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ABSTRACT

Anaesthesiologists actively involved with COVID-19 are at increased risk for post-traumatic stress syndrome (PTSS). We as-
sessed the PTSD and possible determinants of anaesthesiologists in COVID-19 referral hospitals in the post-COVID-19 era with 
the validated PTSD Checklist for DSM-5 (PCL-5) and the Eysenck Personality Questionnaire (EPQ). A multicenter cross-section-
al survey was conducted among anaesthesiologists working in the 7 COVID-19 referral university/tertiary hospitals during 
November 2022 (post-COVID-19 era) in Greece. PCL-5 is a 20-item, 5-point Likert scale self-report measure, scored in two 
different ways to ensure a provisional diagnosis of PTSS. Eysenck Personality Questionnaire (EPQ) explores 3 main dimensions 
of personality, whereas the Lie (L) scale serves as a measure of “dishonesty”. Multivariate logistic regression analysis was per-
formed to identify predicting factors of PTSS using the stepwise forward method. One hundred doctors (response rate 85%) 
from 7 hospitals (72% females, median age 46 [33–51.5] years) participated. The overall Cronbach’s alpha for PCL-5 was 0.946. 
According to each scoring, 18% and 23% of responders were diagnosed with PTSS, respectively, while 7% were classified 
as suffering from probable PTSD. Interestingly, children (OR=0.17, p=0.048) and the satisfaction with job position (OR=0.211, 
p=0.024) exhibited a protective effect against PTSS. On the other hand, family obligations were identified as an aggravating 
factor (OR=4.274, p=0.026). Concerning personality traits, only neuroticism was identified as a statistically significant inde-
pendent factor predicting PTSS (OR=1.524, p=0.001). Finally, job ranking was also a statistically significant independent factor 
predicting PTSS, with a 3 times risk augmentation for each level in the job hierarchy (from Residents towards Academics) 
(OR=3.034, p=0.022). In the post-COVID-19 era, up to 23% of Greek anaesthesiologists working in referral hospitals suffered 
from PTSS. Children and job satisfaction exhibited a protective role in contrast to higher ranks of the job hierarchy.

KEYWORDS: Post-traumatic stress disorder syndrome, COVID-19, pandemics, patient safety, quality.
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Introduction

The COVID-19 outbreak originated in China 
(December 2019) and was soon declared an interna-
tional public health emergency by the World Health 
Organization (WHO).1,2 The first case in Greece was reg-
istered in February 2020, when Greek anaesthesiolo-
gists were under high stress and considerable pressure 
due to critical staff shortages and strenuous working 
hours.3

Anaesthesiology is a specialty with high stress due 
to various factors such as an increased risk of burnout, 
irregular working hours, and high occupational stress.2 
According to current literature, the mental health of an-
aesthesiologists is often poor compared to other phy-
sicians.3 In addition, anaesthesiologists all around the 
world have been exposed to severe biological and psy-
chological risks during the pandemic and have faced 
unprecedented physical and psychological challeng-
es.2,4,5 According to the current literature, it seems that 
the COVID-19 epidemic should be considered as a psy-
chological (emotional) trauma that has led to a long-
term psychological epidemic, characterized mainly by 
post-traumatic stress syndrome (PTSS), among health-
care professionals working in operating theaters and 
frontline, including anaesthesiologists.6

PTSS is a mental health problem that some people 
develop after experiencing or witnessing a life-threat-
ening event. It has been defined as “an anxiety and 
memory disorder characterized by the person’s in-
ability to “integrate” the traumatic event into con-
sciousness”.7,8 It manifests with dramatic symptoms 
of hyperarousal, intrusive memorial recollections, 
nightmares, and somatosensory flashbacks.8 Overall, 
the symptoms are summarized in a four-dimensional 
structure: (i) intrusion/re-experiencing (criterion B), 
(ii) avoidance (criterion C), (iii) negative alterations 
in cognition and mood (criterion D), and (iv) altera-
tions in arousal and reactivity (criterion E).7 PTSS can 
cause significant distress and problems in coping 
with everyday function and can last for more than 
one month and up to several years. It may also be as-
sociated with anxiety, depression, or substance use 
disorder.6 Several studies have shown that healthcare 
workers suffered from high levels of anxiety, includ-
ing PTSS, after previous pandemics, such as severe 
acute respiratory syndrome (SARS) and Middle East 
respiratory syndrome (MERS), as well as during the 
COVID-19 pandemic.9 During the COVID-19 pandemic, 
PTSS among healthcare workers ranged from 4.4% to 
49.38%. Frontline health workers, female gender, long 
working hours, and low social support were identified 
as risk factors for PTSS.9

