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Thesis Abstract

The first paper is a scoping review that explored burnout in peer workers who work in
mental health settings. Ten relevant articles were identified following a systematic search of
the literature. The review found overall burnout symptoms in peer workers to be low to
moderate, which is the same as comparable mental health clinicians, and in some studies
burnout, symptoms were lower in peer workers. The review summarised individual and
organisational factors that influenced burnout in peer workers. There is a need to further
understand the factors influencing burnout symptoms in this growing workforce, so that
appropriate support structures can be put in place. The potential usefulness of systemic

interventions for burnout symptoms was also discussed.

The second paper is a cross-sectional, quantitative study that examined whether self-
relating constructs—self-criticism and self-reassurance—predicted compassion fatigue and
compassion satisfaction in forensic mental health professionals (FMHPs). The second aim of
the study was to investigate whether compassion fatigue and compassion satisfaction
predicted therapeutic ward climate. 51 FMHPs from a low and medium secure unit in the UK
were recruited for the study and completed a demographic questionnaire and three
measures to assess the study variables. Five multiple regressions were conducted. The
study found “moderate” self-criticism and self-reassurance, “moderate” compassion fatigue,
and “high” compassion satisfaction amongst the participants. Self-criticism was the only
significant predictor of compassion fatigue, with “high” self-criticism predicting “high”
compassion fatigue. Moreover, “high” compassion fatigue significantly predicted “low”
perceived ward safety. The findings indicate the need for further research to understand the
individual and organisational factors that influence wellbeing of FMHPs to inform effective

interventions that are adapted to the unique needs of the setting.

The third paper is an executive summary of the empirical study that was written for

FMHPs at the participating sites. A group of FMHPs were consulted to ensure the document



was accessible and useful for the intended audience. Their contributions were extremely

valuable, and changes were made based on their feedback.



Paper 1: Literature Review

Burnout in peer workers working in mental health services: A scoping review
of the literature.

Word count: 6,366 (excluding tables, references, and appendices)

The literature review has been published in ‘Advances in Mental Health: Promotion,
Prevention and Early Intervention’.
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Abstract

Objective: The aim of this scoping review is to explore burnout in peer workers who

work in mental health settings.

Method: A systematic search strategy was used to search multiple databases on
EBSCO Host which included: MEDLINE, CINAHL Plus with Full Text, SPORTDiscus
with Full Text, eBook Collection, APA Psycinfo, APA PsycArticles, and APA
PsycBooks. Google Scholar was also used to search grey literature and hand
searching was used to identify relevant papers from reference lists. The search

terms used were ‘burnout’ and ‘peer support worker’ (and other relevant synonyms).

Results: 146 articles were initially identified. The final number of articles included in
the review was 10, after screening using the inclusion and exclusion criteria. Overall,
level of burnout symptoms in peer workers was found to be low to moderate, which
was found to be the same as comparable MH clinicians and, in some studies, lower
in peer workers. A number of individual and organisational factors were identified as

affecting burnout in peer workers.

Discussion: Future research is needed to further understand burnout in the
emerging peer worker workforce so appropriate support structures to effectively
sustain this developing role can be identified and implemented accordingly. It is
essential that research is shaped by experts by experience. The findings of this
review highlight the importance of organisational factors in burnout; therefore, the

usefulness of systemic interventions should be considered.

Keywords: peer support, burnout, organisational factors, staff wellbeing
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Introduction

Peer support

Broadly, peer support is defined as a process of “shared understanding, respect, and
mutual empowerment between people in similar situations” (Mead et al., 2001). Whilst the
context in which peer support occurs can differ, the core features of this recovery-orientated
approach (which are shared responsibility, hope, self-determination, and the use of lived

experience) remain the same (Slade et al., 2014; Repper & Carter, 2011).

Peer support as an approach is not new and is rooted in the ‘psychiatric survivor’
movement, which took a critical perspective to mental health services and raised important
issues such as advocacy and the importance of a recovery-focused, community model of

mental health rather than an illness model (Stratford et al., 2019).

Davidson et al. (1999) described three types of peer support: informal peer support,
peers in peer-run programmes, and peers employed in traditional services. In recent years,
the focus on peer support in traditional mental health services has grown. The NHS Long
Term Workforce Plan (NHS England, 2023) has indicated 4,730 peer support workers in
post at the end of 2023/24 with the proposed growth of these roles to over 6,500 by 2036/37.
Additionally, the World Health Organisation (WHQO) has advocated for peer support (WHO,
2021). They stated that the effects of the COVID-19 pandemic highlighted inadequacies with
community mental health services, particularly lack of cohesive social networks, isolation,

and damaging effects of institutions.

A recent meta-analysis that examined the effectiveness of peer support for
individuals with mental illness (Smit et al., 2023) provided evidence that peer support
interventions may be effective in reducing mental illness symptoms, improving personal
recovery, and increasing hope for people- especially those with ‘Serious Mental lliness’
(SMI). Additionally, Walker and Bryant’s (2013) meta-synthesis evidenced that peer support

workers can reduce stigma, act as role models, build rapport with service users, and teach
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other professionals about recovery. Additional evidence also demonstrated that peer support
workers can improve various service user outcomes such as: empowerment, hope, and

reduction in the need for crisis support (Chinman et al., 2014; Pitt et al., 2013).

In the literature, some barriers to establishing peer support worker roles in services
are lack of role clarity and lack of support (Gillard et al., 2013), and prejudice from non-peer
staff and the wider organisations (Mutschler et al., 2022). For example, the assumption that
peer support workers would have higher levels of sickness and require more boundaries in
their work to protect their wellbeing, when compared with non-peer staff (Walker & Bryant,

2013; Mirbahaeddin & Chreim, 2022).

Burnout

Maslach and Jackson’s (1981) definition of burnout is widely accepted in the
literature. They conceptualised burnout as a ‘syndrome’ characterised by: emotional
exhaustion (lack of emotional energy to cope with work tasks), depersonalisation
(detachment and indifference towards work), and reduced personal achievement (doubts

about ability to be effective at work).

Burnout is known to negatively impact various domains and has physical
consequences (e.g. cardiovascular and musculoskeletal problems; fatigue; and chronic
pain), psychological consequences (e.g. insomnia, depression, and sleep disturbance), and
occupational consequences (e.g. increased sick leave and job dissatisfaction) (Salvagioni et

al., 2017).

For decades, burnout has been associated with people-orientated professions, and it
is understood that people who work in mental health are especially more vulnerable to
developing burnout (Maslach & Leiter, 2016). This is thought to be due to a number of
factors including: stigma of the profession, the demands of therapeutic relationships, and

service user suicide (Rossler, 2012; Jovanovic et al., 2016). A meta-analysis that examined
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62 studies from 33 different countries found that the average mental health professional
(MHP) had a ‘high’ level of emotional exhaustion, ‘moderate’ level of depersonalisation, but
maintained a ‘high’ level of personal accomplishment, suggesting high levels of burnout

symptoms in MHP’s (O’Connor et al., 2018).

Rationale for current review

At the time of the review, no other reviews of the literature have looked at burnout in

peer support workers in mental health settings.

As noted above, there are negative assumptions made about peer support workers
working in traditional mental health services. This is specifically related to their ability to cope
with the work and the impact it may have on their wellbeing (Walker & Bryant, 2013;
Mirbahaeddin & Chreim, 2022). With the peer support workforce growing in the UK and
projected to continue to increase over the next decade, it is important to explore the current
evidence looking at burnout in this population, which may challenge negative assumptions
about peer support workers and support safe, supportive implementation of this growing

workforce.

The aim of this current review is to explore burnout in peer workers who work in
mental health services. A scoping review was chosen as this allowed for the exploration of a
key concept (burnout) in an emerging field (peer support work in mental health services).
Scoping reviews also allow for the exploration and mapping of the literature (Munn et al.,
2018). The review question was: What is known about burnout in peer workers who work in

mental health services?
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Method

Search strategy

A systematic search strategy was conducted in March 2024. EBSCO Host was used
to search Psychology, Health Sciences, and Life Sciences databases which included:
MEDLINE, CINAHL Plus with Full Text, SPORTDiscus with Full Text, eBook Collection, APA
Psycinfo, APA PsycArticles, and APA PsycBooks. Google Scholar was also used to search

grey literature and hand searching was used to identify relevant papers from reference lists.

The search used the following search terms: (burnout or burn-out or occupation* stress)
AND (peer support worker OR peer support specialist OR peer provider OR consumer
provider OR peer specialist). The only limiter applied to the search was ‘peer-reviewed only’.

There was no date limiter. Both quantitative and qualitative studies were searched for.

Inclusion and exclusion criteria

In order for studies to be included in the review, they had to:

Be published in a peer-reviewed journal.

e Be written in English.

e Specifically look at the concept of ‘burnout’. Quantitative studies needed to use a
well-validated measure of burnout e.g., Maslach Burnout Inventory (MBI; Maslach et
al., 1996), Professional Quality of Life Scale (ProQOL) (Stamm, 2005). Qualitative
studies needed to include an interest in exploring burnout in either the aims,
hypotheses, or interview schedule.

o Look at the experiences of people employed (on permanent or voluntary contracts) in

peer support roles, which is defined as individuals with lived experience providing

services to others with mental health conditions.

o Specifically focus on peer support roles in the context of mental health.

Studies that met the following criteria were excluded:
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e Studies of peer support roles that are solely in substance use services and do not
provide mental health support as part of their role.

e Studies that focused on informal peer support, where there was no involvement of an
employed peer support worker (e.g. colleagues setting up peer support groups)

e Studies that only explored other similar concepts such as compassion fatigue or

secondary traumatic stress.

Author positionality statement

The lead author is a trainee clinical psychologist, and the co-author is a qualified clinical
psychologist. Both authors have experience working alongside peer workers across various
mental health settings. However, we acknowledge that neither author has lived experience
of working as a peer worker. This may have shaped the lens through which the literature has
been appraised and interpreted. Additionally, peer workers were not directly consulted
during the development of this scoping review. We recognise the value of lived experience

and the importance of including peer perspectives in future work.

Selection process

Below is the paper selection process in diagrammatic form (Figure 1).



Figure 1. Flowchart showing selection process
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Identification of studies via databases

Identification of studies via other methods

Records identified (n=130):
MEDLINE (n=50)

APA Psycinfo (n=37)

CINAHL Plus with Full Text (n=37)
APA PsycArticles (n=3)

SPORTDiscuss with Full Text (n=3)

Records removed before
screening (n=47):

Duplicates removed
automatically by EBSCO
(n=45)

Duplicates removed manually
(n=2)

Records identified from:
Google Scholar (n=8)

Citation searching (n=8)

Records screened (title and
abstract) (n=83)

Records excluded (n=72)

Records screened (title and
abstract) (n=16)

Records excluded (n=5)

Records assessed for
eligibility (full text) (n=11)

Records assessed for eligibility
(full text) (n=11)

Records excluded (n=4):

- Did not explore or
measure burnout (n=4)

Final review articles (n=10)

Records excluded (n=8):

- Did not explore or
measure burnout (n=2)

- Informal peer support
amongst colleagues not
peer support worker
role (n=1)

- Not accessible (n=4)

- Peer support work
solely in substance use
services with no
reference to mental
health (n=1)
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Search of grey literature

Grey literature (unpublished papers) was searched for using Google Scholar. Four
doctoral theses were found with titles that appeared relevant to the literature search,
however, none of these papers were available electronically. Therefore, they were excluded

from the search.

Quality appraisal

The studies included in the review were a mix of cohort studies, cross-sectional
studies, and mixed method studies. Therefore, three different quality appraisal tools were
used, all recommended in the National Institute for Health and Care Excellence guidance
(NICE, 2014). The quality appraisal of each study can be found in Appendix A and a

summary of the quality of the studies is provided in the results.

The Critical Appraisal Skills Programme (CASP) checklists for cohort studies and
qualitative studies were used (CASP, 2018). Both checklists cover the domains of validity,
results, and clinical relevance. The guidance provided alongside the checklists does not
advocate for a scoring system, instead each item is assigned either ‘Yes’, ‘No’, or ‘Can’t tell’

response.

The AXIS tool (Downes et al., 2016) was used to assess the quality of the cross-
sectional studies. Again, with this tool, each item is assigned either ‘Yes’, ‘No’, or ‘Can’t tell’

response.

For studies with a mixed methods design, the CASP qualitative tool was used in

combination with the appropriate quantitative tool.
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Results

Overview of included studies

The ten included studies (see Table 1) were conducted in different countries
including United States (n = 6), Canada (n = 2), England (n = 1), and Australia (n =
1). ‘Peer worker’ was the most common job title (n = 4) followed by ‘peer support
specialist’ (n = 3), ‘peer specialist’ (n = 2) and ‘peer provider’ (n = 1). Due to the
different countries that the studies were conducted in, there was a variety of mental
health settings described by the papers including: generic mental health services (n
= 5), veteran mental health services (n = 2), mental health and addiction services (n

= 2), and the NHS (n = 1).

There was a mix of quantitative studies (n = 8) and mixed methods studies (n
= 2), so there were some qualitative findings included in the review. The majority of
studies used a cross-sectional design (n = 8) with remaining studies utilising a cohort

design (n = 2).

Burnout was measured differently across the ten included studies. Whilst the
Maslach Burnout Inventory (MBI) (Maslach et al., 1996) was most commonly used (n
= 6) which measures burnout in three domains- ‘emotional exhaustion’ (EE),

‘depersonalisation’ (D), and ‘personal accomplishment’ (PA).

However, there were variations between studies as two used only the
‘emotional exhaustion’ subscale (Abraham et al., 2022; Hayes & Skeem, 2022), and
one other study used a variation of the MBI. Ostrow et al (2022) used the MBI-
General Survey which is a later development of the MBI that is used across more

general occupations, rather than health settings specifically, and consists of three
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subscales- ‘exhaustion’, ‘cynicism’, and ‘professional efficacy’ which measure

theoretically similar constructs.

The Professional Quality of Life Scale (ProQOL) (Stamm, 2005) has a burnout
subscale and was used by two studies. Finally, one study used the Oldenburg
Burnout Inventory (Demerouti & Nachreiner, 1998) which measures burnout using
two domains- ‘exhaustion’ which encapsulates affective, cognitive, and physical
fatigue, and ‘disengagement’ which is defined as an umbrella term that captures
distancing oneself from work, and argues that depersonalisation is only one form of

disengagement (Halbesleben & Demerouti, 2005).

In the two mixed methods studies, one study used interviews to collect
qualitative data, and the interview schedule included questions that asked about the
impact of the peer work on their wellbeing (Gillard et al. 2022). The other study
utilised focus groups and asked questions about the stressors and challenges peer

workers faced in their roles (Mamdani et al. 2021).



