (sex, age, workload volume and workload control) included in the structural equation model 

Variables Sex Age Work overload Workload 

control 

Physical self-care .084 .045 .053 .261** 

Psychological self-care -.137* .186* .053 .308** 

Social self-care -.056 .086 -.051 .208** 

Awareness .073 .213** -.021 .304** 

Positive self-compassion .191** -.103 .006 -.071 

Negative self-compassion -.087 .088 -.025 .093 

Coping with death .136* .005 .074 .001 

Professional quality of life -.040 .066 -.135* .167** 

Personal wellbeing -.059 -.050 .011 -.091 

Notes: *p < .050; **p < .010. 

 

 

 


