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Background. Efficient functioning at work depends on social/emotional competence, understood as a set of complex skills
that determine the effectiveness of behaviors in various professional and social situations.

Objectives. The aim of this study was to determine the social competence of physicians, nurses, and paramedics with regard to so-
ciodemographic contributors and social training.

Material and methods. The study involved 303 medical workers, including 90 physicians (29.7%), 112 nurses (36.96%), and 101 para-
medics (33.3%). The Social Competence Questionnaire (SCQ) and a questionnaire developed by the researchers were completed. The
diagnostic questions included three types of situations: intimate situations (1), situations involving social exposure (SE), and situations
demanding assertiveness (A).

Results. The majority of healthcare workers had average general social competence, over one-fifth had high competence, and one-
-sixth had low competence. Low competence in social exposure situations (SE) was observed in nearly one-fourth of the participants.
One in six respondents had low competence in situations demanding close interpersonal contact (l) and assertiveness (A). Medical
workers aged 45 years and up had lower general competence as well as lower | and SE competence. Social training associated with
scientific and social activity develops SE competence in physicians and A competence in paramedics.

Conclusions. The low and average scores for social competence achieved by physicians, nurses, and paramedics demonstrate the need
for more social training, especially involving professionals in scientific activity and the education of medical staff and various social
groups.
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In many studies, the term “social competence” describes
communicative abilities, relational competence, and social and
adaptive skills. These are particularly important in the case of
emotional labor, such as healthcare services, which are provid-

Background

The measurement and validation of professional and social
competences of medical workers may help provide patients

with safe, factual, high-quality care. Validating these compe-
tences can contribute to better clinical results for patients and
can reduce the costs of providing healthcare [1-10]. According
to White, social competence denotes the ability of a person to
interact effectively with others; it is acquired not only through
the process of maturation, but also through the process of
learning [11]. Argyle perceives social competence — also called
social efficiency — as the ability to exert the desired influence on
other people in social situations, or as an individual’s capability
of defining his or her professional and personal goals [12]. Other
authors propose similar definitions, indicating that competence
is a set of abilities that allow individuals to cope successfully
with various situations. These abilities manifest as specific be-
haviors in social situations [5, 6, 13—15].

ed under the specific situations of patients and medical work-
ers [16—18]. One indicator of competence is the effectiveness
of people’s functioning in real social situations, which relates
to their efficiency in achieving their goals, their ability to build
interpersonal bonds, the lack of excessive psychological and
psychophysiological costs associated with social relationships,
and adherence to behaviors and social standards [19, 20]. Re-
gardless of differences in the approach to social competence,
researchers regard it as an aptitude that determines how ef-
fectively a person functions socially and professionally [12, 18,
21]. Individual differences in the level of social competence are
associated with the effectiveness, intensity, and type of social
activity [11, 14, 15, 22, 23].
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A person is subject to social training during contact with
other people in everyday social situations, such as social and
professional activities, carrying out organizational functions,
and caring for others [24]. Such training, based on social inter-
actions, is a source of valuable experience. The effectiveness
and degree of social training are determined by the influence of
one’s social and professional environment [14, 19, 20].

The effectiveness of this training depends in turn on intellec-
tual disposition, which determines whether socially competent
behavior can be cultivated or not. This intellectual disposition is
understood here to include emotional and social intelligence, as
well as verbal aptitude. The effectiveness of social training, on
the other hand, is influenced by a person’s temperament and
personality — as well as by environmental and educational fac-
tors — which motivate the person to become involved in social
situations [13, 17-19, 23, 25]. In emphasizing the significance
of the social, communicative, and interpersonal competences
of physicians, nurses, and paramedics, researchers indicate that
high levels of these competences are important predictors of
patient satisfaction with healthcare services and the quality of
medical care, as well as of patients’ adherence to their treat-
ment [2, 5-9, 24, 26-28]. They also suggest that medical work-
ers and medical school students need to develop specific com-
petences which are required in various professional and social
situations [2, 26, 29].