Currently, data on the prevalence of PTSS and pos-
sible predictors or contributors among anaesthesiol-
ogists in Greece are lacking. Hence, we ought to: (1) 
Assess the PTSS levels of anaesthesiologists working in 
COVID-19, university/tertiary referral hospitals, one year 
after the fourth and most severe peak of the pandemic 
in Greece, (2) Identify possible sociodemographic- and 
personality-related determinants of PTSS.

Materials and Μethod
Participants and procedures

Reporting conforms to the STROBE (Strengthening The 
Reporting of Observational Studies in Epidemiology) 
statement for observational, cross-sectional studies.10 
This was a voluntary, purely observational, and non-in-
terventional study with anonymized data.

A cross-sectional study was conducted one year 
after the 4th peak of the COVID-19 pandemic, the 
most severe peak, in Greece (November 2022). 
Anaesthesiologists working in COVID-19 referral, uni-
versity/tertiary hospitals deemed eligible to partici-
pate. An anonymous self-reported questionnaire was 
distributed by pre-specified colleagues in each hospi-
tal, after the consent of the heads of the departments. 
In addition, the invitation letter included a note on the 
first page of our questionnaire, stating that by con-
tinuing to browse and complete the questionnaire, 
participants were giving their consent to take part in 
this survey. Colleagues who were not involved in the 
care of COVID-19 patients (e.g., residents during their 
first month of training) for certain reasons and those 
who refused to participate were excluded from partic-
ipation. All colleagues were informed that their par-
ticipation was voluntary and anonymous and that all 
information provided would be treated confidentially. 
Permission to conduct the study was also obtained 
from each hospital director.

Measures

The survey consisted of 4 parts. The first part consist-
ed of 9 questions regarding basic sociodemographic, 
medical, and occupational information, including gen-
der, age, marital status, number of children, smoking 
and alcohol use, cardiovascular, malignant, or autoim-
mune comorbidities, and current working rank (resi-
dent, locum consultant, junior consultant, senior con-
sultant, director consultant, coordinating director, and 
academic consultant).

The second part consisted of questions about satis-
faction and how family interferes with job demands 
and vice versa.
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gorical variables. The integral reliability for all question-
naires was examined by Cronbach’s alpha calculation. 
Spearman’s rank correlation coefficients were estimated 
to examine relationships between continuous varia-
bles. The Bonferroni correction was applied for multiple 
comparisons.

Finally, a multivariate logistic regression analysis was 
conducted to identify predictive factors of PTSS. The 
multivariate logistic regression model was created us-
ing the forward stepwise method. The assumptions for 
the application of multivariate logistic regression were 
met. In particular, model validation was performed by 
applying the Hosmer-Lemeshow test (goodness of fit, 
p>0.05). In addition, after applying Spearman’s correla-
tion test between the independent variables, no corre-
lation exceeded 0.5, thus no multicollinearity was rec-
ognized. All tests were two-tailed and statistical signif-
icance was set at 5% (p<0.05). Data were analyzed us-
ing Stata™(Version 10.1 MP, Stata Corporation, College 
Station, TX 77845, USA).

Results
A total of 100 anaesthesiologists working in the 7 

COVID-19 referral, university/tertiary hospitals partic-
ipated in the study (response rate 85%). The majority 
were female (72%), and the median age of all partici-
pants was 46 years, with an IQR of 33 to 51.5 years. The 
detailed characteristics of the participants are shown 
in table 1. The groups were similar in terms of demo-
graphics and medical history, except for age and marital 
status/children, which differed between groups as ex-
pected (table 2).

The satisfaction levels according to job ranking 
showed no statistically significant differences (table 3). 
However, differences were found when comparisons 
were made by gender (table 4). In particular, when 
participants were asked, “Do the demands of your job 
negatively affect the time and energy you devote to 
your family?” women gave higher percentages on the 
5-item Likert scale (worse response) compared to men 
(p=0.016, table 4).

