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A B S T R A C T

Objective: Being a member of the dental profession is often associated with stress and high

levels of burnout. Stress coping strategies may significantly help mediate burnout. The

present cross-sectional study sought to examine the role of stress coping strategies on

burnout, secondary traumatic stress, and compassion satisfaction amongst Israeli dentists.

Methods: The study was carried out amongst Israeli dentists with the use of the following

questionnaires: (1) the Professional Quality of Life Scale 5 (ProQOL), referring to burnout,

compassion satisfaction, and level of secondary traumatic stress; (2) the Coping Inventory

for Stressful Situations−Situation Specific Coping Inventory (CISS-SSC), referring to coping

strategies (task-focused, emotion-focused, or avoidance-focused coping); and (3) demo-

graphic and professional variables (eg, specialisation, workload). Participants included 243

Israeli dentists. Univariate analyses and linear regressions were conducted to evaluate the

relationships amongst coping strategies and burnout, secondary traumatic stress, and

compassion satisfaction.

Results: Female dentists had higher emotion-focused and avoidance coping scores than

male dentists. Burnout could be explained by higher emotion-focused coping scores and

lower task-focused and avoidance-focused coping. Secondary traumatic stress could be

explained by higher emotion-focused scores, having fewer years of professional experi-

ence, and younger ages. Compassion satisfaction could be explained by lower emotion-

focused coping as well as by higher task-focused coping and workload scores, specialisa-

tion, and gender.

Conclusions: The findings suggest that emotional coping may cause dentists to be vulnera-

ble to burnout and to secondary traumatic stress.

� 2021 Published by Elsevier Inc. on behalf of FDI World Dental Federation. This is an open

access article under the CC BY-NC-ND license

(http://creativecommons.org/licenses/by-nc-nd/4.0/)
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Introduction

Medical professions in general, and the dental profession in

particular, often involve severe levels of stress. An important

factor related to stress is the individual's responses to stress-

ful or negative situations, that is, coping.1,2

One of the central models for coping was suggested by

Lazarus and Folkman.3 According to Lazarus and Folkman’s3
transactional model of stress and coping, mental health and

well-being are not merely direct functions of the amount and

level of stress a person encounters but depend on how people

appraise critical situations. The model considers coping as a

process that is defined as ongoing cognitive and behavioral

efforts aimed at managing internal and external demands

evaluated by the person as taxing or exceeding his or her

resources.

Two central coping strategies were proposed: task-focused

coping (TC) and emotion-focused coping (EC).3,4 TC concen-

trates on acting in order to change the circumstances that

caused the distress (eg, doing something to solve the

http://crossmark.crossref.org/dialog/?doi=10.1016/j.identj.2021.09.006&domain=pdf
http://creativecommons.org/licenses/by-nc-nd/4.0/
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problem). EC aims to regulate stress through an attempt to

understand and express emotions and/or change the mean-

ing of the event and thus downscale the emotional response,

for example, self-preoccupation.5,6

Carver et al.7 presented a multidimensional coping inven-

tory to measure problem-focused coping (eg, active coping,

planning); EC (eg, seeking of emotional social support, posi-

tive reinterpretation, acceptance), and scales defined as less

useful coping responses (eg, focus on and venting of emo-

tions, behavioral disengagement). Endler and Parker6,8 sug-

gested to measure an avoidance-focused coping (AC), which

is based on avoiding confrontations with the source of stress

and includes such behaviors as seeking out other people or

engaging in substitute tasks (eg, distraction).

People tend to adopt certain coping tactics as relatively

stable preferences that derive from personality, or they may

develop for other reasons.7 Moreover, coping, be it TC, EC, or

AC, can be productive or counterproductive according to the

circumstances.

