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Abstract: The present study raises the problem of empathy of caregivers vis-à-vis patients in a 

covid/post-covid context. It is based on the observation that health workers are increasingly invaded 

by excessive fear and persistence of COVID-19 contamination. This induces avoidance, a certain 

suspicion, persecution and indifference/coldness towards patients, and plunges them into a strong 

insidious emotional deficiency. These attitudes, which are significantly close to paranoid and phobic 

access, seem to gradually dominate therapeutic interactions within hospitals. Freudian and Roge-

rian psychoanalysis advocates empathetic/benevolent listening, positive consideration and uncon-

ditional acceptance of the patient as ethical and deontological indispensable principles for any ther-

apeutic evolution. Thus, it is predicted that within hospitals, the current non empathetic attitudes 

of care towards patients have their origin in a generalized covid-phobic atmosphere that develops 

a quasi-dominant paranoia in caregivers. Using a subscale of caregiver's Covid-phobic quasi-para-

noia, and the one of caregiver's empathy in a covid/post-covid context, the data were collected from 

126 participants including 55 nursing assistants, 61 state-certified nurses and 10 doctors, chosen at 

random from the staff of three (03) health facilities in the city of Bafoussam, MIFI department, West 

Cameroon region, including one (01) public district medical center (CMA) and two (02) private hos-

pitals (clinics). After analysis, the results obtained sufficiently demonstrate that within the health 

institutions of West Cameroon, the higher the professional level of the caregiver, the more the se-

verity of his quasi-paranoid covid-phobic accesses is significant, and the less he expresses an au-

thentic empathy towards the patients who arrive at the hospital. This implies that in this period of 

health crisis, caregivers must reinvest in a real function of providers of affectivity and relay of em-

pathy at the bedside of the patient both in hospital and outpatient. Thus, a real systematical vac-

cination operation may insure their total immunity and better reduce their quasi-paranoid empathy 

in this generalized Covid-phobic context. 
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1. Introduction 

COVID-19 has plunged the entire planet into one of the most insidious health crises 

of the present millennium. It has a significant impact on life in general and specifically on 

human relationships. In health institutions, interactions between caregivers and caregiv-

ers, caregivers and patients, patients and patients are at the forefront. These are collective 

or individual situations for therapeutic purposes that, due to interactivities and human 

inter-exchanges, would expose more to the pandemic. Currently, all societies in the world 

are fatally affected [1] and all activities (educational, economic, health ...) empathize sig-

nificantly. Thus, the adaptation strategies developed, including regular hand washing 

(with running water and soap) and the permanent use of disinfectants (such as hydro-
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alcoholic gel), physical distancing and the wearing of masks [2], seem to have systemati-

cally disrupted and altered uses, lifestyles and interpersonal relationships. The rhythms 

of life are no longer the same. Indeed, several governments around the world initially 

temporarily closed several social services and imposed a general or partial lockdown on 

their populations [3]. Currently, the announcement of the institutional requirement of 

tests and / or the anti-covid vaccine as a vignette of access to various services, amplifies 

the emergence of an almost deadly perception of the disease, plunging almost everyone 

into a generalized mistrust of the other. Especially in situations involving anyone symp-

tomatically presenting discomfort (both somatic and psychic or both) and those appar-

ently healthy. Family environments, religious, educational and hospital institutions, as 

well as other settings where individuals evolve, are strongly immersed in this phobic ob-

session against a background of reflex and daily aversion to the other, perceived a priori 

as potential contaminator to COVID-19. 

In view of the current relaxation in the observance of barrier measures and the almost 

galloping resurgence of cases recorded in hospitals, there is a sharp upsurge in delirium 

of interpretation and suspicion, associated with avoidance and hyper-vigilance behaviors 

that invade almost all healthcare staff. This has a strong impact on caregiver-patient con-

tacts/interactions, altering any emotional investment or counter-investment that should 

underpin therapeutic relationships. Indeed, the exchanges between patients who go to 

hospitals and the caregivers they meet there are driven by disproportionality in the va-

lences of emotions, feelings and affects that are essential to the quality of reception, listen-

ing, comfort, consultation, diagnosis and care offered in this period of health crisis [4]. 

