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Te sufering, pain and fear of death experienced by patients during the pandemic have evoked a wide range of feelings and emotions
in healthcare professionals. Managing these emotions is infuenced by factors such as emotional intelligence and resilience.
Recognising and addressing these emotions can enhance the quality of care and help preventmental health issues.Tis study analyses
the relationship among fear of death, emotional intelligence and resilience, as along with the sociodemographic variables of
healthcare professionals during the COVID-19 pandemic. A descriptive, comparative and correlational study was conducted.
Participants included professionals from the Neurosurgery, Pneumology, Emergency Service and Floating Staf units in a tertiary-
level hospital in Spain. Data were collected through an anonymous and voluntary online survey, which included sociodemographic
data, Collett–Lester fear of death, emotional intelligence and resilience scale. Participation was anonymous and voluntary. A total of
121 professionals participated, predominantly women (85.12%), with a mean age of 41.89 years (SD± 9.6). Nurses compromised 64%
of the sample. Fear of others’ death (37.2%) and the dying process of others (33.1%) increased. Emotional intelligence levels were
generally adequate across all work areas, with women scoring higher in attention and clarity. However, signifcant diferences in
emotional regulation were observed between groups. Resilience scores were high across all participants (> 78.77). Positive cor-
relations were found among age, fear of the dying process of others (p � 0.003) and resilience (p � 0.002). An inverse correlation was
observed between fear of others’ death and resilience (p � 0.018) and emotional regulation (p � 0.020). Linear regression analysis
identifed attention to emotions, acceptance and bioethics training as predictors of fear of death.
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1. Introduction

Te global pandemic of COVID-19 has had a signifcant
impact on Spain, leading to considerable chaos and un-
certainty due to the high rate of infection and mortality [1].
Te crisis management strategy was primarily focussed on

preventing the further spread of the virus within the
community, reducing the number of hospitalisations and
deaths. Tis approach placed additional stress on healthcare
staf [2, 3]. Tis context has been found to trigger a few
psychological problems experienced by health professionals,
including anxiety, fear, depression and stress [4]. A study by
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Ruiz-Frutos and Gómez-Salgado [5] identifed several fac-
tors that contributed to the mental instability of health
professionals. Tese include individual and collective ele-
ments, such as fear of contagion, shortages of protective
equipment, work overload and social pressure [5]. Tis has
resulted in challenges in decision-making in complex situ-
ations, leading to professional distancing and burnout,
particularly among frontline professionals [6–8]. Tese
factors have had a negative impact on the quality of patient
care and the well-being of health professionals [9]. Te
recent research has identifed the necessity of addressing the
mental health of health professionals in order to mitigate the
efects of the ongoing health crisis, with management of both
individual and collective factors being a key.

Te inevitability of death, a fundamental aspect of life,
evokes a range of emotions and attitudes in individuals as
they face their own mortality based on their psychological
state, personal experiences and the meaning they attach to
life and death [10]. Tis situation was further exacerbated
during pandemic times [11]. Healthcare professionals, who
accompany individuals during the process of dying, also
experience irrational fears about this event, which can lead
them to avoid or distance themselves from their professional
duties [7, 8].

Studies have been carried out on professionals working
in palliative care units where they are regularly involved in
end-of-life situations. Self-care and awareness are known to
positively predict professionals’ competence to cope with
dying, and this, together with awareness, positively predicts
compassion satisfaction and negatively predicts compassion
fatigue and burnout [12]. Te ongoing pandemic has
emphasised the need to prioritise the mental health of
healthcare professionals, who regularly encounter the fear of
death in their daily work [6, 13].

Emotional intelligence (EI) plays a crucial role in
healthcare settings, as it enables professionals to recognise
and regulate their emotions. It also acts as a protective factor,
fostering more resilient responses, such as positive adap-
tation to stressful environments [14, 15]. EI has shown to be
a key factor for nurses in efective decision-making and
positive behaviour in challenging situations. In contrast,
those with low EI have been found to experience heightened
stress and emotional confict, which can hinder their ability
to adapt to change or social interactions [16]. During the
COVID-19 pandemic, healthcare workers have reported
challenges in managing their emotions, emphasising the
need to develop EI [17–19]. Furthermore, EI is essential in
managing experiences related to death, both for healthcare
professionals and for patients, providing the necessary skills
to navigate the emotional complexities associated with it.
Tis enhances not only personal well-being but also the
quality of patient care. In this context, training in EI is
essential for health professionals, as it enables them to
manage their emotional responses to the death of patients
and to improve their communication and leadership skills.
Tis, in turn, enables them to better support patients and
their families during end-of-life care [20]. Numerous studies
have demonstrated the pivotal role of EI in enhancing not
only patient care and work dynamics [14] but also emotional