Table 1. Table of characteristics for all 10 included studies.
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Authors, Study aim Design Participants Measures Key Findings
year and
country
Abraham | To explore whether higher Cross- 117 peer 9-item emotional Model predicting EE accounted for 28.7% of the variance.
et al. levels supervisory mentoring | sectional support exhaustion (EE) Higher levels of role clarity significantly predicted lower levels
(2022) predict higher levels of role study specialists, subscale of the Maslach | of EE.
clarity and empowerment, working in Burnout Inventory (MBI;
United which would predict lower mental health | Maslach et al., 1996)
States levels of burnout and higher services
levels of job satisfaction.
Eisen et | To compare peer specialists | Cross- 159 peer Maslach Burnout Levels of burnout symptoms for peer specialists shown in
al. (2015) | and other mental health sectional specialists Inventory (MBI; Maslach | mean scores for each domain- EE (M = 2.43),
clinicians’ work satisfaction, study providing et al., 1996) depersonalisation (D) (M = 1.5), personal accomplishment
United quality of life, and mental mental health (PA) (M =6.4). No significant difference between peer
States health. support to specialists and MH clinicians.
veterans
Both peer specialists and comparable MH clinicians reported
high job satisfaction with no difference between groups.
Gillard et | To investigate the impact of Mixed 32 peer Maslach Burnout Burnout increases over first few months of role but stabilise
al. (2022) | working as a peer worker on | methods, workers Inventory (MBI; Maslach | as peers workers adjust and are supported into role.
employment-related cohort study | working in et al., 1996)
England | outcomes and wellbeing, and | (measured | NHS mental EE at baseline (M = 8.6, SD= 9.27), lower mean scores than
whether this changes over at 3 time health services | Questions in qualitative norms.
time. To also investigate how | points) interview schedule D at baseline (M = 3.0, SD= 3.61), lower mean scores than

peer workers experience the
impact of their work on their
wellbeing, and whether this
changes over time.

focused on impact of
peer work on their
wellbeing

norms, more than 1 SD lower than non-peer clinicians.
PA at baseline (M = 39.3, SD= 7.34), slightly higher mean
scores than norms.

Themes of feeling valued and empowered but sometimes
worries about over-connection and this contributed to burnout
in some cases.
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Hayes & | To compare peer specialists’ | Cross- 738 peer 9-item EE subscale of Overall EE score in peer specialists (18.69, SD = 11.90).
Skeem burnout levels to non-peer sectional support the Maslach Burnout 51.2% of peer specialists reporting moderate to high levels of
(2022) clinicians. To investigate the | study specialists Inventory (MBI; Maslach | EE.

role of symptom severity and providing et al., 1996)
United work demands on peer mental health Peer specialists significantly higher levels of EE than non-
States specialists’ stress levels. support peer staff but with a very small effect size (d = .13).
Peer specialists with clinically significant symptoms (n = 137)
had significantly higher EE (d = 1.12).
Mamdani | To investigate stressors Mixed 31 peer Professional Quality of Focus group findings- peer workers reported exposure to
et al. faced by peer workers both methods, workers in Life Scale (ProQOL) trauma stressful and described burnout, related to being able
(2021) within their work cross- focus groups. | (Stamm, 2005). to relate to the stories. Intertwined as they are “part of the
environments and their daily | sectional Worked across community they serve”.

Canada | lives. study two Survey findings- 68% at least sometimes affected by the
organisations traumatic stress of those they help. 47% worn out because of
that provide their work. 47% have difficulty separating personal and
MH and professional lives. However, 94% happy thoughts about those
addiction they help and sense of pride in their work.
support.

50 peer
workers
quantitative
survey
responses.
Mamdani | To assess burnout among Cross- 47 peer Professional Quality of Mean burnout score was 20 (SD = 5.50) which falls in the
et al. peer workers. sectional workers who Life Scale (ProQOL) “low” range. At an individual level, 63.8% scored low and
(2023) study do crisis (Stamm, 2005). 36.2% scored medium.
response work
Canada in three Burnout seemed to be associated with lack of recognition and

organisations
that provide
MH and
addiction
support.

appreciation in the workplace, perception of inequitable pay,
high workload, as well as a non-supportive work environment,
characterized by bickering and fighting in the workplace.
There were statistically significant differences in the burnout
score by location.
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There were no significant differences in the burnout scores
between the different genders, age groups or by self-reported
indigeneity.

Ostrow et | To investigate the prevalence | Cross 325 peer Maslach Burnout Average burnout scores, EX and CY was lower for peer
al. (2022) | of burnout in peer specialists | sectional specialists in Inventory— General workers than other clinicians (when adjusting for all other
and compare this to other MH | study mental health | Survey (MBI-GS). Three | predictors). High CY and low PE significantly less common in
United clinicians. To investigate services domains of exhaustion peer specialists than other clinicians.
States what the predictors are to (EX), cynicism (CY), and
burnout. To investigate professional efficacy High EX- did not differ by job type but those in the job for over
whether burnout is (PE). a year had higher scores.
associated with job turnover. Lower EX- had a greater worklife community and older age.
High CY- in job for over a year had higher scores.
Lower CY- had greater worklife reward, community, and
fairness, as well as older age, and Black ethnicity
Higher PE- older age, had greater worklife values, self-
efficacy, and less negative work experiences.
High EE and low PE are most likely to be looking for a job
elsewhere.
Park et al. | To examine burnout in peer Cohort 152 peer Maslach Burnout In peer specialists EE (M =12.9, SD = 11.0), D (M = 2.5, SD
(2016) specialists at baseline, six study support Inventory (MBI; Maslach | =4.0), and PA (M =43.2, SD = 5.1) scores were comparable
months, and 12 months, and | (measured | specialists et al., 1996) to a group of non-peer MH clinicians.
United to investigate whether job at 3 time providing MH
States and provider characteristics points) support in Significant change in EE score (increase from baseline to 6
predict burnout at six and 12 Veterans months); change in D score (increase from baseline to 6
months, when controlling for Health months); no change in PA scores over time points.

baseline levels.

Administration

At baseline

White PS’s reported higher EE and D.

PS’s with more hours of direct services reported lower D and
higher PA.

PS’s with higher psychiatric symptom severity reported higher
levels of EE and D, and lower levels of PA.
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PS’s with higher self-efficacy reported lower EE and D, and
higher PA.

Predictors at 6 months (controlled for baseline levels)
No significant predictors for EE.

White race significant predictor of higher D.

Lower psychiatric symptom severity, lower self-efficacy
significant predictors of higher PA.

Predictors at 12 months (controlled for baseline levels)
Higher self-efficacy at baseline significant predictor of higher
EE.

Higher psychiatric symptom severity significant predictor of
lower D.

No significant predictors of PA.

Scanlan et | To investigate prevalence of | Cross- 67 peer Oldenburg Burnout No significant differences between peer workers and other
al. (2020) | job satisfaction and burnout sectional workers Inventory (OLBI; MH clinicians in disengagement and exhaustion.
in peer workers and to study providing Demerouti & Nachreiner,
Australia | compare this with other MH mental health 1998). The OLBI Exhaustion in peer workers (M = 2.44, SD = 0.50) and
clinicians. To investigate the support measures two disengagement (M = 2.17, SD = 0.50). Both potential score
relationship between dimensions of burnout: range is 1 - 4.
organisational factors and disengagement and
burnout and job satisfaction. exhaustion. Job demands most strongly associated with exhaustion. Job
demands and physical environment associated with higher
disengagement.

Weikel & | To investigate prevalence of | Cross- 38 peer Maslach Burnout Level of burnout symptoms for peer providers shown in mean
Fisher burnout in peer providers and | sectional providers in Inventory- Human scores for each domain- EE (M = 18.58, SD = 11.64), D (M =
(2022) non-consumer providers. To | study mental health | Services Survey (MBI- 3, SD =3.16), PA (M = 39.64, SD = 7.42).

explore predictor variables for services HSS). EE and workload satisfaction most strongly correlated. EE
United burnout in peer providers. moderately correlated with workplace community and
States workplace control.
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Peer workers employed in a peer-led program significantly
lower D scores vs. peer workers employed in non-peer
programs. No significant differences between peer providers
and non-consumer providers in terms of burnout.
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Summary of the key findings

Overall, level of burnout symptoms in peer workers across the studies was reported
as either “low” (Eisen et al., 2015; Gillard et al., 2022; Mamdani et al., 2023; Park et al.,
2016) or was on the cusp of “moderate” (Hayes & Skeem, 2022; Weikel & Fisher, 2022)
according to the categories of the burnout measure used. The remaining studies did not

report levels of burnout symptoms.

Six studies compared their results in peer workers to a sample of comparable mental
health (MH) clinicians working in non-peer roles (Eisen et al., 2015; Hayes & Skeem, 2022;
Ostrow et al., 2022; Park et al., 2016; Scanlan et al., 2020; Weikel & Fisher, 2022) and
another study compared the results with norms from a previous study (Gillard et al., 2022).
Four studies reported no significant differences in burnout between peer workers and other
MH clinicians (Eisen et al., 2015; Park et al., 2016; Scanlan et al., 2020; Weikel & Fisher,
2022). Two studies reported lower scores in burnout domains EE and D, and higher scores
on PA for peer workers (Gillard et al., 2022; Ostrow et al., 2022) but another study reported
higher EE in peer workers but with a very small effect size (d = .13) which showed that the

strength of the finding is weak (Hayes & Skeem, 2022).

There were several factors, on both an individual and organisational level- such as
age, self-efficacy, and negative workplace experiences- highlighted across the studies that
were associated with burnout in peer workers, which will be explored further in the synthesis

section of this review.

Summary of quality of papers

Overall, there was a limited number of papers available to review and they were all
within the last ten years. The evidence base for peer workers practicing in mental health

services is emerging and this is reflected in the number of studies eligible for this review.
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Half of the papers had a large sample size ranging from 117 to 738 (Abraham et al., 2022;
Eisen et al., 2015; Hayes & Skeem, 2022; Ostrow et al., 2022; Park et al., 2016) which was
achieved by sampling across a variety of geographical locations. Whilst there are benefits of
the large sample size, there were potential confounding variables, namely differences in
peer worker job responsibilities and experiences across different teams and locations i.e.
rural vs. city. Whilst some studies collected and clearly reported differences in peer worker
job roles and responsibilities (Abraham et al. 2022; Hayes & Skeem, 2022; Scanlan et al.,
2020), only one study explored and then controlled for the effect of differences in

geographical location on job role (Weikel & Fisher, 2022).

Two studies had a broad inclusion and exclusion criteria (Mamdani et al., 2021;
2023) and others did not report inclusion and exclusion criteria at all (Eisen et al., 2015;
Gillard et al., 2022; Park et al., 2016; Weikel & Fisher, 2022). This appeared to be related to
a general issue of there being no standardised roles and responsibilities for peer workers, so

establishing an inclusion and exclusion criteria was difficult.

There were issues with representativeness of the samples, even in the studies with
larger numbers of participants. In several studies, the sample was majority White females
(Abraham et al., 2022; Hayes & Skeem, 2022; Scanlan et al., 2020; Weikel & Fisher, 2022).
In another study, Black ethnicity was significantly underrepresented in the sample (Ostrow et
al., 2022). There were also problems with attrition in the two cohort studies, with drop-out
rates being greater than 20% for both 6 month and 12 month follow up time-points in one
study (Gillard et al., 2022) and at the 12 month follow up time-point only for the other study
(Park et al., 2016). This raises concerns as peer workers experiencing higher levels of
burnout may have dropped out of the study for this reason or left their jobs- this is then not
captured in the findings of these papers. One paper highlighted that participants that
dropped out of their study were more likely to be of non-White ethnicity, which raises issues

with generalisability and would warrant further exploration (Hayes & Skeem, 2022).
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Another weakness of many of the papers is that they were not consistently reporting
effect sizes and confidence intervals (Abraham et al., 2022; Eisen et al., 2015; Mamdani et
al., 2023; Ostrow et al., 2022; Park et al., 2016; Weikel & Fisher, 2022). This makes it

difficult to establish the strength of the significant findings reported.

A key strength of a number of studies was the involvement of experts by experience
in the planning and piloting of the study, data collection and analysis (Gillard et al., 2022;
Hayes & Skeem, 2022; Mamdani et al., 2021; Mamdani et al., 2023; Ostrow et al., 2022;
Scanlan et al., 2020). However, two studies used measures that had weak psychometric
properties in the peer worker population (Eisen et al., 2015; Weikel & Fisher, 2022). Hayes &
Skeem (2022) demonstrated an awareness of the issue of measures not being validated for
this population by only using the EE subscale of the MBI, as it is the only subscale that

demonstrated good internal consistency.

Synthesis method

Narrative synthesis was chosen as there is heterogeneity in the included studies
methods, participants, and outcome measures. The synthesis was completed by the lead
author. The studies were summarised in a table and included the key characteristics e.g.
design, burnout measure and levels, sample). From this, the author performed a content
analysis identifying any themes in the individual studies. Themes from each study were
recorded and then compared across all the studies. From this, overarching themes were

identified.

Firstly, the synthesis results describe the level of burnout symptoms as a whole.
Then, findings are organised by each subscale (emotional exhaustion, depersonalisation,
and personal achievement) of Maslach’s Burnout Inventory (Maslach et al., 1996) where
levels of these concepts across the studies are summarised. Then, individual and

organisational factors are considered for each of the subscales.
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Synthesis results

Burnout

As summarised above, burnout was reported as “low” to “moderate” in peer workers,
which did not appear to significantly differ from other MH clinicians, who also scored as
either “low” or “moderate”. Mamdani et al. (2023) reported on burnout as a whole concept,
rather than breaking the results down into emotional exhaustion, depersonalisation, and
personal achievement, like the majority of studies. They reported an association between
higher burnout scores and various organisational factors: lack of recognition and
appreciation in their role, perception of inequitable pay, high workload, and a non-supportive
work environment. Gillard et al. (2022) also commented on burnout as a whole when looking
at changes over time and they reported an increase over the first few months after peer

workers were employed but noted stabilisation as they were supported into their role.

Emotional exhaustion

Data relating to emotional exhaustion was collected across eight studies (Abraham et
al., 2022; Eisen et al., 2015; Gillard et al., 2022; Hayes & Skeem, 2022; Ostrow et al., 2022;
Park et al., 2016; Scanlan et al., 2020; Weikel & Fisher, 2022). Scanlan et al. (2020) used
the Oldenburg Burnout Inventory (OLBI) (Demerouti & Nachreiner, 1998) which described a
broader concept of exhaustion including cognitive and physical fatigue, as well as emotional
exhaustion. Emotional exhaustion ranged from low to moderate in the above studies. Two
studies reported a moderate level of EE in peer workers. Hayes and Skeem (2022) reported
a mean score of 18.69 (SD= 11.90) in their sample of 738 peer support specialists, and
Weikel and Fisher (2022) reported a mean score of 18.58 (SD=11.64) in their sample of 38
peer providers. Both of these findings demonstrate a score on the cusp of the low to
moderate range of emotional exhaustion, as a score of above 17 is categorised as

‘moderate’. It is important to highlight that despite the different sample sizes in these two



29

studies, they both report a large standard deviation. Therefore, it is difficult to estimate the
true value of emotional exhaustion in the samples. The included studies would likely suggest
an overall low rate of emotional exhaustion in peer workers. Park et al. (2016) was the only
study to examine how EE scores change over time and reported an increase in scores from

baseline to the 6-month time point but no significant difference at the 12-month time point.