This is a context where phobic reactions supported by the excessive fear of COVID-19 

contamination are widespread and growing [5]. This quasi-paranoia that dominates the 

daily life of the caregiver as well as a doctor, or even of any health personnel, seriously 

calls into question the quality of empathy ethically and ethically essential to the success 

of any therapeutic relationship within hospitals. 

1.1. Problematic 

In psychoanalytic practices, an indispensable place has always been given to empa-

thy, apprehended according to Freudian logic as a mirror through which every patient 

perceives the reflection of his own image (self-image). It intervenes globally as a transpos-

itive attitude of oneself in the thought, feelings, affects, emotions, actions of others (ther-

apist) [6].This facilitates in the subject in a situation of physiological or psychopathological 

suffering a harmonious agreement between his self and his total experience, which he 

integrates by feeling the positive consideration and unconditional acceptance of himself 

by a therapist or a caregiver (accompanist) and by experiencing similar feelings towards 

himself. There is a strong correlation between the empathetic attitude/aptitude of the ther-

apist/caregiver and the triggering of cathartic verbalization that disposes his patient to a 

healthy arity [7].In this logic, by approaching it under the prism of imitation and projec-

tive identification, psychoanalysis places listening at the center of empathy (empathic lis-

tening), as a means of hearing, understanding and feeling in the other what although he 

feels, does not hear and does not understand himself. Thus, Brunel and Martiny [8] states 

that "Freudian empathy is expressed essentially by speech, by listening to the verbal, and the para-

verbal, the device of the couch allowing little observation of mimo-posturo-gestuality and therefore 

a large part of the non-verbal (mimics, sounds, body language ...)". This gives it an immense 

power of healing (evolution/remission), its appearance as a mirror for the soul, which 

through the word frees others, allows it to put words on its ills, and leads it to salutary 

recovery. This psychoanalytic reflexive dynamic gives empathy the mission of capturing 

the affective experiences of others, in particular the patient, by "resonance with the emo-

tions and memories of an embodied subject" [9]. What Fonagy [10] inscribes in a process 

of mentalization and representation/conception of the mental and anatomo-physiological 

states that animate his daily non adaptations. 
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The anti-COVID-19 measures that characterize the deep and current realities of the 

caregiver/patient relationship rather inhibit, in a fundamental way, the innate or phylo-

genetic needs for care, tenderness, affection, attention of patients admitted to hospitals. 

However, the positive consideration of the patient, his unconditional acceptance by his 

caregiver, associated with an active and manifest benevolence should constitute in any 

healing process, an identifying and transferential lever for his evolution [8].However, the 

authentic evolution that leads to beneficial recovery being dependent on the quality of the 

caregiver's responses to the empathetic listening needs of the patient, plunges the thera-

peutic relationship into exchanges of emotion, feeling and affect from the first contacts 

between the two [11]. In this period of health crisis, the caregiver seems to realize the 

heaviness of his function as a provider of affectivity or relay in the acts of care at the bed-

side of the patient both in hospitalization and outpatient. But out of irrational, excessive 

and pervasive fear of COVID-19 contamination [12], hospital care is paradoxically limited 

to the administration of active ingredients or physio-therapeutic molecules/drugs. How-

ever, there is a persistent indifference/coldness among healthcare staff, which plunges pa-

tients into a strong insidious emotional deficiency and leads to health care failures that 

are increasingly recorded in hospitals. Certainly healing needs a certain physio-therapeu-

tic technical platform, but it requires more an emotional gift of self, tenderness, attention, 

affection, in short empathy for the patient [13, 14].Thus, the anti-COVID-19 measures 

make it possible to re-examine the quality of empathy in the therapeutic mobilization of 

health personnel, by placing any caregiver in front of his or her ability to listen, guess, 

interpret and understand the solicitations, needs, discomforts of the patient/ patient and 

to respond to them in an adapted and adequate way. 

The restriction of emotional contact imposed by the hyper-observance of barrier 

measures such as confinement, the limitation of movement and visits to spaces, would 

have contributed to considerably degrade the caregiver-patient relationships in hospitals. 