well-being and confict resolution [21]. Structured EI pro-
grammes have been shown to improve stress management
and job satisfaction, as well as promote emotional awareness
and regulation [22, 23]. In addition, simulation-based
training has been shown to be efective in identifying
emotional triggers and improving confict resolution skills,
helping to combat what is known as ‘emotional deafness’ in
healthcare settings [24]. Conversely, a lack of EI can generate
negative emotions such as anxiety and stress, which afect
both the quality of patient care and professional satisfaction
[4, 25, 26].

Resilience is defned as a set of personal competencies,
such as self-esteem, optimism, coping strategies and social
support, which enable individuals to cope with extreme
situations, adapt fexibly to adversity, recover from chal-
lenges and maintain good mental health [27, 28]. However,
the precise defnition of resilience remains complex,
complicating eforts to achieve a comprehensive un-
derstanding [29]. Nevertheless, resilience is infuenced by
personal, environmental and social factors, which can ei-
ther facilitate or impede its development [30]. Research
indicates that, at the individual level, positive thinking,
afect and coping, realism and behavioural control are
factors that promote resilience. At the family level, family
support is the key, while at the unit level, positive lead-
ership is essential. Finally, at the community level, be-
longing is a crucial factor [31]. In the context of temporal
considerations, two distinct forms of resilience can be
identifed. Firstly, acceptance resilience, which is predi-
cated on a resource conservation strategy, is particularly
well-suited to minor, short-term adversities. Secondly,
strategic resilience, which is contingent on a resource
strategy, is arguably more appropriate for protracted
challenges. Additionally, signifcant individual diferences
are evident, with time and context playing critical roles
[32]. In the feld of mental health, resilience was extensively
studied during the COVID-19 pandemic [13, 33]. Te
literature points to the close relationship between EI and
resilience, both of which are associated with reduced stress
and increased job satisfaction [13, 34]. Facing multiple
adversities at both physical [35] and environmental [36]
levels generated anxiety in health professionals [37].
However, these challenges have also exposed individuals’
resilience, which enables the development of new resources
and strengths. Viejo et al. [38] and Mendoza Bernal [14]
have examined the impact of health, psychological and
social factors on resilience, while Castagnola Sánchez et al.
[37] have identifed characteristics of resilient people. Tis
suggests that experiencing the pandemic may enhance
resilience for future adversities. Armangué and Crespo [39]
recognise that social factors, such as cultural and political
relations, infuence resilience, opening new research ave-
nues during the pandemic.

2. Aim

Te aim of this study was to analyse the relationship among
fear of death, EI and resilience among healthcare pro-
fessionals during the course of COVID-19 pandemic.
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3. Methods

A cross-sectional correlational study was conducted using
online surveys. Te study population comprised healthcare
professionals from the neurosurgery, pulmonology and
emergency units of a public hospital in Spain. Te sample
size was estimated at 127 responses from a total population
of 188 professionals, with a confdence level of 95%. Ulti-
mately, 121 complete and voluntary responses were ana-
lysed. Te participants included doctors, nurses and nursing
assistants who were actively working during the data col-
lection period (January–March 2022). Professionals from
other categories and hospital units were excluded.

3.1. Variables and Measurement Instruments. An ad hoc
questionnaire was developed to collect sociodemographic
data (age, gender, academic training and work experience).
Additionally, the Fear of Death Scale (FDS), EI and the
resilience scale (ES) were included.