Individual factors

Four studies looked at the relationship between individual factors (e.g. age, self-
efficacy, psychiatric symptom severity and ethnicity) and EE (Hayes & Skeem, 2022;
Mamdani et al., 2021; Park et al., 2016; Ostrow et al., 2022). Park et al. (2016) reported that
at baseline, self-efficacy, psychiatric symptom severity, and ethnicity were associated with
burnout. At baseline, they found that EE was higher amongst White peer workers, and
higher amongst peer workers reporting greater psychiatric symptom severity. Hayes and
Skeem (2022) also reported that peer workers with clinically significant psychiatric symptoms
had significantly higher EE scores. Self-efficacy had a more complex relationship with
EE(Park et al., 2016). At baseline, peer workers with higher self-efficacy reported lower EE
but at the12-month point, greater baseline self-efficacy was then associated with higher EE.
This could suggest that self-efficacy is initially protective in terms of experiencing EE but

over time this reduces.

Furthermore, Ostrow et al. (2022) reported that age was associated with burnout.

Specifically, that older age was associated with lower EE.

Organisational factors

Four studies looked at the relationship between organisational factors and EE
(Abraham et al., 2022; Ostrow et al., 2022; Scanlan et al., 2020; Weikel & Fisher, 2022).
Higher levels of role clarity (employee understands what it expected of them in their job role)
was found to significantly predict lower levels of EE (Abraham et al., 2022). Ostrow et al.

(2022) and Weikel & Fisher (2022) used the Areas of Worklife Survey (AWS) (Leiter &
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Maslach, 1999) in their studies to investigate the impact of organisational factors on burnout.
Their findings showed that greater workplace community (quality of social support at work)
was associated with lower levels of EE. Lower workload satisfaction and higher job demands
were also shown to be strongly associated with exhaustion (Scanlan et al., 2020; Weikel &
Fisher, 2022). Lower workplace control (an employee’s perception that they can exercise
autonomy at work and have the resources to do their job effectively) was also moderately
correlated with higher levels of EE (Weikel & Fisher, 2022). Ostrow et al. (2022) also
reported that peer workers who were in their job role for over a year reported higher levels of

EE.

Depersonalisation

Data relating to depersonalisation was collected across five studies (Eisen et al.,
2015; Gillard et al., 2022; Ostrow et al., 2022; Park et al., 2016; Weikel & Fisher 2022). As
previously mentioned, Scanlan et al. (2020) used another measure of burnout (OLBI) that
only has two domains- exhaustion and disengagement. Disengagement is said to combine
theoretical ideas of both Maslach’s (1981) concepts of depersonalisation and personal
achievement (Demerouti & Nachreiner, 1998), so will also be discussed in this section. The
concept of depersonalisation was measured in fewer studies than EE. This appeared to be
because of concerns around the validity and reliability of the depersonalisation and personal
achievement subscales of the MBI measure (Maslach et al., 1996) for the peer worker
population, so either only the EE subscale was used or a different measure was used
entirely. Across these studies, prevalence of depersonalisation was reported as low for peer
workers. Park et al. (2016) was the only study to examine how depersonalisation scores
change over time and reported an increase in scores from baseline to the 6-month time point

but no significant difference at the 12-month time point.

Individual factors
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Individual factors that influenced depersonalisation were examined in two studies
(Ostrow et al., 2022; Park et al., 2016). Both studies found that there was an association
between ethnicity and depersonalisation scores. Ostrow et al. (2022) found that lower
depersonalisation scores were associated with Black ethnicity. This finding was significant
despite Black ethnicity being underrepresented in the study’s sample. Park et al. (2016)
found that depersonalisation scores were higher at baseline for White peer workers. Another
individual factor that was explored in Ostrow et al.’s (2022) study was age. They reported a

significant relationship between lower depersonalisation scores and older age.

There were a further two individual factors that Park et al. (2016) investigated, which
were self-efficacy and psychiatric symptom severity. At baseline, peer workers with higher
self-efficacy reported lower levels of depersonalisation. Also, peer workers who reported
greater psychiatric symptom severity at baseline scored higher for depersonalisation.
Interestingly, at the 12-month point greater psychiatric symptom severity predicted lower

depersonalisation scores.

Organisational factors

Organisational factors that are associated with depersonalisation were explored in
four studies (Weikel & Fisher, 2022; Scanlan et al., 2020; Park et al., 2016; Ostrow et al.,
2022). As mentioned previously, Ostrow et al. (2022) used the AWS to examine
organisational factors of burnout. They reported that greater workplace rewards (monetary,
social, and intrinsic), greater workplace community (quality of mutual support and social
interaction), and greater fairness (workers feel respected and that decisions are fair) were
associated with lower depersonalisation scores. Moreover, they found an association
between peer workers that had been in their role for over a year and higher
depersonalisation scores. Park et al., (2016) reported that at baseline, peer workers with
more hours providing direct services had lower depersonalisation scores. Interestingly, in
Weikel and Fisher’s (2022) study participants were employed by two different organisations,

one organisation was peer-led whereas the other was not. They found that peer workers
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employed in the peer-led organisation had significantly lower depersonalisation scores than
those employed in the non-peer-led organisation. Finally, Scanlan et al. (2020) reported that
increased job demands, and poor physical environment were associated with higher

disengagement.

Personal achievement

Data related to personal achievement (PA) was collected in six studies (Eisen et al.,
2015; Gillard et al., 2022; Ostrow et al., 2022; Park et al., 2016; Scanlan et al., 2020; Weikel
& Fisher, 2022). Mamdani et al. (2021) reported that 94% of peer workers they surveyed had
happy thoughts about those they help and a sense of pride in their work. Overall, prevalence
ranged from moderate to high levels of PA, indicating low burnout. Park et al. (2016) was the
only study to examine how PA scores change over time and reported no significant

differences in scores across the 6 month and 12-month time points.

Individual factors

Similar to both EE and depersonalisation, older age was associated with higher PA
scores (Ostrow et al., 2022). Self-efficacy and psychiatric symptom severity were also
examined by Park et al. (2016) and peer workers with higher symptom severity at baseline
scored lower on personal achievement. Peer workers that scored high for self-efficacy at
baseline reported higher scores on personal achievement. At the 6-month point, lower
psychiatric symptom severity significantly predicted higher personal achievement, but higher

self-efficacy significantly predicted lower personal achievement.

Organisational factors

Three studies looked at organisational factors associated with PA (Gillard et al.,
2022; Ostrow et al., 2022; Park et al., 2016). The qualitative findings of Gillard et al.’s (2022)
study demonstrated that peer workers felt valued and empowered in their roles, which
contributed to high PA scores. Park et al. (2016) noted that peer workers with more hours of

direct services at baseline reported higher levels of personal achievement. This would
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suggest that this is a part of their role that they find important and value. Ostrow et al. (2022)
reported that there was an association between higher PA scores and less negative work
experiences, and greater worklife values (motivations that attracted them to the work in the

first instance) (Leiter & Maslach, 1999).
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Discussion

This scoping review examined 10 papers that explored burnout in peer workers in
mental health settings. Overall, level of burnout symptoms was reported to range from low to
moderate and there were no significant differences overall between burnout in peer workers
and comparable mental health clinicians. There were differences across the different
domains of burnout: emotional exhaustion, depersonalisation, and personal achievement.
There were also individual and organisational factors associated with the different burnout
domains. The findings of the review present mixed evidence in terms of the variables
contributing towards or protecting against burnout. The findings also show how burnout

presented over time and begins to explore the impact of burnout in the included studies.

Firstly, there is notable variation across the studies with how burnout is
conceptualised and measured. Whilst Maslach et al.’s (1996) MBI measure is widely used in
burnout research and has been shown to be a useful tool across different countries and
occupations (Hwang et al., 2003), it has been criticised for having a major weakness.
Demerouti and Bakker (2008) have noted that the MBI only has negatively worded items for
EE and depersonalisation, meaning that low levels of EE and depersonalisation cannot be
seen to represent the opposite (high energy and connection, respectively). This has
implications for the studies included in the review that used the MBI, as it does not
necessarily give an accurate picture of burnout experiences in peer workers. Additionally,

there is a lack of research focusing on the validity of the MBI for peer workers.

Secondly, age and ethnicity were discussed as individual variables associated with
burnout. Peer workers of White ethnicity were shown to have higher EE and
depersonalisation scores, and peer workers of Black ethnicity were shown to have lower
depersonalisation scores. Older age was associated with lower scores across EE and

depersonalisation domains, and higher scores for PA. Whilst it is important to note that these
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findings came from two studies in the review (Ostrow et al., 2022; Park et al., 2016) and
another study found no differences in burnout across age, gender, and ethnicity (Mamdani et
al., 2023), it is helpful to situate these findings in the literature. Research in healthcare
workers looking at the relationship between ethnicity and burnout has found either no
difference or lower rates of EE and depersonalisation in global majority ethnicities, when
compared to those of White ethnicity (Lawrence et al., 2022; Douglas et al., 2021; Salvers &
Bond, 2001). Lawrence et al.’s (2022) literature review highlighted a mixed picture and
attributed this to inconsistency in how burnout is operationalised and queried the sensitivity
of burnout measures for global majority populations. Dyrbye et al. (2007) highlighted how
racial inequalities and discrimination contribute to adverse health outcomes in people of
Black ethnicity, therefore if burnout measures are not sensitive at detecting these issues, this
could mean burnout is being underreported in these populations. A methodological
weakness of several papers in the review was that they featured majority White samples and
that there were concerns around attrition and non-completers for peer workers who are from
global majority ethnicities, which further suggests a lack of representation in burnout

research for non-White ethnic groups.

In relation to age, a meta-analysis conducted by Gomez-Urguiza et al. (2017) found a
significant negative association between age and burnout domains EE and
depersonalisation. The current review only has two papers that looked at age as a variable
(Mamdani et al. 2023; Ostrow et al., 2022) which present a mixed picture of the impact of

age on burnout.

Another variable that was discussed in the findings was self-efficacy. In Park et al.’s
(2016) study, higher self-efficacy at baseline appeared to be protective in terms of burnout.
However, at 12-month time point higher self-efficacy was predictive of higher burnout. It is
important to note that the effect size was small therefore the interpretation of this relationship
is tentative. It may suggest that overtime peer workers who initially have confidence in their

abilities, then are more likely to become more burnout when they are not able to meet their
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own expectations at work and face barriers (Park et al., 2016). Existing research supports
the existence of a relationship between self-efficacy and burnout (Llorens-Gumbau &
Salanova-Soria, 2014) and that the relationship is reciprocal (Llorens et al., 2007). Self-
efficacy has been shown to play a key role in coping with stress and enhancing
psychological wellbeing (Schaufeli et al., 2002), even reducing the likelihood of burnout

(Schwarzer & Hallum, 2008). This complex relationship warrants further investigation.

Alongside the individual factors, it is equally important to examine the organisational
factors that contribute towards burnout. Historically, burnout has been seen as a problem
situated within an individual (Maslach & Leiter, 1997) but now there is a greater focus on
organisational culture (Lasalvia et al., 2009). The results of this review highlighted a range of
organisational factors that influence burnout in peer workers including: workload, role clarity,
recognition and appreciation, fairness, pay, social support at work, worklife values, physical
environment, control, and reward (Weikel & Fisher, 2022; Scanlan et al., 2020; Park et al.,
2016; Ostrow et al., 2022; Mamdani et al., 2023; Abraham et al., 2022). The importance of
organisational factors is present despite the different types of organisations included in the
review, e.g. NHS setting, US healthcare setting, giving weight to the idea that this is

something key to consider.
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Implications

The most pertinent implication from the current review is the need for more focused
research for the developing peer worker workforce in traditional mental health settings.
Future research with this population should be adapted to ensure that it captures a true
picture of peer workers’ experiences. Several papers utilised the expertise of experts by
experience to help shape the research (Gillard et al., 2022; Hayes & Skeem, 2022; Mamdani
et al., 2021; Mamdani et al., 2023; Ostrow et al., 2022; Scanlan et al., 2020) and this should
be considered gold standard for not only peer worker research but other research in the field

of clinical psychology.

Issues with current burnout measures lacking validity for peer workers has been
highlighted in this review. Whilst researchers have suggested addressing this by adding or
deleting items based on the cultural and occupational context of their samples (Hwang et al,
2003), it is important that future research looks at adapting existing burnout scales
appropriately for peer workers or seeking alternative measures of burnout. For example,
physiological indicators of burnout and occupational stress has featured in the literature in
the last decade (Jarczok et al., 2013; Grossi et al., 2015). It is known that chronic stress can
have harmful effects on the body (Kamath et al., 2016) and measures of heart rate and skin
conductance have been suggested as valid indicators of stress (Khanade & Sasangohar,
2017). This could be considered as a potentially useful outcome measure for future peer

worker research.

The findings of this review highlight the importance of organisational factors in
burnout. There is limited literature examining the impact of organisational interventions to
address burnout but the studies that have done so evidenced promising outcomes and
highlighted the usefulness of a systemic approach alongside individual interventions in

improving health and wellbeing in the mental health workforce (Morse et al., 2012).
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Finally, there is mixed evidence when comparing burnout between peer workers and
comparable MH workers. Whilst the findings suggest that there are either no differences, or
lower levels of burnout in peer workers, further research is needed to support this claim.
Importantly, there is no evidence to suggest that peer workers are more vulnerable to
burnout, with one of Park et al.’s (2016) findings even suggesting that more patient facing
hours could be associated with lower levels of burnout symptoms for peer workers. Overall,
findings dispute the prejudices mentioned previously that predicted higher levels of sickness

and less resilience in peer workers (Walker & Bryant, 2013; Mirbahaeddin & Chreim, 2022).
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Limitations

As noted in the methods, despite working alongside peer workers in mental health
settings, neither of the authors had actual lived experience of working as a peer worker.
Unfortunately, peer workers were not consulted as part of the development of the scoping
review. The absence of lived experience input represents a significant limitation, particularly
given the values of collaboration and co-production that underpin much of the peer support
literature. Future research would benefit from involving peer workers throughout the review
process, from design to interpretation, to ensure that their voices and expertise are

meaningfully integrated.