However, psychoanalytic approaches require from the caregiver, a positive consideration 

and an unconditional acceptance of the helped or the patient/ patient, in order to under-

stand him and bring him to understand himself, then develop his ability to renew and 

actualize himself, whatever the severity of his physiological discomfort and his existential 

phenomenological experience [15]. This seems consistent only if during the process of pa-

tient care, the caregiver frees himself from the anxio-pathogenic, phobic dimension of his 

context. This process requires a strong capacity to surpass oneself, to understand the exact 

nuance of the emotions that accompany the patient's experience, and to respond to them 

in a benevolent and empathetic way [8].In this covid/post-covid period, we paradoxically 

note a persistent displeasure of caregivers to get in touch with the treated. This induces a 

growing reluctance of the latter to attach themselves to the former, whether one is in hos-

pitalization or outpatient. This seems to compromise the dynamics of clinical support, 

theoretically presented as the keystone of investments/counter-investments, trans-

fers/counter-transfers, and especially commitment/adherence in any patient [16]. Espe-

cially at a time when the prevalence and severity of anxio-depressive experience among 

healthcare staff in Cameroonian hospitals have increased because of COVID-19 [4]. In-

deed, we observe more and more persistence of fear, avoidance, suspicion, persecution or 

indifference that they develop towards patients. Attitudes that are significantly close to 

schizo-paranoid or schizotypical and phobic attacks, and seem to gradually dominate 

caregiver-patient relationships, profoundly questioning their capacities and resilience 

mechanisms in the context of a health crisis. Hence the problem of relational or socio-

emotional balance of patients with their caregivers, who are increasingly invaded by a 

generalized covid-phobic atmosphere within hospitals, where a quasi-paranoia now 

seems to plunge their attitudes of care into a certain antipathy. 
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1.2. Research hypothesis 

This study is based on the assumption that: Within hospitals, current non empathetic 

attitudes of care towards patients stem from a generalized/invasive covid-phobic atmos-

phere that develops a dominant quasi-paranoia in caregivers. 

2. Method 

2.1. Participants 

The sampling population of this study consists of one hundred and forty-six (146) 

medical staff identified in one (01) public district medical center (CMA) and two (02) pri-

vate hospitals (clinics) in the city of Bafoussam, MIFI division, West-Cameroon region. 

Both public and private medical structures were chosen just to make the two sectors of 

Cameroon’s hospital system to be better represented in the research. Thus, the formula of 

Krejcie and Morgan [17] (𝑆 =
𝑋2𝑁𝑃(1−𝑃)

𝑑2(𝑁−1)+𝑋2𝑃 (1−𝑃)
), determined the sample size. Indeed, with 

a confidence level X = 95% (standard value (d = 1.96)), the size of the sampling population 

N = 146, the proportion P = 0.5 and the margin of error α = 5% (standard value of .05), 126 

participants were selected as the sample of the study. This seemingly small size seemed 

suitable for this research, given the reluctance of the nursing staff. With stratified random 

sampling associated with a proportionality coefficient k = 
126

146
 = 0.86, 55 participants were 

provided nursing assistants (n1 = 63 x 0.86 = 55.18), 61 state-certified nurses (n2 = 71 x 0.86 

= 61.06) and 10 doctors (n3 = 12 x 0.86 = 10.32), randomly selected from the staff of three 

(03) health facilities. The inclusion criteria were based on the following conditions: Be an 

agent of the State (civil servant or contractor) for those investigated in the public hospital, 

or have a permanent employment contract for those of private hospitals; Have at least five 

(05) years of seniority within the hospital; Do not combine his function as a caregiver (for 

nursing assistants and nurses) or consultant (for doctors) with any administrative func-

tion; Have never tested positive for Covid-19 and have not been vaccinated against it, 

because this history would influence the anxious attacks [18] that underlie the quasi-par-

anoia Covid-phobic in the individual. 

2.2. Material and procedure 

This research is a study of dependence between the generalized Covid-phobic con-

text in hospitals and the empathy of healthcare staff who are increasingly almost paranoid 

towards outpatients or inpatients. Based on a quantitative approach, it is descriptive in 

purpose and its data collection design is based on independent groups (nursing assistants, 

nurses, doctors). The data collection instrument used is a questionnaire constructed for 

the specific needs of this study. It is composed of two subscales namely: a subscale of 

evaluation of the quasi-paranoid Covid-phobic of the caregiver, built from the descriptive 

traits of paranoid accesses defined in the DSM-5 [19]; and a subscale for assessing care-

giver empathy in a covid/post-covid context, constructed from items from the empathy 

and emotional contagion scale of Favre, Joly, Reynaud and Salvador [20]. 