For the PCL-5, the overall Cronbach’s alpha was 0.946, 
and the integral reliability was considered good and was 
>0.8. The PTSS diagnosis was based on two different in-
terpretations of the PCL-5 as described in the methods. 
After the two evaluations, 18% and 23% of respondents 
were diagnosed with PTSS, respectively, while 7% were 
classified as probably suffering from PTSS. 

Table 5 summarizes the results of the multivariate 
logistic regression analysis. PTSS was converted to a 
binary variable and served as the dependent variable, 
while gender, age, job ranking, marital status, children, 

The third part was the Post-Traumatic Stress Disorder 
Checklist for DSM-5 (PCL-5) validated for the Greek pop-
ulation.7 The PCL-5 is a 20-item self-reported psycho-
metric instrument, scored on a 5-point Likert scale that 
measures and assesses PTSS symptoms.6 Responses are 
categorized as 0 (not at all), 1 (a little), 2 (moderately), 
3 (quite), and 4 (extremely), concerning traumatic life 
experiences.7 The scale consists of the following factors: 
Intrusion/re-experiencing, avoidance, negative changes 
in cognition and mood, and arousal and reactivity. The 
PCL-5 can be scored and determine a PTSS diagnosis in 
different ways. Firstly, by summing all 20 items (range 
0–80), implementing a total symptom severity score 
(range 0–80), and using a cut-point score of 31–33. 
Moreover, by treating each item rated as 2 (=”moder-
ately”) or higher as a symptom endorsed, then follow-
ing the DSM-5 diagnostic rule, which requires at least 
a score of one or more in the categories of criteria B 
(items 1–5) and C (items 6–7) and two or more in cate-
gories D (items 8-14) and E (items 15–20). Of note, if the 
score for each item is 2 or more (range 0 to 4) a provi-
sional PTSS diagnosis can be made.7

For the fourth part of the study, the Eysenck 
Personality Questionnaire (EPQ) validated for the Greek 
population was used.11,12 The EPQ explores three main 
aspects of personality: neuroticism, psychoticism, and 
extraversion. It consists of 84 statements to be an-
swered with “yes” or “no”. Each participant is assigned a 
different score for each personality, as there are no cut-
off points.11–13

Following the study by Che et al2 that examined the 
extent of PTSD and burnout in Chinese anaesthesiolo-
gists, we further categorized participants based on their 
working rank into the following 4 groups for our anal-
ysis: residents, junior consultants (specialists with less 
than 8 years of clinical experience), senior consultants 
(specialists with more than 8 years of clinical experi-
ence), and academic staff. Nevertheless, all coordinat-
ing directors are academic staff in our study sample.

Statistical analysis

The Shapiro-Wilk test was performed to test the nor-
mal distribution of the continuous variables. Results for 
all quantitative variables are presented as mean and 
standard deviation (SD) or median and interquartile 
range [IQR], according to the normal distribution. All 
qualitative variables are reported as absolute and/or 
relative frequencies. For comparison of continuous var-
iables with two or more degrees of freedom T-test and 
one factor ANOVA, or their nonparametric equivalents, 
Mann-Whitney U and Kruskal-Wallis tests, were used. 
Fisher’s exact test was used for the comparison of cate-
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habits (smoking, alcohol consumption), medical histo-
ry (history of cardiac disease, cancer, autoimmune dis-
ease), satisfaction level (as depicted in tables 3 and 4) 
and all four dimensions of the EPQ served as independ-
ent variables in the forward stepwise procedure. The 
5-point Likert scales on satisfaction level and “job rank-
ing”, were treated as continuous variables in the model 
construction. Concerning the dimensions of the EPQ, 
only neuroticism was identified as a statistically signif-
icant independent factor predicting PTSS (OR=1.524, 
p=0.001). Interestingly, children exhibited a protective 
effect against PTSS (OR=0.17, p=0.048), as did “satisfac-
tion with job position”. For the latter, there was a risk 
reduction of almost 80% for each level on the Likert 
scale in the direction of “best answer/very satisfied”. On 
the other hand, the statement “Family obligations are 
negatively affecting the time and energy you devote 
to your work” was identified as an aggravating factor, 
with a more than 4-fold increase in risk for each level of 

Table 1. Cohort description.

