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Thesis Abstract

Professional quality of life (PQoL) examines the positive and negative emotions
experienced in professionally helping roles, measured as compassion satisfaction (CS) and
compassion fatigue (CF). Chapter One describes a systematic literature review examining
factors associated with CS in mental health professionals (MHPs). Six databases were
searched (AMED, Academic Search Ultimate, CINAHL, MEDLINE Complete, PsycAtrticles
and PsycINFO) and 28 studies in 29 papers met inclusion criteria. CS was associated with:
psychological characteristics, wellbeing, personal trauma, organizational commitment,
workload, team-working, supervision, and social support. Services should target variables

that can be limited (e.g. workload) or increased (e.g. supervision) to promote CS.

Chapter Two reports a research study investigating PQoL with Improving Access to
Psychological Therapies (IAPT) practitioners. Participants (N=169) completed an online
survey containing validated self-report measures of PQoL, general wellbeing, team
psychological safety and quantitative workload. Participants reported average CS and
average-high CF. In regression modelling, CF, wellbeing and psychological safety
significantly accounted for 41% of the variance in CS. Higher wellbeing was significantly
associated with higher CS. A second regression model demonstrated that CS, wellbeing,
psychological safety and workload significantly accounted for 30% of the variance in CF.
Higher perceived workload and lower wellbeing were significantly associated with higher
CF. IAPT services are under constant pressure to meet national targets and growing access
rates. Services should prioritise manageable workloads, a focus on wellbeing and

psychologically safe environments to support practitioners PQoL.

Chapter three critically appraises the research processes, expanding on the limitations,

implications and future research discussed in Chapters One and Two. Further, a post-hoc



mediation analysis of the empirical research data demonstrated that psychological safety
indirectly effected CS through general wellbeing, which warrants further exploration. A more
robust analysis of factors relating to PQoL, adopting longitudinal methodologies, is required

to implement and evaluate strategies to enhance PQoL.
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Abstract

Background: Compassion satisfaction (CS) can serve as a protective factor against burnout.
However, relatively little research has attended to predictors of CS. Most has focused instead
on the negative consequences of caring, especially compassion fatigue (CF). Exploring
prevalence, predictors, and strategies to reduce CF is important but learning more about the
role of CS could reveal further opportunities for promoting professional wellbeing amongst

mental health professionals (MHPs).

Aims: The current review aimed to systematically synthesise existing data on factors related

to CS for MHPs.

Method: The protocol was registered on PROSPERO (CRD42021271422). Six databases
were searched (AMED, Academic Search Ultimate, CINAHL, MEDLINE Complete,
PsycArticles and PsycINFO) for relevant literature between 1% May and 30" November 2021.
Studies were assessed using the Appraisal Tool for Cross-Sectional Studies (AXIS: Downes
et al., 2016). Effect sizes were calculated and were subject to narrative synthesis to identify

factors associated with CS.

Results: In total, 29 publications (n = 28 studies) were included, with a total of 6,939
participants. Appraisal revealed studies were of moderate-high quality. Several factors
associated with increased CS were identified, including personal, organisational, and social

variables.

Conclusions: Inconsistent findings regarding the influence of demographic variables on CS
suggest their impact is negligible. Organisational factors of supervision, manageable
workload, and colleague support are associated with improved CS for MHPs. A number of
personal factors, such as improved wellbeing and use of self-care strategies are related to

improved CS. Further research is required to reinforce conclusions regarding factors which
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are associated with CS. Nevertheless, the findings form a base to deepen understanding of CS

and consider developing and evaluating strategies to endorse CS.

Keywords: compassion satisfaction; mental health professionals
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Introduction

Job satisfaction results from a range of psychological, organisational, and
physiological factors that cause people to feel satisfied or dissatisfied with their work to
varying degrees (Aziri, 2011). Existent theories and conceptualisations of job satisfaction
broadly encompass evaluative judgments about the work, affective experiences within the
working role and beliefs about the profession (Weiss, 2002). A wealth of research now exists
in relation to factors that influence employees’ emotional wellbeing and psychological health
as predictors of organizational outcomes (Spector, 1997). This is particularly relevant to
practitioners working in mental health services as the emotional availability of practitioners is

related to therapeutic outcomes (Stéderberg et al., 2013).

Although common facets of job satisfaction have been identified, including good
communication, job conditions, reward, and supervision (Spector, 1997), different
occupations attract specific individuals and occupations differ in their demands and
opportunities. This suggests at least some of the factors that affect job satisfaction and
employee wellbeing may be context specific. Within healthcare specifically there are inherent
costs of caring (Figley, 1995; Newell et al., 2016; Rothschild & Rand, 2006), which can
result in behavioural, cognitive, and emotional changes for practitioners (Bride et al., 2007).
Mental health professionals (MHPs) in particular can experience changes in their wellbeing

due to their exposure to the distress of others (Moore & Cooper, 1996).

Professional Quality of Life

Influenced by client interaction, professional quality of life (PQoL) refers to the
negative and positive emotions an individual experiences in their professional role as a helper
(Kim et al., 2015). PQoL is measured by assessing compassion satisfaction (CS) and

compassion fatigue (CF), see Figure 1. CS is defined as the pleasure derived from helping or
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caring for others, performing well at work, and feeling satisfied with colleagues and the
societal value of one’s work, which shapes the individuals’ motivation to continue (Stamm,
2002). CF refers to the psychological stress associated with working with traumatized
individuals (Cocker & Joss, 2016). CF comprises of negative feelings typically associated
with burnout (BO) and secondary traumatic stress (STS). Although there is no valid and
internationally agreed definition of BO (Kaschka et al., 2011), it is related to emotional
exhaustion, depersonalisation and reduced ability and motivation. STS is described as the
emotional and behavioural response to repeated exposure to the trauma of others (Figley,
1995). The Professional Quality of Life scale (ProQOL: Stamm, 2003, 2005, 2010) is the

most widely used measure of the effects of professionally helping others (Stamm, 2010).

[FIGURE 1 ABOUT HERE]

In proposing the idea of CS, Stamm (2002) recognised a relationship between CF and
CS, suggesting a balance between them with individuals experiencing CF but continuing to
feel satisfied due to the belief the work they are doing is helping. Further, Tremblay &
Messervey (2011) proposed CS offsets the negative aspects of work in helping professions by
buffering the relationship between work overload and job strain. Consequently, one might
expect to see a negative relationship between the two concepts, that is when one is higher, the
other is lower. Indeed, significant negative correlations have been found between CS and BO
and CS and STS (Babaei & Haratian, 2020; Burnett et al., 2019; Jarrad & Hammad, 2020).
This may suggest factors predicting CF may also impact levels of CS. In addition, research

has highlighted the fundamental consequences of reduced PQoL.

Consequences of Reduced Professional Quality of Life

Reduced PQoL can have physical, behavioural, and psychological consequences for

individuals and services (Sinclair et al., 2017). For example, Dasan et al. (2015) found
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emergency care staff with lower CS reported reducing their standards of care for patients and
were more likely to be irritable with colleagues and patients alike. Additionally, public health
nurses were more likely to quit their role or profession if they experienced high levels of CF
and low levels of CS, which can result in high levels of staff turnover (Pérez-Garcia et al.,
2021), and absenteeism (Bdckerman & Ilmakunnas, 2008; Campbell Jr. et al., 2001,

Department of Health [DoH], 2009), leading to inconsistencies for service users.

There are also implications for compassionate care. Compassionate care is vital for
better patient safety and clinical outcomes (Zhang et al., 2018). However, there have been
several accounts of organisational failures in compassionate care, despite the recognition that
compassion should be a priority within healthcare guiding values and principles (American
Medical Association [AMA], 2001; DoH, 2012a). In the UK, the Parliamentary and Health
Service Ombudsman (2011) Report Care and Compassion identified ten patient stories in
which staff failed to respond to the needs of elderly patients with care and compassion.
Similarly, the Winterbourne View report (DoH. 2012b) identified major failures to meet the
needs of people with learning disabilities and uncovered wider issues within the care system.
Shortly after, the Francis (2013) report highlighted significant failings due to CF and high
levels of demands on staff, resulting in high mortality rates and poor patient care. Elsewhere,
Lown et al. (2011) reported survey results from a large sample of US patients and physicians,
suggesting 47% of patients and 42% of physicians did not feel the health care system
provided compassionate care. Compassionate care fails when staff feel fatigued, burnt out
and experience STS (The Royal College of Psychiatrists, 2015). These examples suggest
organisations, and individuals within them, can and do fail to respond with compassion due to

high CF and low CS, highlighting the potential costs of reduced PQoL.

Strategies to Improve Professional Quality of Life
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Increasing mindfulness can promote PQoL amongst MHPs by mitigating CF and
improving CS. Christopher & Maris (2010) found mindfulness training enhanced the
psychological and physical wellbeing of trainee counsellors and therapists which prevented
CF. Other studies have reported similar benefits where mindfulness training has led to
reduced CF (Best et al., 2020; Duarte & Pinto-Gouveia, 2016) and increased CS (Gregory,
2015). Alternative strategies may include education around CF and CS. Klein et al. (2018)
reported increased CS and reduced BO after practitioners attended a resiliency programme
focusing on education and awareness of CF and self-care practices (Klein et al., 2018).

Similar results have been found elsewhere (Pehlivan & Guner, 2020).

Organisations have also introduced Schwartz Rounds to provide protected space for
staff to share emotional and social experiences of care which have led to improved
communication, higher levels of empathy, and enabled more compassionate care (Farr &
Barker, 2017; Goodrich, 2012; Lown & Manning, 2010). It is worth noting, however, that
participation in Schwartz Rounds is usually voluntary. Individuals who choose to attend are
therefore likely to have more capacity and motivation to utilise this protected space and may
already experience higher levels of CS. In addition, outcomes and perspectives were not
obtained from non-attenders. It would be beneficial to examine patterns and relationships in

those who do not attend to rule out any possibility of bias.

Leadership is crucial in facilitating compassionate care through rewarding practices,
allocating resources, and shaping the structure and values of organizations (NHS England,
2014; Rafferty et al., 2015; West et al., 2013). Evidence suggests primary interventions, such
as amending workload, are more cost and time effective than secondary interventions, for
example influencing psychological mechanisms (Lamontagne et al., 2007; Montano et al.,

2014), although both approaches have positive outcomes (Corbiére et al., 2009).
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While research suggests a number of positive strategies to improve PQoL, Stamm
(2010) recognised a level of complexity in overall PQoL due to the number of variables
involved. These variables include exposure to trauma at work, and occupational and personal
characteristics (Stamm, 2010). Therefore, it is important to consider what factors specifically
influence the constructs of CS and CF in different contexts. To do this, many authors have
investigated the predictors of both constructs within varied populations, although much less

attention has been paid to CS than to CF.

Factors Associated with Compassion Satisfaction

Demographic variables that have been associated with CS include age, marital status,
gender, and work experience (Lee et al., 2021; Sacco et al., 2015; Wang et al., 2019). These
are similar findings to that in CF literature in that female gender, younger age, less
experience and being single were related to higher CF (Xie et al., 2021). However, there
remain inconsistencies in findings regarding the nature of the relationship between
demographic factors and PQoL (Turgoose & Maddox, 2017), indicating a degree of caution
should be taken in drawing firm conclusions in relation to the impact of demographic
variables on CS. Logically, those older in age are likely to have more work experience, which
makes it difficult to establish whether age or experience, if either, may contribute to CS.
Additionally, according to the World Health Organisation (WHO, 2006), women tend to
dominate health service professions which may result in biased findings suggesting women

are more or less likely to experience CS.

Personal factors that have been identified in relation to higher levels of CS include the
use of self-care, (Butler et al., 2017), emotional intelligence (Bae et al., 2019), secure

attachment, mindfulness (Buceta et al., 2019), empathy, reduced personal distress (Yi et al.,
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2019), and aligning to one’s values (Kulkarni et al., 2013). Meanwhile, personal history of

trauma predicts lower CS (Kase et al., 2019).

Organisational factors that are related to higher levels of CS include autonomy
(Gonzales-Mendez & Diaz, 2021), support from colleagues (Balinbin et al., 2020), positive
work challenges, commitment to the organisation (Baugerud et al., 2018), and access to
supervision (Senreich et al., 2020). Conversely, role ambiguity, conflict and overload (Barr,
2017), shift work (Burnett et al., 2018) and work setting, such as working in primary care
(Ruiz-Fernandez et al., 2020), are associated with reduced CS. Social support has also been

found to be associated with CS (Barr, 2017; Varadarajan & Rani, 2021).

These findings are useful in suggesting potential factors related to CS. However they
were obtained from a wide variety of physical health professions, utilising varied sample
sizes and study methodologies. This makes it difficult to generalise findings and to assess

whether specific factors are unique to specific job roles.

It is clear there are intersectional factors potentially related to the development of CS.
However, much of this research focuses on physical healthcare populations. Two systematic
reviews have been identified focusing on PQoL in MHPs. Both reviews focused on predictors
of CF, with one also highlighting the relationship between CS and CF (Turgoose & Maddox,
2017) and the other briefly synthesising factors associated with CS (Singh et al., 2020).
However, the narrow search strategy, by focusing predominantly on CF, did not allow for all

research exploring factors associated with CS to be included.

Aim of the Current Review

Evidence suggests a relationship exists between CF and CS, and has identified several
factors that may be related to CF, and therefore may relate to CS. Although MHPs are

exposed to similar workplace stressors as other physical healthcare and non-healthcare
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professionals, they also experience additional emotional strain in supporting individuals with
mental health difficulties (Moore & Cooper, 1996). This emotional labour has been found to
be positively correlated with stress amongst mental health nurses (Mann & Cowburn, 2005).
Additionally, in a review of BO amongst MHPs, Morse et al. (2012) reported 21-67% of
MHPs may experience high levels of BO. Further, psychiatrists (Fischer et al., 2007),
qualified mental health nurses (Sahraian et al., 2008), and psychiatric occupational therapists
(Gupta et al., 2012) are at greater risk of BO compared with other practitioners. The high risk
of reduced PQoL for MHPs will undoubtedly affect work performance, job satisfaction and

individuals’ own physical and mental health.

No systematic review has been conducted explicitly focusing on CS amongst specific
healthcare populations such as MHPs. Specific jobs will have unique risk factors affecting
PQoL. Therefore, exploring the literature in specific populations would add vital information
to determine which factors relate to CS, and consequently which strategies may enhance the
positive aspects of caring. As such, this review aimed to systematically synthesise all existing
data to consider the factors related to CS in MHPs. Advancing understanding of CS for
MHPs could reveal important opportunities to promote professional wellbeing and lead to

better working conditions for staff and outcomes for patients.

Methods

An initial scoping search was performed using PsycINFO and Google Scholar to
determine the suitability of the systematic review topic and to identify existing published
reviews in this field. In addition, the PROSPERO database was searched to identify whether
any similar reviews had been registered. There were no existing or planned systematic
literature reviews examining factors associated with CS in MHPs. The protocol was

registered on PROSPERO (registration number: CRD42021271422) and the systematic
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review was completed in line with guidelines and criteria published by the Preferred

Reporting Items for Systematic Reviews and Meta-analyses (PRISMA: Stewart et al., 2015).
Study Selection

For inclusion in this review, studies had to: (i) be written in English; (ii) be published
in a peer-reviewed journal before 30" November 2021; (iii) be quantitative; (iv) measure CS
and clearly state the measure utilized; (v) use samples consisting of at least 50% of
participants identifying as a MHP, e.g., psychotherapist, therapist, counsellor, psychologist,
psychiatrist, psychiatric nurse, or any professional role providing direct care to patients
within a mental health team/unit; (vi) consist of analysis of the relationship(s) between CS

and other variables.

Studies were excluded if any of the following criteria were met: (i) studies in which
factors associated with CS was not the primary outcome; (ii) studies investigating
intervention/strategies to improve CS; (iii) studies reporting prevalence of CS, without
reporting relationships between other variables and CS; (iv) unclear study samples, or those
consisting of participants with mixed (above 50% not MHPs) or unqualified professions e.g.,
psychiatric and medical health professionals, student therapists and lay trauma therapists; (v)
unpublished articles, commentaries, theses, dissertations, conference papers or systematic

reviews.
Search Strategy

Six databases (The Allied and Complementary Medicine Database [AMED],
Academic Search Ultimate, Cumulative Index to Nursing and Allied Health [CINAHL],
MEDLINE Complete, PsycArticles and PsycINFO) were independently searched for all
relevant literature up until 30" November 2021. Highly sensitive search terms were

developed in collaboration with a faculty librarian, using Boolean operators and subject
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terms. Subsequently, search strategy tests were completed to ensure the search terms were

appropriate. Table 1 shows the full search terms.

[TABLE 1 ABOUT HERE]

All papers generated in the search were exported into EndNote®© reference
management software version X9 and de-duplicated using the EndNote© de-duplication tool.
Any missed duplicates were manually removed. The inclusion criteria were used to screen
abstracts, titles, and keywords of remaining citations and those that were not relevant were
excluded. Full texts were obtained for the remaining papers and were examined in line with
the inclusion and exclusion criteria. Hand-searching of the remaining papers was conducted,

and relevant citations were reviewed.

Data Extraction, Quality Appraisal and Data Synthesis

Details of all papers included in the review were exported into a purposefully
designed form by one author. Extracted data included: The author(s); year of publication;
location; study design; study aims; participant characteristics and demographics; factor(s)

investigated; measure(s) used; main findings; and effect sizes.

The Appraisal of Cross-sectional Studies [AXIS] (Downes et al., 2016) tool was used
for quality appraisal. The AXIS tool was chosen because it addresses both study quality and
risk of bias and includes an extensive explanatory document to assist users. The tool consists
of 20 items to assess design and reporting quality (see Appendix B). Areas covered by the
checklist included study aims, methodology, results, discussion, funding and conflicts of
interest, and ethical approval. Items were rated as “yes”, “no”, or “don’t know”. The tool
does not explicitly define a numerical scale to score quality assessment, however studies were
awarded a score of one for each item rated as “yes”, except for items 13 and 19 which were

reverse scored due to the framing of the question. Thus, a maximum score of 20 could be
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achieved, with higher scores indicating higher study quality and lower risk of bias. Papers
were not excluded based on critical appraisal; however, the ratings were considered when
drawing conclusions regarding included studies. Studies were assessed independently by one
author. A colleague independently assessed quality of studies and risk of bias with a random
sample of included studies (n=5) to improve consistency and reliability. One minor
discrepancy was discussed in line with the explanatory document and consensus was

achieved.

Effect sizes for the main study results were calculated for each of the included papers
to examine the relevance of findings. Effect size measures were based on Cohen’s (1988)
rules of thumb. These were then subject to narrative synthesis to identify and group factors

affecting CS for studies reporting medium to large effect sizes.

Results

A total of 8,098 records were identified from database searches. After screening of
titles and abstracts, when checked against inclusion criteria, 28 papers fulfilled criteria.
Citation searching identified a further 34 potentially relevant papers, for which full texts were
retrieved. From this, one additional paper met the inclusion criteria. A total of 28 studies in
29 papers were suitable for inclusion in this review. There were several papers that appeared
to meet the inclusion criteria but upon further examination were excluded. Predominantly,
this was due to sample characteristics. For instance, several papers utilised samples made up
of mixed professions across multiple specialities. Please refer to Figure 2 for full details of

the selection process.

[FIGURE 2 ABOUT HERE]

Study Characteristics
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The main characteristics of the 28 studies across 29 included papers are summarised
in Table 2. Two papers used the same sample (Laverdiére et al., 2019; Laverdiere,
Ogrodniczuk & Kealy, 2019), and as such they have been reported in the same row in Table 2
and will be collectively referred to as Laverdiére et al. (2019) for brevity. A total of 6,939
participants across the 28 studies were included and reports were published between 2007

and 2021. All of the studies were cross-sectional.

Sample sizes varied from 36 (Bell et al., 2019) to 1,121 (Sprang et al., 2007), with an
average of 248 participants. The average age of participants ranged from 29.68 years (Xie et
al., 2020) to 53.67 years (Linley & Joseph, 2007). Six studies did not provide adequate
information regarding the age of participants (Cetrano et al., 2017; Dehlin & Lundh., 2018;
McKim & Smith-Adcock, 2013; Rossi et al., 2012; Sodeke-Gregson et al., 2013; Towey-
Swift & Whittington, 2019). The proportion of female participants ranged from 41.7% (Bell

et al., 2019) to 84.7% (Lakioti et al., 2020).

[TABLE 2 ABOUT HERE]

Measures of Professional Quality of Life

All studies included in this review used a version of the ProQOL scale (Stamm, 2003,
2005, 2010). The ProQOL 5 (Stamm, 2010) was used by 18. Version 4 (Stamm, 2005) was
used by five (Basogul et al., 2021; Mangoulia et al., 2015; McKim & Smith-Adcock, 2013;
Ray et al., 2013; Sukut et al., 2021) and version 3 (Stamm, 2003) by the remaining five
(Cetrano et al., 2017; Craig & Sprang, 2010; Killian, 2008; Lawson & Myers, 2010; Linley &
Joseph, 2007; Rossi et al., 2012; Sprang et al., 2007). The main difference is within the
scoring. Versions three and four are scored on a Likert scale ranging from 0-5, while version

five is scored from 1-5.

Quality Appraisal
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The results of the AXIS quality assessment tool (Downes et al., 2016) are displayed in
Table 3. Out of a possible 20 points, quality assessment scores ranged from 11 (Sprang et al.,
2007) to 17 (Basogul et al., 2021), with a mean score of 14. All studies scored 0 on item-14
(information about non-responders described). This is often difficult to address in cross-
sectional research as it can be hard to gain information about non-responders (Downes et al.,
2016). There are no defined cut-offs for classifying the quality and risk of bias using the
AXIS tool (Downes et al., 2016). However, the quality of studies could be considered
moderate to high. The assessment revealed issues with one paper regarding the conclusions
drawn by authors (Adeyemo Sunday et al., 2015). The results revealed no significant
correlation between CS and distress (r = -0.048, p > 0.05). However, the authors concluded
CS had a significant negative correlation with psychological distress. This discrepancy in the
reporting of findings was interpreted with caution. Finally, four studies utilised measures that
had not been validated previously (Bell et al., 2019; Dehlin & Lundh, 2018; ltzhaki et al.,

2018; Killian, 2008).