Each participant who received a copy of the instrument was randomly selected, en-

suring compliance with all inclusion criteria. In doing so, a mini-questionnaire of identi-

fication of the subject was first administered to collect biographical information on him in 

particular, his sex, his age, his place of residence in the city, his family situation (marital 

status, number of children), his link or his life with his family (parents, siblings and col-

laterals), his status (agent of the state for the public or permanent for the private) and his 

seniority in the hospital, the non-administrative function and his medical history (dura-

tion of his last Covid-19 test, his current serology vis-à-vis Covid-19, if he has already been 

diagnosed Covid-positive,  if it has already been vaccinated against Covid-19). This also 

helped to stabilize/standardize participants at the time of counting. After identification, 
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each participant was subjected to the initiation which consisted of administering the two 

subscales of the study. Thus: 

The participant first filled in the subscale of the caregiver's Covid-phobic quasi-par-

anoia. It was composed of ten (10) items, coded on a 5-point Likert scale (1 = Very strongly 

disagree; 2 = Medium disagreement; 3 = No opinion; 4 = Somewhat agree; 5 = Very strongly 

agree) and having such significant psychometric reliability (Global internal coherence or 

Cronbach alpha (α) = .91; fidelity (rtest-re-test) = .69; KMO index = .87; Khi 2 approx = 764.28). 

His items are as follows: 1) I have the impression and without sufficient reason that pa-

tients want to harm me, deceive me and launch Covid-19; 2) I am concerned about unjus-

tified doubts about the Covid-negativity of people in the hospital; 3) I am reluctant to 

approach, touch, give time to the patient, for unjustified fear of contracting Covid-19 on 

him; 4) I discern threatening concealments of people who manifest symptoms of Covid-

19 in innocuous attitudes and behaviors; 5) I hold a grudge against the patient and his 

caregivers (sick guards), if I suspect that they have approached me when they are not 

vaccinated and do not have a mask; 6) I perceive threats of contamination around me in 

the hospital, when it is not apparent to others, and am quick to angrily push back the 

patient I suspect; 7) I permanently question the Covid-negativity of any person, caring for 

as a patient in the hospital; 8) With the persistence of Covid-19, I recognize myself more 

and more having an invasive suspicious attitude towards any patient who arrives or stays 

in the hospital; 9) I am driven by an irrational and pervasive fear of being infected by 

patients; 10) I have a hard time sharing the same space as a patient because I always feel 

like they have Covid-19.By way of rating, a score between 0 and 16 indicates a mild quasi-

paranoia Covid-phobic, a score between 17 and 32 indicates moderate quasi-paranoia 

Covid-phobic and a score between 33 and 50 indicates severe quasi-paranoia Covid-pho-

bic, in the caregiver. 

Then, the participant filled in the caregiver's empathy subscale in a covid/post-covid 

context. Composed of fifteen (15) items with dichotomous coding (1 = Does not apply to 

me; 2 = Applies to me), it had satisfactory metrological qualities (Global internal coherence 

or Cronbach alpha (α) = .89; fidelity (rtest-re-test) = .72; KMO index = .83; Khi 2 approx = 843.46). 

His items are as follows: 1) When I see a patient or a seemingly suffering person that I do 

not know, alone, while there are people near him who are not interested in him, I try to 

feel whether or not it suits him to be alone; 2) It's nice for me to see a patient laughing 

because I tell myself that he is satisfied with the care he is given; 3) The demonstrations of 

affection in front of the patients most often do not annoy me; 4) I have difficulty announc-

ing a misdiagnosis to patients because it gives me too much trouble for him; 5) When I see 

a patient crying or sad or worried or melancholy it makes me lose my means; 6) The show 

of affection towards a patient makes me want to live a lot of moments like this;7) Seeing a 

patient or their caregiver (sick guard) crying with joy following a favorable outcome or 