Hsu et al. indicated the need to develop specific competenc-
es in first-line healthcare workers (physicians, nurses, and para-
medics) that are required in catastrophes and natural disasters.
Such competences include the abilities to efficiently and criti-
cally communicate and to use professional knowledge and skills
in performing their professional roles during critical situations
[26]. Meretoja et al., on the other hand, underline the need to
develop normal nursing competences in nursing students in or-
der to maintain high-quality services in the future [2, 29].

Moreover, better social competence among physicians,
nurses, and paramedics seems to be a factor that protects them
against the symptoms of occupational burnout — it is negatively
associated with dimensions such as emotional exhaustion, emo-
tional detachment, and dehumanization, and positively associ-
ated with personal accomplishment [30-32]. Social competence
appears to be a good predictor of the professional functioning
of specialist healthcare workers — for example, in hospices and
in positions which require decisions be made, professional and
safety standards be maintained, and the outcomes of various
actions be predicted [30, 33].

It was assumed for the sake of this study that social compe-
tence is a set of abilities that determine one’s ability to cope in
social situations. These abilities are acquired in the process of
social training and include, in particular, competence required
in intimate situations, involving close interpersonal contact (l);
competence needed in situations of social exposure (SE); and
competence in situations demanding assertiveness (A) [14, 18,
20, 23].

The purpose of this study was to determine the level of so-
cial competence in three groups of healthcare workers: physi-
cians, nurses, and paramedics. The aim was also to identify the
sociodemographic indicators and factors that play a role in the
process of social training (length of time working in the profes-
sion, workplace, membership of scientific societies and social
organizations, and participation in the education of students
and workers) that shape social competence.

We sought answers to the following questions: What level
of social competence do physicians, nurses, and paramedics
have? Which of the selected variables affect this level? What is
the relationship between social training and the level of social
competence among physicians, nurses, and paramedics?

The literature contains a few studies of social competence
and social training that refer to these three professional groups
together [5, 7, 26]. Reports concerning the competences of only
one professional group are more common: physicians [3, 4, 6,

8,9, 24, 32], nurses [1, 2, 13, 27, 29-31, 34], or — more rarely
— paramedics [10, 22, 33, 35, 36].

The following hypotheses were proposed:

1. There is a relationship between the levels of general
social competence and A, SE, and | competence and
variables such as age, gender, education, and current
profession. Specifically, male gender, older age, higher
education, and being a physician contribute to a higher
level of general competence.

2. Social competence is shaped in the process of social
training. Higher levels of competence are observed
among healthcare workers with more experience in
the profession and more seniority in their previous job
working in a hospital or emergency ambulance service,
and among those who are members of scientific societ-
ies or social organizations and are involved in educat-
ing students and other social groups.

Material and methods

Study design
This was a cross-sectional retrospective study.

Setting and variables

The study was conducted in Poland in 2015-2016 with the
consent of the Bioethical Commission of the Pomeranian Medi-
cal University in Szczecin, Poland (KB-0012/92/12/2014). The
purposive sampling method was used.

Participants

Those invited to take part in the study were physicians
and nurses from the internal medicine, surgical, and pediatric
wards in Szczecin, paramedics providing emergency services in
Szczecin, and primary care physicians in Szczecin and Wroclaw.
The research was carried out personally by members of the re-
search team. Participation in the study was voluntary. All em-
ployees of the selected health care centers had an equal op-
portunity to take part in the study. A total of 360 questionnaires
were distributed, of which 303 were properly filled out and re-
turned; 57 subjects — 30 physicians, 8 nurses, and 19 paramed-
ics — chose not to participate in the study. The study involved
303 medical workers from two medical centers (Szczecin and
Wroclaw), including 90 physicians (29.7%), 112 nurses (36.96%),
and 101 paramedics (33.3%). One hundred respondents (30.3%)
had secondary education, including 51 nurses (45.5%) and 49
paramedics (48.5%). The median age was 38 years (range:
20-66). Detailed sociodemographic data are presented in Table
1, together with information on their membership in scientific
societies and organizations and involvement in the education
of students and healthcare workers. Of all the participants, 94
(31%) were engaged in scientific work, the majority of them be-
ing physicians — 38 (40.43%); 114 (37.62%) respondents — 45
physicians (39.47%), 42 nurses (36.84%), and 27 paramedics
(23.68%) — indicated that they were involved in the education
of students and workers.