[TABLE 3 ABOUT HERE]

Study Results

Factors have been synthesised into demographic, personal, occupational, and social

factors to achieve a coherent narrative.

Demographic Factors

Fourteen papers reported significant relationships between demographic factors and
CS, including age, experience, job role, type of organization, licensure, gender, marital status
and having children. In most papers, these findings had small effect size suggesting results
may not be clinically meaningful. With regards to age, Somoray et al. (2015) identified it had

a significant positive correlation with CS scores, with medium effect, indicating older
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subjects experienced higher levels of CS. Additionally, in regression analysis, age was found
to significantly contribute to the variance in CS (Sodeke-Gregson et al., 2013; Somoray et al.,
2015; Sprang et al., 2007; Xie et al; 2020). In these papers, the final model of regression had

R? values that indicated medium to large effect sizes.

Craig and Sprang (2010) explored CS in a larger sample of trauma treatment
therapists with findings suggesting years of experience became more powerfully associated
with CS than age. This is perhaps indicative of a relationship between age and years of
experience, i.e. one might assume older age would naturally correlate with increased number
of years’ experience. Elsewhere, it has been concluded experience was significantly
independently related to CS, with medium and large effect sizes (Laverdiére et al, 2019;
McKim & Smith-Adcock, 2013). Conversely, though further significant relationships were
found between experience and CS, the strength of these was weak (Dehlin & Lundh, 2018;

McKim & Smith Adcock, 2013; Towey-Swift & Whittington, 2019).

Additional demographic factors have demonstrated moderate to strong correlations
with CS, including type of organization (Lawson & Myers, 2010), education (Basogul et al.
2021) and smoking status (Xie et al., 2020), however findings have not been replicated

elsewhere.

Although, taken together, these findings demonstrate strong relationships between CS
and some demographic factors, many authors considered these relationships and reported

non-significant findings raising questions regarding their clinical significance.
Personal Factors
Psychological Characteristics.

Various psychological characteristics have been explored in relation to CS with

meaningful findings. For example, Browning et al. (2019) explored the contributions of
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certain traits to PQoL amongst counsellors. Findings indicated a significant association

between CS and hope, with a large effect size.

With regards to empathy, in their two studies using the same sample of 240
psychotherapists, Laverdiere et al. (2019) found empathy to be a positive and significant
contributor to CS. In regression analysis, empathy uniquely contributed to their entire model,
which had a large effect size, however correlation analysis suggested the relationship
between empathy and CS was weak. Two authors have found no significant associations
between CS and empathy in smaller samples of MHPs (Lakioti et al., 2020; Linley & Joseph,

2007).

Five studies explored personality factors in relation to CS. Examining several
personality factors, Somoray et al. (2015) reported higher CS was moderately associated with
lower neuroticism and higher extraversion and agreeableness. Of these personality traits, only
conscientiousness was found to be significantly independently related to CS. Cynicism has
been found to be strongly negatively associated with CS, accounting for a substantial
proportion of variance with large effect size (Ray et al., 2013). This cross-sectional study of
frontline MHPs also found a strong significant relationship between CS and personal
efficacy. Lakioti et al (2020) found a similar relationship, with medium effect size. This study
also found self-efficacy had a significant positive association with CS accounting for a
unique contribution to the variance in CS. Resilience has also been found to have a moderate
relationship with CS (La Mott & Martin, 2018; Sukut et al., 2021). In both studies, resilience

was found to contribute to the variance in CS when all other variables were held constant.

Wellbeing.

Ten studies explored the relationship between wellbeing and CS. In a sample of

psychiatric nurses (Mangoulia et al., 2015), those who described their mental and physical
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health as excellent had significantly higher CS. A description of their mental health as not
excellent was significantly related to lower CS. Similarly, Lakioti et al. (2020) explored five
dimensions of well-being in relation to CS, reporting significant positive relationships
between CS and all well-being dimensions (including positive emotion, engagement,
meaning and accomplishment), with moderate to large effect sizes. In a larger sample of 506
professional counsellors, Lawson and Myers (2010) identified CS and total wellness were
significantly and strongly positively correlated, suggesting as wellness increased, so did CS
and vice versa. Furthermore, participants with higher wellness scores rated career sustaining
behaviours significantly higher than those with low wellness scores. Career sustaining
behaviours included behaviours that may be classed as self-care strategies, such as
participating in personal therapy, spending time with friends and family, and engaging in
physical activities. Several types of self-care (physical, psychological, emotional, spiritual
and professional) were all found to have significant relationships of moderate strength with
CS, accounting for a significant proportion of the variance in CS (La Mott & Martin, 2018).
Similarly, though small in effect, Sodeke-Gregson et al. (2013) reported a positive correlation

between time spent engaging in self-care and CS.

Conversely, reduced wellbeing has also been found to be related to CS, with all
findings reporting medium to large effect sizes. Ray et al. (2013) reported a significant
correlation between emotional exhaustion and CS, with higher levels of emotional exhaustion
associated with lower levels of CS. In a similar vein, Rossi et al. (2012) found lower levels of
CS amongst community mental health staff related to higher psychological distress. Further,
distressed workers reported significantly lower CS than non-distressed ones. Similar findings
were reported amongst psychotherapists (Laverdiére et al., 2019). Litam et al. (2021) also

concluded perceived stress was significantly associated with CS. Finally, Clark et al. (2021)
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explored imposter phenomenon amongst MHPs, finding CS and imposter phenomenon

shared 17% of their variance with one another.

Personal Trauma.

Seven studies considered whether professionals’ experience of trauma, past or
present, had a relationship with PQoL, with inconsistent findings. Interestingly, two studies
reported significant positive correlations between post-traumatic stress disorder (PTSD) and
CS (Litam et al., 2021; Tirgari et al., 2018), with large and moderate effect sizes respectively.
Elsewnhere, significant findings were reported in two studies, suggesting lower CS amongst
those with a history of trauma, but with only small effect size (La Mott & Martin, 2018;
Somoray et al., 2015). On the other hand, several authors have described a non-significant
relationship between CS and trauma (Linley & Joseph, 2007; Martin-Cuellar et al., 2018;
Rossi et al., 2012). These inconsistent findings suggest further exploration may be beneficial.
Exploring factors which mediate the impact of trauma on CS, Martin-Cuellar et al. (2018)
reported a moderately strong relationship between mindfulness and CS. Additionally,
mindfulness was found to be independently associated with improved CS and reduce the

impact of recent trauma.

Occupational Factors

Organizational Commitment.

Organisational commitment is a measure of workers’ intention to continue in their
organisation, rather than leave. Two studies examined relationships between organisational
commitment and CS. In their study, Mangoulia et al. (2015) found participants reporting with
low organisational commitment scored lower in CS than those who remained committed to
their organisation, with moderate effect size. Additionally, it was reported those who desired

a psychiatric nursing career for their children and would choose the same career again also
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scored higher in CS with large effect sizes (Mangoulia et al., 2015). Similarly, Basogul et al.
(2021) found significant differences in CS scores between those considering changing units
and those who were not, with those considering changing reporting lower CS scores. Multiple
regression analyses indicated considering a change contributed to a proportion of the total
variance in CS. In part, intention to leave may be influenced by work stress which has also
been found to be associated with CS with a moderately strong relationship (ltzhaki et al.,

2018).

Areas of Work Life.

The Areas of Work Life scale (AWS: Leiter & Maslach, 2011) measures the
congruence between workers’ expectations and the job across six dimensions of work life,
these being control, values, workload, rewards, community, and fairness. Two studies
reported a significant positive relationship between all areas of work life and CS with

medium to large effect sizes (Ray et al., 2013; Towey-Swift & Whittington, 2019).

With regards to control, two researchers examined its relationship with CS,
suggesting higher control and autonomy were associated with higher CS (Killian, 2008;
McKim & Smith-Adcock, 2013). Basogul et al. (2021) explored professional values in a
sample of 120 mental health nurses, identifying a strong positive correlation between total
professional values and CS. Examining these relationships further, caring, professionalism,
activism and justice demonstrated relationships of moderate strength, while truth had a strong

relationship and was found to be independently associated with CS in regression analysis.

Workload.

A variety of occupational activities were considered regarding their influence on CS
in eight studies. Relationships of moderate strength have been found between CS and

theoretical orientation (Laverdiére et al., 2019) and superiority (Xie et al., 2020). Other
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workload factors found to contribute significantly to the variance in CS across multiple
studies with moderate to large effect size include: quality of meetings and the need to attend
training (Cetrano et al., 2017); the use of evidence-based practice (Craig & Sprang, 2010);
clinical contact (Killian, 2008); theoretical orientation and delivering individual work only
(Laverdiére et al, 2019); engaging in research and development activities (Sodeke-Gregson et
al., 2013); job satisfaction (Xie et al., 2020); and the percentage of clients on caseload with
PTSD (Sprang et al., 2007). Conversely, in other studies workload factors such as negative
clientele (McKim & Smith Adcock, 2013), and working hours (Tirgari et al., 2018; Xie et al.,

2020) were not significantly related to CS.

Team-Working.

Five studies considered various aspects of support from colleagues, suggesting
perceived workplace belongingness (Somoray et al., 2015), good relationships with
colleagues and working as a team (Mangoulia et al., 2015), and management support
(Sodeke-Gregson et al., 2013) were associated with CS in MHPs with large effect sizes.
Further, Bell et al. (2019) identified emotional support and encouragement from colleagues as
significant factors, however effect sizes were not reported and their papers did not allow for

these to be calculated.

Supervision.

Related to, but distinct from, support from colleagues, six authors examined whether
supervision was associated with CS. Sodeke-Gregson et al. (2013) identified a positive
relationship between perceived supervision support and CS although the number of hours of
supervision was not significantly related. Access to supervision (Dehlin & Lundh, 2018) and
regular supervision (Bell et al., 2019) have also been found to be related to levels of CS, with

more access and more regular supervision associated with higher levels of CS. Meanwhile,
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other authors found supervision was not significantly related to CS (Lakioti et al., 2020;

Laverdiére et al., 2019; Linley & Joseph, 2007).

Social Factors

Two studies examined the role of social support in CS, with findings suggesting those
allocating time for social life (Basogul et al., 2021) and those accessing social support
(Killian, 2008) reported higher levels of CS. In both studies, social support accounted for a

proportion of the variance of CS with the final models demonstrating large effect sizes.

Discussion

This review sought to synthesise findings from all relevant studies exploring factors
associated with CS for MHPs. Systematic searching identified 28 studies within 29 papers for
inclusion. CS was significantly associated with demographic, personal, organisational and
social factors. Overall, this review found organisational factors to be the most widely
researched factors associated with CS. Findings suggested improved levels of CS for MHPs
were related to reduced and varied workload, positive team-working and dynamics, and
regular supervision. Personal factors of higher wellbeing and growth associated with personal
trauma were also positively related to CS. These findings indicate many of the factors
associated with CF are also associated with CS. This has not previously been systematically

explored.

Overall, the quality of the included studies was considered moderate to high (average
14/20). However, the quality appraisal indicated there were potential issues with all studies
failing to describe non-responders, which is a common issue within cross-sectional research.
Further, one study (Adeyemo Sunday et al., 2015) reported statistical results inconsistent with

the written narrative, and the use of non-validated measures of associated variables in four
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studies (Bell et al., 2019; Dehlin & Lundh, 2018; Itzhaki et al., 2018; Killian, 2008) may have

impacted findings.

Relationships Between Professional Quality of Life Variables

As in physical healthcare populations (Babaei & Haratian, 2020; Burnett et al., 2019;
Jarrad & Hammad, 2020), this review found a relationship between CS and CF. In those
studies that explored this relationship, the majority reported negative associations between
CS and CF and/or BO with effect sizes of moderate and large strength. Although this does
not imply causality, it suggests that if CS can be increased it might minimise the prevalence
and effects of CF. Conversely, if CF is reduced it might maximise CS. For STS, the
relationships with CS were weak (Basogul et al., 2021; Clark et al., 2021; Dehlin & Lundh,
2018). This echoes previous findings (Stamm, 2010) suggesting strategies that target CS and
BO may complement each other but are less likely to impact STS (Singh et al., 2020). Given
the paucity of research exploring CS and the relationship between CS and CF in MHPs, these
finding suggests it may be possible to draw at least tentative comparisons and conclusions

from the results of studies of CF and CS in the wider healthcare community.

Factors Associated with Compassion Satisfaction

It has frequently been hypothesised demographic characteristics may impact on levels
of CS, however there are several inconsistencies. The CF literature indicated gender may
impact PQoL, however this has not been supported in relation to CS. Although two studies
indicated female gender related to higher reported CS, effect sizes were small and many more
studies reported non-significant findings. This may be reflective of population characteristics,
since women often make up a large proportion of staff teams in physical and mental
healthcare (WHO, 2006). Indeed, in the studies included in this review, all but two (Bell et

al., 2019; Itzhaki et al., 2018) utilised samples in which females made up more than 60% of
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the sample. Age and experience also showed inconsistent findings, with six studies indicating
these variables were associated with CS, but many more reporting weak or non-significant
results. Taken together, although demographic variables may account for a small variance in

CS, in some populations, demographics may not be a key area on which to focus.

In terms of personal factors, this review highlighted psychological characteristics,
well-being, and personal trauma are significantly associated with CS. This parallels findings
in CF literature that trauma history, mindfulness and empathy are associated with CF
(Turgoose & Maddox, 2017). Six studies in this review reported a relationship between CS
and personal trauma, although only two demonstrated moderate effect sizes (Litam et al.,
2021; Tirgari et al., 2018). This perhaps reflects differences in study design, as both studies
reporting larger effect sizes utilised the same measure of PTSD (PTSD checklist; Weathers et
al., 2013), while the remaining studies all utilised different measures to examine trauma
history. Importantly, both studies identified a significant positive correlation between trauma
and CS. This is inconsistent with findings within CF literature which suggest personal trauma
history relates to higher levels of CF (Turgoose & Maddox, 2017). This may be reflective of
the personal growth practitioners experience with a personal history of trauma (Linley &
Joseph, 2007) or reflect the study participants who had relatively high rates of CS and low
rates of CF. Bell et al. (2019) identified exposure to traumatic events was associated with
reduced CS, however their report did not allow for effect sizes to be calculated and the

sample size was small.

This may also indicate other variables can protect against the potential impact of
personal trauma on CS. These could be worth exploring in more depth. For example,
mindfulness has been found to moderate the relationship between recent trauma and CS
amongst MHPs (Martin-Cuellar et al., 2018). Interestingly, few studies have considered the

relationship between CS and mindfulness, although strategies to reduce CF, which may
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improve CS, included mindfulness practice (Best et al., 2020; Duarte & Pinto-Gouveia, 2016;
Gregory, 2015). Mindfulness has also been found to be associated with enhanced CS in
healthcare professionals (Buceta et al., 2019) and reduced CF amongst MHPs (Turgoose &
Maddox, 2017). Therefore, implementing strategies incorporating mindfulness techniques

may support MHPs whose personal histories may decrease their capacity for CS.

Several psychological characteristics were identified in relation to CS within this
review. Though hope, conscientiousness, cynicism and self-efficacy were determined to be
independently associated with CS, samples sizes were small and few studies have explored
these concepts. Therefore, it would be prudent to replicate these findings elsewhere to
determine their influence. Resilience was identified to be associated with CS in two studies,
which fits with strategies aimed at improving CS and reducing CF (Klein et al., 2018;
Pehlivan & Guner, 2020). Empathy has been implicated as related to CF (Stamm, 2002)
amongst social workers (Yi et al., 2019) and MHPs (Turgoose & Maddox, 2017). It is
therefore surprising only one study found a clinically meaningful relationship for this concept
in relation to CS (Laverdiere et al., 2019). It may be that empathy is more directly associated
with CF than CS. However, it would be beneficial for further research to investigate
relationships between CS and other psychological characteristics to clarify their nature,

including empathy and mindfulness.

Ten studies reported statistically meaningful results pertaining to a link between
improved wellbeing and improved CS. Though this highlights the importance of protecting
staff wellbeing, it is less clear what gives rise to improved wellbeing. Three studies suggested
self-care had a positive relationship with wellbeing, however it is likely that wellbeing is also

impacted by factors associated with CS such as social support and occupational stressors.
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Social support was related to CS, with two studies suggesting those who make time
for and engage in social support reported higher levels of CS (Basogul et al., 2021; Killian,
2008;). This corroborates findings in physical healthcare literature (Barr, 2017; Varadarajan
& Rani, 2021). It is useful to be aware of personal and social factors associated with CS to
protect against reduced CS, which may lead to increased CF and the negative consequences
of caring. However, occupational health research suggests resources are better focused on
primary interventions, such as adequate staffing and reduced workload (Lamontagne et al.,

2007; Montano et al., 2014), which would target organisational factors associated with CS.

Several occupational factors have been implicated in increasing CF in MHPs,
including workload, co-worker support and supervision (Singh et al., 2020; Turgoose &
Maddox, 2017). These factors have also been identified as relating to CS in physical
healthcare literature. Similar findings were noted in this review, with workload factors
demonstrating significant associations with CS in 11 studies. In two studies, this was in
relation to the congruence between workers’ expectations and several aspects of their job.
This highlights the importance of transparency when hiring staff and throughout their
employment. Other studies explored caseload factors and work activities, underlining the
importance of staff having manageable and varied workloads of mixed presenting problems

and duties, as well as feeling equipped to do their jobs.

Finally, this review demonstrated a relationship between team working, co-worker
support and supervision, which echoes findings in other populations. Four studies suggested
support from colleagues related to higher CS in MHPs and three reported positive
relationships between supervision and CS. These have also been found to be protective
factors for reducing CF (Singh et al., 2020) and strategies which promote peer support have
demonstrated positive outcomes (Farr & Barker, 2017; Goodrich, 2012; Lown & Manning,

2010). Conversely, some authors concluded supervision was not significantly related to CS. It
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could be worth exploring this in more depth to determine which aspects of supervision
enhance CS, for example type of supervision (group, management, or clinical) or quantity of

supervision which will enable services to specifically target supervisory support.

Within this review, several types of MHP were represented, including community
mental health staff, counsellors, trauma therapists and unspecified psychotherapists. While
this has been useful to provide an overview of factors associated with CS, it is also important
to home in on specific factors within particular mental health contexts. Although several

organisational factors were highlighted, these may differ between settings.

Strengths and Limitations

The main strength of this systematic review is that it was first to synthesise data on
factors associated with CS within mental healthcare. It was also inclusive of a wide range of
variables potentially relevant to CS. This unique approach has added important information
regarding the relationship between concepts of PQoL and factors specifically related to the
CS of practitioners working in mental health. The search strategy was thorough, with only
one additional paper identified through reference list searching. In this way, this review has
enabled the presentation of a more in-depth understanding of PQoL in MHPs, and has created
a platform for further exploration of unique factors associated with PQoL in more specific

mental health contexts.

In relation to transparent limitations, systematic searches were undertaken by one
author. This may impact on the rigor of the selection process and replicability of the review.
However, the search process was informed by an academic librarian and the PRISMA
guidelines (Stewart et al., 2015), which should mediate this limitation. All studies were cross-
sectional. This precludes conclusions being drawn about causality. Relatively small sample

sizes limit the generalisability of findings. There were also several inconsistencies in the
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literature and several themes were explored in only a small number of papers. Nonetheless, it
is hoped the findings are sufficiently robust to inform future research into PQoL both within

and outside the field of mental healthcare.

It would be prudent for further research to overcome these limitations by adopting
longitudinal or qualitative designs to explore the wide variety of potential factors associated
with CS and to complement the existing literature. Additionally, there are several populations
within the field of mental health: it would be helpful to implement further research in well-
defined populations to further explore important variables. Once factors associated with CS
have been explored, it would be beneficial to identify and implement strategies to improve
CS and to evaluate outcomes to determine their effectiveness and the impact they have on
both CS and CF. This may add to the empirical evidence base regarding the nature of the
relationship between CF and CS and whether the focus should remain on the negative aspects

of caring, or whether a focus on CS is equally or more helpful.

Implications

Although further evidence is needed before firm conclusions can be drawn,
provisional recommendations are presented to enhance CS in MHPs at both individual and

organisational levels.

At the individual level, this review highlighted the relationship between CS and
wellbeing and self-care. Individuals should attempt to take reasonable steps to maintain their
wellbeing and engage in self-care activities that are meaningful for themselves, including
making time to socialise outside of work. While demographic and personal factors may
account for some variance in CS, these may be more difficult to target. It is recommended

that organisations familiarise themselves with these risk factors (for example, personal
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trauma, age and experience) and continually monitor employees, providing extra support

should these variables impact on staff.

At the organisational level, this review highlighted several other areas in which
organisations can develop clear frameworks for enabling staff to deliver care with
compassion and avoiding the negative physical, behavioural, and psychological consequences
of reduced CS. Understanding their employees and implementing strategies to improve
organisational commitment may improve job satisfaction. It seems important that staff have
reasonable and manageable workloads, with variability of duties and clientele to avoid a
reduction in CS. Similarly, there should be opportunities for training and development, which
may bridge the gap between expectations and realities of the role, and to work autonomously
which may give rise to more satisfied staff. Peer support has been highlighted as an important
factor contributing to differences in CS, therefore it would be paramount to focus on
supervision arrangements and opportunities for co-worker support. Based on the findings of
this review, peer-support to nurture CS could be operationalised for MHPs through protected

opportunities for socialising and reflecting on the emotional aspects of caring for others.

Conclusion

The present review is the first to systematically collate the variables associated with
CS in MHPs. To deliver good outcomes for clients, MHPs need to have high PQoL, which
comes from high levels of CS and low levels of CF. The results of this review suggest a fairly
close, but not exact, negative correlation between CS and CF. Consequently, it cannot be
assumed that improving CF will result in higher levels of CS, so it is also important to
consider determinants of CS. Several variables may be associated with CS, including
personal, social, and organisational factors. Although inconsistencies arose within all

categories, the review has enabled the identification of a number of practical implications.
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Several of the variables that likely contribute to differences in CS are organisational.
This suggests the primary focus of any improvement strategy should be on targeting those
variables that can be limited (e.g., workload) or increased (e.g., access to supervision and
peer support), rather than putting the onus on staff members to participate in additional
practices or interventions on top of their usual workload which might exacerbate issues
arising from lack of time and resource. Additionally, it could be wise to implement robust
workplace support, particularly for staff with demographic and personal factors which may

make them more vulnerable to lower CS and higher CF.