Age (ys) 46 [32–51.5]

Marital status

Single 36 (36%)

Married/Cohabitation 57 (57%)

Divorced 6 (6%)

Widowed

Children (yes/no) 28 (28%)/72 (72%)

Number of children 1 [0–1]

Smoking (yes/no) 35 (35%)/65 (65%)

Alcohol 

None/rarely 53 (53%)

Once or twice weekly 34 (34%)

Three to four times weekly 9 (9%)

More than four times weekly 4 (4%)

History of cardiac disease or cancer (yes/no) 7 (7%)/93 (93%)

History of cancer (yes/no) 5 (5%)/95 (95%)

History of autoimmune disease (yes/no) 9 (9%)/91 (91%)

Job characteristics - Rank 

Resident 27 (27%)

Locum consultant 2 (2%)

Consultant B 17 (17%)

Consultant A 16 (16%)

Director consultant 26 (26%)

Coordinating Director* 4 (4%)

Academic consultant 7 (7%)

Results are presented as median [IQR] and as absolute and rel-
ative frequencies accordingly.
* All coordinating directors are academics (as all participating 
hospitals are University Hospitals).
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the 5-point Likert scale towards the “worst answer/very” 
(OR=4.274, p=0.026). Finally, job ranking was also iden-
tified as a statistically significant independent factor 
predicting PTSS, with a 3-fold increase in risk for each 
level in the job hierarchy (from residents to academics) 
(OR=3.034, p=0.022).

Discussion
To our knowledge, this is the first study to examine the 

PTSS level of Greek anaesthesiologists in the post-pan-
demic period. According to our results, 18–23% of Greek 

Table 4. Satisfaction levels by sex.

Males
(n=28)

Females
(n=72)

p value

Are you satisfied with your job?

Not at all 2 (7.14%) –

0.069

Partly satisfied – –

Satisfied 6 (21.43%) 8 (11.11%)

More than satisfied 8 (28.57%) 23 (31.94%)

Very satisfied 12 (42.86%) 41 (56.94%)

Are you satisfied with your position?

Not at all 3 (10.71%) 2 (2.78%)

0.456

Partly satisfied 1 (3.57%) 3 (4.17%)

Satisfied 3 (10.71%) 12 (16.67%)

More than satisfied 10 (35.71%) 32 (44.44%)

Very satisfied 11 (39.29%) 23 (31.94%)

You feel that the demands of your job are negatively affecting the time and energy you devote to yourself.

Not at all 5 (18.52%) 3 (4.17%)

0.055

Partly 3 (11.11%) 3 (4.17%)

Neither affects nor does not affect 5 (18.52%) 16 (22.22%)

Somewhat 9 (33.33%) 22 (30.56%)

Very 5 (18.52%) 28 (38.89%)

You feel that the demands of your job are negatively affecting the time and energy you devote to your family.

Not at all 3 (10.71%) 5 (6.94%)

0.016

Partly 8 (28.57%) 9 (12.5%)

Neither affects nor does not affect 4 (14.29%) 17 (23.61%)

Somewhat 10 (35.71%) 14 (19.44%)

Very 3 (10.71%) 27 (37.5%)

You feel that your family obligations are negatively affecting the time and energy you devote to work.

Not at all 17 (60.71%) 33 (45.83%)

0.252

Partly 8 (28.57%) 16 (22.22%)

Neither affects nor does not affect 1 (3.57%) 13 (18.06%)

Somewhat 1 (3.57%) 7 (9.72%)

Very 1 (3.57%) 3 (4.17%)

Family loss (yes/no) 17 (60.71%)/11 (39.29%) 38 (53.52%)/33 (46.48%) 0.654

Results are presented as absolute and relative frequencies.

anaesthesiologists suffer from PTSS one year after the 
most severe COVID-19 wave in Greece, while 7% of them 
suffer from probable PTSS. PTSS scores did not differ be-
tween male and female anaesthesiologists, however, 
most women reported that “the demands of their job 
negatively impact the time and energy they devote to 
their family”. Interestingly, children and “job satisfaction” 
were identified as protective factors against PTSS, while 
working rank (from residents to academics) and neurot-
icism were identified as independent risk factors for the 
occurrence of PTSS.
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Table 5. Multivariate logistic regression model of factors predicting PTSD.

Independent variables OR SE p value 95% CI

Children (yes vs no) 0.171 0.152 0.048 0.029–0.981

History of autoimmune disease (yes vs no) 0.061 0.096 0.076 0.0028–1.335

Are you satisfied with your job position? 0.211 0.146 0.024 0.055–0.819

You feel that your family obligations are negatively affecting 
the time and energy you devote to your work.