Data sources

Levels of social competence were measured using the Social
Competence Questionnaire (SCQ) developed by Matczak [14].
This is a self-reported instrument consisting of 90 items, includ-
ing 60 diagnostic items (concerning social competence) and
30 non-diagnostic items (concerning other abilities). The total
score for the diagnostic items is a general indicator of social
competence. Individuals assess their effectiveness in perform-
ing tasks (“How well would you manage if ...?”) using a four-
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Table 1. Sociodemographic data

Variable Physicians Paramedics *H[**y2
n % n p
Total 303 100.0 90 29.7 112 37.0 101 333
Gender female 192 63.4 60 31.3 106 55.2 26 135 *%109.21
male 111 36.6 30 27.0 6 5.4 75 67.6 <0.001
Place of residence | rural area 31 10.2 6 194 29.0 16 51.6 **51.57
(population) town: < 5,000 8 26 1 12,5 375 |4 500 |<0.001
town: 5,000-10,000 14 4.6 7.1 5 35.7 57.1
city: 10,000-50,000 49 16.2 6 12.2 17 34.7 26 53.1
city: 50,000-100,000 32 10.6 14 43.8 8 25.0 10 31.3
city: > 100,000 169 55.8 62 36.7 70 41.4 37 21.9
Workplace primary care center 30 9.9 25 83.3 5 16.7 0 0.0 **71.64
hospital 165 54.5 46 27.9 95 57.6 24 14.5 <0.001
emergency department | 79 26.1 8 10.1 2 2.5 69 87.3
other healthcare centers | 29 9.6 11 37.9 10 34.5 8 27.6
Social and scientific | yes 94 31.0 38 40.4 25 26.6 31 33.0 **9.24
activity no 209 |69.0 |52 249 |87 416 |70 335 [0.01
Teaching activity: yes 114 37.6 45 39.5 42 36.8 27 23.7 **10.98
educating students, | o 189  [624 |45 238 |70 370 |74 392 [0.004
preparing and con-
ducting courses
Variable Total Physicians Nurses Paramedics *H or
**X;p
Age median 38 315 44 28 *58.24
min. 20 24 22 20 <0.001
max. 66 66 61 56
Q, 27 28 39 24
Q, 47 47 50 37
Time in the profes- | median 13 4 22 7.5 *64.92
sion (years) min. 05 1 05 <0.001
max. 42 40 42 37
Q 3 2 17.25 2
Q, 25 20 29 15
Time in previous median 7 3 12 4 *36.36
job (years) min. 1 1 1 <0.001
max. 42 34 42 37
Q, 2 1 6 1
Q, 15 7 20 12

* H— Kruskal-Wallis test value; **y? — Pearson’s test for independence; p

point scale: “very well,” “quite well,” “rather poorly,” or “very
badly”. The total score is the sum of the scores for the diagnostic
items. The diagnostic items were based on the classification of
difficult social situations proposed by Argyle. Four types of situ-
ations were distinguished: 1) intimate situations (I), which re-
fer to close interpersonal contact; 2) social exposure situations
(SE); 3) formal situations, which require one to adapt to strictly
defined rules or regulations; and 4) situations which demand
assertiveness (A) [12].

Based on the factor analysis, three out of the four social
scales were included in the final version of the questionnaire.
The | scale: this refers to the competence which determines the
effectiveness of behaviors in situations of close interpersonal
contact with patients, listening to patients while showing under-
standing of and empathy for their fears and tolerance for their
impatience and dissatisfaction with therapeutic outcomes. This
scale contains 15 items; the minimum score is 15 points, and
the maximum is 60 points. The SE scale, which refers to being an

— level of significance.

object of attention and potential appraisal from many people,
includes 18 items and has a range of scores from 18 points to
a maximum of 72 points. The A scale, which refers to attain-
ing one’s own goals and satisfying one’s needs through persua-
sion, as well as the ability to influence and resist the influence
of others, includes 17 items, ranging in scores from 17 points to
a maximum of 68 points.