Although tentative implications are discussed, a more robust analysis is needed of
factors relating to CS pertinent to supporting individuals’ PQoL. Further research with larger,
clearly defined samples, adopting alternative methodology is required to explore factors
associated with CS among MHPs. This would create space for strategies to be piloted and
evaluated to improve CS, which in turn may reduce CF, and allow for delivery of effective

and compassionate care.
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Tables and Figures

Table 1: Systematic search terms

String Search Terms

Stringl  TI “compassion satisfaction” OR AB "compassion satisfaction”

String2  DE “Occupational Stress” OR DE “compassion fatigue” OR DE "Resilience
(Psychological)" OR DE "psychological endurance” OR DE "resilience"
OR
T1 burnout OR burn-out OR burnout OR compassion fatigue OR resilience OR
endurance
OR
AB burnout OR burn-out OR burnout OR compassion fatigue OR resilience
OR endurance

String3  DE “sympathy” OR DE “self-compassion”
OR
T compassion OR empathy OR kindness
OR
OR AB compassion OR empathy OR kindness

String4  S2 AND S3

String5  S1or S4
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Study / Study Design / Participant Factor(s) investigated / Main Findings / Comments Effect Size
Location Aims Characteristics & Measures Used

Sample Demographics
Adeyemo Cross-sectional /  Professionals in a Psychological Distress / Participants who were married reported Cohen’s d = .392
Sunday et al. Examined factors  Nigerian mental health ~ GHQ-12 (Goldberg & significantly better ProQOL (t (218) = -

(2015) / Nigeria

influencing
professional
quality of life

facility

N =234

67.9% female

76.9% married

M age = 39.23 (£7.79)
years

Williams, 1988)
Professional Quality of Life
/ ProQOL 5 (Stamm, 2010)

2.220, p < 0.05).

Basogul et al.
(2021) / Turkey

Cross-sectional /
Investigated the
relationship
between
professional
values and
professional
quality of life

Nurses working in three
mental health units

N =194

M Age = 39.88 + 5.69
years

75.8% female

82.5% married

47.6% undergraduate
degree

Nurse Professional Values /
Turkish validated version of
NPVS-R (Weis & Schank,
2017; Geckil et al., 2012)
Professional Quality of Life
[/ Turkish validated version of
ProQOL-4 (Stamm, 2005;
Yesil et al., 2010)

There were significant correlations between
CS and:

NPVS mean scores (p < .05)

BO (p <.05)

CF (p < .05)

Caring (p < .05)

Professionalism (p < .05)

Activism (p < .05)

Justice (p < .05)

Truth (p < .05)

Nurses with low CS considered changing
units (F (2,117) = 4.402, p < .05)

CS scores were higher in those allocating
time for social life (F (2,117) = 6.670, p <
.01)

CS was significantly predicted by education
level, considering changing units, allocating
time for social life and truth, accounting for
44% of the total variance in CS (R = .664, R?
= 0.441, p < 0.001).

r=.526
r=.271
r=-234
r=.488
r=.444
r=.413
r=.484
r=.538
;7; =.067
71127 =.102
R? = .441
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Bell et al. Cross-sectional /  Mental health nurses Exposure to traumatic Higher CS was found to be significantly Effect sizes not
(2019) / UK Assessed levels of and correctional officers  events and support / associated with: reported and unable
burnout, working within a large questionnaire collecting data  Black ethnicity (B = 8.87, p = 0.003) to calculate
compassion male remand prison on whether staff had Higher self-reported levels of emotional
fatigue and witnessed or experience support from colleagues (B =5.33, p =
compassion N =36 traumatic events, how many  0.005)
satisfaction, and M age = 40.31 (x1.57) times they had been exposed  Regular supervision (B = 3.51, p=0.005)
to explore years to these events, Encouragement (B = 3.76, p=10.023)
whether risk and  58.3% nurses organisational and peer Consultation from management (B = 6.26,
protective factors  41.7% correctional support, and whether they p<0.001)
found in other officers felt they had the skills Feeling equipped with appropriate skills for
settings are 41.7% female needed for their role the role (B =5.27, p=0.012)
associated with 55% White/Caucasian Professional quality of life/ Lower CS was significantly associated with:
the above in 72.2% married ProQOL 5 (Stamm, 2010) Living alone (B =-7.08, p=0.032)
prison setting Being employed as a correctional officer
rather than a mental health nurse (B = -9.45,
p=0.001)
Working in prisons for over 10 years (B = —
11.55, p=0.042)
Higher levels of exposure to traumatic events
(B =-14.31, p=0.005)
Browningetal. Cross-sectional /  Counsellors attendinga  Professional Quality of Life There was a significant relationship between
(2019) / USA Examined the stated counselling / ProQOL 5 (Stamm, 2010) CS and:
contributions of association conference Gratitude / GQ-6 Hope (p <.01) r=.420
demographic (McCullough et al., 2002) BO (p<.01) r=-.480
variables, hope, N =98 Trait Hope / Trait Hope
gratitude, and 82.7% female Scale (Snyder et al., 1991) CS was predicted by higher trait hope. ( = R?=.223
daily spiritual Aged 24-77, M = 44,55  Daily Spiritual Experiences .41, p <.001). The final model accounted for
experiences as years / DSES (Underwood, 2011)  22% of the variation in counsellors’ CS.
predictors of 65.3% married
professional 53.1% White/Caucasian
quality of life
Cetrano et al. Cross-sectional /  Mental health staff Quality of Working Life / CS was significantly associated with:
(2017) / Italy Investigated if working in three Italian ~ Quality of Working Life Ergonomic problems (p = .012) rs=-.120

and how quality

Trust (p <.001)

rs =.200
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of working life Mental Health Questionnaire (Gosetti, Autonomy (p < .001) rs=.200

affects Departments 2014) Participation (p = .003) rs=.150

compassion Perceived quality of meetings (p < .001) rs=.290

fatigue, burnout N = 400 Professional Quality of Life Organizational commitment (p <.001) re = .280

and compassion 75.9% female / Italian validated version of

satisfaction Aged 18-60+ years ProQOL 3 (Stamm, 2003; Perceived need of training (p = .024) Effect sizes not

61.3% married Palestini et al., 2009) Perceived risks for the future (p =.007) reported, unable to

calculate

Higher CS was significantly predicted by Adjusted R? = .180
perceived quality of meetings (B =1.873,p =

0.0007), perceived need to attend training (B

= 3.138, p = 0.035) and perceiving no risks

for the future (B =-3.170, p = 0.012).

Clark et al. Cross-sectional /' Mental health Professional Quality of Life CS had significant relationships with:

(2021) / USA Examined professionals / ProQOL 5 (Stamm, 2010) Imposter phenomenon (p < .01) r=-.433
imposter Imposter Phenomenon / CF (p<.01) r=-.506
phenomenon on N =158 Imposterism Scale (Leary et  BO (p <.01) r=-.650
professional Aged 22-77 M =41.24  al., 2000) STS (p<.01) r=-.258
quality of life (£13.74) years

83.5% female When controlling for age and years of work

85% Caucasian in mental health, these relationships

66.5% married decreased slightly
Imposter phenomenon (p <.01) I partial = -.417
CF (p<.01) I partial = -.493
BO (p <.01) I partial = -.641
STS (p < 01) I’ partial = -.247

When controlling for age and years of work, R?>=.173
imposter phenomenon and CS shared 17% of
their variance with one another

Craig & Cross-sectional /  Trauma treatment Professional Quality of Life Those reporting special training in trauma Cohen’s d = .400
Sprang (2010) /  Investigated the therapists / ProQOL 3 (Stamm, 2003) treatment reported significantly higher CS
USA impact of than those without specialist training (t(499)

evidence-based N =532 Evidence-Based Practices/ =-4.42, p<.001)

practices on Trauma Practices
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compassion Aged 27-83 M =53.2 Questionnaire (Craig & There were significant differences in CS and ;712, =.042
fatigue, burnout,  years Sprang, 2009; Sprang & type of organization (F (5,500) = 4.38, p <
and compassion 65% female Craig, 2007) .001) with those working in community
satisfaction health centres reported significantly higher
CS than those working in private, non-profit
agencies.
Years of clinical experience (5 =.260, p < R2 = 140
.001) and use of evidence-based practice (5 =
170, p <.001) were significantly associated
with CS, explaining 14% of the variance in
CS.

Dehlin & Cross-sectional /  Psychologists Professional Quality of Life CS was significantly associated with:

Lundh (2018) /  Investigated how / ProQOL 5 (Stamm, 2010) Age (p <.05) rs=.110

Sweden the availability of N =384 Supervision and Reflective  Years of clinical experience (p <.01) rs =.160
supervision and Aged 20-54 years Stance / 3 items constructed ~ Awvailability of supervision/collegial support = 320
the importance of  83.3% female specifically for the study, (p<.01)
reflection about rated on a 5-point Likert Reflection (p < .01) r=.230
relational scale from 1 (never) to 5 Relevance of reflection (p < .01) r=.320
processes are (very often) BO (p <.001) r=-.650
associated with STS (p<.05) r=-130
compassion
fatigue and The low supervision/low reflection cluster 2 = 157
compassion scored lower than all the other clusters for P
satisfaction CS. In addition, the high supervision/low

reflection cluster scored significantly lower
than the high supervision/high reflection
cluster and the high supervision/average
reflection clusters (F (4,374) =17.42,p <
.001)

Itzhaki et al. Cross-sectional /  Mental health nurses Violence Exposure / Four CS was associated with:

(2018) / Israel Investigated the from various questions using Likert scale ~ Work stress (p < .01) r=.390
effect of job departments from 1 (notatall)to5(very BO (p<.01) r=-470
stress, and often)
exposure to N=114 R?=.210
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violence or nurses
ProQOL

Aged 26-64 years M =
47.3 (£9.02)

56.3% female

77.2% married

Professional Quality of Life

/ Translated version of

ProQOL 5 (Stamm, 2010)
Job Stress / rating of job
stress from 1(not at all) to 5

(very often) (Shen et al.,
2005)

The multiple regression model explained
21% of the variance in CS, only work stress
significantly predicted CS (6 =-0.47,p <
0.01).

Killian (2008) /
USA

Cross-sectional /
Determined the
individual and
contextual factors
that predict
compassion
satisfaction,
compassion
fatigue and
burnout

Systemically oriented
therapists working with
trauma survivors

N =104

Aged 25-64 M = 38.65
(x11.17) years

79.8% female

47% White

Social Support/ Social

Support Index (McCubbin, et

al., 1982)

Personal Trauma History /
checklist of traumatic events
asking whether the event had
happened, how many times,
and how stressful it had been
at the time of its occurrence
Affective Coping / Brief

COPE (Carver, 1997)
Self-Care / Questions
designed by author

Compassion Satisfaction
and Fatigue / Compassion

fatigue and satisfaction
subscales (ProQOL R-3;
Stamm, 2003)
Burnout / Emotional

exhaustion subscale of MBI
(Masclach & Jackson, 1981)
Emotional Self-Awareness /
Emotional Self-Awareness
Questionnaire (Killian, 2007)

Perceptions of Work

Environment / Questions

designed by the author
focusing on resources,

Social support (8 = .360, p < .001), weekly Adjusted R? = .410
hours of clinical contact (8 =-.370, p =.007)

and therapist’s locus of control at work (f =

.220, p = .047) accounted for 41% of the

variance in CS (F = 14.32, p < .001).
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sources of stress and work

morale
Autonomy / (Trudeau et al.,
2001)

Lakioti et al. Cross-sectional /  Mental health Professional Quality of Life CS was associated with:

(2020) / Greece  Investigated the practitioners / Greek version of ProQOL 5 BO (p <.001) =-570
factors that help (Stamm, 2010) STS (p<.01) =-.230
therapists N =163 Counselor Activity Self- Counselling self-efficacy (p < .001) r=.350
maintain their Aged 26-63 M =40.62  Efficacy / Greek validated Positive emotion (p < .001) r=.400
resilience to work  (£9.75) years version of CASES (Lent et Engagement (p < .001) r=.350
stressors 84.7% female al., 2003; Lakioti & Relationships (p < .01) r=.270

51.5% married Karamouzi, 2017) Meaning (p <.001) r=.530
Empathy / Greek adapted Accomplishment (p < .001) r=.360
form of B-IRI (Ingoglia et
al., 2016; Tsitsas & Counselling self-efficacy (F (1,154) =5.06, p  Adjusted R? = .294
Malikiosi-Loizos, as cited in = .026) and meaning (F (1,155) =60.33, p =
Tsitsas, 2009) .000) had a significant positive influence on
Well-being / Greek CS, explaining 30.3% of the variance.
adaptation of PERMA
Profiler (Butler & Kern,
2016; Pezirkianidis et al.,
2019)

La Mott & Cross-sectional /  Licensed mental health ~ Professional Quality of Life CS was significantly higher in mental health  Cohen’s d =.289

Martin (2018) /
USA

Examined the
moderating
effects of self-
care on
compassion
outcomes

professionals

N =371

M age = 41.12 (£12.52)
years

94.1% female

70.1% married

/ ProQOL 5 (Stamm, 2010)
Resilience / BRS (Smith et

al., 2008)

Self-Care / SCAW
(Saakvitne & Pearlman,
1996)

Adverse Childhood
Experiences / ACE

guestionnaire (Felitti et al.,

1998)

providers with no history of ACEs compared
to those with a history of ACEs (t (369) =

1.98, p = 0.048).

CS was significantly associated with:

Resilience (p <.001)
BO (p <.001)
STS (p <.001)

Physical self-care (p < .001)
Psychological self-care (p < .001)
Emotional self-care (p < .001)
Spiritual self-care (p < .001)

r=.400
r=-.660
r=-.340
r=.320
r=.300
r=.420
r=.420
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Professional self-care (p <.001) r=.430
Balance (p <.001) r=.360
Total self-care (p <.001) =-560
Resiliency (B = 1.680, p <.001) and self-care R?=.260
(B =4.96, p <.001) accounted for a
significant portion of the variance in CS, with
the final model accounting for 26% of
variance (F (6,364) = 22.52, p < 0.001).
Laverdiére et Cross-sectional /  Psychotherapists Professional Quality of Life CS was significantly associated with:
al. (2019) / Explored work / ProQOL 5 (Stamm, 2010) Years of experience (p <.001) r=.280
Canada conditions, self- N =240 Empathy / TEQ (Sprenget ~ Empathy (p <.001) r=.270
care behaviours, M age =42 (£ 11.66) al., 2009)
and dispositional  years CS was higher in those working in Cohen’s d = .352

empathy as
possible
correlates of
professional
quality of life

78% female
Psychotherapists

independent practice compared to
institutional settings (t(187) = 2.41, p = .017)
Those doing only individual therapy with
adults had less CS than those doing other
modes of therapy (t(236) = -3.44, p < .001)
Theoretical orientation was related to CS
(F(3,231) = 7.00, p <.001), with
psychodynamic psychotherapists
experiencing less CS compared to others.
Those working with clients with a personality
disorder reported lower CS than those not
working with them (t(236) = -2.65, p = .235).

Psychodynamic orientation (4 = -.200, p <
.05), individual work only ( =-.190, p <
.05), years of experience (5 =.210, p <.05)
and empathy (8 = .27, p < .05) significantly
predicted CS, explaining 18% of the variance
in CS. Empathy had a significant and unique
contribution, explaining an additional 7% of
the variance

Cohen’s d = .448

7% = 083

Cohen’s d =.345

R?=.250
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/ / / / /
Laverdiere, Cross-sectional / Professional Quality of Life CS was associated with:
Ogrodniczuk & Explored the / ProQOL 5 (Stamm, 2010) Cognitive empathy (p < .01) r=.260
Kealy (2019) / relationship of Empathy / IRI (Davis, 1983) Empathic concern (p < .01) r=.170
Canada empathy to Personal distress (p <.01) r=-.370

compassion

satisfaction,

burnout, and

secondary

traumatic stress,

while also

considering the

influence of

important work

conditions
Lawson & Cross-sectional /  Professional counsellors  Professional Quality of Life Counsellors who worked in private practice n°p = .061
Myers (2010)/  Addressed gaps / ProQOL 3 (Stamm, 2003) scored higher on the CS subscale than
USA concerning N =506 Wellness / 5F-Wel (Myers & counsellors working in other settings (F (4,

counsellor M age =49.9 (£11.1) Sweeney, 2004, 2005) 481) =7.82, p < 0.001).

wellness in years Career Sustaining

relation to 78.8% female Behaviours / CSBQ CS was significantly associated with:

professional 89.1% Caucasian (Stevanovic & Rupert, 2004)  Percentage of high-risk clients (p < 0.001) r=-180

quality of life and Total wellness (p < 0.01) r=.570

career sustaining

behaviours
Linley & Cross-sectional /  Therapists Social Support / Crisis CS was significantly associated with:
Joseph (2007) /' Investigated Support Scale (Joseph etal.,,  Transpersonal training (p <.01) r=.190
UK salient factors that N = 156 1992) Eclectic training (p < .05) r=.180

may be associated Aged 27-85 years M = Empathy / JSPE (Hojat et Transpersonal practice (p < .05) r=.180

with positive and  53.67 (210.9) al., 2002) Eclectic practice (p < .05) r=.140

negative aspects  78.2% female Personal Attachment

of well-being 97% White between Client and CS was significantly predicted by sense of Effect size not

64% married

Therapist / WAI-Bond
(Horvath & Greenberg,
1989)

coherence (f = -.440, p < .001) and working
alliance/therapeutic bond (f = -.450, p <
.001)

reported, unable to
calculate
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Professional Quality of Life
/ ProQOL 3, Stamm, 2002)
Coherence / SOC-13
(Antonovsky, 1993)
Personal Growth / PTGI
(Tedeschi & Calhoun, 1996)
Psychological Changes /
CiOQ (Joseph et al., 1993)

Litam et al. Cross-sectional /  Professional counsellors  Perceived Stress / PSS ProQOL was significantly associated with:

(2021) / USA Examined the providing services (Cohen et al., 1983) Perceived stress (p < .001) r=.450
experiences of during the COVID-19 Professional quality of life/ Resilience (p <.001) r=-.210
counsellors pandemic ProQOL 5 (Stamm, 2010) PTSD (p <.001) r=.480
during the Coping Strategies / CSI-SF
pandemic N =161 (Addison et al., 2007) Posttraumatic stress (5 = .070, p = NS), Effect size not

Aged 21-66 years, M =  Resilience / RS (Wagnild &  coping responses (# =.080, p = NS), reported, unable to
39 (£11) Young, 1993) resilience (# = .060, p <.001), and perceived calculate

83.9% female PTSD / PCL-5 (Weathers et  stress (5 =-.170, p = NS) significantly

67.1% White al., 2013) predicted CS (F(4, 154) = 35.56, p <.001).

Mangoulia et Cross-sectional /  Psychiatric nurses Professional quality of life/ Choice to work in a psychiatric unit (B = R?=.374

al. (2015) / Investigated the ProQOL 4 (Stamm, 2005) 6.393, p <.001), opinion that the staff only

Greece prevalence of N=174 Personal and work related  worked sometimes as a team (B = -5.838, p <
compassion M age = 36.87 (£7.37) characteristics / .001) and description of their mental health
fatigue, years questionnaire items designed  as not excellent were significant predictors of
compassion 70.1% female specifically for study CS.

satisfaction,
burnout and
compassion
satisfaction, and
their risk factors

54% married

Those who desired nursing career for their
children experienced higher CS than those
who did not (t (173) = -4.57, p < .001)

Those who would choose nursing again for
their selves experienced higher CS than those
who would not (t (173) =-5.55, p <.001)

CS was higher in those who:
Described having very good relationships
with colleagues (F (4,169) = 9.64, p < .001)

Cohen’s d = .831

Cohen’s d = .845

0’y = .186
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Felt staff work always as a team (F (4,169) = 5% = .149
7.40, p <.001)
Described their physical health as excellent  #% = .123
(F (4,169) =5.91, p < .001)
Described their mental health as excellent (F~ #% = .203
(4,169) = 10.78, p < .001)
CS was lower in those who:
Desired to leave the hospital soon (F (4,169) 4%, = .099
=4.63, p=.001)
CS was significantly associated with:
BO (p <.001) r=-.600
CF (p <.001) r =-.250
Martin-Cuellar  Cross-sectional Mental health Childhood Trauma / CS was significantly associated with r=.380
et al. (2018) / Addressed models professionals Childhood Trauma mindfulness (p <.01)
USA of mindfulness as Questionnaire (Pennebaker Past trauma had no effecton CS (6= .-.03,p R?=0.100
a protective factor N =113 & Susman, 2013) =.71), but mindfulness positively predicted
for the 77% female Professional Quality of Life CS (#=.30, p =.001).
associations Aged 24-26 years, M = /[ ProQOL 5 (Stamm, 2010) Recent trauma had no effect on CS (8=.14, R?=0.150
between a 44.06 (£13.83) Mindfulness Attention and  p =.12), while mindfulness had a significant
clinician's history  69% non-Hispanic white Awareness / MAAS (Brown  effect (6 = .34, p <.001), Mindfulness was
of trauma and & Ryan, 2003) found to moderate and reduce the effect of
their experience recent trauma on CS (B =—.22, p=.02).
with CS
McKim & Cross-sectional /  Mental health Professional quality of life/ CS was significantly associated with:
Smith-Adcock  examined professionals ProQOL 4 (Stamm, 2005) Years of clinical experience (p <.05) r=.223
(2013) / individual and Workplace Factors / Four Trauma history (p < .05) r=.243
International workplace N =98 subscales of Psychologist’s Overinvolvement (p < .05) r=-.250
characteristicsto ~ 74.5% female Burnout Inventory (Ackerley  Control (p <.01) r=-.467
determine their 91.8% White et al., 1998) measuring
relative influence control, over-involvement, Personal trauma history (8=0.198, p <0.29), R?=.540

on compassion
satisfaction and

support and negative
clientele

years of experience (#=0.133, p = NS), and
control (f=—0.445, p < .001) significantly
contributed 26% to the total variance in CS.
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compassion Personal Trauma History /
fatigue Stressful Life Experiences
Short Form (Stamm, 1997)
Ray et al. Cross-sectional /  Frontline mental health ~ Compassion satisfaction CS was significantly associated with:
(2013) / Canada Determined care professionals and compassion fatigue / CF(p<.01) r=-.230
relationships Subscales of ProQOL 4 Areas of Work Life (p <.01) r=.520
among N =169 (Stamm, 2005) (Workload, control, reward, community, (r =.420, r = .420,
compassion M age = 43.8 (£11.61) Work Life / AWS (Leiter & values, fairness) r=.540,r=.400, r
satisfaction, years Maslach, 2011) =.290, r =.250)
compassion 81.7% female Burnout / MBI (Maslach et  Emotional Exhaustion (p <.01) r=-520
fatigue, work life al., 1996) Cynicism (p < .01) r=-700
conditions and Personal Efficacy (p < .01) r=.610
burnout
CS predicted:
Emotional exhaustion Adjusted R? = .275
Cynicism Adjusted R? = .483
Rossi et al. Cross-sectional /  Community-based Professional Quality of Life CS was significantly associated with:

(2012) / Italy

Assessed burnout,
compassion
fatigue and
compassion
satisfaction

mental health staff

N =260

Aged 18-50+
66.7% female
60.3% married

/ Italian validated version of

ProQOL 3 (Stamm, 2003;
Palestini et al., 2009)
General Psychological
Distress / GHQ-12
(Piccinelli et al, 1993;
Goldberg et al., 1997)

Stress Exposures / Survey
asking about eight negative

life events (Freedy et al.,
1993) and survey asking
about eight lifetime
traumatic events

Psychological distress (p < .0001)
BO (p <.0001)
CF (p <.0001)

Distressed workers had significantly lower
CS than non-distressed ones (t (245) = 3.99,

p < .0001)

Having a fixed-term contract over open-
ended contract (B = 5.449, p =.017) and

psychological distress (B = -4.298, p < .0001)

significantly predicted CS.

r=-287
r=-422
r=-.159

Cohen’s d = .510

Adjusted R? = .080

Sodeke-
Gregson et al.
(2013) / UK

Cross-sectional /
assessed the
prevalence of, and
identified
predictor

Therapists working with
adult trauma clients

N = 253
71.9% female

Coping Strategies / CSI
(Bober et al., 2006)

Professional Quality of Life
/ ProQOL 5 (Stamm, 2010)

CS was significantly associated with:
Age (p <.01)
Qualification (p < .01)

Number of years post qualification (p < .05)
Days of training since qualification (p < .01)

r=.265
r=.181
r=.151
r=.201
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variables for,
compassion
satisfaction,
burnout and
secondary
traumatic stress

Leisure beliefs (p < .01)

Supervision beliefs (p < .05)

Time spent engaging in self-care (p < .01)
Time spent engaging in supervision (p < .01)
Time spent engaging in R&D activities (p <
.01)

Perceived support by management (p < .01)
Perceived support of supervision (p < .01)

Age (5 = 0.210, p < .05), time spent engaging
in R&D activities (5 = 0.170, p < .05),
perceived management support (5 = 0.140, p
< .05), and perceived supervision support (f
=0.170, p < .05) were significant predictors
of CS (F (11,220) = 5.825, p < .001).

r=.171
r=.153
r=.216
r=.196
r=.282
r=.214
r=.254

Adjusted R? = .187

Somoray et al.