A major limitation of the review is the heterogeneity of the papers. There is currently
a lack of research focusing specifically on peer workers in traditional mental health services
and even fewer studies looking at burnout. Because of this, the aim of the current review and
the inclusion and exclusion criteria was broad. Whilst this has been helpful in terms of
capturing a sufficient number of papers, the heterogeneity in terms of aims, outcome
measures, methodology and population of the papers has unfortunately meant the themes
explored in this review are thin. For example, variables like age, ethnicity, and self-efficacy
were examined in only a few papers. Furthermore, in some studies attrition rates were
highlighted as a limitation. As a result, the themes presented can be seen as a summary of
the available evidence at this time but reflect that more research is needed before
meaningful conclusions can be drawn that are representative of the target population of peer

workers.

The current review is also limited by the concept of burnout itself. As discussed in the
paper, there is debate in the literature about how burnout is conceptualised and measured
(Demerouti & Bakker, 2008). For example, other models of burnout discuss the concept of

engagement and disengagement with work as a measure of burnout (Demerouti &
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Nachreiner, 1998) and it may be if ‘engagement’ and ‘disengagement’ were included as
search terms in the review then other relevant papers may have been able to be included.
Additionally, more eligible studies may have been identified if the individual domains of

burnout e.g. ‘emotional exhaustion’ were included as additional search terms.
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CASP cohort study checklist

Gillard et al. (2022)

Park et al. (2016)

Q1. Did the study address a clearly focused issue? Y Y
Q2. Was the cohort recruited in an acceptable way? Can't tell Can't tell
Q3. Was the exposure accurately measured to minimise bias? N/A N/A
Q4. Was the outcome accurately measured to minimise bias? N Y
Qb5a. Have the authors identified all important confounding factors? Y Y
Q5b. Have they taken account of the confounding factors in the design and/or Y N
analysis?

Q6a. Was the follow up of subjects complete enough? N N
Q6b. Was the follow up of subjects long enough? Y Y

Q7. What are the results of this study?

Burnout increases over first
few months of role but
stabilise as peers workers
adjust and are supported into
role. Overall, lower levels of
emotional exhaustion and
depersonalization, and
slightly higher levels of
personal achievement than
norms.

PSs in the study sample
reported similar levels of
burnout to other VHA-
employed mental health
staff. Burnout was also
relatively stable across
time. Although there were
statistically
significant changes in
emotional exhaustion and
depersonalization from
baseline to six months,
these were small effects,
and there was no change in
emotional exhaustion or
depersonalization at 12
months and no change in
personal accomplishment

over time.
Q8. How precise are the results? Not very precise, wide Cl’s Can't tell
Q9. Do you believe the results? Y Y
Q10. Can the results be applied to the local population? Can't tell Can't tell
Q11. Do the results of this study fit with other available evidence? Y Y
Q12. What are the implications of this study for practice? Y Y
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AXIS tool for
cross-
sectional
studies

Abraham et
al. (2022)

Eisen et al.
(2015)

Hayes &
Skeem
(2022)

Mamdani et
al. (2021)

Mamdani et
al. (2023)

Ostrow et
al. (2022)

Scanlan et
al. (2020)

Weikel &
Fisher
(2022)

Q1. Were the
aims/objectives
of the study
clear?

Y

Y

Y

Q2. Was the
study design
appropriate for
the stated
aims?

Q3. Was the
sample size
justified?

Q4. Was the
target/reference
population
clearly defined?

Q5. Was the
sample frame
taken from an
appropriate
population
base?

Q6. Was the
selection
process likely
to select
participants that
were
representative
of the target
population?

Can't tell

Can't tell

Can't tell




Q7. Were
measures
undertaken to
address and
categorise non-
responders?
Q8. Were the
risk factor and
outcome
variables
measured
appropriate to
the aims of the
study?

Q9. Were the
risk factor and
outcome
variables

measured
correctly using
instruments
that had been
trialled
previously?

Q10. Is it clear
what was used
to determine
statistical
significance
and/or
precision
estimates?
Q11. Were the
methods
including
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statistical)
sufficiently
described to
enable them to
be repeated?

Q12. Were the
basic data
adequately
described?

Q13. Does the
response rate
raise concerns
about non-
responders?

Can't tell

Can't tell

Can't tell

Can't tell

Can't tell

Q14. If
appropriate,
was information
about non-
responders
described?

Q15. Were the
results
internally
consistent?

Q16. Were the
results
presented for
all the analyses
described in the
methods?

Q17. Were the
authors’
discussions
and
conclusions
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justified by the

results?

Q18. Were the Y Y Y Y Y

limitations of

the study

discussed?

Q19. Were N N Can't tell N N

there any

funding sources

or conflicts of

interest?

Q20. Was Y Can't tell Y Y Y

ethical approval

or consent of

participants

attained?

CASP qualitative study checklist Gillard et al. Mamdani et
(2022) al. (2021)

Q1. Was there a clear statement of the aims of the research? Y Y

Q2. Is a qualitative methodology appropriate? Y Y

Q3. Was the research design appropriate to address the aims Y Y

of the research?

Q4. Was the recruitment strategy appropriate to the aims of Can't tell Y

the research?

Q5. Was the data collected in a way that addressed the Y Y

research issue?

Q6. Has the relationship between researcher and participants Can't tell Can't tell

been adequately considered?

Q7. Have ethical issues been taken into consideration? Y Y

Q8. Was the data analysis sufficiently rigorous? Y Y

Q9. Is there a clear statement of findings? Y Y

Q10. How valuable is the research? Y Y
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Staff self-relating as a predictor of compassion fatigue and compassion satisfaction,
and the predictive influence of compassion fatigue and compassion satisfaction on
ward climate in a secure hospital.

Word count: 7082 (excluding references and appendices)
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Abstract

Background: Forensic inpatient mental health services care for individuals detained under
mental health law. Staff face unique stressors, such as aggression and trauma exposure,
affecting their well-being and job retention. Compassion fatigue and compassion satisfaction
can significantly influence staff performance and service user outcomes. Understanding the
relationships between self-criticism, self-reassurance, compassion fatigue, compassion
satisfaction, and therapeutic ward climate is crucial for developing effective support

strategies and enhancing staff wellbeing.

Aim: To examine whether self-criticism and self-reassurance predict compassion fatigue
and compassion satisfaction. Also, to examine whether compassion fatigue and compassion

satisfaction predict therapeutic ward climate.

Method: 51 forensic mental health professionals from a low and a medium secure unit in the
UK completed measures assessing the study variables and a demographic questionnaire.

Five multiple linear regressions were performed to analyse the data.

Results: Findings indicated “moderate” self-criticism and self-reassurance, “moderate”
compassion fatigue, and “high” compassion satisfaction. High self-criticism predicted high
compassion fatigue, and high compassion fatigue predicted lower levels of perceived ward

safety.

Implications: Embedding compassionate interventions at individual and organisational
levels may help reduce self-criticism and compassion fatigue, while improving perceived
ward safety in forensic mental health settings. Further research is required to develop valid

psychometrics for this population and evaluate effectiveness of interventions.
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Introduction

Workplace-related stress has been the subject of extensive research over several
decades, particularly within people-oriented professions, where its impact on job
performance has been a key concern (Maslach & Leiter, 2016; Motowidlo et al., 1986).
Attention to stress-related iliness is also driven by significant political and economic factors
(Clegg, 2001), especially within the National Health Service (NHS). Notably, mental ill health
remains the most consistently reported reason for staff sickness absence in the NHS, with
employees being two to three times more likely to take mental health-related leave

compared to the UK workforce average (Blaaza et al., 2024).

Research has shown high occupational stress in forensic healthcare settings (Elliot &
Daley, 2013; Kriakous et al., 2019). Forensic inpatient mental health services provide care to
individuals that are detained under mental health law due to the risk that they pose to the
public (Oates et al., 2021). In England, these services are categorised as either “low”,
“medium”, or “high” secure hospitals. These services have a unique dynamic, as they must

meet two often contrasting priorities—care and security (Webb et al., 2024).

Forensic mental health professionals (FMHPs) are likely to be exposed to aggressive
behaviour (Pirelli et al., 2020), self-harming behaviours (Fazel et al., 2016), and the trauma
histories of the people that they are supporting (Newman et al., 2019). They are highly
restrictive workplace environments that are often lacking in resources and characterised by
complex legal and ethical tensions (Bipeta, 2019; Oates et al., 2021). Unsurprisingly, these
workplace experiences are associated with poorer physical and psychological outcomes for
staff (Kelly et al., 2016), and poorer staff retention (Oates et al., 2021) both of which can

impact negatively on service-user care, safety, and outcomes (Johnson et al., 2018).

Compassion fatigue

Compassion is defined as “a sensitivity to suffering in self and others with a

commitment to try to alleviate and prevent it” (Gilbert, 2017). Compassion fatigue has been
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described as “the cost of caring” (Beck, 2011; Figley, 1995) and can be thought of as a
decrease in the ability to display compassion over time (Sorenson et al., 2016). Figley’s
(1995) model of compassion fatigue is based on the assumption that emotional energy and
empathy are essential to working effectively in care-giving professions. The model argues
that compassion fatigue emerges as a result of sustained empathic engagement with client’s

distress over time, without sufficient recovery, coping, or support mechanisms (Figley, 2002).

Figley (2002) described how compassion fatigue can negatively affect seven different
areas; cognitive (e.g. poor concentration), emotional (e.g. anxiety, numbness), behavioural
(e.g. irritability, withdrawal), spiritual (e.g. lack of purpose and self-belief), relationships (e.g.
isolation, conflict), somatic (e.g. dizziness), and work performance (e.g. reduced motivation).
Importantly, research has also indicated that compassion fatigue specifically impacts on a
clinician’s ability to process emotional distress related to their work as caregivers, the ability
to make appropriate clinical decisions, and the ability to establish and maintain therapeutic
relationships with service users (Sinclair et al. 2017; Sorenson et al., 2017). A review of the
literature showed that compassion fatigue is present across a diverse range of mental health
professionals working across a variety of settings, but rates are variable (Cavanagh et al.,
2020). Two recent studies (Chapman et al., 2024; Dolley-Lesciks et al., 2024) in UK medium
secure hospitals found high rates of compassion fatigue and high rates of secondary

traumatic stress amongst FMHPs.

Compassion satisfaction

In contrast to compassion fatigue, compassion satisfaction is defined as the “ability to
receive gratification from caregiving” (Simon et al., 2005) and is conceptualised by Stamm’s
(2005) Compassion Fatigue and Satisfaction Test as having the following identifying
features: deriving pleasure from helping, liking colleagues, feeling good about ability to help,
and actively contributing at work. Many people working in caring professions find multiple
rewards in their work such as easing suffering in others, building relationships, and being

inspired by others’ strength and resilience (Rohan & Bausch, 2009). Compassion
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satisfaction is therefore understood as a motivator to enable people in caring roles to
continue to commit to their profession, as well as mitigating more negative aspects of their
work (Sacco & Copel, 2018; Van Hook & Rothenburg, 2009). However, there is a lack of
research that has examined the prevalence of compassion satisfaction in mental health
professionals. A meta-analysis that investigated compassion satisfaction in physical health
services, mostly nurses, found moderate levels (Cavanagh et al., 2020). Studies of mental
health workers have found low to moderate levels of compassion satisfaction in some

professional groups (Dasan et al., 2015; Rossi et al., 2012).

Self-criticism

Gilbert’s (2009) work on emotion regulation systems sets important context when
looking at the role of self-criticism. According to Gilbert’s (2009) ‘Three Systems of Emotion
Regulation’ model, the three affect regulation systems (threat, drive, and soothe) interact to
form different responses to situations. Importantly, the threat system is activated when
individuals face potential threatening situations and emotions like anxiety and anger are
generated, which serve a protective purpose against the potential threat— “fight, flight,

freeze” responses (Gilbert, 2009).

Self-criticism is one defensive strategy that exists in response to an individual’s threat
system being activated (Gilbert et al., 2004). Self-criticism has been conceptualised and
measured in different ways, but Gilbert (2005, 2010) defined it as judgement and attack
directed towards the self. Early experiences of attachment figures being critical and hostile
can lead to the overstimulation of the threat system, meaning that individuals can become
over-sensitive to interpreting situations as threatening, and therefore more vulnerable to
developing a self-critical thinking style (Cree, 2015). Gilbert et al. (2004) also argued that
self-criticism has two functions: 1) feeling self is inadequate, so the function is to self-correct,

and 2) feeling disgust and hatred towards self, so the function is to punish self.



60

Self-criticism is a vulnerability factor to a range of mental health difficulties and is
associated with poorer quality of life and interpersonal functioning (Loew et al., 2020; Werner
et al., 2019). In the literature, high self-criticism has been linked to burnout and psychological
distress (Duarte & Pinto-Gouveia, 2017) and unhelpful coping strategies i.e. perfectionism

and avoidance (Zaccari et al., 2024).

Ondrejkova and Halamova (2022) found that self-criticism was a strong predictor of
compassion fatigue, with higher self-criticism predicting higher compassion fatigue. Further
research demonstrated that people who believe that self-criticism is functional are more self-
critical, more exhausted at work, and more fearful of self-compassion (Souza et al., 2024),

suggesting a link between self-criticism and burnout.

Self-reassurance

In contrast to self-criticism, self-reassurance is “the ability to be soothing,
encouraging, and supportive of oneself in the face of setbacks” (Gilbert et al., 2004).
Relating to oneself in this way has been shown to predict increased resilience and
psychological wellbeing when faced with vulnerability and threat (Irons et al., 2006;
Trompetter et al., 2017), as well as being negatively correlated with depression in both
clinical and non-clinical populations (Castilho et al., 2015; Kupeli et al., 2013). Growing
evidence suggests that self-criticism and self-reassurance are not opposite ends of a single
dimension and instead are distinct processes that interact with each other (Petrocchi et al.,

2019).

There is a lack of existing research examining the relationship between self-
reassurance, compassion fatigue, and compassion satisfaction. However, the definition of
self-reassurance has substantial overlap with the definition of self-compassion (Hermanto &
Zuroff, 2016). Research has shown that self-compassion is a predictor of compassion
satisfaction, with higher levels of self-compassion predicting higher levels of compassion

satisfaction (Galiana et al., 2022; Kishimoto & Asano, 2024).
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Therapeutic ward climate

Ward climate has been the focus of research for decades and is understood as the
complex interaction between material, social, and emotional factors that form any given ward
environment (Moos, 1989; Tonkin, 2016). Schalast et al. (2008) conceptualised a therapeutic
ward climate as one that has supports therapy and rehabilitation (‘therapeutic hold’), has
physical and psychological safety (‘perceived ward safety’), and mutual support (‘patient
cohesion’). Research has found that a positive ward climate can positively influence
therapeutic outcomes (Moos et al., 1973), patient satisfaction (Bressington et al., 2011),
treatment engagement (Long et al., 2011), and staff wellbeing, occupational stress,
performance, morale, and job satisfaction (Bressington et al., 2011; Kirby & Pollock, 1995;

Moos & Schafer, 1987).