healing makes me want to cry with him; 8) I see patients every day, but it is easy for me 

to deeply experience a patient's feelings; 9) When I see a patient who has psychological 

problems, I listen to him if it feels good to talk about it;10) When I see a patient or a seem-

ingly suffering person whom I do not know, alone, while there are people near him who 

are not interested in him, I always approach or touch him to assist him; 11) When I see a 

patient crying or sad or worried or melancholy it makes me sensitive; 12) When colleagues 

around me get agitated or panic over an emergency, I don't stop myself from agitating 

too;13) When a patient near me is very happy, I easily become happy with him; 14) It is 

painful for me to announce an unfavorable or vital prognosis or a serious or chronic illness 

to a patient; 15) It is easy for me to be preoccupied with a patient's illness until I am anx-

ious and worried about him. A score between 0 and 19 indicates absent or weak empathy 

and a score between 20 and 30 indicates present or strong empathy in the caregiver. 
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3. Result 

3.1. Descriptive analysis of the main variables of the study 

The data collected having been analyzed with the statistical software SPSS-21, they 

presented a moderate level of quasi-paranoid covid-phobic access, with an overall low 

level of empathy among the participants taken as a whole. Table 1 presented the distribu-

tion of the average scores and their standard deviations obtained at the subscales for meas-

uring these different variables, according to the occupational level of the caregivers.  

Table 1. Description of the quasi-paranoid covid-phobic trends and the level of empathy in 

covid/postcovid context of caregivers according to their statuses 

Professional level of 

the caregiver 

Level of quasi-paranoid covid-

phobic access of the caregiver 

Caregiver's level of empathy 

with patients 

Frequency 

(N) 

Average Std.Deviation Average Std. Deviation 

Doctors 28.2000 8.02496 17.2000 2.48551 10 

Nurses 24.3607 7.07115 17.6230 2.60233 61 

Nursing assistants 21.7636 7.18528 18.7091 3.33151 55 

Total 23.5317 7.37530 18.0635 2.97118 126 

 

It was noted that within health institutions, the higher the professional level of the 

caregiver, the more significant the severity of his quasi-paranoid covid-phobic accesses. 

On the other hand, doctors express less empathy towards patients, followed respectively 

by nurses and nursing assistants who still show them a relatively low empathy. It is im-

portant to remember that a score between 0 and 16 indicated mild covid-phobic quasi-

paranoia, while those between 17 and 32 or 33 and 50 indicated moderate or severe attacks 

respectively. However, scores between 0 and 19 or 20 and 30 demonstrated low or strong 

empathy in caregivers, respectively. The table above describes that the more the caregiver 

is expected to set an example in terms of ethics and deontology towards the patient, and 

this for having received significant training in terms of duration and quality, the less re-

silient he is to the fear and anxiety induced by the persistence of the COVID-19 crisis. 

Indeed, the tendencies of avoidance, suspicion, persecution or indifference towards pa-

tients are more significant in doctors followed by nurses, than in nursing assistants. 

3.2. Inferential analysis of the predictive and comparative links of the study. 

The inferential analysis of the data collected revealed significantly predictive rela-

tionships between the occupational level of the participants and each of the main variables 

of the study (Table 2). This cause-and-effect relationship was also noted between the two 

variables studied (Table 3). However, an analysis of variance highlighted variations in 

levels of quasi-paranoid covid-phobic access and empathy between the three groups of 

participants (doctors, nurses, nursing assistants), as well as within each group. 
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Table 2. Dependence between the caregiver's professional level and his level of quasi-paranoid 

covid-phobic access, as well as his level of empathy towards patients 

 Quasi-paranoia covid-phobic Total 

Light Moderate Severe 

Professional level of 

the caregiver 

Doctors 0 5 5 10 

Nurses 1 46 14 61 

Nursing assistants 10 37 8 55 

Total 11 88 27 126 

Chi-Square = 57.8095; df = 4;Asymp. Sig. = .000 

 
Empathy towards patients 

Total 
Absent or weak Present or strong 

Professional level of 

the caregiver 

Doctors 9 1 10 

Nurses 47 14 61 

Nursing assistants 39 16 55 

Total 95 31 126 

Chi-Square = 34.754; df = 2;Asymp. Sig. = .000 

 