Cross-sectional /

Mental health staff

Professional quality of life /

CS was significantly correlated with:

(2015) / Examined the role working in a counselling ProQOL 5 (Stamm, 2010) Age (p <.01) r=.400
Australia of personality and  service Personality / NEO-FFI Personal trauma (p < .01) r=.270
workplace (Costa & McCrae, 1992) Neuroticism (p <.01) r=-.320
belongingnessin N = 156 Sense of belonging / PSOM  Extraversion (p < .01) r=.330
predicting M age = 44.60 (x12.42)  (Cockshaw & Schochet, Openness (p < .05) r=.170
compassion years 2010) Agreeableness (p < .01) r=.310
satisfaction, 79.5% female Conscientiousness (p < .01) r=.290
secondary Workplace belongingness (p < .01) r=.500
traumatic stress,
and burnout Age (8 = .260, p < .01), conscientiousness (3  Adjusted R? = .420
=.240, p <.01) and workplace belongingness
(6 =.350, p <.001) significantly predicted
the variance in CS.
Sprang et al. Cross-sectional /' Mental health providers  Professional Quality of Life ~CS differed by licensure (F (7,523) =2.26,p 5% = .029
(2007) / USA Explored / ProQOL 3 (Stamm, 2003) <.05)
variables that N=1121 Personal and Professional ~ CS differed by specialized training, with 7’y =.033
might influence M age = 45.22 (+10.84)  characteristics / Iltems those having specialized training having
compassion years aimed to identify greater CS (F (1, 1076) = 37.09, p <.001)
satisfaction, 69.6% female characteristics soliciting
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compassion
fatigue and
burnout

information about age,
gender, experience,
discipline, training and
practice methods

Older age (8 =.194, p < .000) and clients
with PTSD (8 =.067, p <.01) predicted CS

Seven variables jointly accounted for 59% of

the variance in CS.

Adjusted R?=.590

Sukut et al. Cross-sectional /  Psychiatric nurses Professional Quality of Life Female psychiatric nurses had higher scores  Effect sizes not
(2021) / Turkey  Determined the / Turkish validated version of on CS than male psychiatric nurses (p reported, unable to
relationship N =100 ProQOL 4 (Stamm, 2005; =.0009). calculate
between M age = 32.46 (+8.60) Yesil et al., 2010) Job status impacted CS significantly (p =
professional years Resilience / Turkish .019).
quality of life and  82.4% female validated version of CD- CS was significantly related to:
psychological RISC (Connor & Davidson,  BO (p <.05) r=-.437
resilience 2003; Karairmak, 2010) Resilience (p < .05) r=.424
Linear regression demonstrated a positive Effect size not
association only between resilience and CS reported, unable to
(#=0.391, p<.001). calculate
Tirgari et al. Cross-sectional /  Psychiatric nurses Professional Quality of Life There was a significant correlation between
(2018) / Iran Determined the / ProQOL 5 (Stamm, 2010) PTSD and CS (p < .001) r=.610
relationship N =160 PTSD / PTSD Checklist
between PTSD Aged 30-39 years, M = (Weathers, et al., 1991)
and professional ~ 33.01 (x6.91)
quality of life 75.6% female
80% married
Towey-Swift &  Cross-sectional/  Community Mental Person-Job Congruence / CS was significantly associated with:
Whittington Identified how Health Team (CMHT) AWS (Leiter & Maslach, Years worked in current setting (p = .020) r=-.203
(2019) / UK person-job staff 2011) Workload (p < .01) r=.326
congruence is Professional Quality of Life Control (p <.01) r=.333
associated with N =132 / ProQOL 5 (Stamm, 2010) Reward (p < .01) r=.363
compassion Aged 31-60 years Recovery Knowledge and Community (p <.01) r=.288
fatigue and 72% female Attitudes / RKI (Bedregal et  Fairness (p <.01) r=.329
compassion al., 2006) Values (p < .01) r=.326
satisfaction and BO (p<.01) r=-784
how these relate STS (p<.01) r=-441

to staff recovery
attitudes
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Workload remained significant in predicting ~ R?=.222
CS in hierarchical regression (F (7,123) =
6.315, p <.001)

Xie et al. (2020) Cross-sectional /  Psychiatric nurses Professional Quality of Life Higher CS was presented in:
/ China Investigated the / Chinese validated version Psychiatric nurses who were female (t (351)  Cohen’sd =.321
prevalence and N = 352 of ProQOL 5 (Stamm, 2010; =-2.278, p =.023)
factors of Aged 18-50 M =29.68  Shen, 2015) Nurse supervisors or above (F (2, 349) = 7’y =.019
compassion (£7.08) 3.334, p =.037)
fatigue 83.8% female Head nurses (t (351) = -2.485, p = .013) Cohen’s d = .544
57.7% married Those who had children (t (351) =2.670, p= Cohen’s d =.284
.008)
Those who worked day shift (t (351) =0.389, Cohen’sd=.314
p =.027)
Those who did not smoke (t (351) =-2.767,p Cohen’s d = .888
=.006)

Job satisfaction (8 = .530, p = .000), exercise ~ R? =.307
(6 =.141, p =.002), had children (f =-.196,

p =.001) and age range from 36 to 50 years

(8 =-.133, p =.023) explained 30.7% of the

variance in compassion satisfaction.

Please note: GHQ-12 = General Health Questionnaire, ProQOL = Professional Quality of Life, NPVS-R = Nurse Professional Values Scale — Revised, GQ-6
= Gratitude Questionnaire — six item form, DSES = Daily Spiritual Experiences Scale, WPV = Work Place Violence, COPE = Coping Strategies, MBI =
Maslach Burnout Inventory, CASES = Counselor Activity Self-Efficacy Scales, B-IRI = Brief Interpersonal Reactivity Index, PERMA = positive emotion,
engagement, relationships, meaning and accomplishment, BRS = Brief Resilience Scale, SCAW = Self-Care Assessment Worksheet, ACE = Adverse
Childhood Experience, TEQ = Toronto Empathy Questionnaire, IRI = Interpersonal Reactivity Index, WAI = Working Alliance Inventory, SOC-13 = Sense
of Coherence, PTGI = Posttraumatic Growth Inventory, CiOQ = Changes in Outlook Questionnaire, PSS = Perceived Stress Scale, CSI-SF = Coping
Strategies Inventory Short-Form, RS = Resilience Scale, PCL-5 = The PTSD Checklist for DSM-5, JSPE = Jefferson Scale of Physician Empathy, 5F-Wel =
Five Factor Wellness Inventory, CSBQ = Career Sustaining Behaviours Questionnaire, MAAS = Mindfulness Attention and Awareness Scale, AWS = Areas
of Work Life Scale, CSI = Coping Strategies Inventory, NEO-FFI = NEO Five Factor Inventory, PSOM = Psychological Sense of Organisational
Membership, CD-RISC = The Connor-Davidson Resilience Scale, RKI = Recovery Knowledge Inventory, CS = compassion satisfaction, BO = burnout, CF =
compassion fatigue, PT = perspective taking, EC = empathic concern, R&D = research and development, PTSD = Post Traumatic Stress Disorder
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Table 3: Quality Appraisal of Studies
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Figure 1: Diagram of Professional Quality of Life (Stamm, 2010)
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Figure 2: PRISMA flow chart for selection process, adapted from Page et al. (2021)
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Appendices
Appendix A: Journal of Mental Health Author Guidelines
DESCRIPTION

Journal of Mental Health is an international, peer-reviewed journal publishing high-quality,
original research. Please see the journal's Aims & Scope for information about its focus and
peer-review policy.

Please note that this journal only publishes manuscripts in English.
Journal of Mental Health accepts the following types of article:

« Original Articles; Research and Evaluation Articles
e Review article
e Book and Web Reviews

PREPARATION

Review Articles:

e Should be written with the following elements in the following order: Title page (to
be uploaded separately and must not appear on the Main Document); Abstract
(Background, Aims, Methods, Results, Conclusions); Keywords; Main text
introduction; Materials and methods; Results; Discussion; Acknowledgments;
Declaration of interest statement; References (in the correct format); Appendices
(where appropriate - to be uploaded separately); Table(s) and caption(s) (on
individual pages) - to be uploaded separately; Figures and figure captions (as a list) -
to be uploaded separately.

e Should be no more than 6000 (excluding abstracts, tables and references)

« Should contain a structured abstract of 200 words.

e Should contain between 3 and 7 keywords. Read making your article more discoverable,
including information on choosing a title and search engine optimization.

e When submitting a Review, please confirm that your manuscript is a systematic
review and include a statement that researchers have followed the PRISMA guidance
— if this is not the case, please say why.

o Please confirm whether the review protocol has been published on Prospero and
provide a date of registration — if this is not the case, please say why.

e Manuscripts are limited to a maximum of 4 tables and 2 figures to be uploaded
separately — please advise where in your manuscript these are to be located.

« Please ensure that author details are not on the Main Document.

o Please ensure that author details are not included in the file name.

« Participants: language must be in the style of the APA. Our policy therefore is to refer
to study participants as opposed to patients or subjects.

e Please note we do not accept pdf’s. Please save your documents in the .doc format. in
the .doc format.

STYLE GUIDELINES
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Please refer to these quick style guidelines when preparing your paper, rather than any
published articles or a sample copy.

Any spelling style is acceptable so long as it is consistent within the manuscript.
Please use double quotation marks, except where “a quotation is ‘within’ a quotation”.
Please note that long quotations should be indented without quotation marks.
FORMATTING AND TEMPLATES

Papers may be submitted in Word format. Figures should be saved separately from the text.
To assist you in preparing your paper, we provide formatting template(s).

Word templates are available for this journal. Please save the template to your hard drive,
ready for use.

If you are not able to use the template via the links (or if you have any other template queries)
please contact us here.

REFERENCES

Please use this reference guide when preparing your paper. An EndNote output style is also
available to assist you.

CHECKLIST

1. Author details. All authors of a manuscript should include their full name and
affiliation on the cover page of the manuscript. Where available, please also include
ORCiDs and social media handles (Facebook, Twitter or LinkedIn). One author will
need to be identified as the corresponding author, with their email address normally
displayed in the article PDF (depending on the journal) and the online article.
Authors’ affiliations are the affiliations where the research was conducted. If any of
the named co-authors moves affiliation during the peer-review process, the new
affiliation can be given as a footnote. Please note that no changes to affiliation can be
made after your paper is accepted. Read more on authorship.

2. Graphical abstract (optional). This is an image to give readers a clear idea of the
content of your article. It should be a maximum width of 525 pixels. If your image is
narrower than 525 pixels, please place it on a white background 525 pixels wide to
ensure the dimensions are maintained. Save the graphical abstract as a .jpg, .png, or
tiff. Please do not embed it in the manuscript file but save it as a separate file,
labelled Graphical Abstractl.

3. You can opt to include a video abstract with your article. Find out how these can help
your work reach a wider audience, and what to think about when filming.

4. Funding details. Please supply all details required by your funding and grant-
awarding bodies as follows:

For single agency grants

This work was supported by the [Funding Agency] under Grant [number xxxx].
For multiple agency grants

This work was supported by the [Funding Agency #1] under Grant [number xxxx];



http://authorservices.taylorandfrancis.com.ezproxy.lancs.ac.uk/tf_quick_guide/
http://authorservices.taylorandfrancis.com.ezproxy.lancs.ac.uk/formatting-and-templates/
http://authorservices.taylorandfrancis.com.ezproxy.lancs.ac.uk/contact/
http://www.tandf.co.uk/journals/authors/style/reference/tf_APA.pdf
http://endnote.com.ezproxy.lancs.ac.uk/downloads/style/tf-standard-apa
https://authorservices-taylorandfrancis-com.ezproxy.lancs.ac.uk/defining-authorship/
https://authorservices-taylorandfrancis-com.ezproxy.lancs.ac.uk/video-abstracts/
https://authorservices-taylorandfrancis-com.ezproxy.lancs.ac.uk/video-abstracts/

SYSTEMATIC LITERATURE REVIEW 1-79

10.

11.

12.

[Funding Agency #2] under Grant [number xxxx]; and [Funding Agency #3] under
Grant [number xxxx].

Disclosure statement. This is to acknowledge any financial interest or benefit that
has arisen from the direct applications of your research. Further guidance on what is a
conflict of interest and how to disclose it.

Data availability statement. If there is a data set associated with the paper, please
provide information about where the data supporting the results or analyses presented
in the paper can be found. Where applicable, this should include the hyperlink, DOI
or other persistent identifier associated with the data set(s). Templates are also
available to support authors.

Data deposition. If you choose to share or make the data underlying the study open,
please deposit your data in a recognized data repository prior to or at the time of
submission. You will be asked to provide the DOI, pre-reserved DOI, or other
persistent identifier for the data set.

Supplemental online material. Supplemental material can be a video, dataset, fileset,
sound file or anything which supports (and is pertinent to) your paper. We publish
supplemental material online via Figshare. Find out more about supplemental material
and how to submit it with your article.

Figures. Figures should be high quality (1200 dpi for line art, 600 dpi for grayscale
and 300 dpi for colour, at the correct size). Figures should be supplied in one of our
preferred file formats: EPS, PS, JPEG, TIFF, or Microsoft Word (DOC or DOCX)
files are acceptable for figures that have been drawn in Word. For information relating
to other file types, please consult our Submission of electronic artwork document.
Tables. Tables should present new information rather than duplicating what is in the
text. Readers should be able to interpret the table without reference to the text. Please
supply editable files.

Equations. If you are submitting your manuscript as a Word document, please ensure
that equations are editable. More information about mathematical symbols and equations.
Units. Please use Sl units (non-italicized).
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Appendix B: Appraisal tool for Cross-Sectional Studies (AXIS, Downes et al., 2016)

_ Don’t know/
Question Yes No
Comment
Introduction
1 | Were the aims/objectives of the study clear?
Methods
2 | Was the study design appropriate for the stated aim(s)?
3 | Was the sample size justified?
4 Was the target/reference population clearly defined? (Is it clear who the
research was about?)
5 Was the sample frame taken from an appropriate population base so that it
closely represented the target/reference population under investigation?
6 Was the selection process likely to select subjects/participants that were
representative of the target/reference population under investigation?
7 | Were measures undertaken to address and categorise non-responders?
8 Were the risk factor and outcome variables measured appropriate to the aims
of the study?
Were the risk factor and outcome variables measured correctly using
9 | instruments/measurements that had been trialled, piloted or published
previously?
10 Is it clear what was used to determined statistical significance and/or
precision estimates? (e.g. p-values, confidence intervals)
11 Were the methods (including statistical methods) sufficiently described to
enable them to be repeated?
Results
12 | Were the basic data adequately described?
13 | Does the response rate raise concerns about non-response bias?
14 | If appropriate, was information about non-responders described?
15 | Were the results internally consistent?
16 | Were the results presented for all the analyses described in the methods?
Discussion
17 | Were the authors' discussions and conclusions justified by the results?
18 | Were the limitations of the study discussed?
Other
Were there any funding sources or conflicts of interest that may affect the
19 ) .
authors’ interpretation of the results?
20 | Was ethical approval or consent of participants attained?
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Abstract

Background: Mental health staff often experience high levels of work-related stress and poor
professional quality of life (PQoL). The Job Demands-Resources model suggests employee
wellbeing is predicted by job and personal demands and resources. Improving Access to
Psychological Therapies (IAPT) services are expanding in response to increased demands for
mental health services. To do so without undermining the delivery of compassionate care, it

is important that practitioner wellbeing is given appropriate priority.

Aims: The aims of this study were to explore IAPT practitioners’ levels of PQoL, as defined
through their levels of compassion satisfaction (CS) and compassion fatigue (CF), and
whether CS reduced and CF increased during the Coronavirus pandemic. Additionally, the
study aimed to examine potential demands and resources associated with IAPT practitioner

PQoL.

Methods: 169 IAPT practitioners completed a survey utilising validated measures of
professional quality of life (ProQOL-21), general wellbeing (SWEMWBS), team
psychological safety (TPSQ) and workload (QW1). Data was analysed using independent and

paired samples t-tests, Pearson’s correlation and cross-sectional regression.

Results: Practitioners reported average levels of CS and average-high levels of CF. CF,
SWEMWSBS and TPSQ significantly contributed to 41% of the variance in CS, however only
SWEMWBS was independently associated with CS indicating improved wellbeing was
related to higher CS. CS, SWEMWABS, TPSQ and QW!I significantly contributed to 30% of
the variance in CF, however only QWI and SWEMWABS were independently related to CF,

indicating higher perceived workload and reduced wellbeing were associated with higher CF.

Conclusions: IAPT services should mitigate high workload demands placed on staff by

promoting a focus on wellbeing and psychologically safe team environments to prevent job
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strain and promote job engagement. Further research examining demands and resources
within the IAPT environment is necessary to examine how factors undermining IAPT

practitioner PQoL interact in the unique IAPT context.

Keywords: compassion satisfaction, compassion fatigue, psychological practitioner, IAPT
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Introduction

It is well documented that staff working in caring roles experience stress (Moore &
Cooper, 1996), burnout (BO) (Johnson et al., 2018) and fatigue (Figley, 1995) related to their
role. In the UK, the National Health Service (NHS) staff survey (Survey Coordination Centre,
2021) documented that 44.0% of staff experienced work-related stress and 46.4% of staff
reported attending work despite feeling unwell. This can present challenges for practitioners
and service users because it is associated with increased BO, poorer quality of care delivery
and increased likelihood of error and neglect (Homrich et al., 2020). Recent statistics show
overall absence from work rates of 5.4% (NHS Digital, 2022). This can also be problematic,
resulting in staff shortages, interruption to service delivery, and creating work overload for
remaining staff (Kisakye et al., 2016). These concerning statistics and the consequences for
employees’ welfare, patient safety, and patient experience highlight the importance of
gaining a full understanding of occupational wellbeing and workplace stressors for people

providing therapeutic care.

Job Demands-Resources (JD-R) Model

The JD-R model is the most widely accepted and adopted framework of occupational
wellbeing (Lesener et al., 2019). The model implies each occupation has risk factors divided
into job demands and job resources (Demerouti et al., 2001). Typical job demands include
high workload, poor physical environment, and demanding interactions with clients, while
common job resources include interpersonal and social relationships, and role- and task-
specific resources, for example role clarity, autonomy, and feedback (Bakker & Demeroulti,
2007). An interaction between job demands and resources predict occupational wellbeing,
with job demands leading to exhaustion and job resources leading to work engagement

(Bakker et al., 2014). High job resources can reduce the strain of high job demands leading to
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improved overall engagement (Bakker et al., 2007; Hakanen et al., 2005). The model was
subsequently expanded to include personal resources, which have a reciprocal relationship
with job resources, with both then predicting levels of work engagement (Xanthapoulou et
al., 2007, 2009). This model is particularly resonant for mental health professionals (MHPs)
because they are often managing competing demands of caseload management,
administration, and supervision, whilst being exposed to the highly emotive experiences of

their clients and others.

Professional Quality of Life (PQoL)

PQoL has been found to be primarily driven by the positive aspects an individual feels
in relation to their role as a helper, known as compassion satisfaction (CS), balanced with the
negative aspects an individual experiences in being able to effectively make their contribution

to the wellbeing of clients, known as compassion fatigue (CF) (Stamm, 2010).