How staff perceive ward climate is likely to be impacted by a range of individual and
systemic factors. Research has shown that aspects of the ward environment (such as high
workload, poor perceived managerial support, and inadequate resources) were related to
higher compassion fatigue in nurses (Montgomery et al., 2022). Additionally, Dolley-Lesciks
et al. (2024) found a significant positive association between compassion satisfaction and
ward climate in a medium secure hospital setting in England. Nevertheless, there is a
paucity of research examining the impact of compassion satisfaction and compassion fatigue

on therapeutic ward climate in forensic mental health settings.

The current study

To the author’s knowledge, this is the first study to explore the links between self-
criticism, self-reassurance, compassion fatigue, compassion satisfaction, and perceptions of
the therapeutic ward climate. It draws on theoretical models from Compassion Focused
Therapy (Gilbert, 2009) and Figley’s (1995) model of compassion stress (represented in

Figure 2).
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Gilbert (2014) proposed that humans are driven by multiple motivational systems,
one of which is a care-giving motivation, that drives us to provide care, protection, and
reassurance to vulnerable others. When this motivation is blocked, threat-based emotions
(e.g. shame, fear) may be activated (Gilbert, 2014). The concept of ‘moral distress’ captures
this process—arising when caring professionals are unable to act in accordance with their

values, leading to psychological distress (Webb et al., 2024).

Within Gilbert’s (2009) framework, self-criticism is associated with activation of the
threat system, leading to increased shame, self-judgement, and emotional dysregulation. In
contrast, self-reassurance engages the soothing system and reflects the ability to respond to
personal setbacks with understanding and care. In the context of forensic mental health
services, where staff are routinely exposed to high levels of emotional demand, interpersonal
risk, and traumatic material (Fazel et al., 2016; Newman et al., 2019; Pirelli et al., 2020) such
self-relating styles may significantly influence how individuals process and recover from their
work. As previously highlighted, there are likely predisposing factors (e.g. early attachment
experiences) that determine whether an individual is more likely to be self-critical or self-

reassuring in response to perceived failure (Cree, 2015).

The current study proposes that higher levels of self-criticism may increase
vulnerability to compassion fatigue, while greater self-reassurance may support the
experience of compassion satisfaction. These outcomes are not only relevant at an
individual level but may also shape the broader social and emotional climate of the ward.
Perceptions of ward climate is shaped, in part, by staff wellbeing (van der Helm et al., 2012).
Staff experiencing compassion fatigue may perceive the environment as more threatening or
emotionally toxic, while those with higher compassion satisfaction may contribute to or

perceive a more supportive and collaborative atmosphere.

This study therefore offers a novel perspective by exploring how self-criticism and

self-reassurance may relate to compassion fatigue and compassion satisfaction and, in turn,
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to perceived ward climate. In doing so, it sheds light on the intrapersonal factors that may

underpin staff wellbeing and therapeutic safety in forensic mental health settings.

Figure 2.

Proposed theoretical concept map.
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Research question

[1] Does staff self-criticism and self-reassurance predict compassion fatigue and compassion

satisfaction?

[2] Does compassion fatigue and compassion satisfaction predict therapeutic ward climate?

Hypotheses

H1: Higher levels of staff self-criticism and lower levels of self-reassurance will predict higher

levels of compassion fatigue.

H2: Higher levels of staff self-criticism and lower levels of self-reassurance will predict lower

levels of compassion satisfaction.

H3: Higher levels of compassion fatigue and lower levels of compassion satisfaction will

predict lower levels of patient cohesion.

H4: Higher levels of compassion fatigue and lower levels of compassion satisfaction will

predict lower levels of perceived ward safety.

H5: Higher levels of compassion fatigue and lower levels of compassion satisfaction will

predict lower levels of therapeutic hold.
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Methods
Procedure

Staffordshire University Independent Ethics Committee (Registration Number:
SU_23_058) and the Health Research Authority (Project ID: 334575) granted ethical
approval (Appendix B and C). The study used opportunistic sampling and a cross-sectional
design. Recruitment occurred between 13" June 2024 and 14" February 2025. Once ethical
approval was granted, the study was advertised via an email that was circulated to all staff,
which contained the participant information form and a link to the online survey (Qualtrics).
Research posters were also displayed on-site (Appendix D). Participants had the option of
completing the questionnaires online or by returning paper copies to the lead researcher
when they were present on-site to support recruitment. 23 participants completed the online

survey and 28 completed paper questionnaires.

Participants

A total of 51 FMHPs from a male low-secure unit and a male medium-secure unit in
the United Kingdom participated in the study. To be eligible, FMHPs needed to have worked
at one of the participating sites on a full-time basis (37.5 hours p/w) for a minimum of 6
months or on a part-time basis (minimum 18 hours p/w) for a minimum of 12 months. They
also had to be in a direct clinical role (e.g. healthcare assistants, nurses, occupational
therapists) and able to read and understand English. Staff that were employed on a
temporary basis (e.g. student nurses) or in an indirect clinical role (e.g. admin, domestic and

estates staff) were not eligible.

The average age of the sample was 37.36 years old (SD= 12.02, range= 20-65).
There were a variety of professional groups represented within the sample. The most
common profession was nurses. White British was the most reported ethnicity. See Table 1

for participant characteristics.



Table 1

Sample characteristics (N = 51).

Demographic Characteristic N M (SD) Range
Age (years) 37.36 (12.02) 20-65
Gender

Female 35

Male 15

Occupation

Nurse 10

HCA 10

Assistant Psychologist 5

OT Assistant 5

Psychologist 5

oT 5

Other 10

Ethnicity

White British 35

Asian/Asian British Indian 10

Asian/Asian British Pakistani 5

Black/Black British African 5

Measures

Demographic questionnaire

66

The demographic questionnaire was comprised of questions that asked participants’

gender, age, job role, and ethnicity (Appendix G).



67

Self-criticism and self-reassurance

The Forms of Self-Criticising/Attacking & Self-Reassuring Scale (FSCRS; Gilbert et
al., 2004) is a 22-item scale that measures self-criticism and the ability to self-reassure
(Appendix H). The measure examines the different ways people think and feel about
themselves when faced with setbacks. The measure captures two forms of self-criticism,
namely ‘inadequate self (self-criticising) which describes a sense of personal inadequacy
(e.g. “There is a part of me that feels | am not good enough”), and ‘hated self (self-attacking)
which describes wanting to persecute the self (e.g. “I call myself names”). The measure also
captures self-reassurance ‘reassured self’ (e.g. “l am gentle and supportive with myself”).
Each of these constructs form a subscale, so the questionnaire has three subscale scores:
(1) self-criticism (max. score of 45); (2) self-attacking (max. score of 25); and (3) self-
reassurance (max. score of 40). Higher scores indicate higher levels of the construct, and
lower scores indicate lower levels i.e. higher scores on the ‘inadequate self’ subscale

suggest the presence of high levels of self-criticism.

Responses are given on a 5-point Likert scale (ranging from 0= “not at all like me”, to
4= “extremely like me”). In the original study (Gilbert et al., 2004), Cronbach’s alpha was .90
for ‘inadequate self’ and .86 for ‘hated self’ and ‘reassured self’, respectively, indicating good
internal consistency. In a later study examining the psychometric properties and normative
data of the scale in both clinical and non-clinical populations, the scale was shown to be a

robust and reliable measure of self-criticism and self-reassurance (Baiéo et al., 2015).

Compassion fatigue and compassion satisfaction

Compassion fatigue and compassion satisfaction were measured using the ProQOL-
21 which is a revised version of the Professional Quality of Life Scale Version 5 and includes
questions such as: “| feel bogged down by the system” and “I am happy that | chose to do
this work” (ProQOL-5; Stamm, 2010). This 21-item measure has demonstrated good validity

and reliability (Appendix H). Heritage et al. (2018) examined the reliability of the scale and
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found good internal consistency with Cronbach’s alpha of .90 for ‘compassion satisfaction’,
.84 for ‘secondary traumatic stress’, and .80 for ‘burnout’. In the revised version, the
‘secondary traumatic stress’ and ‘burnout’ subscales were combined to form a robust
measurement of compassion fatigue. The questionnaire has two subscale scores, one for
compassion fatigue (max. score of 55) and one for compassion satisfaction (max. score of
50), with high scores indicating higher levels of the construct. Responses are given on a 5-

point Likert scale (ranging from 1= “never”, to 5= “very often”).

Heritage et al. (2018) provided normative data for the ProQO-21 scale. For
compassion fatigue a score of 16 or less falls in the “low” category (25" percentile), a score
between 17-24 falls in the “moderate” category (50" percentile), and a score of 25 or more
falls in the “high category” (75" percentile). For compassion satisfaction, a score of 21 or
less falls in the “low” category (25" percentile), a score between 22-29 falls in the “moderate”

category (50" percentile), and a score of 30 or more falls in the “high category” (75™

percentile).
Therapeutic ward environment

The Essen Climate Evaluation Schema (EssenCES; Schalast et al., 2008) is a 15-
item scale that was developed as a screening tool to measure ward climate on forensic
psychiatric wards (Appendix H). The scale measures three components: ‘therapeutic hold’
(e.g. “On this ward, patients can talk openly to staff about all their problems”), ‘patient
cohesion’ (e.g. “The patients care for each other”) and ‘perceived safety’ (e.g. “Really
threatening situations can occur here”), each comprising of five items measured on a 5-point
Likert Scale (ranging from 0= “not at all”, to 4= “very much ”). Each of these constructs form
a subscale, so the questionnaire has three subscale scores— (1) therapeutic hold; (2)
patient cohesion and social support; and (3) experienced safety (each with a maximum
score of 20). These subscales can be combined to give a total score that reflects the overall
ward climate. Higher scores indicate a more positive ward climate (with a maximum score of

60).
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In the original study (Schlast et al., 2008) Cronbach’s alpha in the total sample of
staff and patients was .86 for ‘therapeutic hold’, .79 for ‘perceived safety’, and .78 for ‘patient
cohesion’. This would suggest good internal consistency of the scale. More recent research
in UK secure forensic hospitals has demonstrated strong reliability and validity of the

measure (Howells et al., 2009; Tonkin et al., 2012).

Power analysis

A power calculation was used to determine the sample size for a multiple regression
analysis using G*Power (Faul et al., 2009). This was based on two predictor variables and
one criterion variable, a medium effect size (0.15), and statistical power at the conventional

level of 0.8. As a result, 67 participants were required.

Data analysis

IBM SPSS Statistics (Version 29) was used to conduct the statistical analysis. The
online responses were transferred across from Qualtrics to SPSS, and the paper responses

were entered manually.

Data screening

When data was transferred to SPSS, the data was screened to check for anything
that may impact the validity of the analysis. For the online responses, Qualtrics recorded the
time taken to complete the questionnaire. Therefore, this variable was examined to check for
any unreasonably fast responses. Time taken to complete the questionnaire were all within
the expected time frame. Secondly, Qualtrics recorded IP addresses. Any duplicate IP

addresses were checked to ensure that they were not duplicate responses.

Of the 51 participants, seven (13.73%) had missing data. Overall, data was missing
from 30 individual data points (0.98% of the total dataset). One participant had not
completed the ProQOL-21, meaning that 35% of their total data was missing. The remaining

missing data was across six participants, missing one or two data points. The missing data
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was present across all three measures. To investigate patterns in the missing data, Little’s
MCAR test (Little, 1988) was used (Appendix I). The results of this test were non-significant
(Chi-Square = 330.33, DF = 390, p = 9.87) which indicated that the data was Missing
Completely at Random (MCAR). Multiple imputation is considered the gold-standard method
for missing data, however, as the missing data in this study was minimal (0.98%) and is
Missing Completely at Random, single mean imputation was considered appropriate
(Papageorgiou et al., 2018). For comparison, the analysis was conducted on the dataset
excluding participants with missing data (n = 44). The analysis results were similar for both

methods of handling missing data (Appendix K).

Statistical assumptions

Data checks were conducted to check if the data significantly violated the
assumptions for a multiple regression—absence of outliers, normality, linearity,
homoscedasticity and absence of multicollinearity, and independence of residuals (Field,
2017) (Appendix |). Due to the small sample size, the Shapiro-Wilk test was used to
statistically check for normal distribution of the data (Ghasemi & Zahediasl|, 2012). The data
met the assumptions, suggesting that the data was normally distributed. The kurtosis value
for the predictor ‘compassion satisfaction’ was > 1 (1.02), which could suggest that the data
was not normally distributed. However, absolute z scores were calculated (which are
sensitive to sample size) and were not significant for a sample size of 51 (z = 1.56) therefore

suggesting that the data was normally distributed (Kim, 2013).

Method of analysis

Correlations between the study variables were assessed as part of the regression.
Five multiple linear regressions were carried out to test each of the hypotheses, each with

two predictors and one criterion variable.
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Results

In the sample, compassion fatigue (M = 24.41, SD = 6.42, 11-37) was “moderate”

and compassion satisfaction (M = 38.41, SD = 6.03, 19-49) was “high”.

Based on normative data for non-clinical populations (Baiao et al., 2015), self-
criticism fell within the 25-50 percentile (M = 15.94, SD = 6.78, 0-29) and self-reassurance
fell within the 50-75 percentile (M = 20.12, SD = 5.45, 8-29). The self-attacking subscale is
not included as a predictor in the regression analysis but fell within the 50-75 percentile (M =

2.80, SD = 3.09, 0-13).

The overall scores for ward climate (M = 31.80, SD = 6.75, 16-49), patient cohesion
(M=9.20, SD = 2.71, 3-14), perceived safety (M = 9.94, SD = 3.83, 1-19), and therapeutic
hold (M = 12.67, SD = 3.24, 3-20) were similar to normative data from staff working in UK

high secure hospitals (Howells et al., 2009) (Appendix L).

Self-criticism, self-reassurance, and compassion fatigue

The first regression analysis explored the relationship between self-criticism and self-

reassurance, and compassion fatigue and tested hypothesis one.

Correlations

The correlations between the study variables are presented in Table 2.

A significant moderate positive correlation was found between self-criticism and
compassion fatigue, with higher self-criticism associated with higher levels of compassion
fatigue (r= .47, p < .001). A significant moderate negative correlation was found between
self-criticism and self-reassurance, with higher self-criticism associated with lower self-
reassurance (r = -.36, p = .005). As previously noted, checks for multicollinearity were
carried out (including examining VIF scores), self-criticism and self-reassurance were

correlated but not highly enough to compromise the validity of the regression model. There
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was a weak negative correlation between self-reassurance and compassion fatigue (r = -

.016, p = .455) (Appendix L).

