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Abstract

Context. Professionals working in the landscape of death and dying frequently are exposed to existential issues,

psychological challenges, and emotional distress associated with care at the end of life. Identifying factors that help

professionals cope with frequent exposure to issues related to mortality could enhance palliative care providers’ and patients’

quality of life.

Objectives. To improve our understanding of the factors associated with professionals’ inner life, through the assessment

of an adapted version of Kearney and Kearney’s awareness model of self-care. The main assumptions of the study were that

competence in coping with death and awareness would be positively related to compassion satisfaction and negatively to

compassion fatigue and burnout; moreover, participating in a specific training program aimed at facing suffering and death,

and self-care would positively predict coping with death.

Methods. A cross-sectional online survey of Spanish palliative care professionals was conducted through the member e-mail

list of the Spanish Society of Palliative Care. A total of 387 professionals completed the survey, which included demographic

data, and personal and professional scales on the mentioned constructs.

Results. Data fit reasonably well with the estimated model. Whereas the hypothesis relating spiritual training to coping with

death was not supported by the data, all other aspects of the hypotheses were supported, namely self-care and awareness

positively predicted professionals’ competence in coping with death, and this, together with awareness, positively predicted

compassion satisfaction and negatively predict compassion fatigue and burnout.

Conclusion. The awareness-based model of self-care was successfully tested in a multidisciplinary sample of Spanish

palliative care professionals. This research applies a quantitative evaluation of the model, providing evidence of a constellation

of key variables for health professionals’ quality of life, such as specific training, self-care, awareness and coping with death

competency. J Pain Symptom Manage 2015;50:200e207. � 2015 American Academy of Hospice and Palliative Medicine. Published

by Elsevier Inc. All rights reserved.
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Introduction
Palliative care professionals frequently are exposed

to existential issues, psychological challenges, and
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emotional distress that arise in patients facing the
end of life. Although working in palliative care is
both professionally and personally rewarding,1 it also
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carries a number of personal risks and challenges. The
risks of working in this context are well documented2,3

and include burnout,4 compassion fatigue (CF), and
poor quality of care.5 Concurrently, most palliative
professionals report high levels of satisfaction and
meaning in their work and acknowledge that caring
for patients facing the end of life can be an enriching
and beneficial experience.1,6 Job satisfaction rates
among palliative care physicians remain very high,
with a large number of physicians reporting that
they would recommend working in hospice or pallia-
tive medicine to their colleagues.7 Likewise, burnout
among palliative care physicians remains consistently
low in comparison with other specialties.8e10 A num-
ber of studies have identified the opportunity to
develop healing connections and to cultivate compas-
sion in the clinical encounter as particularly beneficial
aspects of palliative care.1,11e15 A study of Canadian
palliative care frontline clinicians describes feelings
of satisfaction and gratitude and an increased sense
of spirituality as a result of providing palliative care.1

The inner life of palliative care professionals, that
is, maintaining their equanimity, cultivating compas-
sion, and also developing a deepened sense of voca-
tion and workplace satisfaction, has been identified
as an important issue in the healing process.1,12,14

The recent interest in the inner life of therapists
working with those who suffering has promoted the
definition of terms that facilitate the understanding
of some aspects of the therapeutic relationship in
the presence of suffering. Figley16e18 identified the
construct of secondary traumatic stress, which is
defined as ‘‘the cost of caring for others in emotional
pain.’’ Facing the end of life requires a wide range of
skills and human capacities to face mortality and
associated beliefs, attitudes, and resources.19 The
term CF, previously used by Joinson,20 was used by
Figley to describe burnout among nurses, who
defined a state of chronic worry and tension pro-
duced by the effect of the continuing impact of care-
giving,21 which is related to secondary vicarious
traumatic stress disorder. CF has been described as
a negative effect in the professional caused by work-
ing with traumatized people,22 resulting in an
inability to provide compassionate care.23 Conversely,
compassion satisfaction (CS) is defined as the ability
to receive gratification from care giving.24 Stamm25