CS is defined as the pleasure derived from being able to do one’s work well, leading
to positive feelings about one’s work and the motivation to continue doing it (Stamm, 2010).
By contrast, CF describes the general experience of psychological and emotional fatigue
professionals may experience as a result of displaying and experiencing empathy when
helping suffering individuals (Figley, 1995; Stamm, 2005). CF is broken down into two
components of BO and secondary traumatic stress (STS). BO refers to difficulties in dealing
with work or doing one’s role effectively and is often associated with feelings of dissociation
or hopelessness (Stamm, 2010). STS is defined as the behavioural and emotional
consequences of knowing about traumatizing events experienced by others and the stress
associated with wanting to help them (Figley, 1995). Newell et al. (2016) noted exposure to
clients’ trauma information and material, often experienced in mental health care, can lead to

both STS and CF.
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Many years of research and development have resulted in the Professional Quality of
Life scale (ProQOL.: Stamm, 2002, 2005, 2010), which measures the value an individual feels
in relation to their role as a helper by assessing both CS and CF. Given the risks associated
with STS, ProQOL is a suitable tool to measure occupational wellbeing amongst MHPs, who

are at greater risk of experiencing poor PQoL (Moore & Cooper, 1996).

Conceptual similarities between the components of PQoL and the processes of the JD-
R model suggest CF is synonymous with job strain and exhaustion, while CS parallels
engagement and motivation. Consequently, it is prudent to consider job demands and

resources in mental health care, which may impact one’s PQoL.

Job Demands and Resources in Mental Health Care

Examining job demands in relation to the time and resources afforded to staff, authors
have found correlations of moderate effect between workload, CS and CF (Ray et al., 2013;
Towey-Swift & Whittington, 2019). Turgoose and Maddox (2017) identified caseload
factors, such as number of patients seen per week and working with victims of trauma, were
related to CF in MHPs. More recently, Singh et al. (2020) systematically reviewed job
demands in MHPs, concluding the most common demands associated with reduced PQoL to
be workplace trauma, workload, and therapeutic setting. Although many workload factors
have been found to be related to PQoL, quantitative workload has repeatedly featured as a

significant factor.

On the other side of the equation, several factors have been found to act as potential
resources. Singh et al. (2020) identified support from co-workers, support from supervisors
and organisational sources (e.g., training, use of evidence-based practice) to be common job
resources. Driven by supportive leadership, team dynamics and co-worker relationships, and

relating to positive team outcomes (Newman et al., 2017), team psychological safety also acts
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as a potential job resource. This relates to the safety individuals feel in taking interpersonal
risks in the workplace (Edmondson, 1999), for example having the ability to express
themselves and their ideas without fear of negative consequences such as judgment or
retribution (Detert & Edmondson, 2011). Consistent with the JD-R model of occupational
wellbeing, Edmondson and Lei (2014) reported high levels of psychological safety increased

job engagement.

Psychological safety is particularly important within mental healthcare, empowering
staff, patients and families to voice concerns and opinions, and promoting staff wellbeing by
giving staff the confidence to speak up when they may be struggling (Hunt et al., 2021).
Johnson et al. (2020) highlighted the importance of high quality and supportive supervision
also in creating safe and open spaces for supervisees, which improved psychological
therapists’ engagement. Little research has considered the relationship between team
psychological safety and employee wellbeing in mental health settings; however, it has been
recognised that developing a trusting and psychologically safe workplace can lead to positive
emotions, which leads to increased productivity and employee satisfaction (Coates & Howe,

2015).

In terms of personal resources, authors have identified age, experience, gender and
religion are associated with PQoL, although a systematic review of this research suggests the
relationship is negligible (Turgoose & Maddox, 2017). Coping styles and trauma history have
also been noted to be associated with wellbeing outcomes in MHPs (Turgoose & Maddox,
2017; Simionato & Sampson, 2018). With findings suggesting high levels of psychological
wellbeing predict job satisfaction and performance (Wright et al., 2007), Giiler and Cetin
(2019) identified a significant positive relationship between personal resources and subjective

wellbeing. This suggests it would be reasonable to utilise measures of general mental
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wellbeing to assess the association of multiple personal resources incorporating personality,

coping style and resilience.

The NHS have published their Long-Term Plan (NHS England, 2019a) to highlight
funding priorities and improved and expanded services, and to focus on NHS staff. The Long-
Term Plan prioritises, amongst other services, the national Improving Access to
Psychological Therapies (IAPT) Services. It also recognised a need to focus on improving
workplace wellbeing to enable staff to deliver high levels of compassionate care, while facing
rising demands and pressures. Consistent with the implications of the JD-R model, which
suggests different occupations will have their own job-specific demands and resources
(Bakker & Demerouti, 2007), if the Long-Term Plan is to achieve its maximum effect, it is
clearly important to understand the risk factors affecting workplace wellbeing in IAPT

services.

Improving Access to Psychological Therapies (IAPT) Services

IAPT services were introduced in 2008, in response to rising public costs imposed by
absence from work and welfare benefits (Clark, 2018). Using a stepped care model, IAPT
services deliver “Step 2” and “Step 3” interventions for anxiety and depression, as
recommended by the National Institute of Health and Care Excellence (NICE, 2011)
guidelines. The workforce is predominantly made up of Psychological Wellbeing
Practitioners (PWPs) at Step 2, and High Intensity Therapists (HITs) and Counsellors at Step
3, as well as other management, administrative, and support staff. Practitioners undertake a
range of clinical and non-clinical duties. Clinical contact includes face-to-face, telephone,
online and group work. The remaining non-clinical work includes maintaining patient

records, making referrals, liaising with other professionals and caseload management.



EMPIRICAL PAPER 2-9

As with many public agencies, IAPT services are governed by national standards and
targets. However, the growth of the workforce has lagged behind these targets and there is a
lack of transparency on service funding and workforce numbers (Harper et al., 2020). The
NHS Mental Health Implementation Plan 2019/20-2023/24 (NHS England, 2019b) proposed
that by 2023/24 1.9 million people would be provided with evidence-based, high quality
mental health care through IAPT services. This required an additional 2,940 members of staff
to the then existing workforce (NHS England, 2019b). Harper et al. (2020) argued that even if
expansion of the workforce was achieved, productivity and caseload levels would need to be
considerably higher than the original IAPT model proposed which could have a negative

impact on staff wellbeing.

The IAPT Manual (National Collaborating Centre for Mental Health [NCCMH],
2021) also recognised that a challenging target-driven environment could have negative
effects on both staff and patients and suggested there should be levels of support to match
this. Health Education England’s (HEE, 2020) results of the IAPT workforce census
suggested staff turnover rates of 15%. Promotion and progression may account for some of
this figure; however, evidence suggests that poor occupational wellbeing leads to high staff
turnover, which may also play a role here. Further, literature exploring the impact of BO on
patient care and safety has found that higher BO in IAPT staff has a negative impact on

patient outcomes (Delgadillo et al., 2018).

Early research reported that almost 30% of IAPT staff experienced high levels of
stress (Walklet & Percy, 2014). Qualitative exploration revealed high volume workloads,
demanding service targets, resource issues, team dynamics, responsibility for managing
distress and risk, and poor work-life balance as key sources of stress in this population. While

this study provided some useful insights into the stresses on IAPT personnel, this mixed-
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methods study was based on a single IAPT site, raising issues of generalisability to the wider

workforce.

Multi-site research suggested IAPT practitioners experienced high levels of emotional
exhaustion and low levels of depersonalisation and personal accomplishment (Steel et al.,
2015). Further, high work demands were significantly associated with emotional exhaustion,
while resources of an active coping style, increased training and increased autonomy related
to higher levels of personal accomplishment. Results from a cross-sectional survey within 15
IAPT sites indicated that both PWPs (68.8%) and HITs (50%) experienced BO (Westwood et
al., 2017). Higher BO was associated with increased overtime, telephone contact hours and

patient contact, while increased supervision was related to lower BO.

A qualitative examination of IAPT practitioner wellbeing indicated practitioners felt
unvalued, unheard and micromanaged due to the chain of pressure to achieve targets and
demands imposed from Clinical Commissioning Groups (CCGs) to managers, and from
managers to practitioners (Harper et al., 2020). Consequently, practitioners were less likely to
seek support or to admit when they were struggling. Further, practitioners identified
supervision to be focused on risk, case management and target compliance resulting in a lack

of quality and reflective supervision (Harper et al., 2020).

Taken together, these studies suggest that reduced occupational wellbeing in IAPT
practitioners is associated with high volume workloads, lack of quality supervision and
training, and reduced autonomy. The JD-R model may be applied to understand these risks by
exploring the job demands of time pressures, high workload, pressure to meet targets, and
difficult team dynamics, offset by job resources including support from co-workers, regular
supervision, and supportive leadership. Personal resources including coping style, personality

factors and general wellbeing may also buffer the impact of high job demands. These job-
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specific demands and resources have not yet been fully investigated amongst IAPT
practitioners who are expected to consistently and sustainably provide high quality care to a

large proportion of the population.

The Present Study

With IAPT service teams set to expand in line with the NHS Long Term Plan (NHS
England, 2019a), it is important that staff are supported to deliver compassionate care, while
maintaining their own wellbeing. It is essential to identify and address the implications of
reduced PQoL in order to avoid detrimental consequences for the individual staff members,

service users and the IAPT model.

Using the JD-R model of employee wellbeing, this original and timely exploratory
study aimed to examine, within the IAPT context, whether PQoL changes over time in the
context of a global pandemic, and the demands and resources associated with IAPT
practitioner CS and CF. The study approached this by considering the relationships between
job demands measured by occupational characteristics and quantitative workload, job
resources in terms of occupational factors and team psychological safety, and personal

resources measured as general mental wellbeing.

Hypotheses

Hypotheses have been made regarding the nature of the relationships between these

variables, see figure 1.

H1: IAPT practitioners will experience high levels of CF and low levels of CS

H2: CS will decrease and CF will increase between data collection time points

H3: Personal factors (for example age, experience and gender) will not have a significant

relationship with CS or CF
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H4: Occupational factors (for example job role and awareness of targets) will have a

significant effect on CS and CF

H5: CS will be significantly associated with CF, quantitative workload, general wellbeing,
team psychological safety, and job characteristics (for example weekly hours, clinical contact

and supervision)

H6: CF will be significantly associated with CF, quantitative workload, general wellbeing,
team psychological safety, and job characteristics (for example weekly hours, clinical contact

and supervision)
[FIGURE 1 ABOUT HERE]
Materials and Methods
Design

This study initially adopted a quantitative, longitudinal panel design. It was
anticipated data would be collected at three time points, but due to drop out, data was
collected only at two time points. Due to challenges recruiting and the non-significant
findings from longitudinal data analyses, participant data from both time points was pooled to
create cross-sectional data of all participants who completed Time 1 and the additional
unique participants who completed Time 2 (N = 169). Consequently, the study adopted a

combined longitudinal/cross-sectional design.
Participants

Participants were practitioners recruited via IAPT services in the Northwest of
England between 15" January and 30" July 2021. Staff were eligible to participate if they

were trainee or qualified PWP, HIT or Counsellors. Service leads, managers, employment
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advisors, administration staff, and individuals on secondment to IAPT services were excluded

from the study.
Procedure

Managers of participating services distributed the survey advertisement with a link to
an anonymous online survey to all target staff within their services. The researcher also
attended team meetings to aid recruitment and snowballing techniques were utilised, for
example the survey link being shared between colleagues within other services. Reminder

emails were sent out during each recruitment period.

The participant information sheet was accessed online via the survey link. Participants
were presented with a series of consent statements to indicate they had read and understood
the information fully and consented for their data to be used in the research. They were then
asked to provide a 3-digit unique identifier to enable their responses from repeat time points
to be matched. Participants then completed the survey and were finally presented with the
debrief sheet which included signposting to supportive resources in case they experienced

any distress.

The first data collection took place over 12 weeks between 15" January and 9™ April
2021 and the second over 8 weeks from 4™ June to 30" July 2021. Once data sets had been
linked, the original identifiers provided by participants were deleted and replaced with a

randomised unique identifier.
Materials and Measures

Participants were asked to provide demographic information, including age, gender,
job role, region, average weekly working hours, clinical contact, and supervision, and

whether they were aware of their services’ targets.
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Professional Quality of Life Scale

The ProQOL-21 (Heritage et al., 2018) measuring CS and CF was developed to
overcome issues relating to the construct validity of the ProQOL-V (Stamm, 2010). CS is
measured using ten items; CF is measured with five items assessing BO and six assessing
STS. The measure requires individuals to rate items such as “I like my work as a helper” for
CS, “I feel worn out because of my work as a helper” for BO and “as a result of my helping, I
have intrusive, frightening thoughts” for STS. Participants are asked to reflect on their
experiences in the last 30 days and choose one of five responses from “never” to “very
often”. The modified response approach (Heritage et al., 2018) was used to code scores.
Stamm (2010) recommended cut-off scores for CS and CF using the 25" and 75" percentile.
On this basis, Heritage et al. (2018) identified cut-off scores for the modified ProQOL-21 of
21 and 30 for CS, and 16 and 25 for CF, which were used to establish prevalence of CF and
CS. Higher scores indicated participants reported higher CS and CF. The ProQOL-21
demonstrates high Cronbach reliability for CF (o =0.90) and CS (o = 0.92) (Heritage et al.,

2018).
Shortened Warwick-Edinburgh Mental Wellbeing Scale

The Shortened Warwick-Edinburgh Mental Wellbeing Scale (SWEMWBS, Stewart-
Brown et al., 2009) measures general wellbeing, demonstrating high Cronbach reliability (o =
0.85; Stewart-Brown et al., 2009). This shorter version was found to have more robust
psychometric properties than the original, longer version and has demonstrated high internal
consistency among adult populations (Haver et al., 2015; Koushede et al, 2019) and the
general population (Ng Fat et al., 2017). In addition, it has been found to be sensitive to
change over time (Shah et al., 2018), which is important within this longitudinal study.

Mental wellbeing is measured using seven items, such as “I’ve been feeling relaxed” and
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“I’ve been dealing with problems well”. Participants are asked to choose from five responses,
how often they have experienced each item in the last two weeks from “none of the time” to

“all of the time”. Higher scores indicate better wellbeing.

Team Psychological Safety Questionnaire

The Team Psychological Safety Questionnaire (TPSQ, Edmondson, 1999) measures
psychological safety, the extent to which members of a team feel able to take interpersonal
risks. The scale has demonstrated good validity and reliability with Cronbach’s alpha of 0.82
(Ramalho & Porto, 2021). A systematic review of psychological safety concluded the TPSQ
was the measure of choice (Newman et al., 2017). This measure asks participants to rate how
much they agree with each of the seven items, from one, “strongly disagree” to five,
“strongly agree”. Items include “in this team, it is easy to discuss difficult issues and
problems” and “when someone makes a mistake in this team, it is often held against him or
her”. Items were reverse scored where necessary, with higher scores indicating higher

psychological safety.

Quantitative Workload Inventory

The Quantitative Workload Inventory (QWI, Spector & Jex, 1998) measures
workload in terms of perceived volume and pace. Participants are asked to rate five items
such as “how often does your job require you to work very fast?”” and “how often does your
job require you to work very hard?”. Individuals select one of five responses from “less than
once per month or never” to “several times per day”. Higher scores indicate participants
perceive their workload to be higher. The QWI showed good internal consistency
(Cronbach’s alpha = 0.82) in a meta-analysis of 18 studies including a diverse range of

professions (Spector & Jex, 1998).

Ethical Approval
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The Lancaster University Faculty of Health and Medicine Research Committee
granted ethical approval (FHMREC20004). Research and development oversight and
approval was also obtained through the Health Research Authority (HRA) Integrated
Research Application System (Project 1D: 287800). Subsequently, applications to conduct the
study were submitted to seven NHS Research and Development (R&D) departments. Four
expressed interest but were unable to proceed due to lack of capacity. This resulted in the
participation of four IAPT services across three Trusts. Feedback on design was obtained
from managers of a local IAPT service, which was used to refine the participant information

sheet and survey and understand the potential time burden of participation.

Statistical Analysis

Descriptive statistics of demographics and study variables were examined to
understand sample characteristics at Time 1 and Time 2. Next, a paired samples t-test was
used to explore differences in the raw data between those who completed the survey at both
time points to identify any changes over time. A further independent samples t-test was used
to explore whether there were any differences in raw scores between those who only

completed Time 1 and only completed Time 2.

Further descriptive statistics were examined for cross-sectional data to understand
sample characteristics of cross-sectional data. Cronbach’s alphas for each of the main study

variables were also calculated to assess their internal consistency for the sample.

Independent samples t-tests were used to determine whether there were differences in
CS and CF based on gender, job role and awareness of targets. Next, the nature of the
relationships between demographic characteristics, occupational variables, CS, CF,
wellbeing, team psychological safety and workplace demands were explored using Pearson’s

correlational analyses. Variables that did not demonstrate a statistically significant
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relationship with CS or CF were excluded from regression analysis. Finally, two separate

multiple linear regression analyses were carried out to explore predictor variables for CS and
CF. An a priori power analysis was computed using G* power. For multiple linear regression
with four predictor variables at an alpha level of 0.05 and power of 0.80, a sample size of 129

was required to identify medium effect sizes (f? = 0.15).
Results
Participant Characteristics

A total of 132 complete participants responses were recorded at Time 1, and 87 at
Time 2. Of those, 50 participants fully completed the survey at both time points, with a total
of 169 unique cross-sectional responses across both data sets, see Figure 2. Participant

characteristics are summarised in Table 1.
[FIGURE 2 ABOUT HERE]

Participants’ mean age was 40.82, ranging from 23 to 67, and 87.0% of participants
were female. Recruitment took place within three Trusts, with 77.5% of participants recruited
from Trust 1. Participants working as trainee, qualified or senior PWPs at Step 2 accounted
for 43.2% of the sample, while those working as trainee or qualified HITs or counsellors at
Step 3 made up the remaining 56.8%. 90.5% of participants identified being aware of their
services targets. On average, participants reported having 1 to 240 months of experience, with
an average of 55.93 months. Participants mean weekly working hours were 33.29, with a
minimum of 8 and a maximum of 48, and mean weekly clinical contact hours were 17.53,
ranging from 0 to 39. Participants indicated they received an average of 2.63 hours of

supervision per week, varying from 0 to 12.

[TABLE 1 ABOUT HERE]
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Statistical Assumptions

Prior to conducting analyses, assumptions were tested. For independent and paired
samples t-tests, box plots were examined to detect extreme outliers. Assumption of normality
was assessed by examining results of Kolmogorov-Smirnov’s tests and skewness and kurtosis
values. And, for independent samples Levene’s test was used to assess the assumption of
homogeneity of variance. Inspection of values of identified outliers did not reveal them to be
extreme and they were kept in the analysis. Although some variables failed the Kolmogorov-
Smirnov test, skewness and kurtosis were within acceptable parameters of £1.96 (George &
Mallery, 2010), therefore the assumptions of normality were not violated. There was

homogeneity of variances for all measures.

For correlational analyses the data was statistically and visually inspected to
determine whether it met the appropriate assumptions. Scatterplots, histograms, and Q-Q
plots were examined. There were no extreme outliers and assumptions of linearity were met.
Further, although not all variables were normally distributed as assessed by Kolmogorov-

Smirnov, skewness and kurtosis were within acceptable parameters.

For multiple regression, assumptions of independence of residuals, homoscedasticity
and linearity were met as assessed by Durbin-Watson statistics (1.960 for CS and 1.846 for
CF) and residual scatterplots. There was no evidence of multicollinearity, assessed by
tolerance values greater than 0.1, and the distribution of residuals was approximately
normally distributed assessed by visual inspection of histograms and Q-Q plots. Further, case
wise diagnostics outlier analysis was run for each multiple regression. No participants were

identified as having standardised residuals above or below three.

Hypothesis 1
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Descriptive statistics and Cronbach’s alpha are presented in Table 2. The averages at
Time 1, Time 2 and cross-sectionally were similar. Considering the cross-sectional data,
participants had a mean CS score of 24.16, ranging from 12 to 34. The mean score for CF
was 24.29 (minimum 13, maximum 42). Using cut-off scores for the modified ProQOL-21
(Heritage et al., 2018), this suggests participants had average levels of CS and moderate to
high levels of CF. All measures demonstrated high internal consistency with Cronbach’s

alphas of 0.80 and above.

[TABLE 2 ABOUT HERE]

Hypothesis 2

A paired samples t-test was used to identify any statistically significant changes in CS
and CF scores in participants who completed both Time 1 and Time 2. Amongst those who
completed the survey at both time points, results revealed that there were no significant
changes between Time 1 and Time 2 in CS (t(49) = -.044, p = .965) or CF (t(49) = .520, p =

605).

Independent samples t-tests were used to examine differences in main study variables
in those who only completed the survey at Time 1 (N = 82) and those who only completed at
Time 2 (N = 37), excluding participants who completed both. Results revealed that there

were no significant differences in any of the study variables between time points.