Some studies pointed out that amongst health professio-

nals, TC is associated with relatively low levels of burnout

(BO), whereas EC is associated with relatively high levels of

BO.5,9

Chapman et al.10 showed that dentists experience a

diverse range of negative emotional responses including anx-

iety, anger, and sadness. A subsequent paper reported that

dentists experience stress at work from a wide variety of

sources; some fall within their control and others, such as

regulations, fall completely outside their control.11

The notion that the dental profession is associated with

high levels of stress is widely accepted.12,13 The profession is

perceived as very stressful by 34% to 84% of dentists,14 and a

high percentage of practicing dentists (7.8% to 30%) report

being "very worn out.”15,16 Nangle et al.17 showed that rates

of BO amongst dental professionals and dental students are

significantly higher relative to normative standards.

The designation of a situation as stressful or otherwise is

dependent on the dentist’s personal interpretation of the

event.10 A lot of the occupational stress and BO that affects

dentists originates in the doctor−patient interaction.18 Previ-

ous dental-related trauma may cause patients to present

severe phobic reactions, which may, in turn, affect the treat-

ing dentist.19,20

Chapman et al.10 characterised the situations associated

with negative emotions in the dental practice as belonging to

either anxiety/fear, anger, disgust/guilt/shame, or sadness/

depression groups of emotions. Anxiety is associated with

fear of the unknown, a sense of not being in control in clinical

situations, anxious patients, striving to maintain high stand-

ards, and managing workload. Anger is mostly provoked by a

sense of injustice about patient complaints, a failure to

achieve self-imposed standards (perfection), patient behav-

iors such as lack of cooperation, failing to keep appointments,

and so on. Disgust/guilt/shame could be viewed as a response

to physical conditions, whilst guilt is usually associated with

a failure to meet high clinical standards. Sadness/depression

is sometimes reported as sympathy for patients, often lead-

ing to compassionate action.

Usually, studies that investigate BO amongst dental pro-

fessionals use the Maslach Burnout Inventory (MBI).15,16,21,22
However, an important aspect of stress in the dentists’ lives,

the issue of interpersonal relationships that can lead to sec-

ondary traumatic stress (STS), is not properly addressed by

the MBI.23

Work-related stress is an acknowledged issue studied in

relation with various occupations. Medical and dental practi-

tioners, who are constantly exposed to the physical and/or

psychological suffering of their patients, are not exempt from

it. Various terms have been used to describe the effect of oth-

ers’ suffering on their caregivers, such as vicarious traumati-

sation or STS.

STS, a special form of a caregiver BO, was originally pre-

sented as a concept that marks the changes that occur in

mental health professionals, specifically in trauma workers,

as a result of working with trauma survivors. In the context

of patient−doctor interactions amongst health professionals,

STS was observed as a secondary influence amongst physi-

cians who work in challenging contexts and was used to

address the secondary vicarious influences of patients’ pain

and discomfort that influence clinicians. It was mainly stud-

ied with regard to health professionals treating individuals

such as oncology patients and victims of violence and sexual

abuse.24,25,26

The Professional Quality of Life Scale 5 (ProQOL) is an

accepted measure to study BO amongst caretaking professio-

nals.27 The ProQOL evaluates positive measures of work grati-

fication, defined as compassion satisfaction (CS), as well as

negative aspects of professional life, STS, and BO. CS refers to

gratification generated by positive feelings about colleagues

and the pleasure derived from helping others through work

and from effectively completing work, whilst STS refers to

indirect work-related exposure to stress and trauma due to

interactions with patients.27,28

Hamid and Musa9 employed the ProQOL (and other) ques-

tionnaires to examine the relationship amongst STS, BO, and

coping strategies amongst professional caregivers who work

in schools, hospitals, charity institutes, and welfare centres.

Their findings showed that coping partially mediated the

relationship between BO and STS.9 Nangle et al.17 identified

significant associations between dentists’ and dental

students’ rates of BO with emotion dysregulation as well with

the empathic disposition to experience discomfort in

response to the distress of others (personal distress).