describes CS as the degree of joy resulting from the
clinical experience of helping others. Finally, the
concept of burnout syndrome is characterized by
emotional exhaustion, depersonalization and low
sense of self, and it is associated with poorer patient
ratings of quality of care, increased patient dissatis-
faction, increased medical errors and an increased
number of personal and professional issues.26
A number of protective factors associated with well-
being and professional satisfaction emerged from the
literature. Along with specialized training in emotional
management,27 there was broad consensus that the
development of clinician’s awareness, through medita-
tionor spiritual practice, was associatedwith greater pro-
fessional satisfaction.28e31 One study identified that
health care professionals cope more effectively with
repeated exposure to death when they are able to inte-
grate and modulate these experiences through a broad-
er meaning-making framework or spiritual worldview.32

Although self-identified spirituality plays a significant
role in buffering against health care professional
distress, self-care practices of a more generalized nature
are strong predictors of health care professionals’ ability
to copewith issues associatedwith palliative care.33e35 In
a study conducted by Alkema et al.,33 with the exception
of the physical dimension of self-care, each of the other
dimensions of self-care (psychological, emotional, spiri-
tual, work environment and personal balance) were
negatively related to CF and burnout.
Identifying specific factors that help health care

professionals cope in caring for dying patients, is
further supported Kearney and colleagues’
awareness-based model of self-care,13 which aims to
enhance health care professional self-care. This model
suggests a positive relationship between health care
professionals’ level of self-awareness and CS, and a
negative relationship with incidences of burnout and
CF. A recent study of protective practices on vicarious
trauma36 and empirical clinical data37 further support
this theoretical model.
This study was designed to improve understanding

of the relationship between specific aspects of profes-
sionals’ inner life through the evaluation of an adapta-
tion of Kearney and colleagues’ awareness model.13

Although this is not the only model developed to un-
derstand the internal factors and process contributing
to professionals’ quality of life (see, e.g., Dombo and
Gray38), Kearney’s integrative model is based on self-
care and the role that awareness has in promoting
CS and preventing CF and burnout,5 while including
other variables such as community support, contin-
uous training, training in work abilities, or other
work interventions.13 On the basis of Kearney et al.’s
model,5,13 and the aforementioned literature on fac-
tors related to professionals’ quality of life, this study
proposes the following hypotheses:

1. Competence in coping with death would be a
predictor of CS, CF, and burnout. Specifically,
coping with death would be positively related to
CS, and negatively to CF and burnout.

2. Awareness would positively predict CS and nega-
tively predict CF and burnout.
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3. Participating in the Spanish Society of Palliative
Care (SECPAL) training program aimed at facing
suffering and death, self-care and awareness
would positively and directly predict coping
with death, indirectly predict professionals’ qual-
ity of life (through a mediator effect of coping
with death), and show positive relations among
these factors.
Methods
Design, Setting, and Subjects

A cross-sectional survey of Spanish palliative care
professionals was conducted. Participants were
sampled from the interdisciplinary list of members
(physicians, registered nurses, psychologists, social
workers, etc.) of the 13 regional associations belonging
to SECPAL, the largest professional palliative care asso-
ciation in Spain. From interdisciplinary palliative units,
participants were asked to complete the online survey
that included demographic data and a battery of tests
designed to measure satisfaction, CF, awareness, death
exposure, coping with death, and burnout.

This cross-sectional survey was approved by the SEC-
PAL board in accordance with their statutes for con-
ducting ethical research. Data were collected via the
use of a secure, anonymous, online survey that
restricted multiple survey responses. Participation in
the survey required responders’ informed consent
and was voluntary; data were aggregated thereafter.