Hypothesis 3

Independent samples t-tests revealed that there were no significant differences in CF
and CS scores across gender. Additionally, age and experience were not significantly
correlated with CS or CF. Consequently, these were not included in multiple regression

models.
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Hypothesis 4

Independent samples t-tests indicated that there was no significant difference in CS
and CF scores across job role and between those who were aware of targets and those who

were not. These were excluded from regression analysis.
Hypothesis 5

Results of correlation analyses are displayed in Table 3. CS was strongly positively
correlated with SWEMWABS (r = .643, p <.01), weakly positively correlated with TPSQ (r =
.246, p <.01), and moderately negatively correlated with CF (r = -.340, p < .01). Moderate
relationships were also observed between SWEMWABS and TPSQ (r =.334, p <.01) and

QWI (r = -.305, p < .01).
[TABLE 3 ABOUT HERE]

The results of multiple linear regressions are summarised in Tables 4A-B. The model
significantly explained 40.6% of variance in CS (F (3,165) = 39.237, p <.001, R = .645, R? =
416, adjusted R? = .406), a large effect size according to Cohen (1988). When taking all
other variables into account, SWEMWABS (5 = .613, p <.001, 95% CI [.657, 1.037) was
significantly independently associated with CS. These findings indicated that higher general

mental wellbeing was related to higher CS.
[TABLE 4A ABOUT HERE]
Hypothesis 6

CF was moderately positively correlated with QWI (r = .402, p <.01), moderately
negatively with SWEMWBS (r = -.471, p <.01) and weakly negatively correlated with TPSQ

(r=-.251,p<.01).
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Overall, the regression model significantly accounted for 29.9% of the variance in CF
(F (4,164) = 18.897, p < .001, R = .562, R? = .315, adjusted R? = .299). According to Cohen
(1988) this demonstrates a large effect size. When holding all other variables constant,
SWEMWBS (8 = -.272, p = .003, 95% CI [-.635, -.128]) and QWI (8 = .303, p < .001, 95%
CI[.220, .574]) were significantly independently associated with CF. These results suggested

lower general mental wellbeing and higher perceived workload were related to higher CF.
[TABLE 4B ABOUT HERE]
Discussion

To date, there have been no published, peer-reviewed studies examining PQoL
amongst IAPT practitioners. This study explored how IAPT practitioners experienced PQoL,
utilising an evidence-based framework to examine the relationships between PQoL,
wellbeing, psychological safety, and workplace demands. Overall, 169 participants took part
in the study. The mean age of participants was 40.82 years, 87.0% were female, 43.2%
worked at Step 2, and 56.8% worked at Step 3. This is not dissimilar to the profile of the
national workforce, with females making up most of the workforce (81%) and a ratio of
40:60 Step 2 and Step 3 practitioners (HEE, 2020). Figure 3 depicts a summary of the

relationships found between study variables.
[FIGURE 3 ABOUT HERE]
Hypothesis 1

Those who participated had average levels of CS and average-high levels of CF. It is
difficult to compare these findings to other IAPT literature, as CS and CF have not been
measured in this population, however they mirror findings that IAPT practitioners experience
high levels of stress and BO (Steel et al., 2015; Walklet & Percy, 2014; Westwood et al.,

2017). As with other physical healthcare staff, high CS with high CF was not an unexpected
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finding. This suggests that although practitioners derived satisfaction from helping others,
they also experienced BO and STS. Stamm (2002) identified a relationship between CF and
CS, suggesting there may be a balance between feeling satisfied that the work individuals are
doing is helpful to others, but continuing to experience CF. In line with the JD-R model, this
supports the notion of two independent processes (Bakker et al., 2014), with job and personal
resources facilitating a motivational process leading to CS, and job demands triggering the

health impairment process leading to CF.
Hypothesis 2

There were no significant differences found in CS or CF between participants
completing the survey at Time 1 and Time 2, which indicated that PQoL remained stable
between the two time points. This was surprising as data collection took place during the
ongoing 2019 Coronavirus (COVID-19) pandemic, between 15" January and 30" July 2021,
coinciding with a third national lockdown and subsequent lifting of restrictions. Although
caseloads appeared to remain the same between the two time points, many services had
decreased provision during the lockdowns so overall staff may have experienced reduced
caseloads. Remote working also resulted in clients receiving therapy at home which increased
non-attendance of appointments and may have given therapists more time to complete other
work duties. Finally, staff may have become accustomed to or preferred the changes
associated with lockdown restrictions and managed to strike a better work/home balance with

reduced commuting time.
Hypotheses 3-6

In line with existing literature, and in support of the third hypothesis, personal factors
such as age, experience and gender experience were not significantly correlated with ProQOL

(Turgoose & Maddox, 2017).
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In relation to the fourth hypothesis considering occupational factors, there were no
significant relationships between ProQOL and weekly hours, clinical contact, supervision, or
awareness or targets. This is contrary to previous findings that increased hours, patient
contact and supervision were strongly related to BO and CF (Singh et al., 2020; Westwood et
al., 2017). This may be explained by the fact that weekly hours and clinical contact were not
the primary measures of workload, or that workloads had reduced as a result of the COVID-
19 lockdowns. Additionally, supervision was measured quantitatively, rather than measuring
the quality of supervision. It may be useful to explore this in more depth, utilising tools to
measure the quality of supervision received by IAPT practitioners as used elsewhere with

psychological therapists (Johnson et al., 2020).

It was surprising that awareness of targets did not influence CS, as this has been
reported elsewhere (Walklet & Percy, 2014). However, almost all participants (92.4%) were
aware of their targets, so there was only a very small “non-aware” group to use as a
comparator. Additionally, in this study, awareness was measured using a single (yes/no) item.
Further research exploring the relationship between PQoL and working to targets should be

undertaken

It was hypothesised that CS and CF would be significantly related to each other. This
hypothesis was supported. A significant moderately negative correlation suggested that as CS
increased, CF decreased, and vice versa. This fits with the tenets of the JD-R model, which
identified an interaction between job strain and job engagement, impacting on organisational

outcomes (Bakker et al., 2014).

The JD-R framework suggested that job resources (psychological safety), personal
resources (general wellbeing) and job demands (quantitative workload) would be related to

each other, and in turn, these would trigger the motivation (CS) and exhaustion (CF)
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processes (Bakker et al., 2014). Significant correlations were found between CS, CF and
general wellbeing. Results suggested higher SWEMWABS scores were strongly associated
with higher CS, and moderately associated with lower CF. This is consistent with the results
of a small number of other studies that have examined the relationship between general
wellbeing and PQoL. Wright et al. (2007) examined psychological wellbeing amongst
customer services managers, finding that wellbeing moderated the relationship between job
performance and satisfaction. Further, employees with higher wellbeing had higher job
satisfaction. Although not a direct comparison with the findings of this study, Giler and Cetin
(2019) also concluded that personal resources positively related to subjective wellbeing
suggesting SWEMWABS was an appropriate measure to examine the role of personal

resources in predicting PQoL.

TPSQ was significantly weakly associated with both CS and CF. Although these
findings were expected, it is difficult to compare with existing research as to whether the
relationships demonstrated comparable strengths to previous findings. Little research has
explored these concepts in IAPT practitioners, or in MHPs more generally. A climate of
psychological safety enables teams to work collaboratively, perform well and learn
(Edmondson & Lei, 2014), and is often influenced by positive relationships with leaders and
other co-workers (Newman et al., 2017). In line with this, previous research has highlighted
positive relationships between CS, team dynamics and social support (Singh et al., 2020;
Walklet & Percy, 2014). Further, in a review of psychological safety, Edmondson and Lei
(2014) identified a relationship between psychological safety and work engagement. From a
JD-R perspective, this suggests psychological safety may act as a job resource, further
evidenced by the relationship found here between CS and TPSQ. However, Edmondson
(1999) recognised that psychological safety can vary between groups within organizations, so

these findings may not be an accurate representation of levels of psychological safety more
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generally within IAPT services. Additionally, it is likely a combination of individual and
group factors impacts psychological safety, therefore focusing on the team level may not give

a complete understanding of the processes taking place (Edmondson & Lei, 2014).

Accounting for 41% of the variance in CS, as hypothesised, multiple regression
revealed that higher general wellbeing was significantly independently associated with
improved CS. It was surprising that psychological safety was not independently related to
CS, though higher general wellbeing was. Expansions of the JD-R model suggested that
personal resources mediated the relationship between job resources and work engagement
(Xanthopoulou et al., 2007). Additionally, longitudinal research exploring the reciprocal
relationships between job and personal resources and work engagement concluded that job
resources can predict personal resources and work engagement (Xanthopoulou et al., 2009).
Indeed, there were a significant correlations between TPSQ and SWEMWABS, and TPSQ and
CS. These were moderately positive and weakly positive, respectively, indicating that an
increase in one led to an increase in the other. It might be that psychological safety was
indirectly related to CS through general wellbeing. It could be worth exploring this potential
mediation relationship further. Although unexpected, the fact that team psychological safety
as a job resource was not independently associated with CS does not rule out the influence of
job resources on engagement and CS, but perhaps indicated that other job and personal

resources may have been present.

Quantitative workload was moderately and significantly independently associated
with CF, supporting the sixth hypothesis. Regression analysis indicated that increased
perceived workload and reduced general wellbeing were significantly independently related
to increased CF, explaining 30% of the variance. This was expected as many factors
including caseload variables (Turgoose & Maddox, 2017), congruence between expected and

actual workload (Ray et al., 2013; Towey-Swift & Whittington, 2019), and quantitative and
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qualitative workload (Singh et al., 2020; Walklet & Percy, 2014) have all been explored
amongst MHPs and highlighted significant relationships of comparable strengths between
high levels of workload and reduced wellbeing. This indicates the need to focus on balancing
workload demands with organisational targets and reinforces the needs to expand work forces
to meet these demands as recognised in the Long Term Plan (NHS England, 2019a). The
IAPT environment is recognised as fast-paced and high-volume (NCMMH, 2021), therefore
high workload may be an unavoidable demand. Exploring other factors which may also
mediate the impact of high workload on employee wellbeing, for example autonomy, coping
style (Steel et al., 2015), and supervision (Westwood et al., 2017) may help services better

care for their staff.

Interestingly, CS was not independently associated with quantitative workload.
Studies in other occupational groups have demonstrated that the relationship between
workload and CS is a complicated one. High workload can lead to higher CS, where it is
coupled with high job resources (Bakker et al., 2014). For example, Hakanen et al. (2005)
examined job demands and resources in a sample of dentists, finding that the presence of
many job resources mitigated the impact of high workload, and boosted engagement.
Similarly, amongst Finnish teachers, job resources, in particular supervisor support,
appreciation, and team climate, enhanced engagement despite high demands (Bakker et al.,
2007). The findings from this study indicated that workload was not associated with CS. This
might be because higher workload was not matched with higher job resources, the levels of
workload were not high enough to contribute independently to the variance in CS, or IAPT

practitioners are not like other occupational groups in this respect.

Clinical implications



EMPIRICAL PAPER 2-27

These findings revealed important relationships between PQoL, wellbeing, job
demands and psychological safety for IAPT practitioners. These findings are significant as
little research has considered these relationships amongst MHPs, and less still amongst IAPT

practitioners.

Using the JD-R framework to understand these findings, high personal resources, in
relation to high job resources, were associated with engagement, while high job demands
were related to job strain. This study has demonstrated a relationship between general
wellbeing and CS and the importance of nurturing a psychologically safe team environment
which may be indirectly associated with CS through general wellbeing. Furthermore,
quantitative workload was associated with CF, therefore suggesting that a certain amount or
type of workload may be beneficial, but there may be a limit beyond which additional

workload, if not matched with additional job resources, leads to symptoms of CF.

As discussed previously, high workloads, if they are matched with high levels of job
resource, can have a positive relationship with CS and CF. Guidance has presented examples
of better and worse performing services, implying inconsistent expectations depending on the
provider, with better performing services offering job resources of staff feedback, wellbeing
programmes, and appropriate supervision compared to worse performing ones which do not
(NCMMH, 2021). Given that occupational wellbeing is significantly impacted by job-specific
demands and resources (Bakker & Demerouti, 2007), there is a strong case to argue for clear,
standardised principles of best practice to be generated, implemented, and evaluated to afford

staff the best chances of maintaining their wellbeing and providing quality services to clients.

To maintain a healthy workforce, IAPT services should endeavour to promote a
psychologically safe environment within teams and support reasonable workloads. The

interpretation of IAPT targets and the visibility of performance metrics are also factors here.
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Clinical Commissioning Groups (CCGs) are responsible for performance and hold the threat
of decommissioning and retendering over providers, who then put pressure on service
managers and then staff. This undoubtedly affects team dynamics (Harper et al., 2020).
Services with concerns about capacity and performance should use the IAPT manual
(NCMMH, 2021) and evidence to date to push back on CCGs and Trusts who are far too
removed from the work to understand the challenges staff experience. Considering team
psychological safety, any changes to service design should incorporate consultation with
IAPT practitioners who are on the front line. This will empower staff and reduce the gap

between systemic priorities and the realities of working in such a challenging environment.

IAPT services and those who deliver them are coming under increasing pressure in
terms of workload and management expectations. If quality of provision is not to suffer, these
services need to maintain or increase the PQoL of their staff. Within this sample participants
continued to feel satisfied by their work despite experiencing the negative costs of caring. In
line with previous research, CS and CF were associated with each other (Singh et al., 2020;
Stamm, 2010), suggesting that strategies to improve CS may reduce CF, and vice versa.
Workload, psychological safety and general wellbeing are related to these concepts. The
evidence on factors associated with PQoL is equivocal, therefore it would be prudent to
explore further variables which may be related to PQoL in specific contexts to devise

interventions to improve outcomes.

Limitations

Within this study, recruitment was challenging, exacerbated by the COVID-19
pandemic. During the pandemic, a very large number of internal and external wellbeing
surveys were sent out to staff. It is possible staff experienced survey fatigue and were

therefore less inclined to take part in additional research or that they became confused about
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which they had participated in. Challenges to participant recruitment were managed by
frequent contact with service managers and prompts to participate, which led to a total
sample of 169, the largest sample thus far specifically in relation to IAPT practitioner PQoL.
Additionally, services became increasingly stretched and the demands on staff time
increased, with clinical contact and work duties becoming more of a priority than engaging in
research. Notwithstanding these pressures, significant results were found, and the study was

adequately powered statistically.

It is also possible that data collection during a global pandemic may have influenced
findings. For example, some staff may have been experiencing high levels of stress outside
work due to the restrictions or anxiety and loss associated with COVID-19. These factors
may have affected their perceptions of general wellbeing and PQoL. Further, staff
experienced significant and rapid changes to their working practice, being required like
others to work from home. This may have led to significant changes in team dynamics and
the need to balance workload with home life. It may also have impacted on individuals’

perceptions of team psychological safety and quantitative workload.

Initially this study was designed to collect and analyse longitudinal data. However,
due to difficulties with recruitment during the pandemic with high dropout rates between time
points, the main analyses were cross-sectional in nature. This does not allow determination of
causality. Additionally, only four IAPT sites within three NHS Trusts in the Northwest of
England took part in the study, with most participants (77.5%) from one of these Trusts. As

such, the results may not generalize to the wider IAPT workforce.

The sample self-selected, and the study may have attracted individuals experiencing
more negative feelings about their work or people with more time to complete a survey,

therefore biasing results. Unfortunately, due to the scale of the project, it was not possible to
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gather data on non-responders (both individuals and services) and whether non-participation

indicated a more, or less, suffering workforce with lower PQoL.

Despite these limitations, however, this novel data provides evidence that IAPT
practitioners are at risk of reduced occupation wellbeing, influenced by many of the same
factors as practitioners in other mental health contexts. The findings provide an insight into
IAPT practitioners’ experiences and are sufficiently robust to serve as a catalyst for further

exploration.

Future Research

To build upon the findings of this innovative study, it would be beneficial to replicate
this research, with the same and/or additional measures, once services have returned to
business-as-usual or services have put successful protocols in place for the adapted practices
that staff have become accustomed to during the pandemic. Further longitudinal research on a
larger scale, capturing a greater number of IAPT sites, would provide more information
regarding the wellbeing and PQoL of IAPT practitioners and identify any factors that might
be unique to the IAPT context. This could be complemented with qualitative data to gain a
more complete understanding of the relevant risk factors and ways of mitigating them, and

would enable strategies and interventions to be implemented and evaluated to target these.

This study has analysed outcomes related to staff PQoL and wellbeing in IAPT
settings. The JD-R model highlights the potential positive and negative outcomes at both the
individual and organisational level (Bakker et al., 2014). Future research could assess
organisational outcomes by integrating client measures of outcome and/or satisfaction
alongside staff outcomes as the main variables. This would extend understanding and
whether, in fact, high levels of CF with average levels of CS are even a problem requiring

intervention.
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Conclusion

Previous literature has highlighted the need to focus on staff wellbeing and recognised
the detrimental consequences of poor PQoL and wellbeing both for MHPs and their clients.
The findings of this study suggested that IAPT practitioners experienced average levels of
CS, with average-high levels of CF. CS was associated with wellbeing, a potential personal
resource, while CF was associated with quantitative workload, a source of job demands.
Team psychological safety, as a measure of job resources, but may be indirectly associated

with CS.

Further research should be undertaken to consider other potential sources of job
demands, job resources, and personal resources, to ensure staff remain motivated to deliver
IAPT assessments and interventions with compassion and care, while avoiding job strain and
exhaustion. This will lead to improved outcomes for clients and, equally importantly, an
environment which properly protects staff engaged in supporting service users experiencing

difficulties with their mental health.
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Table 1: Participant characteristics

Tables and Figures

Demographics Time 1 Time 2 Cross-Sectional
(N =132) (N=87) (N =169)
Gender
Male 15 (11.4%) 9 (10.3%) 22 (13.0%)
Female 117 (88.6%) 78 (89.7%) 147 (87.0%)
NHS Trust
Trust 1 98 (74.2%) 79 (90.8%) 131 (77.5%)
Trust 2 22 (17.6%) 7 (8.0%) 25 (14.8%)
Trust 3 0 (0.0%) 1(1.2%) 1 (0.6%)
Other 12 (9.1%) 0 (0.0%) 12 (7.1%)
Role
Step 2 60 (45.5%) 35 (40.2%) 73 (43.2%)
(Trainee PWPs, PWPs)
Step 3 72 (54.5%) 52 (59.8%) 96 (56.8%)
(Trainee HIT, HIT, Trainee
Counsellor, Counsellor)
Aware of Targets
Yes 122 (92.4%) 78 (89.7%) 153 (90.5%)
No 10 (7.6%) 9 (10.3%) 16 (9.5%)
Age (years) 39.77 £ 11.05 42,36 +11.37  40.82£11.23
Experience (months) 53.30 £ 55.08 65.93 £ 62.67 55.93 £ 55.41
Weekly hours (hours) 33.61+6.69 33.24 +6.96 33.29+7.21
Weekly Clinical Contact (hours) 17.48 £ 8.32 18.70 £ 7.17 17.53 £8.25
Weekly administration (hours) 12.07 +11.18 10.74 £5.48 11.62 £ 10.22
Weekly Supervision (hours) 245+ 2.08 2.74+£2.13 2.63+2.23

Note: PWP = Psychological Wellbeing Practitioner, HIT = High Intensity Therapist
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Table 2: Descriptive statistics and Cronbach’s alpha for study variables

Variable Time 1 Cronbach’s Time 2 Cronbach’s Cross-Sectional Cronbach’s
(N =132) alpha (N =87) alpha (N = 169) alpha
CS| 24.27+559 0.86 23.69 £5.57 0.87 24.16 £ 5.66 0.87
CF| 24.23+590 0.82 24.69 +5.97 0.83 24.29 £5.75 0.81
SWEMWBS | 24.08 +3.96 0.84 2422 +4.24 0.87 24.11 £4.09 0.86
TPSQ | 27.02+5.10 0.85 26.87 +5.13 0.85 26.91 + 4.96 0.84
QWI | 19.13+4.25 0.87 19.67 + 4.45 0.87 19.38 +4.38 0.87

Note: CS = Compassion Satisfaction, CF = Compassion Fatigue, SWEMWABS = Shortened Warwick-Edinburgh Mental Wellbeing Scale, TPSQ = Team
Psychological Safety Questionnaire, QWI = Quantitative Workload Inventory
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Table 3: Correlation coefficients amongst all study variables

Variables 1 2 3 4 5 6 7 8 9 10 11
1. Age -

2. Experience 4247 -

3. Hours -.304™  -257" -

4. Contact .198" 181" 196" -

5. Supervision -103  -342"  -.009 .052 -

6. Administration .006 -.017 224" 184" .263™ -

7.CS .082 -.028 -.037 .090 -.053 -.011 -

8.CF -.060 .069 -.032 125 011 -.102 -.340" -

9. SWEMWABS 212™ .014 -.005 178 -.042 149 6437 -4717 -

10. TPSQ -.089 -.158* 203" A77 -.074 150 246" -251" 334" -

11. QWI -.069 011 022 .031 077 -.082 -.105 4027 -305™ -.045 -

Note: " p < .05, ™ p < .01, CS = Compassion Satisfaction, STS = Secondary Traumatic Stress, BO = Burnout, SWEMWBS = Shortened Warwick-Edinburgh
Mental Wellbeing Scale, TPSQ = Team Psychological Safety Questionnaire, QWI = Quantitative Workload Inventory
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Table 4A: Multiple regression results for compassion satisfaction

CS B 95% CI for B SEB p R? AR?
LL UL
Model 416 A06***
Constant 3.861 -3.414 11.136 3.685
CF -.043 -175 .089 .067 -.044
SWEMWABS 847 .657 1.037 .96 .613
TPSQ .034 -.109 A77 .072 .030

Note: Model = “Enter” method in SPSS Statistics, B = unstandardized regression coefficient, Cl = confidence interval, LL = lower limit, UL = upper limit, SE
B = standard error of the coefficient, # = standardized coefficient, R? = coefficient of determination, AR? = adjusted R.?, CS = Compassion Satisfaction, CF =
Compassion Fatigue, SWEMWABS = Shortened Warwick-Edinburgh Mental Wellbeing Scale, TPSQ = Team Psychological Safety Questionnaire

5 <.001
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Table 4B: Multiple regression results for compassion fatigue

CF B 959% CI for B SEB B R? AR?
LL UL
Model 315 .299™"
Constant 32.119 25.202 39.036 3.503
CS -.105 -.276 .065 .086 -.104
SWEMWB -.381" -.635 -.128 .129 =272
TPS -.141 -.298 .017 .080 -121
QWI 397 .220 574 .090 .303

Note: Model = “Enter” method in SPSS Statistics, B = unstandardized regression coefficient, Cl = confidence interval, LL = lower limit, UL = upper limit, SE
B = standard error of the coefficient, # = standardized coefficient, R? = coefficient of determination, AR? = adjusted R.?, CF = Compassion Fatigue, CS =
Compassion Satisfaction, SWEMWABS = Shortened Warwick-Edinburgh Mental Wellbeing Scale, TPSQ = Team Psychological Safety Questionnaire, QWI =
Quantitative Workload Inventory

Hkk

“p<.01,"" p<.001
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Figure 1: Hypothesised relationships between subscales, based on the JD-R model
(Bakker et al., 2014)
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Figure 2: Participant numbers across the study
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Figure 3: Actual relationships between subscales

Job Resources
Team Psychological
Safety (TPS)

Personal Resources

Short Warwick-
Edinburgh Mental
Wellbeing
(SWEMWB)

Job Demands

Quantitative
Workload (QW)

v

Compassion
Satisfaction

Professional Quality

of Life (compassion

satisfaction subscale,
ProQOL-21)

X

v

v

Compassion Fatigue

Professional Quality
of Life (compassion
fatigue subscales,
ProQOL-21)

2-47



EMPIRICAL PAPER 2-48

Appendices

Appendix A — Journal for Mental Health Submission Guidelines

Journal of Mental Health is an international, peer-reviewed journal publishing high-quality,
original research. Please see the journal's Aims & Scope for information about its focus and
peer-review policy.