Te FDS, or Brief Fear of Death Scale (BFODS), was
developed by Collett and Lester in 1969. Tis multidi-
mensional instrument consists of 28 items divided into four
subscales: Fear of One’s Own Death, Fear of the Death of
Others, Fear of One’s Own Dying Process and Fear of the
Dying Process of Others. Each item uses a fve-point Likert-
type response format, ranging from ‘I do not worry at all’ (1
point) to ‘I worry a lot’ (5 points) [40]. High mean scores on
subscales indicate high fear levels, while low mean scores
suggests low fear levels. Scores are categorised as low fear
(< 2),moderate fear (≥ 2–4) and high fear (> 4 to 5) [41].Tis
scale, validated across various cultural contexts, shows ac-
ceptable psychometric properties [42].

Te Emotional Intelligence Scale (TMMS-24), adapted
into Spanish by Fernandez-Berrocal et al. [43], is a con-
densed version of the original TMMS-48 by Salovey et al.
[44]. It consists of 24 items measuring three areas: attention
to feelings, understanding of feelings and emotional repair
capacity. Responses are rated on a fve-point Likert scale,
ranging from 1 (strongly disagree) to 5 (strongly agree) [43].
Each dimension is scored independently using pre-
established cutof points by sex (based on consistent and
statistically signifcant diferences observed in validation
studies of the scale, showing that emotional socialisation and
gender stereotypes persist to this day). Te TMMS-24 has
proven to be an instrument that ofers adequate levels of
reliability and validity to be used in EI assessment/training
processes [45].

Te ES-14, originally developed in English by Wagnild
and Young in 1993, and revised in 2005, was validated in
Spanish by Teruel and Bello [46]. Te scale assesses two
factors: Personal Competence (self-confdence, in-
dependence, decisiveness, resourcefulness and persever-
ance) and Acceptance of Self and Life (adaptability, balance,
fexibility and a stable outlook). Responses are rated on
a Likert scale from 1 (strongly disagree) to 7 (strongly agree).
Resilience levels are classifed as very high (98–82), high
(81–64), normal (63–49), low (48–31) and very low
(30–14) [33].

3.2. Procedure. Data were collected in an online format due
to the circumstances of the ongoing pandemic. Participants
received a link to the survey via Lime Survey. Te researcher
informed unit supervisors, who then distributed the survey
to the relevant staf via WhatsApp. Further reminders were
sent out in February and March to encourage participation.

3.3. Statistical Analysis. Descriptive analysis was conducted.
Quantitative variables were described using the mean and
standard deviation, while qualitative variables were de-
scribed using frequencies, percentages and standard errors.
Statistical tests such as the t-Student test and analysis of
variance (ANOVA) were used to contrast diferences be-
tween quantitative variables. Pearson’s coefcient was used
to assess associations between quantitative variables. A
forward logistic regression model was implemented to
predict fear of death based on the variables of interest. Tests
with a p value < 0.05 were considered signifcant. Data
analysis and processing were performed using SPSS Statistics
27, and tables and graphs were generated using Excel 2023.

3.4. Ethical Considerations. Medical and nursing heads were
informed and invited to participate in the study, dissemi-
nating the survey among their teams. Participants completed
the survey voluntarily and anonymously after being in-
formed of its purpose. Confdentiality was ensured through
an accompanying consent form.Tey had the option to view
results. Approval was obtained from the University Hos-
pital’s Clinical Research Ethics Committee (Internal Registry
No. 21181), adhering to ethical principles outlined in the
Declaration of Helsinki, European Data Protection Regu-
lation and Law 3/2018 on Data Protection and Digital Rights
and Guarantees.

4. Results

4.1. Sociodemographic Descriptive Data. Te participation
rate was 60.6%. Te mean age was 42± 9.63 years, and
85.12% were women. On average, participants had worked
for 14.95± 8.64 years. Further descriptive information on
the sample is presented in Table 1.

All scales used in the study showed high reliability, as
indicated by Cronbach’s alpha coefcients. Te RS showed
high reliability, as evidenced by a Cronbach’s alpha co-
efcient of 0.817. Te Emotional Intelligence Scale had
a coefcient of 0.905 and the Collett–Lester FDS showed
a Cronbach’s alpha coefcient of 0.941.

Te percentages were calculated using the cut-of points
of each scale in order to divide the participants into
meaningful categories according to the interpretation
standards of the diferent scales.Te questionnaires with this
information are presented in Tables 2, 3 and 4.