All members (n ¼ 1309 professionals) of SECPAL
were invited to participate. The response rate was
33.07% (433 respondents), with 385 of these individuals
meeting the inclusion criteria of: a) currently working in
a palliative care setting; andb)being at least 18 years old.
Characteristics of the sample are detailed in Table 1.
Measures
Data were collected using the following measures:
Table 1
Sample Characteristics

ofession
Doctors 43.6%
Nurses 33.2%
Psychologists 14.2%
Nursing assistants 4.1%
Social workers 4.9%
rkplace
Hospital palliative care unit 24.9%
Home-based palliative care 26.5%
Social health center palliative care unit 12.5%
Hospital support team 9.9%
Hospice 1.6%
Pediatric palliative care unit 1.0%
Teams with high prevalence of palliative patients 23.6%
Self-Care. Indicators of professionals’ self-care were
used, covering three areas of self-care: physical self-
care (‘‘I practice activities that helpme to relax’’), which
refers to physical activities that help maintain a healthy
body; inner self-care (‘‘When I feel emotionally over-
loaded I try to find time formy own care’’), which relates
to activities that help to keep a healthy mind; and social
self-care (‘‘I believe that my relations outside work are
satisfactory’’), relating to social activities that help the in-
dividual maintain social health. The selection of the in-
dicators followed theoretical and statistical reasons.
First, we chose the items of the scale that theoretically
best captured each dimension of the scale. Second,
items also were those with higher factorial loadings
andhomogeneity estimations when the analyses of valid-
ity and reliability were carried out. A mean of the scores
from the three indicators was then calculated to provide
an overall rating of self-care. Indicators were scored on a
5-point Likert scale (from 0 ¼ totally disagree to
4 ¼ totally agree).

Awareness. This variable was measured with the vali-
dated Spanish version of the Mindful Attention Aware-
ness Scale,39 a15-item instrument that measures the
general tendency to be aware and conscious of one’s
own experiences of daily life. It uses a six-point Likert
scale ranging, from 1 ¼ almost always to 6 ¼ almost
never. Examples of items are: ‘‘I could experience an
emotion and not be conscious of it until later’’ or ‘‘I
find it difficult to stay focused on what is happening
in the present.’’

Coping With Death. This variable was measured with
the Coping with Death Scale.40,41 The questionnaire
measures professionals’ competence in handling
death and their knowledge concerning preparedness
for death. The measure comprises 30 items using a
7-point Likert type scale, from 1 ¼ totally disagree to
7 ¼ totally agree. An example of an item is: ‘‘I have
a good perspective of death and the dying process.’’

Professional Quality of Life. The Professional Quality of
Life Scale comprises three subscales: CS, CF, and
burnout.42 CS and CF are two aspects of professionals’
quality of life that refer to the positive (CS) and the
negative (CF) consequences of helping others.
Burnout, in contrast, is a form of distress manifested
by decreased work performance resulting from nega-
tive attitudes and behaviors.43 Examples of items are
‘‘I get satisfaction from being able to help people’’
(for CS), ‘‘I am preoccupied with more than one per-
son I help’’ (for CF), or ‘‘I feel trapped by my job as a
helper’’ (for burnout). Each dimension is represented
in the scale by 10 items and scored by the use of a six-
point Likert scale (from 0 ¼ never to 5 ¼ always).
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Training in Dealing With Death and Dying. A single
open-ended question was constructed to determine
whether participants had received previous training
in coping with suffering and death: ‘‘Have you
done specific training to face suffering and death?’’
Information on internal consistency is reported in
Table 2.
Statistical Analyses
Statistical analyses included descriptive statistics,

correlations among study variables, and path analysis.
As the aim of the paper was not the confirmatory vali-
dation of the scales, which have shown adequate psy-
chometric properties within the literature; and
because several variables were measured with single in-
dicators (specific training in spirituality and self-care
indicators), and because of the length of the scales
employed (30 items for coping with death, 30 for qual-
ity of life, and 15 for awareness), we chose path anal-
ysis as an adequate approach. Compared with
regression, path analysis generates a pictorial repre-
sentation, which facilitates the interpretation of the
model and the hypotheses for the reader; provides
means to distinguish effects of one variable on
another; and permits standardized errors of the
observed variables.44