The point scores were converted into sten scores: a sten of
1-3 was considered a low score, 4—7 was considered an average
score, and 8-10 was considered a high score [6].

Statistical analysis

The type of distribution was determined for quantitative
variables. The Shapiro—Wilk test was employed to verify the
normality of these distributions. Arithmetic means, standard
deviations, medians, and ranges of variability (extremes) were
calculated for the measurable (quantitative) variables, while
frequencies (percentages) were determined for qualitative vari-
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ables. The following statistical tests were applied, depending on
the distribution of the variable: Kruskal-Wallis (H), Mann—Whit-
ney U-test (Z-score), Pearson’s test for independence (x?), Pear-
son’s linear correlation (r), or ANOVA (F). Logistic regression was
used to determine the influence of explanatory variables on the
odds ratio (OR) of having higher social competence, with a 95%
confidence interval. The level of significance for all tests was set
at1- a=0.95; a =0.05. Statistical analysis was carried out using
PASW Statistics v. 18 software.

Results

The majority of the healthcare workers (62.4%; 189) had av-
erage general social competence (a sten of 4-7), and 15.8% (48)
had low competence (a sten of 1-3) (Table 2).

We compared the levels of general competence and of |,
A, and SE competences between professional groups. Statisti-
cally significant differences were only found in the levels of
A competence between physicians, nurses, and paramedics

Table 2. Social competence levels among healthcare workers

Competence Raw values Sten scores

scales ac-

(H = 17.32; p < 0.001). Higher A competence levels were ob-
served among paramedics (Table 3). There was a significant re-
lationship between gender and levels of competence: women
had higher | and SE competences (p = 0.002), while men had
higher A competence (p = 0.0001). Older respondents had lower
general competence (r = -0.13; p = 0.03), lower | competence
(r=-0.16; p=0.01), and lower SE competence (r=-0.14; p =0.01).
In nurses, age correlated negatively with general competence
(r = -0.26; p = 0.006) and with |, SE, and A competence. The
older the nurses were, the lower their social competence was.

Social training

Statistically significant relationships were observed be-
tween scientific or social activity and the level of SE compe-
tence. Those respondents who are members of scientific societ-
ies had higher levels of SE competence (Z=-2.35; p =0.02; Table
4). Nurses who had been employed longer in their last job had
lower SE competence (r =-0.23; p = 0.04).

Competence levels as sten scores, n (%)

: Me- Min. Max. Q Q, Me- Min. 1-3 (low) 4-7 (aver- 8-10 (high)
cording to dian dian age)
the SCQ

% n % %

Total (1) 43 22 60 39 48 6 1 10 4 7 51 16.8 |182 60.1 |70 23.1
Total (SE) 53 25 72 46 60 5 1 10 4 7 72 23.8 |168 55.4 |63 20.8
Total (A) 48 26 68 44 54 5 1 10 4 7 44 14.5 |203 67.0 |56 18.5
Total SCQ 178 |106 |[158 |[178 194 |6 1 10 4 7 48 15.8 |189 |62.4 |66 21.8

The scales represent the competence that determines effective behaviors in | — intimate situations; SE — social exposure situations; or A — situations

requiring assertiveness.