4.2. Descriptive Scales

4.2.1. Means and Standard Deviations of the Level of Fear/
Anxiety Towards Death, EI and Resilience Categorised by Job
Position. Table 5 presents the means and standard
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Table 1: Sociodemographic and profle characteristics of respondents (n� 121).

Variable Unit Neurosurgery Pneumology Emergency Floating employees Total
Age (mean) 39 45 43 39 42 SD 9.634
Gender n n n n n %

Male 1 1 14 16 13.22
Female 14 8 68 13 103 85.12

Does not say 1 1 2 1.65
Profession

Doctor 2 4 8 0 14 11.57
Nurse 12 5 51 9 77 63.64

Nursing assistants 1 1 24 4 30 24.79
Education

Master’s degree 2 2 18 3 25 20.66
Doctorate 1 3 0 0 4 3.31

In palliative care 2 2 32 6 42 34.71
In ethics or bioethics 2 3 25 5 35 28.93

In communicating bad news 2 2 24 2 30 24.79
Experience
(average years)

Doctor 8 16 24 20 SD 10.69
Nurse 14 20 14 10 14 SD 8.78

Nursing assistants 19 15 15 13 15 SD 6.64
Note: n: absolute number.
Abbreviation: SD, standard deviation.

Table 2: Collett–Lester Fear of Death Scale (FDS-28).

Dimension Fear measure
Population n= 121

Cutof value Frequency Percentage (%)

Fear of self-death
Low < 2 21 17.40

Moderate 2–4 71 58.70
High > 4 29 24.00

Fear of self-death process
Low < 2 2 4.10

Moderate 2–4 69 47.90
High > 4 50 47.90

Fear of death others
Low < 2 21 0.80

Moderate 2–4 58 47.90
High > 4 62 51.20

Fear of process death other
Low < 2 2 1.70

Moderate 2–4 69 57.00
High > 4 50 41.30

Note: Frequencies and percentages are based on the cutof points.

Table 3: Emotional Intelligence Scale (TMMS-24).

Dimension Measure
Men N= 16 Women N= 103 No sex identifed N= 2

Cutof value Frequency % Males Cut-of value Frequency % Women Frequency % Not ident.

Attention
Scarce < 21 2 12.50 < 24 32 31.00

Adequate 22–32 11 68.80 25–35 57 55.00 2 100
Excessive > 33 3 18.80 > 36 14 14.00

Clarity
Scarce < 25 7 43.80 < 23 20 19.40 2 100

Adequate 26–35 8 50.00 24–34 65 63.10
Excessive > 36 1 6.20 > 35 18 17.50

Repair
Scarce < 23 2 12.50 < 23 26 25.20 1 50

Adequate 24–35 13 81.30 24–35 61 59.20 1 50
Excessive > 36 1 6.20 > 35 16 15.50

Note: Frequencies and percentages are based on gender and the cutof points.
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deviations obtained on the scales.Temean resilience score
(82.57± 8.37) falls within the very high resilience range
(98–82), with foating staf professionals obtaining a lower
score (78.76 ± 10.81), still within the high resilience range.
On the EI scale, professionals in all work areas demon-
strated adequate attention levels, with women generally
achieving higher scores, particularly those in the pneu-
mology unit and foating staf (30.50 ± 6.04 and
30.69± 7.18). Similar trends were observed in the un-
derstanding area, with values indicating adequate un-
derstanding and women achieving higher scores, especially
in the pneumology and foating staf units (30.25± 5.92 and
30.15± 5.17). In terms of emotional regulation, values
obtained refected adequate regulation overall. However,
women in the neurosurgery unit and those in the foating
staf obtained the lowest scores. Statistical signifcance
(p � 0.023) was only observed in this area, indicating mean
diferences between groups.

Te results indicate that health professionals exhibit
a moderate fear of death, with scores ranging from 3 to 4.
Te lowest value was observed for the fear of one’s own
death, while the highest value was observed for the fear of

one’s own dying process and the death of others. Tis was
particularly evident among foating staf, where the values
reached high levels of fear (4.02± 0.99 and 4.12± 0.61).

As illustrated in Figure 1, the highest percentages were
obtained by professionals who reported perceiving greater
fear for the subscales of fear of the death of others and the
process of the death of others. Tese diferences were found
to be statistically signifcant with respect to the other two
subscales. Te number of nurses in the foating staf who
described perceiving the greatest fear on the latter scales was
the highest. Figure 2 displays the results obtained regarding
the COVID-19 pandemic and the fear associated with
various scenarios.