The path analysis was estimated using maximum
likelihood with Satorra-Bentler robust corrections for
the standard errors and fit indices, the recommended
procedure implemented in the EQS 6.1 program45 for
ordinal and non-normal data.46 To assess model fit,
several criteria were used47,48: (1) c2 statistic, with sig-
nificant test statistic casting doubt on the model spec-
ification; (2) comparative fit index49 of more than
0.90 (and, ideally, greater than 0.95)47; (3) root
mean square error of approximation (RMSEA)50 of
0.05 or less; (4) goodness-of-fit index, with values of
more than 0.9051; and (5) standardized root mean
Table
Descriptive Statistics of the Vari

Variables Mean SD Max. Min. a

1. Physical self-care 3.66 0.86 1.33 5.00 d 1
2. Inner self-care 3.25 1.17 1.00 5.00 d 0
3. Social self-care 4.16 0.63 1.33 5.00 d 0
4. Awareness 4.61 0.72 2.47 6.00 0.90 0
5. Coping with death 160.12 23.60 55.00 205.00 0.89 0
6. Compassion satisfaction 41.05 4.79 34.00 60.00 0.77 0
7. Compassion fatigue 12.42 5.79 10.00 50.00 0.78 �0
8. Burnout 15.62 5.13 10.00 41.00 0.64 �0

Yes No

Specific training 84.2% 15.8% 0

Max. ¼ maximum score; Min. ¼ minimum score.
aP < 0.01.
square residuals of 0.08 or less47 as indicative of
adequate fit.
Results
Descriptive statistics of the variables under study

and correlations among the variables are presented
in Table 2. As indicated in the table, correlations
among the variables confirmed the hypotheses, with
positive relations found among the dimensions of
self-care, awareness, coping with death, and CS, and
negative relations between these constructs and CF
and burnout. Specific training, however, was only posi-
tively related to physical and inner self-care, but
showed no statistically significant relations with the
rest of the variables.
A path analysis was hypothesized to relate the afore-

mentioned variables to professionals’ quality of life,
including the relationship with coping with death ac-
cording to Kearney’s model. The estimated model fit
the data reasonably well: c2(6) ¼ 16.37 (P ¼ 0.01);
comparative fit index ¼ 0.97; goodness-of-fit
index ¼ 0.98; standardized root mean square
residual ¼ 0.04; RMSEA ¼ 0.08 [0.03�0.13]. Only
RMSEA was not adequate. However, no post-hoc mod-
ifications were made, after we took into account that
the interpretability of parameter estimates was reason-
able in accordance with previous empirical results
(and hypotheses). Accordingly, the model was re-
tained as an adequate representation of the data.
The standardized parameter estimates are presented
in Fig. 1.
The first part of the model showed that profes-

sionals’ inner and social self-care and awareness were
positively correlated with their ability to cope with
death. In contrast, receiving specific training and
physical self-care did not have a positive effect. Among
2
ables Included in the Model

Correlations

1 2 3 4 5 6 7 8

.00

.48 a 1.00

.39 a 0.37 a 1.00

.22a 0.20 a 0.22a 1.00

.27 a 0.27a 0.20a 0.32a 1.00

.22a 0.24a 0.31a 0.41a 0.41a 1.00

.16a �0.16a �0.20a �0.38a �0.37a �0.28a 1.00

.31a �0.26a �0.26a �0.46a �0.41a �0.51a 0.56a 1.00

.14a 0.16a 0.06 0.03 0.09 0.01 �0.02 �0.02



Fig. 1. Standardized parameter estimates of the structural equation model. *P < 0.05. For the sake of clarity, SEs and corre-
lations are not shown.
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the three statistically significant predictors of coping
with death, self-care was the largest predictor in the
model (0.27). Overall, the amount of variance of
coping with death explained was 16.8%. Coping with
death and awareness were important predictors of
quality of life, being positively related to CS (0.33 for
coping with death and 0.30 for awareness), and nega-
tively to CF (�0.28 and �0.28) and burnout (�0.29
and �0.38). As represented in the model, coping
with death better explained CF, whereas awareness
better explained burnout, with almost equal magni-
tudes for both predictors being found in the case of
CF (Fig. 1). The amount of variance explained was
25.5% for CS, 20.6% for CF, and 29.3% for burnout.
Regarding covariances among dependent variables,
burnout correlated negatively with CS (�0.37) and
positively (0.43) with CF; however, no statistically sig-
nificant relationship was found between CS and CF
(�0.07). Finally, correlations among the predictors
in the model functioned largely as expected. Specific
training and self-care were related (0.22), and also
self-care and awareness (0.24). However, the relation-
ship between specific training and awareness was not
statistically significant (Table 3).
Table 3
Correlations of the Structural Equation Model