It has been noted that the severity of quasi-paranoid covid-phobic bouts among 

healthcare staff is significantly a function of their high level of vocational training (X2(126) 

= 57.81; p. = .00). Indeed, all the doctors who participated in the present study are more 

animated by a quasi-paranoia covid-phobic either moderate (50%), or severe (50%). As for 

nurses, respectively 7%, 75% and 18% have more mild, moderate or severe quasi-paranoia 

covid-phobic. However, nursing assistants mostly have mild and moderate accesses (18% 

and 67%) than severe (14%). With respect to their levels of empathy towards patients, 

there was a significant drop as the caregiver's level of training increased (X2(126) = 34.75; 

p. = .00). Indeed, 90% of doctors, 77% of nurses and 71% of caregivers show only slightly 

or almost no empathy towards patients. 

Table 3. Dependence between quasi-paranoia covid-phobic and healthcare workers' empathy to-

wards patients 

 Empathy towards patients Total 

Absent or weak Present or strong 

Quasi-paranoia 

covid-phobic 

Light 4 7 11 

Moderate 70 18 88 

Severe 21 6 27 

Total 95 31 126 

Chi-Square = 55.5785; df = 2; Asymp. Sig. = .000 

 

This table actually shows that within hospitals, the current unsympathetic attitudes 

of care towards patients have their origin in a generalized/invasive covid-phobic atmos-

phere that develops a quasi-dominant paranoia in caregivers. In other words, the more 

severe the covid-phobic quasi-paranoid access is in the caregiver, the less empathy they 

show towards patients (X2(126) = 55.57; p. = .00).Indeed, while up to 64% of caregivers 

who have mild covid-phobic quasi-paranoia show them strong empathy, 80% and 78% of 

those who have moderate and severe access to it respectively show low empathy towards 

patients. 
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Table 4. Analysis of intra- and inter-group variation in the level of quasi-paranoid covid-phobic 

access and the level of empathy of health workers in the covid/postcovid context 

 Sum of Squares Df Mean Square F Sig. 

Variations in the caregiver's 

level of quasi-paranoid covid-

phobic access 

Between Groups 431.780 2 215.890 4.170 .018 

Within Groups 6367.593 123 51.769   

Total 6799.373 125    

Variations in the caregiver's 

level of empathy towards pa-

tients 

Between Groups 42.219 2 21.109 2.447 .021 

Within Groups 1061.273 123 8.628   

Total 1103.492 125    

 

From the table above, the analysis of variance between doctors, nurses and caregivers, 

as well as within each group revealed that hospital caregivers develop more moderate 

covid-phobic quasi-paranoid access, with more significant within groups variations than 

intergroup [F(126) = 4.17; p < .02]. For the level of empathy of the caregiver who was more 

absent or weak towards patients, the same variations were noted, that is, more intragroup 

than intergroup in the participants of the present study [F(126) = 2.45; p < .02]. 

4. Discussion 

This research confirms that beyond the interferences noted in the scores obtained at 

the two subscales administered to participants, there is a significant predictive link be-

tween the professional level of caregivers and the severity of the quasi-paranoid covid-

phobic accesses, then their level of empathy developed towards patients in a covid/post-

covid context. The results obtained do not reveal a difference between the public and pri-

vate caregivers, because the objective wasn’t to analyze the variation of the two variables 

among the different sectors of Cameroon’s hospital system. Therefore, they sufficiently 

demonstrate that within the health institutions of West Cameroon, the higher the profes-

sional level of the caregiver, the more the severity of his quasi-paranoid covid-phobic ac-

cesses is significant and the less empathy he expresses towards the patients who arrive at 

the hospital. This corroborates with some work that has shown that corona virus disease 

(COVID-19) can cause people to experience significant stress, anxiety, and even depres-

sion [12]. From a factorial point of view, this seems to be linked to the deadly image that 

is persistently presented of this pandemic [21], which induces widespread anxiety and 

fear in any social environment. Thus, this health crisis has significantly increased the prev-

alence of anxio-depressive attacks among healthcare workers in general [22], particularly 

those in hospitals and health centers, which are permanently driven by the irrational, ex-

cessive and pervasive fear of COVID-19 contamination and death [13]. 