4.274 2.785 0.026 1.192–15.33

Job ranking 3.034 1.475 0.022 1.169–7.868

Neuroticism 1.524 0.198 0.001 1.181–1.968

PTSD: Post Traumatic Stress Disorder (diagnosis based on the 2nd interpretation of the PCL-5, see text

Guo et al4 investigated the extent of PTSD in the 
post-COVID era among Chinese anaesthesiologists and 
came to very similar results as we did (PTSD 19.9%). 
According to this study, longer working hours, chronic 
comorbidities, and COVID-19 exposure were risk fac-
tors for PTSD development, while vaccination, older 
age, and married status were protective factors.4 In our 
study, children and job satisfaction were the most im-
portant protective factors against PTSD, while neuroti-
cism was found to be an independent risk factor for the 
occurrence of PTSD. Several in-hospital and out-of-hos-
pital studies have found that neuroticism may be a pre-
cipitating factor for PTSD.14

According to 14 selected studies, rates of PTSS during 
the pandemic, among healthcare workers dealing with 
COVID-19, ranged from 2.1% to 73.4%.15–28 However, 
a pooled analysis of nine studies found that moderate 
rates of PTSD were found in 21.5% (95% CI, 10.5–34.9%) 
of healthcare workers during the pandemic.29 Piacentinti 
et al30 found that the rate of PTSD among anaesthesi-
ologists was 22.35% within two months of the declara-
tion of the pandemic in Italy. Thus, it appears that the 
prevalence of PTSD among anaesthesiologists in the 
post-COVID-19 era was almost as high as during the 
COVID pandemic and that anaesthesiologists were still 
under increasing pressure of psychological symptoms in 
the post-COVID era. 

PTSD can cause significant distress and problems 
functioning in daily life and can last for more than a 
month to many years.6 It can often coexist with sever-
al other psychological disorders, such as anxiety, de-
pression, or substance abuse disorder.6 Experts point 
out that the experience of a global pandemic such as 
COVID-19 has the potential to be considered a mass 
traumatic event leading to an unprecedented global 
psychological impact, including PTSD, burnout syn-
drome, severe depression, and anxiety.6 However, not 
all individuals will experience PTSD in the same way; 

this will vary across hospitals depending on the degree 
of exposure.6 Furthermore, different individuals have 
different psychological baselines and a distinct preven-
tive function based on the mental health tools devel-
oped.6 Social and peer support are recognized to be im-
portant protective factors against the development of 
trauma.6 Routine support processes, such as adequate 
preparation for the expected psychological impact and 
other forms of psychoeducational seminars, are of para-
mount importance.6

On the other hand, it should be emphasized that 
PTSD has a clear and identifiable onset and a well-de-
fined symptom profile, which makes it amenable to 
early diagnosis and intervention.31 Cognitive behavioral 
therapy is a well-described therapeutic option for PTSD. 
Other therapeutic options that have also been shown 
to be successful for PTSD include mindfulness, grati-
tude practices, imagination and trauma work, eclectic 
therapy, and reading.5 Hospitals should provide onsite 
psychological support to healthcare workers in a com-
fortable environment and offer trauma-informed care 
to try to prevent and/or treat PTSD.

Our study has certain limitations. To begin with, the 
lack of data on the pre-pandemic PTSS levels in our 
sample is an important limitation. However, the role 
of the pandemic in the exacerbating challenges in-
side and outside of the hospital, in addition to the 
prolonged shortage of critical workers, should not be 
overlooked. Although we used validated question-
naires for the Greek population, these were self-report-
ed instruments. A more thorough psychological assess-
ment therefore seems essential. However, to the best 
of our knowledge, this is the first study that attempts 
to investigate the PTSS among anaesthesiologists in 
the post-pandemic period in Greece, and therefore it 
should be considered as one of the first steps in the de-
velopment of a strategy to mitigate PTSS in anaesthe-
siology.