Variables 1 2 3 4

1. Specific training e
2. Physical self-care 0.18a e
3. Inner self-care 0.10 0.41a e
4. Social self-care 0.14a 0.35a 0.32a e
5. Awareness 0.08 0.21a 0.11 0.23a

aP < 0.05.
Discussion
Our objective was to investigate the extent to which

data from a nationwide survey of Spanish palliative
care professionals supported Kearney and Weininger’s
model5 on the relationships among awareness, self-
care, CS, CF, burnout, and coping with death.

Taking to heart the words of Michael Balint that ‘‘we
are the medicine,’’52 palliative care professionals are
privileged and challenged to find ways of using their
selves therapeutically to provide a healing presence
to patients in life-threatening crises while simulta-
neously providing a means for health care profes-
sionals to cope when facing frequent losses.11

Palliative care professionals function as a powerful
but vulnerable tool in the caring process. Cultivating
an inner life seems to be an important medium for
buffering against vicarious trauma at the end of life
while enhancing therapeutic effectiveness and job
satisfaction.29

In this context, many studies have focused on as-
pects of health care professionals’ quality of life.
Most of the research, however, is based on qualitative
studies that are nongeneralizable and limited in
scope. This study offers a quantitative approach to
palliative care professionals’ quality of life that uses
Kearney and Weininger’s awareness-based model of
self-care.5 An adaptation of this model was used to
evaluate the relationship between awareness and palli-
ative care professionals’ ability to cope with death, CF
and burnout in a representative sample of palliative
care professionals in Spain.
According to our results, self-care played an

important role in helping palliative care profes-
sionals cope with frequent exposure to death and
dying. As proposed by Jones53 and O’Halloran and
Linton,54 a holistic practice of self-care could be a
key factor in sustaining health professionals in gen-
eral. The importance of self-care within the high
stress and emotionally charged environment of palli-
ative care, where spiritual and existential issues are
prominent, is perhaps more of a necessity than an
optional extra.
The findings from this study offer insight into the

relationship between professionals’ awareness and
their ability to cope with death and dying, as shown
by the results; those subjects with greater levels of
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self-awareness were also those with greater scores in
competence in coping with death. The findings are
consistent with Kearney and Weininger’s awareness-
based theoretical model of self-care.5 Results of this
study support the findings from previous studies,
which report an association between greater levels of
awareness and health care professionals’ ability to
maintain and manage emotional balance when work-
ing in difficult situations.28e31 According to Kearney
et al.,13 awareness includes a combination of self-
knowledge and empathy, with the development of
both these skills placing health care professional in a
position of simultaneously attending to and moni-
toring patients’ and their own needs. This study iden-
tified that professionals with greater levels of
awareness experienced lower levels of CF and
burnout, and greater levels of CS. Thus, awareness
seems to be a pathway for improving health care pro-
fessionals’ death competency.

In regard to specific training, this research hypoth-
esized a positive relationship between professionals’
past SECPAL training in ability to cope with death in
their present practice and their quality of life. Our re-
sults did not support this hypothesis, however, that
training in this area improves health care profes-
sionals’ coping and death competency, despite several
studies suggest this.55e57 This study also showed an as-
sociation between self-care and awareness, results that
are consistent with previous studies,29 which reported
that awareness led to the development and use of pro-
tective self-care practices that buffer against work-
related caregiving stress.

Professionals’ ability to cope with death was posi-
tively related to CS and negatively related to burnout
and CF. Another interesting finding of this study was
the strong relationship between participants’ ability
to cope with death and their quality of lifedan impor-
tant but underaddressed topic in the literature.