Table 2

Pearson’s r correlations for the model variables (N = 51)

Variable 1 2 3

1. Compassion fatigue -

2. Self-criticism 468*** -

3. Self-reassurance -.016 -.362** -

Note. *p < .05; **p < .01; ***p < .001.
Multiple regression analysis

A multiple regression analysis was conducted with self-criticism and self-reassurance
as predictor variables, and compassion fatigue as the criterion variable. Both predictors were

entered into the model at the same time.

The regression model was significant (F (2,48) = 7.83, p <.001) and accounted for
21.5% of the variance (adjusted R? = .215). The hypothesis was partially met, as self-
criticism was a significant predictor of compassion fatigue (§ = .532, t = 3.96, p <.001), so
as self-criticism scores increased, compassion fatigue scores increased. However, self-
reassurance was not a significant predictor of compassion fatigue (B = .176,t=1.31, p =

.197) (Appendix L).
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Table 3

Multiple regression model for self-criticism and self-reassurance as predictors of compassion

fatigue (N = 51).

95% CI
B SEB B Sig.
Lower Upper
Constant 12.21 4.42 .008 3.32 21.11

0.50 0.13 0.53 < .001 0.25 0.76
Self-criticism

0.21 0.16 0.18 197 -0.11 0.53
Self-reassurance

Note. R? = 24.6%; Adjusted R? = 21.5%. Unstandardised coefficient, standard error,

standardised coefficient, significance values and confidence intervals are presented.

Self-criticism, self-reassurance, and compassion satisfaction

The second regression analysis explored the relationship between self-criticism and

self-reassurance, and compassion satisfaction and tested hypothesis two.
Correlations

The correlations between the study variables are presented in Table 4. A significant
moderate negative correlation was found between self-criticism and compassion satisfaction,
with higher self-criticism associated with lower levels of compassion satisfaction (r=-.34, p =
.008). A significant moderate positive correlation was found between self-reassurance and
compassion satisfaction, with higher self-reassurance associated with higher levels of

compassion satisfaction (r = .34, p = .008) (Appendix L).



74

Table 4

Pearson’s r correlations for the model variables (N = 51)

Variable 1 2 3

1. Compassion satisfaction

2. Self-criticism -.335* -

3. Self-reassurance 339 -.362** -

Note. *p < .05; **p < .01; ***p < .001.
Multiple regression analysis

A multiple regression analysis was conducted with self-criticism and self-reassurance
as predictor variables, and compassion satisfaction as the criterion variable. Both predictors

were entered into the model at the same time.

The regression model was significant (F (2,48) = 4.80, p = .013) and accounted for
13.2% of the variance (adjusted R?=.132). Despite the model being significant, neither self-
criticism (B = -.245, t =-1.73, p = .090) or self-reassurance (8 = .250, t = 1.77, p = .083) were
significant predictors of compassion fatigue. Therefore, the hypothesis was not met

(Appendix L).
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Table 5

Multiple regression model for self-criticism and self-reassurance as predictors of compassion

satisfaction (N = 51).

95% CI
B SEB B Sig.
Lower Upper
Constant 36.32 4.37 < .001 27.54 45.09

=22 0.13 -0.24 .090 -0.47 0.04
Self-criticism

0.28 0.16 0.25 .083 -0.04 0.60
Self-reassurance

Note. R? = 16.7%; Adjusted R? = 13.2%. Unstandardised coefficient, standard error,

standardised coefficient, significance values and confidence intervals are presented.

Compassion fatigue, compassion satisfaction, and patient cohesion

The third regression analysis explored the relationship between compassion fatigue,

compassion satisfaction, and patient cohesion and tested hypothesis three.
Correlations

The correlations between the study variables are presented in Table 6. A weak
negative correlation was found between compassion fatigue and patient cohesion, with
higher compassion fatigue associated with lower patient cohesion (r=-.01, p = .471). A
weak positive correlation was found between compassion satisfaction and patient cohesion,
with higher compassion satisfaction associated with higher patient cohesion (r= .17, p =

.115). A significant weak negative correlation was found between compassion fatigue and



76

compassion satisfaction, with higher compassion fatigue associated with lower compassion

satisfaction (r = -.28, p =.022) (Appendix L).

Table 6

Pearson’s r correlations for the model variables (N = 51)

Variable 1 2 3
1. Patient cohesion -
2. Compassion fatigue -.010 -

A71 -.283* -

3. Compassion satisfaction

Note. *p < .05; **p < .01; ***p < .001.

Multiple regression analysis

A multiple regression analysis was conducted with compassion satisfaction and

compassion satisfaction as predictor variables, and patient cohesion as the criterion

variable. Both predictors were entered into the model at the same time.

The regression model was not significant (F (2,48) = .76, p = .47) and accounted for -

1% of the variance (adjusted R?=-.01). Therefore, the hypothesis was not met (Appendix L).
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Table 7

Multiple regression model for compassion fatigue and compassion satisfaction as predictors

of patient cohesion (N = 51).

95% CI
B SEB B Sig.
Lower Upper
Constant 5.61 3.36 .101 -1.14 12.36

0.02 0.06 0.04 .782 -0.11 0.14
Compassion fatigue

0.08 0.07 0.18 223 0.22 0.22
Compassion satisfaction

Note. R? = 3.1%; Adjusted R? = -1%. Unstandardised coefficient, standard error,

standardised coefficient, significance values and confidence intervals are presented.

Compassion fatigue, compassion satisfaction, and perceived safety

The fourth regression analysis explored the relationship between compassion

fatigue, compassion satisfaction, and perceived safety and tested hypothesis four.
Correlations

The correlations between the study variables are presented in Table 8. A significant
moderate negative correlation was found between compassion fatigue and perceived safety,
with higher compassion fatigue associated with lower perceived safety (r=-.35, p =.007). A
weak negative correlation was found between compassion satisfaction and perceived safety,
with higher compassion satisfaction associated with lower perceived safety (r=-.06, p =

.328) (Appendix L).
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Table 8

Pearson’s r correlations for the model variables (N = 51)

Variable 1 2 3

1. Perceived safety

2. Compassion fatigue -.345 -

3. Compassion satisfaction --064 -.283" )

Note. *p < .05; **p < .01; ***p < .001.
Multiple regression analysis

A multiple regression analysis was conducted with compassion fatigue and
compassion satisfaction as predictor variables, and perceived safety as the criterion

variable. Both predictors were entered into the model at the same time.

The regression model was significant (F (2,48) = 4.15, p = .022) and accounted for
11.2% of the variance (adjusted R?=.112). The hypothesis was partially met, as compassion
fatigue was a significant predictor of perceived safety (8 = -.40, t = -2.84, p = .007), so as
compassion fatigue scores increase, perceived safety scores decrease. However,
compassion satisfaction was not a significant predictor of perceived safety (B =-.18, t = -

1.26, p = .213) (Appendix L).
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Table 9

Multiple regression model for compassion fatigue and compassion satisfaction as predictors

of perceived safety (N = 51).

95% CI
B SEB B Sig.
Lower Upper
Constant 19.98 4.45 <.001 11.04 28.92

-0.24 0.08 -0.40 .007 -0.40 -0.70
Compassion fatigue

-0.11 0.09 -0.18 213 -0.29 0.67
Compassion satisfaction

Note. R? = 14.7%; Adjusted R? = 11.2%. Unstandardised coefficient, standard error,

standardised coefficient, significance values and confidence intervals are presented.

Compassion fatigue, compassion satisfaction, and therapeutic hold

The fifth regression analysis explored the relationship between compassion fatigue,

compassion satisfaction, and therapeutic hold and tested hypothesis five.
Correlations

The correlations between the study variables are presented in Table 10. A significant
weak negative correlation was found between compassion fatigue and therapeutic hold, with
higher compassion fatigue associated with lower therapeutic hold (r = -.24, p = .045). A weak
positive correlation was found between compassion satisfaction and therapeutic hold, with
higher compassion satisfaction associated with higher therapeutic hold (r= .13, p = .182)

(Appendix L).
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Table 10

Pearson’s r correlations for the model variables (N = 51)

Variable 1 2 3

1. Therapeutic hold

2. Compassion fatigue -.239 -

3. Compassion satisfaction 130 s )

Note. *p < .05; **p < .01; ***p < .001.
Multiple regression analysis

A multiple regression analysis was conducted with compassion fatigue and
compassion satisfaction as predictor variables, and therapeutic hold as the criterion variable.

Both predictors were entered into the model at the same time.

The regression model was not significant (F (2,48) = 1.57, p = .218) and accounted
for 2.2% of the variance (adjusted R?=.022). Therefore, the hypothesis was not met

(Appendix L).
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Multiple regression model for compassion fatigue and compassion satisfaction as predictors

of therapeutic hold (N = 51).

95% ClI
B SE B B Sig.
Lower Upper
Constant 14.00 3.95 <.001 6.05 21.91
-0.11 0.07 -0.22 .782 -0.26 0.04
Compassion fatigue
0.04 0.08 0.07 223 0.12 0.19

Compassion satisfaction

Note. R? = 6.1%; Adjusted R? = 2.2%. Unstandardised coefficient, standard error,

standardised coefficient, significance values and confidence intervals are presented.
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Discussion

Compassion fatigue and compassion satisfaction

FMHPs scored in the “moderate” range for compassion fatigue which is lower than
findings from two studies in medium secure hospitals in the UK which reported high levels of
compassion fatigue (Chapman et al., 2024; Dolley-Lesciks et al., 2024). This discrepancy
may reflect limitations in how compassion fatigue is currently measured, rather than
indicating a true difference in experience. There is substantial evidence highlighting the
emotional toll of working in forensic settings (Kelly et al., 2016), suggesting that compassion
fatigue may be under-detected in this context. Bride et al. (2007) cautioned that compassion
fatigue measures, including the ProQoL, should be used only as broad screening measures,
as they do not assess all the facets of compassion fatigue. This reflects a wider issue with
the measurement of compassion fatigue and compassion satisfaction, with a significant lack
of validation studies demonstrating evidence of construct and convergent validity (Hotchkiss
& Wong, 2024). To the author’s knowledge, there are no existing compassion fatigue and

compassion satisfaction measures that have been validated for FMHPs.

Interestingly, despite the reporting “moderate” levels of compassion fatigue, FMHPs
scored in the “high” range for compassion satisfaction, indicating that they are still motivated,
caring, and deriving fulfilment from their work. This raises the possibility that certain
moderating factors may help buffer the negative effects of compassion fatigue. Elements
such as a positive organisational culture, inclusive leadership, access to clinical supervision
and reflective practice, and personal self-care strategies have been identified as protective
factors in previous research (Marshman et al., 2022). Designing interventions that are
strengths-based and actively explore protective factors within the FMHP workforce may help
to enhance these supports, promoting staff wellbeing and fostering more therapeutic,

effective care.
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Self-criticism, self-reassurance, and self-attacking

FMHPs scored in the “moderate” range for self-criticism, self-reassurance, and self-
attacking. A significant correlation was found between self-criticism and self-reassurance,
indicating that as self-criticism increases, self-reassurance decreases. Current evidence
suggests that self-criticism and self-reassurance are independent processes with complex
reciprocal dynamics (Petrocchi et al., 2019). This could explain why staff scored in the
“‘moderate” range for both self-criticism and self-reassurance, as the presence of one does
not necessarily indicate the absence of the other. This finding offers important insights for
the development of interventions for FMHPs. It suggests that interventions should not
assume that increasing self-reassurance will indirectly reduce self-criticism. Instead, they
must explicitly focus on both reducing self-criticism and enhancing self-reassurance to be

effective.

Self-criticism, self-reassurance and compassion fatigue

Self-criticism emerged as the only significant predictor of compassion fatigue. This
finding aligns with Ondrejkova and Halamova (2022) who also found that self-criticism was a

significant predictor of compassion fatigue.

Interventions aimed at enhancing self-compassion have been shown to reduce self-
criticism (Wakelin et al., 2020), potentially mitigating the effects of compassion fatigue. Self-
compassion encompasses three components: being kind to oneself rather than critical,
recognising one’s troubles as part of common humanity, and being mindful of one’s distress
(Neff, 2003). Several theoretical models have developed effective interventions for reducing
self-criticism, including Cognitive Therapy, Emotion Focused Therapy, and Compassion
Focused Therapy (Pekin & Gume, 2025). There is a wealth of evidence demonstrating the
effectiveness of Compassion Focused Therapy (CFT) interventions in reducing self-criticism
and increasing self-compassion in non-clinical populations, including short-term and online-

based interventions (Beaumont et al., 2016; Halamova et al., 2018; Ondrejkova et al., 2022).
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For such interventions to succeed in forensic inpatient settings, they must be adaptable and
time-efficient; otherwise, they risk poor uptake due to high workloads and low staff retention
(Oates et al., 2021). Applying the principles of CFT at an organisational level through
compassionate leadership could help foster a caring and supportive workplace culture,

ultimately contributing to safer and more effective care (West & Chowla, 2017).

In this study, self-reassurance did not significantly predict compassion fatigue. This
contrasts with findings that suggest that self-reassurance protects against the effects of self-
criticism (Petrocchi et al., 2018) and is the primary mechanism in CFT in improving anxiety

and wellbeing outcomes (Sommers-Spijkerman et al., 2018).

Despite this, self-reassurance has been criticised for having a narrow definition
(Hermanto & Zuroff, 2016) and may explain why no significant correlation or predictive
relationship was found between self-reassurance and compassion fatigue. Self-compassion
may have been more useful to investigate in relation to compassion fatigue, especially given

the effectiveness of self-compassion interventions on reducing self-criticism.

Self-criticism, self-reassurance and compassion satisfaction

The regression model for self-criticism and self-reassurance as predictors of
compassion satisfaction was significant but neither predictor was significant individually.
Interestingly, self-criticism, a significant predictor of compassion fatigue, did not predict
compassion satisfaction. These differences highlight the complex interactions among these
variables. This complexity suggests potential mediating relationships, making it difficult to

establish causation and would benefit from future research.

Compassion fatigue, compassion satisfaction and ward environment

Total scores for ward climate, as well as for the three individual domains of ‘patient
cohesion’, ‘perceived safety’, and ‘therapeutic hold’, were comparable to normative data

obtained from FMHPs working in UK high secure hospitals (Howells et al., 2009).
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Compassion fatigue was the only significant predictor of perceived safety, with higher
levels of compassion fatigue predicting lower perceived safety. This finding aligns with
established knowledge regarding the negative impacts of compassion fatigue—such as
impaired sleep, reduced concentration, and decreased motivation—which can affect FMHPs
confidence in their ability to perform their roles safely, while also contributing to heightened
hypervigilance to potential threats (Sinclair et al., 2017; Sorenson et al., 2017). Staff
hypervigilance could lead to increased use of restrictive practices (Kouzoupi, 2023).
Previous research has documented the impact of burnout on nurses' perceptions of
workplace safety, linking increased burnout to reduced adherence to safe practices on the
ward (e.g., underreporting incidents), ultimately affecting service user safety and well-being
(Halbesleben et al., 2008; Vogus et al., 2020). This suggests an actual impact on ward
safety rather than just staff perceptions. Creating a safe and supportive workplace culture is
challenging in forensic mental health settings but it should be a priority and considered a risk

management strategy (Furness et al., 2024).