300  M.P. Ntalouka  et al

In summary, our study found that the Greek anaes-
thesiologists’ PTSS levels in the post-COVID-19 era 
were within the highest reported levels and were not 
significantly different from those reported during the 

pandemic. With the advent of the post-pandemic era, 
the prevention of PTSS and the creation of a culture of 
well-being in the workplace seem to be imperative to 
reverse this trend in the specialty of anaesthesiology.
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ΠΕΡΙΛΗΨΗ

Οι αναισθησιολόγοι που συμμετείχαν ενεργά στη φροντίδα των ασθενών με COVID-19 παρουσιάζουν αυξημένο κίνδυνο για 
σύνδρομο μετατραυματικού άγχους (PTSS). Στην παρούσα μελέτη αξιολογήθηκαν το σύνδρομο μετατραυματικού άγχους και οι 
πιθανοί προδιαθεσικοί παράγοντες των αναισθησιολόγων των Πανεπιστημιακών/Τριτοβάθμιων νοσοκομείων αναφοράς για τον 
COVID-19 στην Ελλάδα, στην εποχή μετά την πανδημία με τα σταθμισμένα ερωτηματολόγια PTSD Checklist for DSM-5 (PCL-5) και 
Eysenck Personality Questionnaire (EPQ). Πρόκειται για μία πολυπαραγοντική, συγχρονική μελέτη στην οποία συμπεριλήφθηκαν 
οι αναισθησιολόγοι που συμμετείχαν στη φροντίδα των ασθενών με λοίμωξη COVID-19 στα 7 νοσοκομεία αναφοράς της Ελλάδας 
το Νοέμβριο του 2022 (εποχή μετά την πανδημία). Το PCL-5 είναι ένα εργαλείο αυτοαξιολόγησης, 20 ερωτήσεων και 5-βαθμών 
στην κλίμακα Likert, η βαθμολογία του οποίου γίνεται με δύο διαφορετικούς τρόπους με σκοπό να διασφαλίσει τη διάγνωση του 
PTSD. Το ερωτηματολόγιο EPQ αξιολογεί τις τρεις βασικές διαστάσεις της προσωπικότητας, ενώ η κλίμακα ψεύδους (Lie scale) 
χρησιμεύει για την μέτρηση της απάτης. Για την αναγνώριση προδιαθεσικών παραγόντων ανάπτυξης PTSS εφαρμόστηκε μο-
ντέλο πολυπαραγοντικής λογιστικής παλινδρόμησης με τη μέθοδο stepwise forward. Συνολικά 100 ιατροί (ποσοστό απόκρισης 
85%) από 7 νοσοκομεία (72% γυναίκες, μέση ηλικία 46 [33-51,1] έτη) συμμετείχαν. Ο συντελεστής Cronbach’s alpha για το PCL-5 
υπολογίστηκε στο 0,946. Σύμφωνα με τους δύο προτεινόμενους τρόπους βαθμολόγησης του PCL-5 18% και 23% των συμμετεχό-
ντων διαγνώστηκαν με PTSS, αντίστοιχα, ενώ 7% διαγνώστηκαν με πιθανό PTSD. Ενδιαφέρον αποτελεί το γεγονός ότι τα παιδιά 
(OR=0,17, p=0,048) και η ικανοποίηση με τη θέση εργασίας (OR=0,211, p=0,024) φαίνεται να λειτουργούν προστατευτικά έναντι 
του PTSS. Αντίθετα, οι οικογενειακές υποχρεώσεις αναγνωρίστηκαν σαν επιβαρυντικός παράγοντας (OR=4,274, p=0,026). Όσον 
αφορά τα χαρακτηριστικά της προσωπικότητας μόνο ο νευρωτισμός αναγνωρίστηκε σαν στατιστικά σημαντικός ανεξάρτητος 
παράγοντας για PTSS (OR=1,524, p=0,001). Τέλος, η εργασιακή κατάταξη αναγνωρίστηκε επίσης σαν ανεξάρτητος προγνωστι-
κός παράγοντας για PTSS, με τριπλάσιο κίνδυνο για κάθε επίπεδο της εργασιακής ιεραρχίας (ειδικευόμενοι προς ακαδημαϊκοί) 
(OR=3,034, p=0,022). Στην εποχή μετά την πανδημία COVID-19 έως και 23% των Ελλήνων αναισθησιολόγων που εργάζονται στα 
νοσοκομεία αναφοράς εμφάνισαν PTSS. Τα παιδιά και η ικανοποίηση με τη θέση εργασίας φαίνεται να λειτουργούν προστατευτι-
κά, σε αντίθεση με τους ανώτερους βαθμούς στην εργασιακή ιεραρχία. 
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