It can be concluded that, overall, Kearney and Wei-
ninger’s5 awareness-based model of self-care has been
tested successfully in this pilot study. This research of-
fers a quantitative evaluation to the model, providing
evidence of the constellation of key variables for
health professionals’ quality of life, such as training,
self-care, awareness, coping, and death competency,
and an accurate approximation of the complexity of
the phenomenon under study. An additional conclu-
sion from this research is that these types of compe-
tencies should be taken into account when designing
psychosocial risk prevention programs for health
care professionals. A final contribution of this study
is the identification of a positive covariance between
quality of life and burnout and CF, and a negative as-
sociation between quality of life and burnout and CS,
confirming the findings of previous studies.33,58e60
Thefindings support the idea that thepractice of self-
care and the development of awareness enhance the
inner world of professionals, directly influencing pro-
fessionals’ quality of life and likely the quality of their
caregiving. By increasing health professionals’ aware-
ness, a potential twofold healing effect is produced:
health care professional work-related quality of life is
increased, and their efficacy as healing agents in the
palliative care encounter is optimized through an
enhanced ability to use themselves as healing agents
in the clinical encounter.29 This study contributes to
the knowledge of personal factors related to coping
with frequent exposure to death anddying and its effect
on professionals’ quality of life, highlighting the need
to incorporate the promotion of a holistic self-care
awareness practices early in the formal and continuing
education of health professionals, especially those
working with people at the end of life.
This study has several strengths but also some limi-

tations. On the positive side, this is the first empirical
approach, as far as we know, evaluating Kearney and
colleagues’ model of quality of life.5,13 Moreover, this
study also provides initial evidence on the relationship
between awareness and quality of life in the palliative
care context. Awareness seems to be a salient compo-
nent of self-care functioning as a buffer against the
negative effects of caring for individuals facing the
end of life. Finally, testing the model in a multidisci-
plinary sample can give the readers and researchers
a broad perspective that is much more realistic and
reflective of palliative care practice. In fact, consid-
ering that every member of the health care system is
concerned with patient care, it is not only important
for the quality of life of members of the profession,
but the well-being of every worker who interacts daily
with ding patients. This can be understood as a further
contribution to the paper, as some recent studies are
focused on specific roles or professions (e.g., Dombo
and Gray38). Along these lines, it is relevant to point
out that the model tested fit the total data set and,
thus, it is integrative and generalizable.
Among the limitations of this study, and mail surveys

in general,61e64 was the low response rate (33%).
Although limiting the representativeness andgeneraliz-
ability of our findings, themodest sample size (n¼ 387)
provided a robust dataset in addressing our primary
research aimdto explore the validity of the model
among frontline palliative care workers. Moreover,
because the survey was sent to the complete lists of
members of themain professional palliative care associ-
ation, it provided an accurate approximation of the
larger member, resulting in a response rate that is
consistent with other online surveys.61e64 Another lim-
itation was the lack of specificity regarding the spiritual
care training question (‘‘Have you done specific
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training to face suffering and death?’’), designed to
measure the impact of the accredited SECPAL spiritual
care training program. This counterintuitive result
could be the result, in part, of the fact that many aware-
ness training packages, seminars and tutorials could be
understood by respondents as standardized training in
dealing with death, and so then diluted or masked the
protective effects of the SECPAL training program.

The results and limitations of this study also identify
a number of potential lines of inquiry in the future.
First, more research on educational interventions
could help to identify the efficacy of specific training
methods that enhance learner outcomes associated
with awareness, allowing for the effect of these educa-
tional interventions to be better measured against fac-
tors associated with working in end-of-life care, such as
CF and burnout. Second, the potential positive role
that self-care has on coping with death may warrant
the development of a new psychometric test specif-
ically addressing this construct in palliative care. More-
over, although the model has been successfully tested
in a general sample of palliative care workers, future
studies accounting for the particularities of each of
the specific professional groups are needed.
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