A recent review suggested exploring alternatives such as

the ProQOL measure to evaluate factors that contribute to

BO.29 Previous report that used the ProQOL amongst Israeli

dentists showed that dentists’ professional quality of life is

closely associated with a personality trait known as sensory

processing sensitivity.30

The present study aimed to evaluate the relationship

amongst dentists’ stress coping strategies and BO, STS, and

CS, as measured by the ProQOL.
Methods

A detailed explanation of the sampling procedure was

described previously.30 In brief, the study was based on ran-

dom sampling. Invitations to participate in the study were

distributed during 2016 by email to all the dentists listed on



478 meye r s on e t a l .
the websites of 4 professional dental associations in Israel

(The Israeli Dental Association, Association of Prosthodontic

Dentistry, Association of Pediatric Dentistry, and Association

of Periodontology and Osseointegration) via posts in 4 profes-

sional Facebook groups and through LinkedIn. Eligible to par-

ticipate was any dentist licensed to practice dentistry in

Israel by the Ministry of Health, State of Israel. Dentists who

responded to the invitation received the research question-

naires, including an informed consent form, and submitted

their responses anonymously via a professional survey site.

The ethics committees of the Haifa and Tel Aviv Universities

approved all the study procedures (063/16- Haifa).

A power calculation (WinPepi ver. 11.6531), based on data

published in the literature of standard deviations (SDs) of rel-

evant variables, indicated that in order to detect a minimal

difference of 2.5 points between means of men and women, a

sample size of 169 participants will yield 80% power with sig-

nificance level of .05. The reference was the work by El-Shafei

et al.32 in which the SD values of the ProQOL scales were as

follows: CS scale, 5.22 in men and 5.54 in women; BO scale,

5.1 in men and 4.07 in women; and STS scale, 6.17 in men and

5.93 in women. Additionally, in order to detect a Pearson cor-

relation of r = §0.2 between variables, by using a one-sided

significance level of .05, a sample size of 153 participants will

yield 80% power whilst a sample size of 211 participants will

yield 90% power.

Of the 498 dentists who responded to the initial letter, 243

completed and submitted the questionnaires (49% response

rate). It is noteworthy that although the estimated number of

members of the approached dental associations is approxi-

mately 3500 professionals, it is well acknowledged that their

vast majority do not follow the website announcements or

the professional Facebook or LinkedIn groups.

The following questionnaires were used:

1. Professional profile and demographic data question-

naire: The questionnaire collected demographic infor-

mation as follows: gender (male/female); age (years);

country of birth; specialist training (yes/no, if yes, specify

clinical field); professional experience (no. of years in

practice); workload (no. of working hours per week);

workplace (private practice/public clinic/hospital/univer-

sity, if more than one workplace, specify % of time in

each one); type of employment (self-employed/salaried

employee, if more than one, specify % of income from

each).

2. Professional Quality of Life: The Hebrew version of the

ProQOL questionnaire was used.33 The questionnaire

includes 30 items, rated on a 1 to 5 Likert scale. It meas-

ures the following factors27:
(i) BO

(ii) CS

(iii) STS
The internal consistency of the ProQOL subscales (Cron-

bach's a) was as follows: CS, 0.89; BO, 0.75; and STS, 0.83,

which is consistent with the ProQOLmanual.27

3. Coping Inventory: Coping styles were measured by the

short version of the Coping Inventory for Stressful
Situations (CISS), the CISS−Situation Specific Coping

inventory (CISS-SSC),1,8 which is widely used.34-36

The CISS-SSC measures 3 coping dimensions:

(i) TC refers to direct actions to affect the situation and to

reduce the stress it evokes (problem orientation).

(ii) EC measures the efforts that are directed towards emo-

tionally reframing the problem so it elicits less stress

(personal orientation).37

(iii) AC measures how much an individual tends to avoid

confrontations with the source of stress.

The instrument includes 21 items, rated on a 5-point Likert

scale with 7 items for each factor. Respondents are asked to

rate the extent to which they employ each strategy when con-

fronted with stress related to providing care to patients.8 The

Hebrew version used in the present study is based on a trans-

lation by Zevulun.38 In order to ensure accuracy, the Hebrew

version was translated into English and back into Hebrew; no

significant discrepancies were found.