Please note that this journal only publishes manuscripts in English.

PREPARING YOUR PAPER
Original Articles; Research and Evaluation Articles

e Should be written with the following elements in the following order: Title page (to
be uploaded separately and must not appear on the Main Document); Abstract
(Background, Aims, Methods, Results, Conclusions); Keywords; Main text
introduction; Materials and methods; Results; Discussion; Acknowledgments;
Declaration of interest statement; References (in the correct format); Appendices
(where appropriate - to be uploaded separately); Table(s) and caption(s) (on
individual pages) - to be uploaded separately; Figures and figure captions (as a list) -
to be uploaded separately.

e Should be no more than 4000 words (excluding abstracts, tables and references)

« Should contain a structured abstract of 200 words.

e Should contain between 3 and 7 keywords. Read making your article more
discoverable, including information on choosing a title and search engine
optimization.

o When submitting an Original Article or a Research and Evaluation Article, please
include a sentence in the Methods Section to confirm that ethical approval has been
granted (you must provide the name of the committee and the reference number). If
ethical approval has not been necessary, please say why.

o Please include a sentence to confirm that participants have given consent for their data
to be used in the research. If consent has not been necessary, please say why.

e Manuscripts are limited to a maximum of 4 tables and 2 figures to be uploaded
separately — please advise where in your manuscript these are to be located.

« Please ensure that author details are not on the Main Document.

o Please ensure that author details are not included in the file name.

o Participants: language must be in the style of the APA. Our policy therefore is to refer
to study participants as opposed to patients or subjects.

o Please note we do not accept pdf’s. Please save your documents in the .doc format.

Style Guidelines

Please refer to these quick style guidelines when preparing your paper, rather than any
published articles or a sample copy.

Any spelling style is acceptable so long as it is consistent within the manuscript.


https://www-tandfonline-com.ezproxy.lancs.ac.uk/action/journalInformation?show=aimsScope&journalCode=IJMH
http://authorservices.taylorandfrancis.com.ezproxy.lancs.ac.uk/making-your-article-and-you-more-discoverable/
http://authorservices.taylorandfrancis.com.ezproxy.lancs.ac.uk/making-your-article-and-you-more-discoverable/
http://authorservices.taylorandfrancis.com.ezproxy.lancs.ac.uk/tf_quick_guide/

EMPIRICAL PAPER 2-49

Please use double quotation marks, except where “a quotation is ‘within’ a quotation”.

Please note that long quotations should be indented without quotation marks.

Formatting and Templates

Papers may be submitted in Word format. Figures should be saved separately from the text.
To assist you in preparing your paper, we provide formatting template(s).

Word templates are available for this journal. Please save the template to your hard drive,
ready for use.

If you are not able to use the template via the links (or if you have any other template queries)
please contact us here.

References

Please use this reference guide when preparing your paper. An EndNote output style is also
available to assist you.

Taylor & Francis Editing Services

To help you improve your manuscript and prepare it for submission, Taylor & Francis
provides a range of editing services. Choose from options such as English Language Editing,
which will ensure that your article is free of spelling and grammar errors, Translation, and
Artwork Preparation. For more information, including pricing, visit this website.

Checklist

1. Author details. All authors of a manuscript should include their full name and
affiliation on the cover page of the manuscript. Where available, please also include
ORCIiDs and social media handles (Facebook, Twitter or LinkedIn). One author will
need to be identified as the corresponding author, with their email address normally
displayed in the article PDF (depending on the journal) and the online article.
Authors’ affiliations are the affiliations where the research was conducted. If any of
the named co-authors moves affiliation during the peer-review process, the new
affiliation can be given as a footnote. Please note that no changes to affiliation can be
made after your paper is accepted. Read more on authorship.

2. Graphical abstract (optional). This is an image to give readers a clear idea of the
content of your article. It should be a maximum width of 525 pixels. If your image is
narrower than 525 pixels, please place it on a white background 525 pixels wide to
ensure the dimensions are maintained. Save the graphical abstract as a .jpg, .png, or
iff. Please do not embed it in the manuscript file but save it as a separate file,
labelled Graphical Abstractl.

3. You can opt to include a video abstract with your article. Find out how these can
help your work reach a wider audience, and what to think about when filming.

4. Funding details. Please supply all details required by your funding and grant-
awarding bodies as follows:



http://authorservices.taylorandfrancis.com.ezproxy.lancs.ac.uk/formatting-and-templates/
http://authorservices.taylorandfrancis.com.ezproxy.lancs.ac.uk/contact/
http://www.tandf.co.uk/journals/authors/style/reference/tf_APA.pdf
http://endnote.com.ezproxy.lancs.ac.uk/downloads/style/tf-standard-apa
https://www.tandfeditingservices.com/?utm_source=IJMH&utm_medium=referral&utm_campaign=ifa_standalone
https://authorservices-taylorandfrancis-com.ezproxy.lancs.ac.uk/defining-authorship/
https://authorservices-taylorandfrancis-com.ezproxy.lancs.ac.uk/video-abstracts/
https://authorservices-taylorandfrancis-com.ezproxy.lancs.ac.uk/video-abstracts/

EMPIRICAL PAPER 2-50

10.

11.

12.

For single agency grants

This work was supported by the [Funding Agency] under Grant [number xxxx].

For multiple agency grants

This work was supported by the [Funding Agency #1] under Grant [number xxxx];
[Funding Agency #2] under Grant [number xxxx]; and [Funding Agency #3] under
Grant [number xxxx].

Disclosure statement. This is to acknowledge any financial interest or benefit that
has arisen from the direct applications of your research. Further guidance on what is a
conflict of interest and how to disclose it.

Data availability statement. If there is a data set associated with the paper, please
provide information about where the data supporting the results or analyses presented
in the paper can be found. Where applicable, this should include the hyperlink, DOI
or other persistent identifier associated with the data set(s). Templates are also
available to support authors.

Data deposition. If you choose to share or make the data underlying the study open,
please deposit your data in a recognized data repository prior to or at the time of
submission. You will be asked to provide the DOI, pre-reserved DOI, or other
persistent identifier for the data set.

Supplemental online material. Supplemental material can be a video, dataset, fileset,
sound file or anything which supports (and is pertinent to) your paper. We publish
supplemental material online via Figshare. Find out more about supplemental material
and how to submit it with your article.

Figures. Figures should be high quality (1200 dpi for line art, 600 dpi for grayscale
and 300 dpi for colour, at the correct size). Figures should be supplied in one of our
preferred file formats: EPS, PS, JPEG, TIFF, or Microsoft Word (DOC or DOCX)
files are acceptable for figures that have been drawn in Word. For information relating
to other file types, please consult our Submission of electronic artwork document.
Tables. Tables should present new information rather than duplicating what is in the
text. Readers should be able to interpret the table without reference to the text. Please
supply editable files.

Equations. If you are submitting your manuscript as a Word document, please ensure
that equations are editable. More information about mathematical symbols and

equations.
Units. Please use Sl units (non-italicized).



https://authorservices-taylorandfrancis-com.ezproxy.lancs.ac.uk/what-is-a-conflict-of-interest/
https://authorservices-taylorandfrancis-com.ezproxy.lancs.ac.uk/what-is-a-conflict-of-interest/
https://authorservices-taylorandfrancis-com.ezproxy.lancs.ac.uk/data-availability-statement-templates/
https://authorservices-taylorandfrancis-com.ezproxy.lancs.ac.uk/data-repositories/
https://authorservices-taylorandfrancis-com.ezproxy.lancs.ac.uk/enhancing-your-article-with-supplemental-material/
https://authorservices-taylorandfrancis-com.ezproxy.lancs.ac.uk/enhancing-your-article-with-supplemental-material/
https://authorservices-taylorandfrancis-com.ezproxy.lancs.ac.uk/submission-of-electronic-artwork
https://authorservices-taylorandfrancis-com.ezproxy.lancs.ac.uk/mathematical-scripts/
https://authorservices-taylorandfrancis-com.ezproxy.lancs.ac.uk/mathematical-scripts/
https://www.bipm.org/en/si/

CRITICAL APPRAISAL 3-1

Chapter Three: Critical Appraisal

Professional Quality of Life and Wellbeing with Mental Health Professionals:

Reflections on Decisions and Challenges

Word count (excluding references, tables and appendices): 3999

Rebecca Wright
Doctorate in Clinical Psychology

Division of Health Research, Lancaster University

March 2022

Prepared in accordance with guidelines for authors for Journal Title

All correspondence should be sent to:
Becky Wright

Doctorate in Clinical Psychology
Health Innovation One

Sir John Fisher Drive

Lancaster University

Lancaster

LAL 4AT

Email: r.wrighté@lancaster.ac.uk



CRITICAL APPRAISAL 3-2

Critical Appraisal

The aim of this critical appraisal is to present a summary of the findings and provide
further context to the literature review and empirical research discussed in Chapters One and
Two. Reflections will be offered on the key decision-making points and challenges in the
research process, which will highlight the strengths and limitations of the projects. The
implications for practice and future research will expand upon those discussed in the

aforementioned chapters.

Research Focus

| chose to embark on this research having worked in an Improving Access to
Psychological Therapies (IAPT) service before my clinical psychology training. As a
psychological wellbeing practitioner, | derived immense satisfaction from helping those
experiencing difficulties with their mental health. However, there were several challenges in
doing this work. The target driven environment meant | was responsible for a high caseload,
holding back-to-back appointments whilst also dealing with high volumes of administration,
supervision and liaison with other professionals. Although clinical guidelines stressed the
frequency and importance of supervision, this was often not prioritised by my managers. As a
result | was unable to properly reflect on the difficulties that service users were experiencing
or the emotional impact this had on me. Later, in a more senior position, | had line manager
and supervisory responsibilities which gave me a greater sense of the challenges staff were

facing and of the impact these had both on staff wellbeing and on the experience of clients.

Given the risk of such subjective experience impacting on the research process (Jones
& Bartunek, 2021), I have sought to use my knowledge and experience to enrich the research
process while ensuring objectivity through a reflective journal and through supervision

discussions. This connection has also been helpful in maintaining my interest in the project,
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which has been emotionally challenging at times due to managing the competing demands of

training and sustaining a personal life throughout a global pandemic.

Summary of Findings

The systematic literature review (SLR) sought to identify potential factors associated
with the levels of compassion satisfaction (CS) experienced by mental health professionals

(MHPs). Results from 28 cross-sectional studies were synthesised.

The findings suggested a complex network of organisational and personal factors
were related to CS for MHPs. In terms of organisational factors, 39% of the studies
established an association between workload and CS. CS was higher when employees’
expectations matched the realities of their work, duties and client caseload were varied and
manageable, and employees felt equipped to do their work through training and resources.
Team-working was related to higher CS in 21% of the studies, enabling employees to feel a
sense of belonging and support from colleagues. Access to regular supervision was associated

with higher levels of CS in 11% of the studies.

With regards to personal factors, higher wellbeing and the use of self-care strategies
were related to higher CS in 39% of the studies. Helpful self-care strategies included,;
accessing personal therapy; spending time with friends and family; and engaging in exercise.
MHP personal trauma was associated with reduced CS in 14% of studies and with improved
CS in 7% of studies. These contradictory findings suggest that the impact of trauma on
practitioners may depend on either the nature of their personal experience or their response to
it.

The SLR also identified several psychological characteristics that are related to CS,
such as empathy, conscientiousness, and mindfulness, although fewer studies have focused

on these. Such skills can be taught, but further exploration of the wide range of psychological
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characteristics associated with CS would be necessary to determine their impact and where
teaching should be focused. Additionally, individual preferences should be considered in

teaching such skills.

The empirical paper explored professional quality of life (PQoL) amongst IAPT
practitioners and whether this changes over time. The study explored relationships between
PQoL, wellbeing, team psychological safety and workload using the Job Demands-Resources
(JD-R) model (Bakker et al., 2014) as an evidence-based framework. The JD-R model
suggests that an interaction between job demands, job resources and personal resources
predicts occupational wellbeing (Bakker et al., 2014). Figure 1A shows a representation of
the study variables in relation to the JD-R model. Multiple regression analyses were

performed to examine variables significantly associated with PQoL.

[FIGURE 1A ABOUT HERE]

The sample of IAPT practitioners experienced average CS and average-high
compassion fatigue (CF). This remained stable between the two time points. Higher CS was
independently associated with higher general wellbeing. Higher CF was independently
associated with higher perceived workload and lower general wellbeing (see Figure 1B).
Team psychological safety was weakly correlated with both. Personal and occupational
characteristics measured via a demographics questionnaire were not significantly associated

with IAPT practitioners’ PQoL.

[FIGURE 1B ABOUT HERE]

These findings are not dissimilar to comprehensive reviews regarding the predictors
of CF for MHPs more generally. Workplace trauma, workload, therapeutic setting (Singh et

al., 2020), and personal trauma history and caseload (Turgoose & Maddox, 2017) have all
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been implicated in the development of CF. These factors were also highlighted in the SLR in

relation to CS.

Cross-sectional research and multi-site research have identified that IAPT
practitioners are at risk of developing burnout (BO), a component of CF (Steel et al., 2015;
Westwood et al., 2017) and stress (Walklet & Percy, 2014), with higher levels of
occupational stress related to high workload and poorer team dynamics. Further, higher levels
of BO are associated with reduced wellbeing (Hall et al., 2016; Johnson et al., 2017). This
finding was replicated in the empirical paper with wellbeing associated with both CF and CS.
A parallel was also identified in the SLR with higher levels of CS associated with higher

levels of wellbeing.

Uniquely, this is the first research in this field to focus specifically on PQoL with the
IAPT practitioner occupational group. It found that very much the same factors interact in
affecting PQoL amongst members of the IAPT practitioner specialism as have been found to
affect PQoL in other occupational groups in the mental health field. Management
interventions have been developed in other areas in the mental health field to protect and
strengthen the mental health of practitioners and to improve the quality of outcomes for
clients through more effective management of the wellbeing of staff. This research suggests
that similar approaches and interventions may have positive effects also for IAPT
practitioners and their clients. This is an important conclusion for the management of IAPT

services throughout the NHS.

Systematic Literature Review (SLR) Reflections

Scope of the Review and Search Strategy

The intention of the SLR was to examine research relevant to the main study variable

of PQoL. Initial scoping searches were taken over a wide field, following which the focus
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was narrowed to identify significant gaps in the literature and to ensure a novel contribution.
The initial search revealed that existing literature considering PQoL for MHPs tended to
focus on the negative consequences of providing therapeutic care, such as CF. Less attention
has been paid to the positive experiences of MHPs when helping others by focusing on CS.
Additionally, it was clear that there was scope to consider whether the factors implicated in
CF are also implicated in levels of CS. This was a major strength of the SLR, since it was the

first systematic review to focus on CS in MHPs.

An initial search using broad search terms produced too many results to manage.
Expert support from a librarian is crucial for systematic reviews to help develop
comprehensive search strategies across multiple relevant sources (Harris, 2005). Recognising
this, | sought guidance from an academic librarian. This helped me to concentrate my search

terms, making the results more specific to the research question.

Entering search terms based on occupation and service setting excluded too many
relevant results. Therefore, at the screening stage | had to carefully consider the inclusion and
exclusion criteria, deciding which occupations would be included. For example, social work
was excluded on the grounds that it was too broad and non-specific. Similarly, students and
unqualified professions were also excluded as, although students also experience
performance anxiety and course-related stress, they tend to receive higher levels of support

and structure (Ronnestad & Skovholt, 1993).

Reducing the scope of the review in this way limited the search results that needed to
be reviewed to a manageable number. It excluded reviews which explored CS in a wider
range of occupations and may, therefore, have missed some potential read-across from other

occupational fields. Overall, however, it has strengthened the value of the SLR by ensuring
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that it was focused very clearly on the MHP, which means that the conclusions are both

specific to the field and uncluttered by potentially confounding factors in other occupations.

Quality Appraisal

In considering which tool to use in critically appraising papers, | noted that the Joanna
Briggs Institute (JBI) critical appraisal tool (Moola et al., 2017) is the normally preferred
checklist for assessing the quality of analytical cross-sectional studies (Ma et al., 2020). | also
noted, however, that the critical appraisal tool to assess the quality of cross-sectional studies
(AXIS: Downes et al., 2016) developed using previously published critical appraisal tools,
included a more comprehensive help text and assessed both quality and bias. As such, | felt
the AXIS tool would give a more thorough picture of the quality of included studies. Quality
was assessed by one author. This may represent a limitation of the SLR. However, to mediate
this and to ensure consistency and objectivity, a colleague independently reviewed a selection
of included papers. Their assessments were taken into account in determining the quality of

the papers that were included in the review.

Synthesising Data

From the initial scoping search, it was clear the review would cover a wide breadth
and depth of factors associated with CS. I therefore concluded that the data would best lend
itself to a narrative review. The narrative synthesis of quantitative data has been criticised for
lacking transparency in the reporting of methods and presentation of data (Campbell et al.,
2019). I wanted to ensure | was as transparent as possible throughout data synthesis.
Although high levels of statistical and methodological heterogeneity within the included
studies meant meta-analysis was not possible, | utilised effect sizes to highlight findings that
were most clinically meaningful. | believe this led to a comprehensive, transparent, and

objective synthesis of the literature, representing a strength of the research.
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Empirical Paper Reflections

Survey Design

At the start of this project, it was challenging to narrow the research focus for the
empirical paper due to the lack of existing research within the IAPT context as compared to
the wealth of occupational stress research in other populations. Here, my experiences of
working in IAPT were useful as | had some knowledge of the factors which might impact on
practitioners’ wellbeing. I was aware of measures for examining the overall experience of
practitioner burnout (BO), for example the Maslach Burnout Inventory (MBI: Maslach et al.,
1996). The MBI captures the emotional exhaustion, depersonalization and reduced personal
accomplishment developed in those having a professional relationship with others (Maslach
& Leiter, 1997). This validated tool not only quantifies levels of BO, but also acknowledges
potential positive aspects of helping others via personal accomplishment. However, it has
been noted that it does not capture the traumatic experiences professionals may experience in

helping others (Newell & MacNeil, 2010), termed secondary traumatic stress (STS).

It was important to utilise measures which encompassed the direct experiences
practitioners might face in providing therapeutic care to individuals who were seeking
support for their mental health. | therefore chose to use the professional quality of life
(ProQOL) scale. This has been widely used across healthcare populations and in those
providing therapeutic care, as revealed in the SLR. The ProQOL-V (Stamm, 2010) has
demonstrated good construct validity amongst professionals working with trauma survivors
(Geoffrion et al., 2019) and factorial validity amongst direct support professionals (Keesler &
Fukui, 2020). Thus, it seemed appropriate for use with IAPT practitioners who would share
similar experiences to these professions. However, analyses of the psychometric properties of

the ProQOL-V indicated sound results for the CS subscale but concerns regarding the
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construct validity of the BO and STS subscales (Hemsworth et al., 2018). Consequently,
Heritage et al. (2018) developed the ProQOL-21 which overcame the issues described

previously making it more suitable for the empirical study.

| decided to measure general wellbeing using the Shortened Warwick-Edinburgh
Mental Wellbeing Scale (SWEMWABS: Stewart-Brown et al., 2009) due to the links between
wellbeing and productivity at work (Knapp et al., 2011; Wright et al., 2007). Both the longer
and shorter versions of this measure have demonstrated similarly robust psychometric
properties (Stewart-Brown et al., 2009). | opted for the shorter version to reduce the time

burden on staff completing the survey.

My experiences of IAPT and discussions with my supervisors led me to consider
psychological safety and its relationship with PQoL. National targets mean managers are
constantly pressurised to report against and meet specific performance indicators. This
pressure is passed down and felt by staff working with the service users. Qualitative
exploration of this dynamic indicated that some staff feel micromanaged, bullied, and
compelled to provide inadequate care beyond their training remit (Harper et al., 2020). This
can create an environment in which it feels unsafe and invalidating to express personal
vulnerability and raise any concerns. The Team Psychological Safety Questionnaire (TPSQ:
Edmondson, 1999) captures these experiences. This also seemed particularly topical
considering the coronavirus (COVID-19) pandemic and a move to remote working which

would likely impact communication between teams and the support available to staff.

Whilst working in IAPT, | also found the quantitative workload challenging. |
considered it important to review how this might impact PQoL. | chose to utilise the
quantitative workload inventory (QWI; Spector & Jex, 1998), which measures perceived

workload, recognising that the individual’s perception of occupational stressors has a greater
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impact on professional wellbeing than the objective presence of stressors (Bowling et al.,
2015). Previous studies, suggesting IAPT practitioner stress and BO are related to workload,
have utilised hours worked as an objective, although non-validated, measure (Walklet &
Percy, 2014; Westwood et al., 2017). This does not, however, fully assess the amount and

pace of work.

| also gathered demographic and occupational information, including gender, age,
experience, job role, and awareness of targets. Participants were asked to indicate their
average weekly working hours, clinical contact hours by type, supervision received, and
supervision provided. This provided a mine of useful information to describe the sample and

consider and rule out potential confounding variables.

Although the questionnaire was designed in consultation with service managers,
during data collection I received feedback that these figures were difficult and time-
consuming to calculate. This may have affected recruitment. In hindsight, it may have been
more valuable to exclude questions about workload as this was covered by the QWI (Spector
& Jex, 1998). There would then have been scope to focus more explicitly on regularity and
quality of supervision and the impact of working to targets, i.e. factors which have been
linked to poorer wellbeing outcomes (Johnson et al., 2020; Westwood et al., 2017).

Recruitment

Recruitment was a challenge throughout this study. Due to COVID-19, research
priorities had shifted towards those projects considering managing the impact of the
pandemic. Several services expressed interest but did not have capacity to proceed due to
extra workloads and changing working practices associated with COVID-19. Although there
are approximately 140 providers nationwide (NHS Digital, 2019) a central database of

service providers and their contact details does not exist which made it difficult to invite
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services to participate. For those whose contact details were obtained many attempts to make
contact went unanswered. Four IAPT sites across three NHS Trusts took part in the study.
The challenges in recruiting sites were discussed in supervision in terms of whether the
project was viable. It was agreed that, given enthusiastic support from managers to encourage

participation, an appropriate sample would be obtained.