Table 3. Social competence of healthcare workers in particular scales (sten scores)

scQ | scale SE scale A scale Total SCQ

scales  gp GP GP GP N

n 90 112 101 90 112 101 90 112 101 90 112 101
% 29.7 36.96 33.33 29.7 36.96 33.33 29.7 36.96 33.33 29.7 36.96 33.33
Median |6 6 5 5 5 6 5 5 6 6 5 6
Min 1 1 1 1 1 1 1 1 1 1 1 1
Max 10 10 10 10 10 10 10 10 10 10 10 10
Q, 4.00 4.00 4.00 4.00 4.00 3.00 4.00 4.00 5.00 4.00 4.00 5.00
Q, 7.00 7.00 7.00 7.00 7.00 7.00 6.25 7.00 8.00 7.00 7.00 7.00
F/H* 0.069* 0.031* 17.32* 2.60

p 0.96 0.985 0.0001 0.27

F — ANOVA test value; H* — Kruskal-Wallis test value; p — level of significance; GP — general practitioner; N — nurse; P — paramedic.
The scales represent competences which determine effective behaviors in | — intimate situations; SE — social exposure situations; or A — situations

requiring assertiveness.

Table 4. Relationships between social competence and age, gender, and social training

Variables Test Social competence (sten scores)
P I scale SE scale A scale
Age r -0.13 -0.09 -0.11 -0.13
p 0.03 0.11 0.06 0.03
Gender V4 -3.09 -3.08 -5.25 -0.21
p 0.002 0.002 <0.001 0.83
Time in profession (years) r -0.08 -0.03 -0.05 -0.05
p 0.19 0.61 0.42 0.39
Time in last job (years) r -0.08 -0.06 -0.04 -0.08
p 0.28 0.38 0.59 0,294
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Table 4. Relationships between social competence and age, gender, and social training

Variables Test Social competence (sten scores)
P I scale SE scale A scale

Teaching activity z -0.12 -1.65 -0.72 -0.04
p 0.90 0.09 0.47 0.97

Scientific and social activity z -1.12 -2.35 -0.07 -1.39
p 0.26 0.02 0.95 0.17

r—Pearson’s linear correlation coefficient; Z— Mann—-Whitney U-test Z-score; p — level of significance

Odds ratio

The OR for higher levels (over 4) of general social compe-
tence and of A, SE, and | competences can be described as fol-
lows:

1. Membership in scientific societies and social orga-
nizations increases the odds of physicians having
higher general competence by a factor of four (OR =
3.47; 95% Cl: 1.34-8.98); the percentages of physi-
cians with high levels of general social competence
were 83.3% (answer: yes) and 53.8% (answer: no)
(p=0.01).

2. Membership in scientific societies and social organiza-
tions increases the odds of physicians having higher
competence in social exposure situations by a factor
of four (OR = 3.47; 95% Cl: 1.42-10.16); the percent-
ages of physicians with high levels of ES competence
were 80.6% (answer: yes) and 51.9% (answer: no) (p
=0.001).

3. Being involved in the education of medical staff in-
creases the odds of physicians having higher compe-
tence in social exposure situations by a factor of three
(OR = 2.69; 95% Cl: 1.21-7.24); the percentages of
physicians with high levels of ES competence were 75%
(answer: yes) and 52.3% (answer: no) (p = 0.02).

4. Being involved in the education of other social groups
increases the odds of paramedics having lower | com-
petence by a factor of 0.34 (OR = 0.34; 95% Cl: 0.14—
—0.88); the percentages of paramedics with high levels
of | competence were 55.6% (answer: yes) and 77.8%
(answer: no) (p = 0.03).

5. Male physicians have lower odds by a factor of 0.35 of
having higher | competence (OR = 0.34; 95% Cl: 0.14—
—0.86) than female physicians do; the percentages of
physicians with high levels of | competence were 50%
for men and 73.3% for women (p = 0.02).

6. Male physicians have lower odds by a factor of 0.35
of having higher SE competence (OR = 0.35; 95% Cl:
0.14-0.86) than female physicians do; the percentages
of physicians with high levels of SE competence were
46.4% for men and 71.7% for women (p = 0.02).

7. Male paramedics have six times higher odds of having
higher A competence (OR = 6.22; 95% Cl: 1.82-21.32)
than women do; the percentages of paramedics with
high levels of A competence were 93.2% for men and
68% for women (p = 0.001).