Interestingly, compassion satisfaction was not a significant predictor of perceived
ward safety in this study. There is a lack of research examining the relationship between
compassion satisfaction and perceived or actual ward safety. One study showed that
compassion satisfaction had partial mediating effects on the relationship between patient
safety activities and burnout (Ryu & Shim, 2021), but further investigation is needed to clarify

any potential relationship.

Neither of the two regression models with patient cohesion and therapeutic hold as
criterion variables were significant. However, a significant correlation was found with higher
compassion fatigue associated with lower therapeutic hold. Under work pressure, staff may
prioritise safety and security over therapeutic intervention, highlighting the ongoing challenge
of balancing security and therapeutic care in forensic mental health settings (Webb et al.,

2024).



It may be that there are other factors that are more influential on therapeutic ward
environment in forensic mental health settings than compassion fatigue and compassion
satisfaction, such as increased incidents of violence and aggression (Pirelli et al., 2020),
workplace trauma (Singh et al., 2020), high workload and inadequate resources
(Montgomery et al., 2022). This could explain the absence of significant regression results

and explain more of the variance.
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Limitations

The current study has limitations that should be considered when interpreting the
findings. Importantly, it should be acknowledged that the sample size is relatively small (N =
51) and means that the study is underpowered. The regression models showed relatively
weak results, with the strongest model accounting for 21.5% of the variance. This suggests
that other variables not included in the models may better predict the criterion variable.
Nevertheless, an R-squared value between 0.10 - 0.50 is generally accepted when the
model is statistically significant (Karch, 2020). The organisational factors that influence
compassion fatigue and compassion satisfaction are well-documented (Singh et al., 2020;
Montgomery et al., 2022; Chen et al., 2024) and could have accounted for more variance if
included in the regression models, particularly given the unique stressors present in forensic
mental health settings (Oates et al., 2021). Furthermore, individual factors such as age, sex,
ethnicity, and length of time in a job role may have influenced compassion fatigue and
compassion satisfaction, although current research findings present mixed results (Lee et
al., 2015; Oktay & Ozturk, 2022; Chapman et al., 2024). These individual variables could

also account for additional variance in the regression models.

Despite efforts to make the recruitment strategy as flexible as possible to minimise
potential barriers, several challenges emerged that may have impacted the external validity
of the results. Firstly, staff let the researcher know that they had completed multiple staff
surveys in the last few months, and they felt despondent as to whether their participation
would make any real difference. This was something that the researcher did not anticipate
and may partially explain the small sample size. This highlights the importance of co-
production in research—had the recruitment strategy been co-created with staff, then more
consideration might have been given to how the value and potential impact of the study were

communicated, as well as how findings would be shared and acted upon.
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Another barrier was the lack of private space for staff to access a computer to
complete the survey online. As a result, many completed paper versions on the ward in the
presence of the researcher. This may have influenced the quality of responses, as
participants could have felt rushed or less able to answer honestly. Additionally, staff with the
heaviest workloads were often unable to find time to participate and are therefore
underrepresented in the sample. This reflects a broader issue—the study could only include
staff who were currently at work. Those experiencing the highest levels of compassion
fatigue may have been off sick or have left the organisation altogether, meaning their
experiences were not captured. Future research should consider extending recruitment to

include staff on leave or those who have recently left the organisation.

Finally, as previously mentioned in this paper, forensic mental health hospitals are
workplaces that have unique and complex dynamics, including legal and ethical tensions
(Bipeta, 2019; Oates et al., 2021; Webb et al., 2024). The EssenCES (Schalast et al., 2008)
is the only measure that is validated in this specific context. There have been multiple
papers using a concept analysis methodology to understand compassion fatigue and
burnout in different occupational contexts (Kim & Tak, 2025; Peters, 2018). Whilst there is
overlap across the occupational contexts in these papers, there are also differences which
illustrates the importance of measures like the ProQOL-21 being validated in diverse
occupational contexts. Therefore, it is important to acknowledge that the ProQOL-21 may

lack ecological validity in forensic mental health contexts.
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Key recommendations for research and practice

Below are some key recommendations based on the findings of this paper for both
future research and practice that warrant further consideration in forensic mental health

settings.

1. Adaptation of self-compassion interventions for FMHPs

Reducing compassion fatigue in FMHPs should be seen as a proactive risk management
strategy. Interventions aimed at enhancing self-compassion and reducing self-criticism could
reduce compassion fatigue and indirectly improve ward safety, particularly if they are
adapted to meet the unique demands of forensic settings. When adapting these
interventions, a focus on strengths and values should be embedded to identify and enhance

existing protective factors amongst FMHPs.
2. Importance of organisational culture

Fostering a compassionate organisational culture is essential for supporting FMHPs and
ensuring more effective, safer care. CFT principles could be embedded into leadership,
supervision and reflective practice to help reduce self-criticism and buffer against

compassion fatigue, while promoting a psychologically safe workplace.
3. Evaluating interventions for FMHPs

There is a notable absence of research evaluating the effectiveness of well-being
interventions specifically for FMHPs. Future studies are needed to address this gap and to

support the development of evidence-based practice in this area.
4. Valid psychometric tools for forensic mental health settings

To evaluate interventions effectively, there is a clear need to develop a psychometrically
robust measurement tool for assessing compassion fatigue and compassion satisfaction.

Future research should explore the validation of existing instruments within forensic mental
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health settings. Alternatively, developing a new tool— co-produced with FMHPs— could

better capture the unique challenges and nuances of this complex working environment.

5. Mediation analyses

Future research would benefit from employing mediation analyses to further understand
the complex relationships between self-criticism, self-reassurance, compassion fatigue and
compassion satisfaction, and perceptions of the therapeutic ward climate. Understanding
these pathways could help refine interventions for FMHPs and further contribute to our

theoretical understanding of these variables.
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Conclusion

This study provides a unique contribution to the area by examining the relationships
between self-criticism, self-reassurance, compassion fatigue, compassion satisfaction, and
therapeutic ward climate. The study begins to highlight the complex and intricate dynamics

that affect staff well-being in these challenging environments.

Future research should focus on furthering understanding of both the individual and
organisational factors that influence compassion fatigue and compassion satisfaction in this
workforce. Furthermore, the development, evaluation, and implementation of organisational
interventions designed to support FMHPs are crucial. By prioritising the creation of a healthy,
resilient, and compassionate workforce, we can ultimately enhance the quality of care

delivered to service users, fostering a more positive and effective therapeutic environment.
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Appendices

Appendix A: Journal Guidelines

Journal of Forensic Nursing

Aims and scope: Journal of Forensic Nursing (JFN), the official journal of the International
Association of Forensic Nurses (IAFN), is the premier publication advancing forensic nursing
science, practice, and policy with our multidisciplinary colleagues in support of those who
experience and perpetrate violence. We disseminate discoveries and communications that
cover the breadth of experiences at the intersection of violence, health care, and legal
systems issues, and feature nursing’s (and colleagues’) response to violence and trauma.
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The journal features original research studies, review and theoretical articles, methodological
and concept papers, and case reports that advance excellence in nursing science and
practice for those who have experienced and perpetrated violence, trauma, and abuse. The
journal's objective is to disseminate scholarship that advances forensic nursing and broader
forensic science worldwide. Topics representing the diversity of the specialty are of interest
and include, but are not limited to, interpersonal violence (e.g., sexual assault, abuse,
intimate partner violence, sexual exploitation); forensic mental health; issues unique to
corrections, and emergency and trauma nursing, death investigation; legal and ethical
issues. Submissions from nursing and related disciplines are encouraged.

Please refer to the journal webpage for further information about submission guidelines-
Editorial Manager - Journal of Forensic Nursing
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Appendix E: Participant information sheet q9@ University Of
G\ Staffordshire

Participant Information Sheet

Study title: Exploring the relationship between self-criticism and self-reassurance on
compassion fatigue and compassion satisfaction, and the relationship between compassion
fatigue and compassion satisfaction on ward climate in mental healthcare staff working in a
forensic mental health hospital.
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Invitation and brief summary:

My name is Emily Dukes and | am training to become a clinical psychologist. | would like to
invite you to take partin my research study which forms part of my Doctorate research looking
at forensic mental healthcare staff’'s experiences of compassion fatigue and compassion
satisfaction and the impact this may have on the ward climate. Before you decide whether you
want to take part, it is important for you to understand why the research is being done and
what your participation will involve. Please take time to read the following information carefully
and discuss it with others if you wish. Please contact me via email on
d042142m@student.staffs.ac.uk if there is anything that is not clear or if you would like more
information.

Joining the study is entirely your choice. You should only take part if you want to and choosing
not to take part will not disadvantage you in anyway. Once you have read the information
sheet, please contact me using the contact details at the end of this sheet if you have any
questions that will help you make a decision about taking part. If you do decide to take part, |
will ask you to sign a consent form and you will be given a copy of this consent form to keep.

What’s involved?
Purpose and background to the research:

The wellbeing of NHS healthcare staff is a national priority and there are many strategies
focusing on workplace culture and staff wellbeing. There are also unique stressors for forensic
mental healthcare staff i.e. exposure to traumal/violence/moral stress/high turnover of
staff/limited resources.

Compassion fatigue (CF) is the "cost of caring" and can have significant negative
consequences on staff wellbeing i.e. emotional difficulties, unhelpful coping strategies, low
distress tolerance etc. CF also impacts on staff's ability to deliver safe, therapeutic care, which
is why the research also focuses on the impact on ward climate.

It is hoped that exploring self-criticism and self-reassurance and its relationship to CF will help
inform interventions to improve staff wellbeing and help prevent onset of significant difficulties.

Who can take part?

Staff currently employed at either Reaside or Hillis Lodge who are in patient facing roles (i.e.
HCAs, nurses, OT's, Psychology, Medics) and have worked full time (37.5 hours p/w) for a
minimum of 6 months, or part time (minimum 18 hours p/w) for a minimum of 12 months.

Unfortunately, staff on bank or agency contracts, students/trainees, or staff in non-patient
facing roles (i.e. admin, estates) will not be able to take part.

What would you be asked to do?

You can participate in the study either online or in-person. There will be both the option to
complete the study online via a survey link, which will be circulated via email, and there will
also be the option to participate by completing a paper assessment pack. These packs will be
distributed in accessible spaces i.e. staffroom, communal offices, and there will be a locked
space to put these once completed. There will be three brief questionnaires to complete,
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alongside a demographic information form and consent form. In total, completing the
questionnaires should take approximately 30 minutes. The questionnaires will ask you to rate
how much you agree with a statement i.e. ““l am gentle and supportive with myself”.

What will happen with the results?

The results will be analysed and written up and could be submitted for publishing. A written
summary of the results will be available upon request by contacting the researcher via the
email provided below. Service users will be consulted to see how they would like the results
shared with them in a way that is helpful to them. Results may be used to support future
research and may be shared anonymously with other researchers.

What are the potential benefits of taking part?

| would really value your support in this important piece of research to help ensure that staff
wellbeing continues to be a priority. It is hoped that meaningful recommendations can be made
to the service because of the study with the intention of continuing to work towards improving
staff's experience of working within forensic settings and positively influence the quality of care
delivered to our service users.

What are the potential disadvantages of taking part?

Whilst it is not expected that there will be any significant harm as a result of participating in
the study, this cannot be guaranteed. Some items on the questionnaire ask you to think about
things that may cause some people mild psychological distress. Please see the section below
for information about how to access support if participating in the study causes distress for
you or highlights any concerns you have about yours or someone else’s wellbeing.

Further supporting information
How will we use information about you?

We will need to use information from you for this research project. This information will include
your gender, age, ethnicity, and job role. People will use this information to do the research.

People who do not need to know who you are will not be able to see your information. Your
data will have a code number instead. We will keep all information about you safe and secure.
Once we have finished the study, we will keep some of the data so we can check the results.
We will write our reports in a way that no-one can work out that you took part in the study.

What are your choices about how your information is used?

You can stop being part of the study at any time, without giving a reason, but we will keep
information about you that we already have.

If this happens and you want to withdraw your data from the research at a later stage, you will
not be negatively impacted in any way. If you withdraw your data before the results have been
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analysed (January 2025) then your information will be destroyed in accordance with GDPR
legislation. However, once the data has been combined for analysis, then the researcher will
be unable to identify which data is yours. If you wish to withdraw your data, contact the
researcher by email on d042142m@student.staffs.ac.uk and provide your participant number
(the one you created on the consent form).

Where can you find out more about how your information is used?
You can find out more about how we use your information:

- By contacting the researcher

- At https://www.hra.nhs.uk/information-about-patients/

- Our leaflet available from http://www.hra.nhs.uk/patientdataandresearch

- Questions, comments and requests about your personal data can be sent to the
University of Staffordshire Data Protection Officer. If you wish to lodge a complaint with
the Information Commissioner’s Office, please visit www.ico.org.uk.

Where do | seek support?

In the first instance, follow your usual process at work of seeking support from your supervisor
or line manager if you are distressed as a result of the study or have concerns about your
general wellbeing.

You can also access free confidential support from the Employee Assistance Programme
(EAP) who provide access to telephone, online, and face to face counselling. Please see
below for contact details.

Who has reviewed this study?

All research in the NHS is looked at by an independent group of people to protect your
interests. This study has been reviewed and given favourable opinion by University of
Staffordshire Research Ethics Committee and NHS Health Research Authority (HRA).

What if something goes wrong?

However, if you have a concern about any aspect of this study, you should ask to speak to
the researcher who will do their best to answer your questions (contact details below).You
can also contact the University Ethics Committee (by emailing Co-chair of the University of
Staffordshire Ethics Committee (Professor Sarahjane Jones)- sarahjane.jones@staffs.ac.uk)

If you remain unhappy and wish to complain formally, you can do this by contacting Patient
Advice and Liaison Service (PALS) and you can find the contact details below.

Contact details

e Researcher- contact Emily via email on d042142m@student.staffs.ac.uk

e PALS- call 0800 953 0045, Monday to Friday 8am - 4pm or email on
bsmhft.customerrelations@nhs.net

e EAP- call them on 0121 227 7117, 24/7 365 days a year.