During data collection | received several emails from potential participants and
service managers stating that although it was felt the research topic was valuable, staff just
did not feel they had the time to participate. Additionally, there were high levels of attrition
between Time 1 and Time 2, resulting in only 50 matched responses. Retention strategies in
longitudinal research often include financial incentives and tracking methods (Abshire et al.,
2017). It might have been helpful to utilise these strategies to improve recruitment and
retention. In discussion with my research and field supervisors, it was agreed that it was
unlikely sufficient participant numbers would be reached at a third time point and a period of
planned long-term sickness created further time pressures. As such, data collection was

stopped after two time points, instead of the planned three.

Recruitment was frustrating and disappointing at times, particularly since services and
individuals within them expressed interest and value in the research topic. For those services
interested in participating in future research, it would be beneficial to strengthen the network
of communication between IAPT providers and to consider designating research leads and a

central database of contact details to improve access to research opportunities.

The small number of participating sites and overall sample size limit the extent to
which results can be generalised to the larger IAPT workforce and preclude cross-sectional

analyses that allow examination of causes and effects. However, the analyses were
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appropriately powered and significant results were found. That these replicated previous

findings in other similar settings reinforces confidence in the conclusions drawn.

Analyses

Hypotheses were made based on the JD-R framework (Bakker et al., 2014). Ideally,
structural equation modelling (SEM) would have been utilised to analyse data. However,
given data limitations and the lack of existing literature within the IAPT context, the study
was more exploratory in nature. As such, correlation and regression analyses were

appropriate.

It was surprising psychological safety was not significantly independently associated
with CS. The addition of personal resources to the JD-R model may explain this finding.
Xanthopoulou et al. (2007) explored the role of personal resources in predicting job strain
and engagement. Results suggested that job resources promoted development of personal
resources, indicating a mediation relationship may exist between the two. This was explored
retrospectively but excluded from the empirical paper to avoid biasing the results and

conclusions through data fishing (Erasmus et al., 2020)

To assess the indirect effects of psychological safety on CS, a mediation regression
analysis (see Figure 2) was conducted using Hayes’ Process Tool (Hayes, 2017), utilising
5000 bootstrap samples to estimate confidence intervals. The outcome variable was CS,
predictor variable was TPSQ, CF and QW1 were entered as covariates, and SWEMWBS was
tested as the mediating variable. If the 95% bootstrap interval did not contain zero, the

indirect effect of SWEMWABS was deemed significant.

[FIGURE 2 ABOUT HERE]

The 95% confidence interval for the completely standardised indirect effect (.1521)

was above zero (.0534 to .2567), indicating that psychological safety indirectly effected CS
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through general wellbeing (see Table 1). Higher psychological safety was associated with
higher wellbeing and higher wellbeing was related to higher CS. This indirect effect
accounted for 78.6% of the total effect of psychological safety on CS. These findings may
indicate that job resources (TPSQ) predicted personal resources (SWEMWBS) which, in

turn, predicted CS. Further research exploring this mediation relationship is warranted.

[TABLE 1 ABOUT HERE]

Clinical Implications

A systems approach to job stress suggests preventative strategies which reduce
potential risk factors before employees’ experience work-stress are more effective than
attempts to change how individuals respond to stress (Lamontagne et al., 2007). Individuals
should be encouraged to take reasonable steps to maintain their own wellbeing by making
time for social support and engaging in self-care strategies. It should also be recognised
however that wellbeing, personal growth and the ability to engage in self-care may be

affected by organisational demands.

Taken together, the findings from both the SLR and the empirical research suggest
that commissioners and services should prioritise: (i) staffing levels that enable manageable
workloads; (ii) development opportunities for staff to access training and to bring variability
to their role, for example by engaging in research and development or utilising alternative
therapeutic models; (iii) regular access to quality supervision and peer-support; and (iv) a
commitment to engaging in research and ensuring practitioners have time to participate in it.
These steps should lead to improved engagement, while reducing strain and exhaustion
(Bakker et al., 2014). Meetings have been arranged with managers of participating IAPT

services to disseminate these recommendations and encourage systemic change.

Future Research
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These findings have generated some important research questions. It is important to
clarify levels of PQoL and wellbeing amongst MHPs and the factors influencing these. All
the studies included in the SLR adopted cross-sectional designs. This prevents determination
of causality. Although the empirical paper was intended to gather longitudinal data,
challenges to recruitment and time pressures also limited the research to cross-sectional
analyses. Future research utilising longitudinal research designs would give rise to a more

thorough understanding of the factors influencing PQoL and wellbeing for MHPs.

Using existing knowledge of factors influencing these concepts, prospective studies
could use confirmatory analyses to test, on the basis of a hypothesized model such as the JD-
R model, how constructs relate to each other. Consequently, robust explanatory models of
PQoL and employee wellbeing will be generated. Based on the findings of the SLR and
empirical research, factors worth exploring further for MHPs generally and for clearly
defined populations within mental health services are depicted in Figure 3 utilising the JD-R

framework of occupational wellbeing (Bakker et al., 2014).

[FIGURE 3 ABOUT HERE]

There is also scope for further research using a mixed methods approach to data
collection, including interviews and focus groups. This would provide qualitative data to
deepen understanding of staff experiences and perhaps generate further exploration of new or
existing constructs which are not currently captured by validated measures of occupational
wellbeing. In addition, strategies to promote CS and reduce CF should be implemented and

evaluated.

The benefits of further research are five-fold: researchers could understand the job-
specific resources and demands and unique experiences of staff working in different contexts;

policymakers who are distanced from the realities of working within services would gain
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evidence-based guidance for funding priorities and workforce expansion needs, while
facilitating cost-effective strategies to reduce the costs associated with reduced PQoL such as
staff turnover and absenteeism; service managers would get a real sense of employee
wellbeing, could implement strategies to improve service design and delivery, and provide
evidence to push back against the targets laid out by policymakers; staff would have a voice
and opportunities to share their personal experiences in a safe and open manner; and service
users would experience compassionate care in which they are recognised as individuals, as
opposed to being reduced to a number with their care governed by systemic issues and

national targets.

Conclusions

Service providers need to recognise the risk factors associated with job and personal
demands and resources within their specific context to maintain a healthy workforce that can
deliver effective mental health assessment and intervention. Despite the challenges and
transparent limitations described, these novel and timely findings have highlighted
organisational and personal demands and resources for MHPs. For example, high workload
and lack of resources are potential job demands. Supervision and team psychological safety
are possible job resources. Meanwhile, self-care strategies and a focus on general wellbeing
which meet individuals’ needs and preferences are likely personal resources. Focusing on
these to reduce demands and maximise resources should be prioritised within service design

and delivery.

COVID-19 is likely to have longstanding effects on the mental health of the whole
population. Therefore, it is important that PQoL and staff wellbeing remain on the agenda to
enable staff to retain the emotional availability required to deliver therapeutic interventions

while maintaining their own wellbeing. These projects have also highlighted gaps in the
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existing literature and will hopefully act as a catalyst for further research to bring about a

cohesive understanding of PQoL for MHPs and inform systemic change.
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Tables and Figures

Table 1: Mediation Analysis

Y = compassion satisfaction,
X = team psychological safety,

M = general wellbeing

al 1977

bt 8773

¢ 0201

c .1936"

ab (CI) .1735" (.0640, .2883)

CSIE(CI)  .1521"(.0534, .2567)

“p <.05, "p < 0.001, " Significant indirect effect with 95% CI

Note: X = predictor, M = mediator, Y = outcome, ¢’ = direct effect of X on Y, controlling for M, ¢ =
total effect of X on Y, ab = mediated effect, Cl = confidence interval, CSIE = completely standardised
indirect effect.
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Figure 1A: Study variables in relation to the Job Demands-Resources Model (Bakker et
al., 2014)
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Figure 1B: Empirical research findings
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Figure 2: Mediation Model
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Figure 3: Potential factors affecting professional quality of life utilising the JD-R

framework of occupational wellbeing (Bakker et al., 2014).
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applicable):

Project website:

Additicnal reference number(s):

A5-1. Research reference numbers. Please give any relevant references for your study:

FHMRECZ20004

MNiA
0.3
18/11/2018

A

https:/flancasteruni.eu.qualtrics_com/jfeform/SV_dijHOOuBIKEWmvb

Ref . Mumber Description

MNIA A

Reference Number

Date: 101272020 7
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access publisher. If you have regizfered your study please give defails in the "Additional reference number(z)”
section.

AS-2_Is this application linked to a previous study or ancther current application?

{fes  (@yMo

Pleaze give brief defailz and reference numbers.
Mi&

AB-1. Summary of the study. Pleaszse provide a brief summary of the regearch (maximum 300 words) using fanguage
eazily undersfood by lay reviewers and members of the public. Where the research is reviewed by a REC within the UK
Health Deparfmentz’ Research Ethics Service, thiz summary will be publizhed on the Health Research Authority (HRA)
webgite following the ethical review. Please refer to the question specific guidance for this quesfion.

Compassion and wellbeing are important to maintain the health of the workforce and ensure efficient and effective
patient care. Improving Access to Psychological Therapies (IAPT) services were originally designed to improve access
to support fior adults experiencing mild to moderate anxiety and depression. Several work factors specific to lAPT may
lead to higher compassion fatigue and/or reduced compassion satisfaction and wellbeing. These include high
caseloads, high levels of client complexity or distress, reduced opportunity for development, team dymamics, perceived
lack of support from colleagues and reduced psychological safety. Very little research has considered compassion
and wellbeing of |APT staff. This study will inwvestigate predictors of compassion and wellbeing in I1APT staff and will

attempt to capture changes over time, particulady in light of changing work practices due to COVID-19, circumstances
permitting.

AB-2. Summary of main issues. Flease summarnize the main ethical, legal, or management izzues arising from your study
and zay how you have addreszed them.

Not all sfudiez raize zignificant issues. Some studies may have straightforward ethical or ofher izzuesz that can be identified
and managed routinely. Others may present significant issues requinng further conzideration by a REG, HRA, or other
rewview body (az appropriate fo the issue). Studies that present a minimal rizk to parficipants may raise complex

organisational or legal izsues. You should try to consider all the types of iszues that the different reviewers may need fo
conzigar.

This study will adept a quantitative longitudinal panel design to examine the relatienship between compassion,
wellbeing, psychelogical safety and job demands. The longitudinal design extends previous cross-sectional
research within IAPT settings as it will allow identification of links between variables, as well as further exploration of
the nature of these relationships and may allow for stronger claims to be made about causality.

In recent times, with COWVID-18, working practices have had to rapidly change and may be likely to begin returning to
business-as-usual during the study. The design of this study intends to capture these changes and may allow for

recommendations to be proposed in supporting staff transitioning back to business as usual and when considering
any future changes to working practices.

Managers of a lecal I1APT service were consulted in all aspects of the research, including design., materials, sample
and feasibility of the study.

Participants will predominantly be recruited by gaining support of managers from specific lAPT services. Managers
from four services have already been approached and shown enthusiastic support for the study —
(G . T main researcher will
attend team meetings to explain and advertise the study to aid recruitment, where appropriate. Managers and/or
service leads will be sent the advert, Participant Information Sheet and a link to the online survey to disseminate within
their teams. Other IAPT services across England will also be approached to gather a wider geographical sample.

Participants will be employed by an IAPT service within England as either (trainee or qualified) psychological wellbeing

Date: 10122020 g 28T800/1466T43/37/228
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practitioner, (trainee or qualified) high intensity therapist, or (trainee or qualified) counsellor. They will not be employed
by IAPT but hold an altemative role to these mentioned, or be trained in altemative therapeutic approaches and be on
secondment to IAPT services.

The survey will be hosted enline via Qualtrics, which should be easily accessible by all participants via email link.
Participants will be asked to use the last three digits of their postcode as a unique identifier for the purposes of
matching data sets. Once the longitudinal data sets have been linked, identifier data will be deleted and substituted
with a randomised unigue identifier.

Anonymous data will be stored securely on the Qualtrics database before being transferred to SP55 software. All
laptops being used for data analysis will be encrypted and password protected and will only be accessible by the
main researcher and named supervisors. On completion of the thesis project, data will be securely transferred to the
Lancaster DClinPsy research coordinator via Onelrive. Data will be stored for 10 years, in line with University
procedures and it will be the research coordinators responsibility to destroy data in 10 years' time.

Lancaster University will fund any costs associated with the study, for example advertisements. Individual participants
will mot be reimbursed for taking part.

There are unlikely to be any major ethical issues with this project. All data will be anonymeous and only the participant
will be aware of their unigue identifier. As menticned previously, anonymous data will be stored securely on password
protected computers, on the University’s secure storage drive. In addition, participants will be informed their employer
will mot be made aware if they choose to participate or not.

All efforts will be taken to ensure participants are given adeguate information to make an informed decision to take
part in the study. Upon clicking the link, participants will be taken firstly to a participant information sheet which will
provide information about the study, what is required of participants, the length of participation and any potential
benefits and risks of paricipation. Participants will be encouraged to take the time to carefully consider this

information before being presented with a series of consent staterments. They will then be asked to proceed to the next
page of the survey, and it will be made clear this indicates their consent to participate. All participants will be employed
by IAPT sites in England. Given their roles, it will be assumed they have capacity to consent.

Participants will be informed of their right to withdraw at any time throughout the study. They can do this by exiting the
questionnaire, which will prevent any data being saved. They can also contact the main researcher via email, providing
their unigue identifier, should they wish o withdraw at a later stage. This option will be available to participants up until
data analysis begins, approximately Movember 2021.

There are no direct benefits to those taking part in the study. It is anticipated the findings will increase our
understanding of compassion and wellbeing in IAPT staff. This may indirectly benefit those who participate by making
recommendations around the design of future services, gaining additional resources from commissicners and that
participating services would be mentioned in any publication. Further, services would be offered an anonymisad
summary of the findings as a wheole, as well as for their individual service, where possible. The risks of participation
appear low. There will be minimal additional distress as a consequence of completing the questionnaires and
participants thinking about their wellbeing and job role. This has been discussed with service managers and all
questiennaires have been reviewed. It has been determined none of the items are likely to lead to disclosures of risk
(to self or others). In addition, the absence of a free text box within the questionnaires will further reduce disclosures of
risk. Participants will be provided with general advice (e.g. contact clinical supervisor, services specific employment
support, general practitioners) as part of the participant information sheet and debrief information. The main
researchers email address will be given as a point of contact. Should participants make contact to disclese a concern
for their wellbeing or the wellbeing of others, they will be advised to contact their supervisor/manager, employment
support and/or general practiicner. If the research team is concerned for the safety of the participant or those they work
with, they will be advised that their contact details may be shared with their supervisor/manager. Participants will also
be provided with the contact details of an independent member of the Lancaster University staff team should they wish
to discuss any concemns or make a complaint.

AT. Select the appropriate methodology description for this research. Pleaze tick all that apply:

[] Case series! case note review
|:| Case control

[] Gohort observation
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|:| Controlled frial without randomisation
|:| Cross-sectional study
[[] Database analysis
[[] Epidemiclogy
[] Feasibility! pilot study
[[]Laboratory study
|:| Metanalysis
[]Qualitative research
E Questionnaire, interview or observation study
[[] Randomised controlled trial
E Other (please specify)

Longitudinal panel design

A10. What is the principal research question/objective? Fizase put this in language comprehensible fo a lay perzon.

The cbjective of the study is to explore relationships between compassion, job demands and psychological safety
among |APT staff in order to make recommendations for design of future services and potentially gain further
resources from commissioning.

a lay perzon.

Secondary objectives include exploring whether changes in waorking practices due to COVID-18 impact on staff
compassion and wellbeing.

A11. What are the secondary research questionsiobjectives if applicable? Pleaze put thiz in language comprehenzible to

There has been significant focus on the implications of poor compassion and staff wellbeing in health care seftings,
including higher rates of sickness and absence (absenteeism), higher incidence of staff working despite physical or
mental illness (presentesism), reduced patient safety and patient experience, higher rates of staf turnover and less
effective patient care (Department of Health, 2008). A wealth of research exists exploring compassion and staff
wellbeing amongst several professional groups with much of the research focusing on indicators of staff wellbeing
that are measurable, for example stress levels, job satisfaction and bumout. While findings vary, it is apparent that a
combination of crganisational and personal factors can increase an individuals' vulnerability to reduced wellbeing and
CoOmpassion.

The Improving Access to Psychological Therapies (IAFT) workforce is a relatively new, and expanding, team within
adult mental health. Previous literature into workplace compassion and wellbeing highlights many aspects of working
within IAPT services as potential risk factors for compassion fatigue, reduced wellbeing and reduced compassion
satisfaction. It is fast-paced, high volume work where practitioners hold their own caseloads, have clinical
responsibility and are often working with complex cases. This may lead to high levels of compassion fatigue which
could, in tum, leader to higher levels of staff tumowver, absences and reduced patient outcomes. This would suggest it
is important to investigate staff wellbeing and compassion amongst this group of professionals.

Little published research has been carried out within IAPT services with regards to compassion and wellbeing.
Walklet and Percy (2014) investigated stress and coping. with findings suggesting 30% of lAPT workers experienced
high levels of stress. Steel, Macdonald, Schrider and Mellor-Clark (2015) explored the concept of bumout in IAPT staff,
reporting high levels of emotional exhaustion with low levels of deperscnalisation and personal accomplishment.
Similarly, Westwood, Morison, Allt and Holmes (2017} reported Psychological Wellbeing Practitioners (68.8%) and
High Intensity Therapists (50%) experienced burnout due to increased hours of overtime and increased telephone
contact. Research has also found higher burnout can have a negative impact on patient outcomes (Delgadillo et al.,
2018).

There are several inconsistencies within the existing literature regarding the nature of wellbeing and compassion
within mental health staff and a paucity of research amongst IAPT professionals, a group who, based on the existing
literature, would appear at risk of negative wellbeing and compassion outcomes.

This is relevant to clinical psychology in several ways. Lavender (2008) highlights the role of applied psychologists in

A12. What is the scientific justification for the research? Flease puf thiz in language comprehensgible fo a lay person.
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IAPT service design and delivery, as well as training and supervision of the existing and new workforce. Given their role
in govermance, management and leadership, it is important for clinical psychologists to understand the LAPT
environment and needs of the workforce. Furthermaore, |1APT services are designed to increase access to
psychological therapies for common mental health disorders, as recommended by the Mational Institute of Health and
Care Excellence [NICE] guidelines. This may reduce pressure on secondary and specialised mental health services
whio are now more able to work with more complex cases which suit the expertise of clinical psychologists.

It is important these services run efficiently and effectively to continue to allow services to provide for those they are
designed for. Im addition, with recent changes due to the COVID-12 pandemic, it is important for services to
understand the impact on compassion and staff wellbeing as the situation progresses and working practices are
changing. As such, this study aimed to explore the relationships between compassion, job demands and
psychological safety amongst IAPT staff.

A13. Please summarise your design and methodology. it should be clear exaclly what will happen to the research

Do not simply reproduce or refer fo the protocol. Further guidance iz available in the guidance nofes.

This study will adopt a quantitative longitudinal panel design to examine the relationship between compassion,
wellbeing, psychological safety and job demands. The longitudinal design extends previcus cross-sectional
research within IAPT seftings as it will allow identification of links between variables, as well as further exploration of
the nature of these relatiocnships.

In recent times, with COVID-19, working practices have had to rapidly change and may be likely to begin returning to
business-as-usual during the study. The design of this study intends to capture these changes and may allow for
recommendations to be proposed in supporting staff transitioning back to business as usual and when considering
any future changes to working practices.

Participants will predeminantly be recruited by gaining support of services managers. If appropriate, the main
researcher will attend team meetings to discuss the purpose, aims and benefits of the study to aid recruitment. Once
a site has been recruited and appropriate ethical and research and development approval has been gained,
managers will be emailed the study advertisement and a link to the online survey. This includes the participant
infermation sheet, consent process and online questionnaires. The participant information sheet will be accessed
online and participants will be encouraged to take time to consider the information before proceeding. They will be
presented with a series of consent statements prior to completing the online survey and their consent will be indicated
by moving on to the next page.

Participants will be asked to provide the last three digits of their postcode as a unigue identifier, as this will be used to
match responses at repeat time points. They will then be asked to complete a demegraphics questicnnaire and
several questionnaires relating to compassion, wellbeing. psychological safety and job demands, as described
previously. The survey will take approximately 15 minutes to complete.

Participants will be asked to provide some demographic information, including age, gender, job role, length of time in
service, region, hours of client contact, supervision and administration and awareness of targets. They will then be
asked to complete a series of questions related to compassion (fatigue and satisfaction). personal wellbeing,
psychological safety and guantitative workload. Participants will be asked to complete the following guestionnaires:
Professional Quality of Life Scale - 21 (Heritage, Rees & Hegney, 2018), the Shortened Wanwick-Edinburgh Mental
Wellbeing Scale (Tennant et al., 2007), Team Psychological Safety Questionnaire (Edmondson, 1989) and Quantitative
Workload Inventory (Spector & Jex, 1988).

The onlime survey link will be sent to managers for distribution at a minimum of two, ideally three, time points
threughout the total recruitment pericd. Each recruitment period will last approximately 4-8 weeks and will likely take
place December Z2020-January 2021, May-Jume 2021 and September-October 2021. In total, across three time points,
it is anticipated the survey will take a total of 45 minutes to complete per participant.

Itis anticipated correlation analyses will be performed to explore whether relationships exist between variables.
Subsequently, regression analysis will be conducted and demographic variables will be controlled for, where
appropriate.

parficipant, how many fimes and in what order. Pleaze complete this zection in language comprehensible to the lay perzon.

and/or their carers, or members of the public?

[ Design of the research

A14-1. In which aspects of the research process have you actively involved, or will you involve, patients, service users,
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[]management of the research
|:| Undertaking the research

[] Analysis of results

[+ Dissemination of findings
[] Hene of the above

Give defailz of involvemenf, or if none please justify the absence of involvement.

Managers of a local IAPT service have been consulted throughout the research process to date. Discussions have
taken place around the design of the research and the benefits of longitudinal panel design. A thesis contract has
been drawn up to cover management, undertaking and analysis of the results. In addition, managers have reviewed
guestionnaire items to determine their suitability for the research question and wellbeing of those taking part. These
managers will have ongoing invelvement with the research and will read drafit copies of the research project and
results.

4. RISKS AND ETHICA