The internal consistency of the CISS-SSC subscales was

satisfactory (Cronbach’s a: TC, 0.78; EC, 0.86; and AC, 0.75).

Statistical Analyses: Descriptive statistics (frequencies,

means, and standard deviations) were calculated for the vari-

ables.

Pearson’s r correlations were used to analyse bivariate

associations. Univariate analyses were performed to measure

the underlying relationships between the independent varia-

bles (gender, age, specialisation, years of experience, work-

load, and coping styles) and the dependent variables (ProQOL

subscale scores).

To evaluate the sampling distribution, skewness and kur-

tosis were calculated for each of the study variables. The

absolute value for each of the variables was <1 at both tests.

Further Kolmogorov-Smirnov goodness-of-fit tests yielded

significance >.05. Therefore, the independent variables were

subjected to linear regression analyses with each of the Pro-

QOL-5 factors as dependent variables. The data were coded

and analysed using SPSS version 23 (SPSS Inc.).
Results

Details regarding the participants’ demographics and profes-

sional data are shown in Table 1. The mean age of the partici-

pants was 46.05 years (SD, 11.32), and their mean work

experience was 18.18 years (SD, 11.61). Data regarding coping

styles according to gender and to professional specialty are

presented in Tables 2 and 3. Detailed results concerning the

ProQOL scales, demographic information, and professional

work stressors have been published previously.30 Data

regarding the ProQOL factors according to gender are pre-

sented in Table 4.

Univariate analyses

Female dentists had higher EC and AC scores than male den-

tists (Table 2). There were no differences in the coping styles

of general dentists as compared to residents and specialists



Table 1 – Demographics, professional status, and workload.

Variable n (N = 243) % (100%)

Gender Male 136 56%

Female 107 44%

Birthplace Israel 169 69.5%

Outside Israel 74 30.5%

Sector Private clinic 160 66.1%

Public clinic 66 27.3%

Other 17 6.6%

Employment Self-employed 153 63.0%

Salaried employee 80 32.9%

Other 10 4.1%

Specialisation None (general dentists) 150 61.7%

Residents 17 7.0%

Specialists 76 31.3%

Workload (hours

per week)

<20 46 18.9%

20−40 147 60.5%

>40 50 20.6%

Table 2 – Coping styles according to gender (one-way analy-
sis of variance).

Coping strategy Male (n = 136) Female (n = 107) P

TC (task-focused coping) 29.49§ 3.83 29.59 § 3.36 .82

EC (emotion-focused

coping)

15.50 § 5.23 17.31 § 5.78 .01

AC (avoidance-focused

coping)

12.21 § 4.65 13.38 § 4.20 .04
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(Table 3). The EC and AC coping styles were negatively corre-

lated with age and years of work experience. No correlations

were found between the TC coping style and any of the other

professional or demographic factors (Table 5).

The CISS-SSC subscales correlated with the ProQOL sub-

scales as follows: TC was negatively correlated with BO and

STS and positively correlated with CS. EC was positively
Table 3 – Coping styles according to participants’ profes-
sional specialty.

Coping
strategy

General
practitioners

(n = 150)

Specialists and
residents
(n = 93)

P

TC (task-focused

coping)

29.59 § 3.90 29.45 § 3.15 NS

EC (emotion-

focused coping)

16.47 § 5.73 16.02 § 5.24 NS

AC (avoidance-

focused coping)

12.64 § 4.49 12.86 § 4.50 NS

Table 4 – ProQOL5 factors: total values and gender comparisons.