Te relationship between the study variables and age was
quantifed using Pearson’s coefcient. Table 6 illustrates the
association among resilience, EI, fear of death and age. Age is
found to correlate with resilience, emotional regulation and
the dying process of others. It can be observed that resilience
is correlated with the understanding and repair of EI, as well
as with the fear of the death of others. EI attention correlates
with the fear of one’s own death, while EI regulation cor-
relates with the death of others.

Table 4: Resilience scale (ER-14).

Scale Measurement
Population n= 121

Cutof Frequency Percentages (%)

ER-14 total

Very low 14–30 0 0.00
Low 31–48 0 0.00

Normal 43–63 4 3.30
High 64–81 44 36.40

Very high 82–98 73 60.30
Note: Frequencies and percentages are based on the cutof points.

Table 5: Descriptive statistics and ANOVA results for resilience, emotional intelligence and fear of death by job title.

Job/scales Neurosurgery Pneumology Emergency Floating employees Total ANOVA sig.
Fear of death
Own death 3.10± 1.22 2.61± 1.04 3.19± 1.02 3.23± 1.28 3.14± 1.08 0.447
Own dying process 3.90± 1.08 3.40±0 .71 3.92± 0.92 4.02± 0.99 3.89± 0.94 0.376
Death of others 3.92± 0.62 3.93± 0.96 3.91± 0.79 4.12± 0.61 3.94± 0.77 0.843
Dying process of others 3.80± 0.76 3.58± 0.76 3.79± 0.82 3.60± 0.97 3.75± 0.82 0.748
Total 3.68± 0.73 3.38± 0.71 3.71± 0.76 3.74± 0.77 3.68± 0.75 0.611

Emotional intelligence
Attention
Men 24 (n� 1) 38 (n� 1) 27.42± 5.70 27.87± 6.02
Women 27.07± 6.41 30.50± 6.04 28.17± 5.86 30.69± 7.18 28.52± 6.14 0.191
Does not say 26 (n� 1) 22 (n� 1) 24± 2.82

Understanding
Men 23 (n� 1) 18 (n� 1) 28.21± 5.01 27.25± 5.43
Women 27.57± 6.09 30.25± 5.92 29.04± 5.88 30.15± 5.17 29.07± 5.80 0.62
Does not say 25 (n� 1) 22 (n� 1) 23.5± 2.12

Repair
Men 26 (n� 1) 26 (n� 1) 27.35± 4.43 27.18± 4.15
Women 24.00± 7.26 30.62± 4.03 28.61± 6.34 24.61± 7.14 27.64± 6.68 0.023
Does not say 23 (n� 1) 25 (n� 1) 24± 1.41

Resilience
Competence 66.53± 6.49 66.2± 5.84 66.72± 5.82 63.61± 7.92 66.32± 6.14 0.385
Acceptance 16.4± 2.26 16.2± 4.10 16.39± 2.94 15.15± 3.78 16.24± 3.05 0.413
Total 82.93± 7.63 82.4± 9.45 83.12± 7.94 78.76± 10.81 82.57± 8.37 0.598
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A regression model was subsequently conducted in
Table 7 to determine which variables can be considered
predictors of the fear of death. Tis was performed using
a forward multiple linear regression, the results of which
demonstrate that acceptance is negatively associated with
fear of death across all models, with higher levels of ac-
ceptance predicting a decrease in fear of death (B� −6.194 to
−8.039, p< 0.05). In contrast, attention correlates positively
with fear, with higher levels being associated with an in-
crease in fear of death (B� 5.451–6.099, p< 0.05). Addi-
tionally, training in ethics or bioethics has been found to be
negatively related to fear, with greater training in these areas
being associated with lower fear (B� −8.205, p< 0.048). Te
fnal model explains 10.3% of the variability in fear of death.

5. Discussion

Te aim of this study is to analyse the relationship among
fear of death, EI and resilience among healthcare pro-
fessionals during the COVID-19 pandemic. A linear re-
gression model shows that greater acceptance and ethics
training are associated with reduced fear of death.