8. Medical workers employed in hospitals and other in-
patient centers have four times higher odds of having
high A competence than those in primary care cen-
ters (OR = 3.14; 95% Cl: 1.46-6.76); the percentages
of medical workers with high levels of A competence
were 75.82% for those employed in hospitals and other
inpatient centers, and 50% for those in primary care
centers (p = 0.004).

9. Medical workers employed in primary care centers,
hospitals, and other inpatient centers have lower odds
of having high A competence (OR =0.28; 95% Cl: 0.13—
—0.59) than those in emergency departments; the per-

centages of medical workers with low levels of A com-
petence were 32% for those employed in primary care
centers, hospitals, and other inpatient centers, and
12% for those in emergency departments (p = 0.001).
10. Medical workers employed in primary care centers,
hospitals, and other inpatient centers have lower odds
of high general competence (OR = 0.51; 95% Cl: 0.8—
—0.92) than those in emergency departments; the per-
centages of medical workers with low levels of general
competence were 36% for those employed in primary
care centers, hospitals, and other inpatient centers,
and 22% for those in emergency departments (p =
0.026).
We can assume, albeit with some uncertainty, that emer-
gency department workers have higher assertive competence
than medical workers employed in other healthcare centers.

Discussion

Professional competent behavior in work situations is one
of the pillars of effective healthcare practice [24]. Disease, suf-
fering, and death require social competence from physicians,
nurses, and paramedics, so that they can cope with their own
emotions in difficult situations and can control the emotions of
others—patients and their families, those injured in accidents,
and other team members.

Patients in a hospital are in direct contact with medical staff.
The relationships between patients and medical staff can be
shaped by environmental and situational factors, as well as by
individual traits on both sides of the interaction. Studies have
shown that positive relationships with other people can signifi-
cantly contribute to recovery [7, 30, 36].

An attempt has been made in the current study to estimate
the levels of social competence among physicians, nurses, and
paramedics and to discover which factors influence these levels.
According to our findings, the physicians, nurses, and paramed-
ics presented average levels of general social competence and
of A, SE, and | competences, allowing them to act fairly efficient-
ly in social situations. Tychmanowicz and Kuspit reported that in
their study of 40 individuals (physicians, nurses, and midwives),
the majority of respondents (73.7%) had an average level of SC
[22]. Gadecka et al. also obtained similar results. Most nurses in
their study displayed at least an average level of social compe-
tence [27]. Bryl et al. evaluated the effects of physicians’ social
competence on the level of patient compliance with pharma-
cological recommendations for osteoporosis treatment. They
demonstrated that most physicians showed average levels of
general competence and of A, SE, and | competences. Accord-
ing to the authors, when physicians’ competence in close emo-
tional contact (1) was high, only 15% of the patients revealed
symptoms of fear of the disease or treatment, in comparison to
40% of patients when the competence of the physician was low
[8]. Other authors have claimed that patients’ knowledge of the
disease and treatment, and their adherence to the physician’s
or nurse’s instructions, are related to the level of social compe-
tence of the medical workers [7, 8, 10].
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SE and A competences are also essential for effective com-
munication with other workers. These types of competences
may contribute to the effectiveness of therapeutic and nursing
processes, to the ability to provide medical aid at the site of an
accident, and to the quality of interactions within professional
groups. One of the social competences analyzed in this study
involves ways of dealing with intimate situations. During their
conversations with physicians, nurses, and paramedics, patients
often raise personal and intimate issues. Such situations require
delicacy, sensitivity, and empathy from medical workers.

Combining closeness and intimacy with professionalism is
a challenge faced by every physician, nurse, and paramedic [22].
Effective practice requires the ability to identify emotions and to
respond in an appropriate way when dealing with patients and
their families. Hence, emotional competence (I and A compe-
tences) seems to be a key element of professional medical work-
ers’ practice [29]. It is therefore very worrying that a relatively
large proportion (15.8%) of the respondents had a low level of
general social competence. Nearly one-fourth (23.8%) of the
participants had a low level of competence in social exposure
situations (SE) and a low level of competence in intimate situ-
ations (1), while 14.5% had a low level of competence in situa-
tions demanding assertiveness (A). These results may suggest
difficult interpersonal relationships within the team and may
indicate disturbed communication with patients. Similar results
were obtained by Tychmanowicz and Kuspit. In their study,
medical workers (physicians, nurses, and midwives) presented
the lowest levels of competence in intimate situations (I) and
situations requiring assertiveness (A) [22].