Total score (N = 243)

Burnout 23.08 § 5.62

Secondary traumatic stress 18.96 § 6.11

Compassion satisfaction 39.79 § 6.87

Normative data 23-41 for all scales.
correlated with BO and STS and negatively correlated with

CS. AC was positively correlated with STS (Table 5).
Regression analysis

Linear regression analyses were employed to investigate the

relationship between different stress coping styles and pro-

fessional quality of life, as expressed in dentists’ BO, STS, and

CS. The following factors were entered as possible explana-

tory factors for each of the ProQOL subscales (BO, STS, and

CS): gender, age, years of work experience, specialisation,

workload, and the separate scores from the 3 CISS-SSC sub-

scales (TC, EC, and AC; Table 6).

Whilst taking into account all 8 variables included in the

model, BO could be explained by higher EC scores and by

lower TC and AC scores. An increase of 1 point in the EC score

increases the subjects’ BO by 0.57 units of the BO standard

deviation (SD) value, whilst an increase of 1 point in the TC

and the AC scores reduces the BO by 0.14 and 0.12 SDs,

respectively. Themodel explains 35% of BO’s variance.

STS could be explained by higher EC scores as well as by

having fewer years of experience and a younger age. An

increase of 1 point in EC score increases the participants’ STS

by 0.51 SD, whilst an increase of 1 year in age and/or in years

of experience reduces STS by 0.44 and 0.47 SDs, respectively.

The model explains 28% of STS’s variance.

CS could be explained by lower EC scores and by higher TC

and workload scores as well as by specialisation and gender.

An increase of 1 point in the EC scale reduces the CS by 0.43

SD, whilst an increase of 1 point in the TC score increases the

CS by 0.12 SD. Additional factors included gender (being a

female increases participants’ CS by 0.19 SD), specialisation

(being a specialist increases CS by 0.12 SD), and workload

(each additional hour of work per week increases CS by 0.14

SD). The model explained 22% of CS’s variance.
Discussion

The report was designed to analyse the influence of stress

coping strategies on dentists’ BO, STS, and CS.

Previous studies showed that BO is significantly related to

the personality variable of locus of control.39 DiMatteo et al.40

showed that dentists’ self-reported general life stress, dental

practice−related stress, and mental health can be predicted

by locus of control, nonverbal expressiveness, age, gender,

income, hours worked per year, social desirability, and occu-

pational stress and satisfaction. According to Chipchase

et al.41 dentists’ anxiety in clinical situations not only affects
Male (n = 136) Female (n = 107) P

23.22 § 5.81 22.90 § 5.39 NS

18.75 § 6.09 19.22 § 6.17 NS

39.35 § 7.04 40.34 § 6.65 NS



Table 5 – Pearson correlation coefficients between ProQOL5 factors and coping styles, age, gender, work experience, and spe-
cialisation (N = 243).

ProQOL CISS-SSC

BO STS CS TC EC AC

Burnout (BO)

Secondary traumatic stress (STS) 0.60**

Compassion satisfaction (CS) �0.61** �0.23**

Task-focused coping (TC) �0.19** �0.13* 0.16* �0.10 �0.12

Emotion-focused coping (EC) 0.55** 0.50** �0.39**

Avoidance-focused coping (AC) 0.11 0.15* �0.08 0.36**

Gender 0.01 0.38 0.07 0.01 0.16* 0.13*

Workload (hours per week) 0.07 0.07 0.06 0.06 0.06 0.07

Age �0.23** �0.12 0.15* 0.08 �0.28** �0.23**

Years of experience �0.20** �0.08 0.15* 0.1 �0.26** �0.23**

Specialisation �0.10 �0.04 0.14* 0.02 �0.10 �0.02

ProQOL, Professional Quality of Life; CISS-SSC, Coping Inventory for Stressful Situations−Situation Specific Coping.

* P < .05.
** P < .01.
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the way that dentists work clinically but is also associated

with BO and decision-making style.

A previous report from the present study group showed

the effects of demographic variables, professional status (eg,

specialisation), and workplace stressors (eg, workload) on the

different parameters of the professional quality of life (Pro-

QOL), namely, on BO, STS, and CS.30 In general, the BO and

STS scores exhibited by the present study group were at the

lower spectrum of the normative range, whilst their CS scores

were rather high. This may suggest that this sample of Israeli

dentists actually enjoys comparatively good mental well-

being in relation to work. The present discussion will focus

on the relationships between stress coping styles and the Pro-

QOL domains.