Te study data reveal a predominance of female par-
ticipation, refecting their signifcant presence in the pro-
fessional healthcare sector [11, 18, 25, 35, 47]. Te average
age of the professionals in the study was 41.89 years, con-
sistent with other studies [11]. Similarly, the average work
experience was 12 years, aligning with fndings from another
research [35]. Te study responses were primarily from
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nurses [36, 41, 48, 49], refecting their predominance in the
workforce during the COVID-19 pandemic [6]. Te de-
mands imposed by high hospital occupancy rates and ab-
sences related to infections or psychological issues
necessitated bolstering these teams, particularly by in-
creasing the number of foating staf [50].

5.1. Fear ofDeath. Temean levels of fear of death (3.68) are
higher than those documented in research prior to the
COVID-19 period [41, 51, 52]. Lázaro-Pérez et al. [53]
conducted a study in Spanish hospitals during the peak of
the pandemic in April 2020, reporting that 71.3% of the
population studied expressed a high level of fear of the death
of others. Tese results are also higher than those found in
samples of student populations [54–57]. In contrast, even
higher values (3.79) were observed in occupational therapy
students who participated in an educational programme on
palliative care in January and June 2022 [42]. Although these
values are relatively elevated, they all fall within the range
designated as medium fear.

Consistent with the FDS data, 80%–95% of the pop-
ulation in this study responded afrmatively to the question
of whether the COVID-19 pandemic had increased their
anxiety or concern regarding the fear of death. Tis increase
was noted in the subscales of fear of dying and the dying
process of others. However, as previously mentioned, the
averages indicate that, while there has been an increase, it
still falls within the medium fear range.

Whether perceived or measured by the FDS, the greatest
fear during the pandemic and beyond is the fear of the death
of others. Tese fndings are in line with those of previous
studies conducted prior to the pandemic [52, 54, 56] or
during the pandemic [7, 41, 42, 53]. Notably, nurses in
foating staf positions showed the highest levels of fear, on
the subscales of fear of the death of others and fear of the
dying process of others. Tis fnding is consistent with two
characteristics described in the scientifc literature. On the
one hand, the majority of the participants were female and
they tended to be more emotionally afected by the process
[41, 58]. Gómez-Coca et al. [18] found that individuals who
experience greater fear of contracting COVID-19 tend to be

more attentive to their emotional state. Other potential
causes may include the fact that they are professionals who
rotate through all the services and units of the hospital, are
relatively young and have recently completed their studies,
and have limited training and experience in this area
[7, 18, 41].

As suggested by Miranda-Chavez et al. [7], the study
population may experience increased fear for several rea-
sons. One possible factor is that society prioritises discussing
the death of others over one’s own, as discussing one’s own
death remains a taboo for both professionals and Western
society in general [9]. It is also important to acknowledge the
unique challenges that these frontline workers face during
the pandemic. Tey are routinely exposed to a high risk of
infection and witness a signifcant increase in daily deaths,
often in challenging circumstances [6, 18]. Furthermore, this
increased fear of the death of others can be justifed by the
continuous contact with individuals infected with SARS-
CoV-2 and the lack of personal protective equipment
[59, 60].

Neurosurgery professionals, who have not been in
contact with COVID-19 patients, have exhibited a signif-
cant fear of both contracting the virus and transmitting it to
their families compared to their colleagues who have had
direct contact with these patients. Vázquez-Garćıa et al.’s
study [41] describes that emergency department staf
showed lower levels of stress, depression, anxiety, fear and
insomnia than professionals in other units. Tis contrasts
with Danet’s fndings [6], which indicate an increase in these
indicators in the ICU and pneumology service professionals.

5.2. EI. Te values obtained for EI vary depending on the
unit or service under study. A review highlights the need to
examine gender diferences in EI among healthcare workers
[61]. Similarly, review studies indicate no signifcant dif-
ferences between EI and professional roles [62]. Te current
study demonstrates signifcant diferences in EI values by
genders and service areas. Te neurosurgery unit recorded
the lowest EI values, particularly among female pro-
fessionals. Tese fndings align with research showing that
frontline nurses during the pandemic exhibited above-

Table 7: Regression model.

Model
Unstandardised
coefcients

Standardised
coefcients t Sig.