Our study showed that being an educator has no influence
on the level of social competence; the variables that did affect
this were age, gender, current profession, and place of work.
Women presented higher levels of competence in intimate and
social exposure situations, while men were more assertive.
Paramedics had considerably higher assertive competence than
physicians and nurses. Primary care physicians and nurses, on
the other hand, had lower assertive competence than medical
workers employed in other healthcare institutions. These re-
sults are worrying, as worse relationships between primary care
workers and patients mean low patient satisfaction in terms of
their needs being met and patient dissatisfaction with medical
services, which leads to higher utilization of specialist medical
care [8, 27, 36]. The low assertive competence of primary care
physicians and nurses may have a negative impact on patients’
adherence to therapy and their acceptance of illness [8].

We found that older nurses had low levels (sten scores be-
low 4) of general competence and of A, ES, and | competences.
The fact that the mean age of Polish nurses in 2016 was 49 years
shows that this is a large group of medical workers whose low
level of competence hinders the provision of high-quality ser-
vices. It can also cause negative work-related experiences and
symptoms of burnout syndrome [33].

We have made the assumption that social training has
a profound influence on shaping the level of social competence
among physicians, nurses, and paramedics. Social competence
is acquired in the workplace, through the process of educating
medical staff and social groups, and through scientific and orga-
nizational activity. We found evidence that higher levels of phy-
sicians’ competence in social exposure (SE) situations — where

they may be objects of attention and potential appraisal — is
associated with social training, such as educating students and
preparing and delivering courses. It is worrying that nurses who
have worked longer in their previous jobs show lower compe-
tence in social exposure situations.

The nature of the profession of paramedics is that medical
aid is provided in emergency situations, which requires a com-
bination of current clinical knowledge and practical skills. Para-
medics often work under time and environmental pressure, and
under diverse conditions [22]. However, very few studies have
been conducted so far on paramedics’ ability to cope with emo-
tions and their level of competence. In our study, paramedics
showed higher competence in situations demanding assertive-
ness (A) than physicians and nurses, and average competence
in situations involving close interpersonal contact () and social
exposure (ES). Similarly, in a study conducted by Wtoszczak-
Szubzda et al. on paramedics and students, paramedics pre-
sented a low level of communicative and active listening com-
petence (I), which may considerably hinder their performance
at the scene of an accident [28]. Another study of 100 profes-
sionally active paramedics aged 20-60 years found that the
paramedics took part in in-service training courses, but that this
form of social training did not visibly change the level of their
knowledge [37].

High competence levels among paramedics and nurses con-
tribute to their high professional and social positions, as it en-
ables them to provide medical care in critical situations which
require a special predisposition [26, 30, 35]. However, it will
not be possible for medical workers to achieve the levels of so-
cial and professional competence expected of them if medical
school programs do not devote more time to developing the
ability to communicate with various social groups, as this is
a key activity in medical practice [28, 33, 38]. A good solution
for developing social competence in medical workers is to in-
clude compulsory interpersonal communication courses in un-
dergraduate education programs in Poland.

Limitations of the study

The sample size of 303 healthcare workers may not have
been adequate for generalizing the findings on a national level.

Conclusions

The social competence results of the physicians, nurses, and
paramedics in our study are low or average, which indicates
a need for social training — particularly for engaging profession-
als in scientific and educational activity.

The results presented in this study may provide some idea
of the social competence of medical personnel to those who
manage their education, and thus enable them to take steps
towards providing healthcare workers with the social abilities
necessary for their professional and social success.

Recommendations

The results presented in this article identify deficits in the
competence required in medical professions, and can serve as
a basis for further research in this field.
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