Comparisons of coping styles between men and women

report conflicting results. In the present study, women’s cop-

ing was more emotional and more avoidant than men’s. This

is in accordance with reports regarding undergraduate
Table 6 – Linear regression analyses for coping styles and dem
expressed in the CS, BO, and STS factors.

Explanatory variable Burnout (BO) Secondary

by SE by

Gender �0.10 1.16 �0.06

Age �0.25 0.18 �0.44*

Years of experience 0.15 0.17 �0.47*

Workload (hours per week) 0.01 0.90 0.04

Specialisation �0.43 0.58 �0.01

Task-focused coping (TC) �0.14** 0.15 �0.10

Emotion-focused coping (EC) 0.57** 0.11 0.51**

Avoidance-focused coping (AC) �0.12* 0.13 �0.03

R2 0.35 0.28

F 15.97** 11.20**

yb values of the estimated coefficients of the explanatory variables indicatin

of respective explanatory variable, keeping all the other explanatory variabl

dent variable’s value leads to reduction in the dependent variable, whilst a

value leads to an increase in the dependent variable. The influence is expre

Significant results appear in bold and are marked with asterisks as follows:

* P < .05;
** P < .01.
students and community-dwelling adults in the US34 and the

general population in Spain.42

Similar to Ayers,43 who studied New Zealand dentists,

but in contrast to Cohan,34 no differences between genders

were found in their tendency towards TC. Possibly, this

may be due to the type of person who is drawn to dentistry

as a career. It is, however, noteworthy that the differences

between genders in the EC and AC subscales reported in

the present study are small (<2 points on a total of maxi-

mum 35 points per subscale). Although statistically signifi-

cant, these differences may not be of a clinical/practical

difference.

The data also showed a negative correlation between EC

and age, unlike a recent work by Ko�scielak44 that presented

no such association. Whilst preliminary, the results suggest

that EC behaviors amongst female dentists tend to decrease

with professional experience and prolonged exposure to pro-

fessional stressors.
ographic variables explaining professional quality of life as

traumatic stress (STS) Compassion satisfaction (CS)

SE by SE

1.22 0.19** 1.29

0.19 0.24 0.19

0.18 �0.16 0.19

0.95 0.14* 1.00

0.61 0.12* 0.64

0.16 0.12* 0.16

0.11 �0.43** 0.12

0.14 0.09 0.14

0.22

8.37**

g a change on response variable (BO, STS, CS) caused by a unit change

es constant. A negative b value implies that an increase in the indepen-

positive b value implies that an increase in the independent variable’s

ssed through units of standard deviation (SD).
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Apparently, coping strategies have significant effects on

dentists’ BO, STS, and CS. In particular, dentists who use

more TC experience less BO and less STS and are more satis-

fied with their work. Dentists who use more EC experience

more BO and STS and are less satisfied with their work.

These results are in line with previous research that dem-

onstrated a link between problem-focused coping strategies

and reduced BO amongst nurses, mental health workers, and

physicians.5,45-48 The results are also in agreement with stud-

ies that suggested that EC strategies are positively correlated

with BO.5,47-49

In the present study, dentists’ AC strategies were corre-

lated with STS, but AC was not related to BO or higher satis-

faction at work. Studies amongst dentists suggest that most

dentists tend to avoid ambiguity and prefer practical and con-

crete thinking.50 Additionally, dentists usually lack aware-

ness of the sources of their stress and have little knowledge

concerning how that stress can be managed.42 Dentists often

deny their emotions, including anxiety, and lack awareness

of the impact of anxiety on their clinical decisions.10,51 Chip-

chase et al.41 showed that the types of situations causing anx-

iety amongst dentists include uncertainties in clinical

practice, threats to sense of control, challenging patients, and

ethical dilemmas.