Collinearity
statistics

B Error Beta Tolerance VIF

1 (Constant) 141.07 18.40 7.67 0.000
Acceptance −6.19 2.98 −0.19 −2.08 0.040 1.00 1.00

2
(Constant) 129.26 18.91 6.84 0.000
Acceptance −7.42 2.99 −0.22 −2.48 0.015 0.97 1.04
Attention 5.45 2.50 0.20 2.18 0.031 0.97 1.04

3

(Constant) 133.15 18.78 7.09 0.000
Acceptance −8.04 2.99 −0.24 −2.71 0.008 0.95 1.05
Attention 6.10 2.49 0.22 2.45 0.016 0.95 1.05

Ethics or bioethics training −8.21 4.10 −0.18 −2.00 0.048 0.98 1.02
Note:Dependent variable: fear (total). For step 1: R� 0.035 R2 adj� 0.027; F 4.313 p � 0.040. For step 2: R� 0.269; R2 adj� 0.072, F 4.600 p � 0.012. For step 3:
R� 0.103 R2 adj� 0.080; F 4.479, p � 0.005.
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average EI values, with anxiety being a prevalent negative
emotion. Such negative emotions can severely impact
nursing skills and care quality, leading to consequences at
multiple levels [63]. Although the relationship between EI
and fear of death is relatively understudied in the healthcare
setting, research on medical students underscores the im-
portance of preparing healthcare professionals for the
feelings of death of others [64]. In this context, EI is essential
for handling challenging situations, such as the emotions
resulting from end-of-life processes, both for the family,
patients and professionals themselves [20]. In line with our
study’s results, it was found that the attention dimension of
EI was negatively related to Fear of Death Scale (FDS). Tis
fnding is consistent with the existing literature, which in-
dicates that professionals tend to focus excessively on their
emotional states, potentially leading to heightened feelings
of fear of death. Our results indicate that professionals from
all services demonstrated adequate scores on the EI sub-
scales. Tis fnding contrasts with a study conducted on
nurses in the frontline of the pandemic, which reported
medium–high scores and indicated anxiety as the most
negative emotion [63]. In this context, EI plays a crucial role
in regulating both positive and negative emotions,
emphasising the need for further training in this skill. Tis
highlights the necessity for the development of structured
programmes that are specifcally focussed on EI training
[22, 23], as well as the incorporation of simulation-based
training [24]. A recent study in China has shown that EI
training not only improves EI and resilience levels in the
healthcare professionals but also reduces perceived stress
and contributes to a better experience for hospitalised pa-
tients. Te intervention, which was carried out over 1 year,
was structured in two phases. In the frst phase, professionals
were familiarised with the theoretical framework of EI. In
the second phase, they participated in real-life case dis-
cussions in which they had to manage their emotions in the
face of conficts arising at diferent levels within their re-
spective organisations [65]. Such programmes not only
enhance emotional awareness and regulation but also im-
prove the identifcation of emotional triggers, thereby
optimising problem-solving skills.

5.3. Resilience. Professionals across various services, in-
cluding foating staf, have showed high levels of resilience,
consistent with the fndings of previous studies [66].
However, foating staf exhibited a slightly lower average
resilience, though without signifcant diferences compared
to non-foating staf, possibly due to their unique circum-
stances [67]. Resilience has been identifed as a key factor in
ensuring high-quality professional performance, particularly
in the context of health crises such as the pandemic [68].Te
research indicates that higher levels of resilience are linked to
better adaptation to stressful situations [13, 69], which is
crucial during pandemics in emotionally demanding envi-
ronments where decisions must be made swiftly yet judi-
ciously to uphold the quality of care and ensure the safety of
both patients and healthcare professionals. In this regard,
higher resilience has been found to not only enhance

psychological well-being but also reduce the perception of
workplace threats, thereby mitigating the impact of stress
and, in this specifc case, bufering the anxiety associated
with COVID-19 [13]. Additionally, a positive correlation has
been found among age and resilience, emotional regulation
and the ability to manage others’ death processes. Tis
underscores the potential role of age and accumulated ex-
perience in strengthening these psychological attributes
among healthcare professionals.