According to Mboua, Nguépy Keubo and Ngueuteu Fouaka [4], there is a rate of 41.8% 

anxiety, 42.8% depression, 14.73% anxio-depressive co-morbidity in Cameroon, with re-

spectively 8.2% and 3.3% of major depressive disorder and adaptation among health 

workers, as well as a high susceptibility among those aged 30 to 39 years. Hence the atti-

tudes that the present study describes among caregivers, which are significantly close to 

schizoid, paranoid and phobic accesses. Indeed, the persistence of fear, avoidance, suspi-

cion, persecution or indifference that they develop towards patients, is the manifestation 

of what this research has described as quasi-paranoia covid-phobic. It is gradually domi-

nating caregiver-patient relationships within hospitals and is profoundly questioning the 

mechanisms of resilience and the quality of empathy of caregivers in the covid/post-covid 

context. But by apprehending empathy as the ability to let oneself be penetrated by the 

discourse of the other, Pagès [23] already organized it around a benevolent and neutral 

listening to others, refraining from judging, directing, criticizing, orienting, analyzing/in-

terpreting his discourse/experience, and influencing his process of self-analysis or self-

criticism. In this wake, Rogers [24] advocated "non-directivity", and "non-judgment", in-
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sisting on an "authenticity" on the part of the caregivers/caregivers, that is, to feel the feel-

ings/emotions of the helped (the patient or the patient) "as if" one were him, without how-

ever straying into his experience. This inscribes empathy in a process of empowerment of 

the other, focusing on his experience that he lives as "nonsense" and source of devaluation, 

conflict between the real self and the ideal self, and narcissistic wound. It channels the 

cognitive-emotional investments of any patient towards socio-adaptive autonomy 

through effective support, where one enters as best as possible into his perceptual world. 

5. Conclusion 

Within hospitals, the empathy of caregivers should be part of an inter-actionist logic 

of the link to any patient, whether outpatient or inpatient. Thus, the therapeutic interac-

tion between caregiver and patient must in all circumstances be animated by emo-

tions/feelings, imaginations/cognitions and reciprocal capacities of anticipation/action on 

a possible somato-psychic complication in the patient. The perceived dangerousness of 

COVID-19 should therefore base therapist-patient relationships on an identification pro-

cess where the caregiver, whether a doctor, nurse or nursing assistants, is a provider of 

affectivity [25]. This ethically and ethically inherent posture of any health worker involves 

the analysis of the patient's speeches, actions and thoughts, as well as his or her deep 

needs. This exercise allows the caregiver to experience/feel by remaining himself, the exact 

nuance of the emotions that animate the patient [26]; to grant him a benevolent listening, 

while giving him the floor to put the words on his evils, and to free himself from the 

anxious and psycho-pathogenic dimensions of his suffering. Moreover, according to the 

current psychoanalytic literature [8], the empathy of the caregiver in the hospital must 

take on active dimensions such of: observe, listen, perceive, discern, deduce, infer, grasp, 

understand, interpret the suffering and the authentic experience of the patient. That em-

pathy must also take on passive dimensions such of: Passive, that is to say, provoke in the 

patient, an emotional contagion, a projection, an identification, a reflection, an inner im-

agination of oneself, in the image of his positive consideration by his caregiver. The prin-

cipal motor of the empathy is to adopt a gesture, a mimicry, a body imitation, a posture 

and movements that trigger a real cathartic verbalization/attitude in the patient. This in-

dispensable constitutive faculty of therapeutic interaction must be particularly restored 

by healthcare staff in hospitals, although it seems complex to deploy it for all patients and 

in all situations [27]. Especially in this period of health crisis where being available, over-

coming one's own self (one's reality) or one's almost paranoid covid-phobic experience 

and unconditionally accepting one's patient seems necessarily required to bring him a sal-

utary recovery. Therefore, to significantly reduce the quasi-paranoid empathy of caregiv-

ers in this generalized Covid-phobic context in which they actually move a real systemat-

ical vaccination operation has to be lunched toward all the hospital workers, in other to 

insure their total immunity vis-à-vis the COVID-19. 
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