It seems that dentists who direct their actions to affect the

situation and to reduce the stress it evokes experience less

BO and STS and consequently are more satisfied with their

work. On the other hand, dentists who direct their efforts

towards emotionally reframing the problem experience more

BO and STS and are less satisfied with their work. It is, how-

ever, important to point out that not all TC is good and all EC

is necessarily bad. Coping strategies are broader concepts

than the items on the CISS questionnaire. Self-awareness can

bear positive effects in some instances and be inappropriate

in others. A qualitative study by Bretherton et al.11 showed

that dentists experience a large variety of stressful situations

and that coping mechanisms that are likely to be useful in

one set of circumstances may not be helpful in another.

Norms of the ProQOL scales, as set by the ProQOL manual,

range between 23 and 41.27 In a study conducted on emer-

gency medicine physicians in Egypt, the CS, BO, and STS

scales showed scores of around 30 in all 3 scales.32 In a study

carried out amongst Spanish and Brazilian palliative care pro-

fessionals, mean STS scores were around 12.5 and 14, respec-

tively.52 In the present study, the mean STS score of the study

population was about 19. This is slightly lower than the STS

scores reported by Nangle et al.17 (around 20) for English den-

tal professionals and dental students. Comparing the STS

scores of the present population to other professions should

be evaluated carefully because a range of research has been

performed studying various caring professionals, including

professionals who experienced exposure to severe trauma

that was more difficult to cope with than that of the dentists’.

Thus, there is no way of judging dentists’ STS in comparative

terms. It seems, however, that dentists’ STS levels tend to be

at the lower range of the accepted STS scores.

This is a continuous report of a wider study that evaluates

the effect of personal factors on BO, STS, and work satisfac-

tion amongst Israeli dentists.30 Previous results showed that

the sensory processing sensitivity, a trait expressing
sensitivity to internal and external stimuli, is closely associ-

ated with dentists’ BO and satisfaction at work.30 The present

results show that coping strategies (and to a lesser degree

some demographic and professional factors) have buffering

or amplifying effects on dentists’ professional quality of life

in general and BO in particular. It seems that stress in den-

tistry is not necessarily expressed directly through BO or

work satisfaction. Mediation by personality factors such as

sensory processing sensitivity and by some demographic and

professional factors can act as triggers for the development of

BO and STS and alter work satisfaction.

Future research can help us consolidate these findings and

formulate them as information that can be used to build spe-

cific BO prevention programmes. Such programmes, if inte-

grated into the dental school curriculum, can help future

dentists become more resistant to interpersonal work-related

stressors.

Study limitations

The study was carried out as a cross-sectional study with a

relatively low (49%) response rate. Moreover, the dentists in

the present study exhibited BO and STS values that are

towards the bottom of the normative range and reported top-

of-the-range scores for CS. As such, the study sample might

not be representative of dental practitioners in general.

Apparently, the study included 2 levels of self-selection

which may have influenced the results: (1) individuals who

missed the original announcement and (2) those who

encountered it but chose not to respond. Possibly those who

completed the questionnaire were those who saw themselves

as more resilient to BO.

A study of associations amongst variables under such con-

ditions should be considered with caution. Additionally,

using the CISS-SSC questionnaire to assess coping styles ena-

bles looking only at generic coping strategies and does not

necessarily represent the one used to cope “in the moment”

in the clinic. Further research should be conducted by using

wider definitions of coping styles and possibly recording cop-

ing modes “in vivo,” namely in the dental office itself. Fur-

thermore, there is a need for an in-depth examination of why

different coping modes are used by dentists and whether key

psychological factors, such as controllability of the dental sit-

uation, play a role in the reduction of BO and STS and

improvement of work satisfaction.
Conclusions

Repeated studies have shown that people handle working

conditions and work stress differently. The present findings

suggest that emotional coping may lead dentists to be vulner-

able to BO and to STS.
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