When interpreting the results of this study, it is im-
portant to consider two relevant aspects. Firstly, data col-
lection occurred during the COVID-19 pandemic, a period
when healthcare professionals’ responses were shaped by the
extraordinary demands of the time. Tis context may have
infuenced both the response rate and the profle of par-
ticipants who completed the survey. Given the un-
precedented nature of the pandemic, numerous factors may
have infuenced the results, some of which might not have
been accounted for due to the unfamiliar context faced by
both participants and researchers. Tese fndings highlight
the need for a broader approach in future studies to better
capture the complexity of such situations. Secondly, the
healthcare sector remains predominantly female, a trend
refected in the composition of our sample. Tis gender
distribution limits the generalisability of the fndings to male
professionals. Additionally, a key limitation of this study is
that the sample was drawn from a single tertiary hospital in
Spain, specifcally from the neurosurgery, pneumology, and
emergency care departments, which played a crucial role in
addressing the COVID-19 pandemic. As a result, the
fndings may limit the generalisability of the results to
broader healthcare populations, both within Spain and in-
ternationally. Moreover, while correlations and regression
models provided valuable insights, they accounted for only
a small proportion of the variance. Tis suggests that other
factors, such as personal experiences during the pandemic,
family circumstances and clinical work settings, may also
play a signifcant role. Acknowledging these limitations is
crucial for understanding the scope of our research. Future
studies should adopt sampling strategies that enhance
representativeness (e.g., stratifed sampling) and explore
additional factors that could ofer a more comprehensive
understanding of the variables studied, particularly in
complex contexts such as a pandemic, thereby improving the
generalisability of the fndings.

6. Clinical Implications

Te fndings of this study have the potential to result in
practical applications that enhance the well-being of health
professionals, especially if it is recognised that exceptional
circumstances, such as a pandemic, infuence the emotional
responses of health workers. Firstly, professionals must
strengthen skills such as EI and resilience, as these tools will
help them manage both positive and negative emotions,
particularly fear of death in crises such as pandemics. Te
high resilience scores observed in the sample may have had
a modulating or protective efect on the perception of fear of
death. Furthermore, the promotion of bioethics education
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can empower professionals to make efective end-of-life
decisions. Secondly, it is imperative that healthcare man-
agement recognises the importance of supporting its staf
not only technically or scientifcally but also emotionally.
Tis support must be embedded in policies that recognise
that caring for professionals is equivalent to caring for
patients. Tis approach is indicative of an investment not
only in the quality of clinical care but also in prevention and
the overall sustainability of the health system.

7. Conclusion

Te fndings of this study suggest that, during the chal-
lenging period of the pandemic, health professionals
exhibited a high degree of resilience, as evidenced by their
responses. Tis elevated resilience may have contributed to
the observation that, despite an increase in the perception of
fear of death, its levels remained in the moderate-to-high
range. Additionally, the results highlight the infuence of
emotional awareness, training and education in bioethics on
this fear. Tey also indicate that greater attention to emo-
tions is associated with an increase in the perception of fear
of death, while knowledge in bioethics correlates with lower
values of perception of this fear.

Tis, in conjunction with the frequency of death and
dying within the healthcare system, underscores the ne-
cessity for professionals to be adequately trained to manage
these crises and end-of-life decision-making ethically and
safely.

Te global health crisis of the COVID-19 pandemic has
emphasised the importance of equipping health pro-
fessionals with technical knowledge and training in bioethics
and emotional skills, such as EI and resilience. Tis will
ensure that they are better able to cope with adversity,
maintain their mental health and ensure the quality and
humanity of their clinical care.
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[19] N. Jiménez-Picón, M. Romero-Mart́ın, J. A. Ponce-Blandón,
L. Ramirez-Baena, J. C. Palomo-Lara, and J. Gómez-Salgado,
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Psiquiatríı y Salud Mental 16 (2023): 11–24, https://doi.org/
10.1016/j.rpsm.2022.11.003.

[37] C. G. Castagnola Sánchez, J. C. Cotrina-Aliaga, and
D. Aguinaga-Villegas, “La Resiliencia Como Factor Funda-
mental en Tiempos de Covid-19,” Propósitos y Representa-
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[39] A. C. Armangué and J. L. Crespo, “Resiliencia de Profesio-
nales Sanitarios En La Emergencia COVID-19: Ejes de
Intervención,” Index de Enfermeŕıa 30 (2021): e13171.
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