Thank you for reading this information sheet and for considering taking part in this
research.


mailto:d042142m@student.staffs.ac.uk
https://www.hra.nhs.uk/information-about-patients/
http://www.hra.nhs.uk/patientdataandresearch
http://www.ico.org.uk/
mailto:sarahjane.jones@staffs.ac.uk
mailto:d042142m@student.staffs.ac.uk
mailto:bsmhft.customerrelations@nhs.net
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Appendix F: Consent form

Staffordshire

09@ University of
07

CONSENT FORM

Title of Project: Exploring the relationship between self-criticism and self-reassurance on
compassion fatigue and compassion satisfaction, and the relationship between compassion
fatigue and compassion satisfaction on ward climate in mental healthcare staff working in a

forensic mental health hospital.
Name of Researcher: Emily Dukes

Please create a unique participant information number (i.e. ED96)
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Please
initial box
1. | confirm that | have read the information sheet (PIS Version 1, 12.02.2024) for the
above study.

2. | have had the opportunity to consider the information, ask questions and have

had these answered satisfactorily.

3. lunderstand that my participation is voluntary and that | am free to withdraw my data any time

before January 2025, without giving a reason and without being negatively affected.

4. | understand that the information collected about me will be used to support

other research in the future, and may be shared anonymously with other researchers.

5. lagree to take part in the above study.

Name of Participant Date Signature

Name of Person Date Signature

Appendix G: Demographic questionnaire

Demographic questionnaire

Do you identify as...
Male Female Other

How old are you?

What is your job role? (e.g. nurse, HCA, occupational therapist)
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What is your ethnicity?

Please select which of the options that best describes how you would identify your ethnicity.

White
1. English/Welsh/Scottish/Northern Irish/British
2. Irish
3. Gypsy or Irish Traveller
4, Any other White background, please describe

Mixed/ Multiple ethnic groups

White and Black Caribbean

White and Black African

White and Asian

Any other Mixed/Multiple ethnic background, please describe

O Now

Asian/ Asian British

9. Indian

10. Pakistani

11. Bangladeshi

12. Chinese

13. Any other Asian background, please describe

Black/ African/ Caribbean /Black British

14. African
15. Caribbean
16. Any other Black/ African/ Caribbean background, please describe

Other ethnic groups

17. Arab
18. Any other ethnic group, please describe

Appendix H: Measures

THE FORMS OF SELF-CRITICISING/ATTACKING & SELF-
REASSURING SCALE (FSCRS)

When things go wrong in our lives or don’t work out as we hoped, and we feel we could have done
better, we sometimes have negative and self-critical thoughts and feelings. These may take the
form of feeling worthless, useless or inferior etc. However, people can also try to be supportive of
them selves. Below are a series of thoughts and feelings that people sometimes have. Read each
statement carefully and circle the number that best describes how much each statement is true for
you.

Please use the scale below.



Not at all A little bit Moderately Quite a bit
like me like me like me like me
1 2
When things go wrong for me:
1. | am easily disappointed with myself. 0 1
2. There is a part of me that puts me down. 0 1
3. | am able to remind myself of positive things 0 1 2 3 4 about myself.
4. | find it difficult to control my anger and 0 1 2 3 4 frustration at myself.
5. | find it easy to forgive myself. 0 1 2
6. There is a part of me that feels | am not good 0
4 enough.
7. | feel beaten down by my own self-critical O 1
thoughts.
8. I still like being me. 0 1 2 3
9. | have become so angry with myself that l[want 0
4 to hurt or injure myself.
10. | have a sense of disgust with myself. 0 1
11. | can still feel lovable and acceptable. 0 1
12. | stop caring about myself. 0 1 2
13. | find it easy to like myself. 0 1 2
14. | remember and dwell on my failings. 0 1
15. I call myself names. 0 1 2 3
16. | am gentle and supportive with myself. 0 1
17. | can’t accept failures and setbacks without 0
4 feeling inadequate.
18. I think | deserve my self-criticism. 0 1 2
19. | am able to care and look after myself. 0 1
20. There is a part of me that wants to get rid of the 0 1
bits | don’t like.
21. | encourage myself for the future. 0 1 2
22. | do not like beingme. 0 1 2 3

Extremely like me

2

2

3
1

3
3

4
2

~ b

4
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This ward has a homely atmosphere

The patients care for each other

Really threatening situations can occur here

On this ward, patients can openly talk to staff
about all their problems

Even the weakest patient finds support from his
fellow patients

There are some really aggressive patients on this
ward

Staff take a personal interest in the progress of
patients

Patients care about their fellow patients’ problems

Some patients are afraid of other patients

Staff members take a lot of time to deal with
patients

When a patient has a genuine concern, he finds
support from his fellow patients

At times, members of staff are afraid of some of
the patients

Often, staff seem not to care if patients succeed or
fail in treatment

There is good peer support among patients

Some patients are so excitable that one deals very
cautiously with them

Staff know patients and their personal histories
very well

Both patients and staff are comfortable on this
ward
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Pro-QOL-21

When you help people, you have direct contact with their lives. As you may have found, your
compassion for those you help can affect you in positive and negative ways. Below are some
guestions about your experiences, both positive and negative, as a mental healthcare worker.

Consider each of the following questions about you and your current work situation. Circle the
response that honestly reflects how frequently you experienced these things in the last 30 days.

1. |feel “bogged down” by the system

Never Almost Never Sometimes Often Very often
2. |feel overwhelmed because my caseload seems endless

Never Almost Never Sometimes Often Very often
3. |feel worn out because of my work as a mental healthcare worker

Never Almost Never Sometimes Often Very often

4. | avoid certain activities or situations because they remind me of frightening experiences
of the people | help

Never Almost Never Sometimes Often Very often
5. |feel trapped by my job as a mental healthcare worker

Never Almost Never Sometimes Often Very often
6. Because of my helping, | have felt “on edge” about various things

Never Almost Never Sometimes Often Very often
7. |think that | might have been affected by the traumatic stress of those | help

Never Almost Never Sometimes Often Very often

8. |am not as productive at work because | am losing sleep over traumatic experiences of a
person | help

Never Almost Never Sometimes Often Very often
9. |Ifeel as though | am experiencing the trauma of someone | have helped

Never Almost Never Sometimes Often Very often
10. As a result of helping, | have intrusive, frightening thoughts

Never Almost Never Sometimes Often Very often
11. | feel depressed because of the traumatic experiences of the people | help

Never Almost Never Sometimes Often Very often
12. | am happy that | chose to do this work

Never Almost Never Sometimes Often Very often
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Never

14

Never

15

Never

16

Never

17

Never

18

Never

19

Never

20

Never

21

Never

. | get satisfaction from being able to help people

Almost Never

. | believe | can make a difference through my work

Almost Never

. I am pleased with how | am able to keep up with helping techniques and protocols

Almost Never

Sometimes

Sometimes

Sometimes

Often

Often

Often

Very often

Very often

Very often

. | have happy thoughts and feelings about those | help and how | could help them

Almost Never

Sometimes

. 1 am proud of what | can do to help

Almost Never

Sometimes

. My work makes me feel satisfied

Almost Never

. | feel invigorated after working with those | help

Almost Never

. | like my work as mental healthcare worker

Almost Never

. | have thoughts that | am a “success” as a mental healthcare worker

Almost Never

Sometimes

Sometimes

Sometimes

Sometimes

Often

Often

Often

Often

Often

Often

Very often

Very often

Very often

Very often

Very often

Very often
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Appendix I: Missing data analysis

Overall Summary of Missing Values

B complete Data
M incomplete Data

Variables Cases Values

SC1
SC2
SC3
SC4
SC5
SC6
sC7
SC8

1.9003 1.9588 2.5686 1.3725 2.3333 1.8431 1.2941 3.1961
a. Little's MCAR test: Chi-Square = 330.331, DF = 390, Sig. = .987
b. The EM algorithm failed to converge in 25 iterations.
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Appendix J: SPSS Analysis Output- Normality tests

“ Normal Q-Q Plot of Self-criticism subscale total Normal Q-Q Plot of Self-reassurance subscale total
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Expected Normal Value

2Nnormal Q-Q Plot of Perceived safety subscale total Normal Q-Q Plot of Social support subscale total
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Observed Value
Tests of Normality
Kolmogorov-Smirnov? Shapiro-Wilk
Statistic df Sig. Statistic df Sig.

Self-criticism subscale 119 a1 070 873 51 293
total
Self-reassurance subscale .095 51 2007 964 51 125
total
Compassion fatigue 097 51 2007 965 51 136
subscale total
Compassion satisfaction .082 51 2007 967 51 161
subscale total
Social support subscale 118 51 072 963 51 112
total
Perceived safety subscale 119 51 .068 968 51 185
total
Therapeutic hold subscale .090 51 200" 976 51 392
total

* This is a lower bound of the true significance.
a. Lilliefors Significance Correction
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Appendix K: SPSS Analysis Output- Complete case approach (n= 44)

Regression 1

Correlations
Compassion Self-
fatigue Self-criticism reassurance
subscale total subscale total subscale total
Pearson Correlation Compassion fatigue 1.000 433 -114
subscale total
Self-criticism subscale 433 1.000 -.423
total
Self-reassurance subscale -114 -423 1.000
total
Sig. (1-tailed) Compassion fatigue . .002 231
subscale total
Self-criticism subscale .002 . 002
total
Self-reassurance subscale 23 .002
total

Model Summary”

Change Statistics Selection Criteria
Akaike Amemiya Mallows' Schwarz
Adjusted R Std. Error ofthe R Square Information Prediction Prediction Bayesian
Madel R R Square Square Estimate Change F Change dft df2 Sig. F Change Criterion Criterion Criterion Criterion PRESS  Durhin-Watson
1 4397 193 154 5.54534 193 4.8902 2 41 012 153.633 825 3.000 158.986 1448099 1.965
a. Predictors: (Constant), Self-reassurance subscale total, Self-criticism subscale total
b. DependentVariahle: Compassion fatigue subscale total
ANOVA®
Sum of
Maodel Squares df Mean Sguare F Sig.
f b
1 Fegression 301 466 2 160.733 44902 012
Fesidual 1260.784 LR 30.751
Total 1562.250 43

a. Dependent Variable: Compassion fatigue subscale total
b. Predictors: (Constant), Sel-reassurance subscale total, Self-criticism subscale total

Coefficients®
Standardized

Unstandardized Coefficients Cuoefficients 95.0% Confidence Interval for B Caorrelations Collinearity Statistics
Model E Std. Error Eeta t Sig. Lower Bound  Upper Bound  Zero-order Partial Part Tolerance WIF
1 (Constant) 16.229 4 867 3335 .00z 6.401 26.058
Self-criticism subscale A11 136 468 3.024 .004 136 685 433 A27 424 821 1.218
total
tS?Ifl-reassurance subscale .094 73 .084 544 580 -.255 443 -114 085 076 a2 1.218
ota

a. DependentVariahle: Compassion fatigue subscale total



Regression Standardized Residual

Frequency

Histogram

Dependent Variable: Compassion fatigue subscale total
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Regression 2
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Correlations
Compassion Self-
satisfaction Self-criticism reassurance
subscale total subscale total subscale total
Pearson Correlation Compassion satisfaction 1.000 -.304 .394
subscale total
Self-criticism subscale -.304 1.000 -.423
total
Self-reassurance subscale 394 -.423 1.000
total
Sig. (1-tailed) Compassion satisfaction 023 004
subscale total
Self-criticism subscale 023 .002
total
Self-reassurance subscale .004 .002
total
Model Summary”
Change Statistics Selection Criteria
Akaike Amemiya Mallows' Schwarz
Adjusted R Std. Error of the R Square Information Frediction Prediction Bayesian
Model R R Square Seuare Estimate Change F Change df df2 Sig. F Change Criterion Criterion Criterion Criterion PRESS Durbin-Watson
1 4222 A78 138 5.72046 A78 4.434 2 4 018 156.369 842 3.000 161.722  1592.355 2074
a. Predictors: (Constant), Self-reassurance subscale total, Self-criticism subscale total
b. Dependent Variable: Compassion satisfaction subscale total
ANOVA®
Sum of
Model Squares df Mean Square F Sig.
1 Regression 290.214 2 145107 4434 o18®
Residual 1341672 41 32724
Total 1631.886 43

a. Dependent Variable: Compassion satisfaction subscale total

b. Predictors: (Constant), Sel-reassurance subscale to

Coefficients®
Standardized

tal, Self-criticism subscale total

Unstandardized Coefficients Coefficients 95.0% Confidence Interval for B Correlations Collinearity Statistics
Model B Std. Error Beta t Sig. Lower Bound  UpperBound  Zero-order Fartial Part Tolerance WIF
1 (Constant) 33.275 5.020 6.628 =001 23136 43.414
Self-criticism subscale -150 140 -167 -1.069 .291 -433 133 -.304 - 165 -151 821 1.218
total
Self-reassurance subscale 369 78 323 2.067 045 .oos 728 394 307 .293 821 1.218

total

a. DependentVariable: Compassion satisfaction subscale total
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Regression 3

correlations
Compassion Compassion
Social support fatigue satisfaction
subscale total subscale total subscale total
Pearson Correlation Social support subscale 1.000 -.060 .209
total
Compassion fatigue -.060 1.000 -.202
subscale total
Compassion satisfaction 209 -.202 1.000
subscale total
Sig. (1-tailed) Social support subscale . 350 087
total
Compassion fatigue 350 . .094
subscale total
Compassion satisfaction 087 094
subscale total
Model Summary”
Change Statistics Selection Criteria
Akaike Amemiya Mallows' Schwarz
Adjusted R Std. Error ofthe R Square Infarmation Prediction Prediction Bayesian
Maodel R R Sguare Square Estimate Change F Change dft df2 Sig. F Change Criterion Criterion Criterion Criterion PRESS Durbin-Watson
1 2107 044 -.003 2.71450 044 843 2 4 388 a0.770 1.086 3.000 96.123 343833 1.629
a. Predictors: (Constant), Compassion satisfaction subscale total, Compassion fatigue subscale total
b. Dependent Variable: Social support subscale total
a
ANOVA
Sum of
Model Squares df Mean Square F Sig.
1 Regression 13.890 2 G.945 843 3ggP
Residual 302110 41 7.369
Tuotal 316.000 43

a. Dependent Variable: Social support subscale total

k. Predictors: (Constanf), Compassion satisfaction subscale total, Compassion fatigue
subscale total

Coefficients®

Standardized
Unstandardized Coefficients Coefficients 95.0% Confidence Interval for B Correlations Collinearity Statistics
Model B Std. Error Eeta t Sig. Lower Bound  UpperBound  Zero-order Fartial Fart Tolerance VIF
1 (Constant) 5.759 3.445 1.672 102 -1.198 12.716
Compassion fatigue -.008 .070 -018 -118 8907 -150 133 -.060 -.018 -.018 959 1.042
subscale total
Compassion satisfaction .090 069 205 1.316 195 -.048 229 .209 .20 .20 959 1.042

subscale total

a. Dependent Variable: Social support subscale total
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Regression 4
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Correlations
Perceived Compassion Compassion
safety fatigue satisfaction
subscale total  subscale total subscale total
Pearson Correlation Perceived safety subscale 1.000 - 400 -057
total
Compassion fatigue -.400 1.000 -.202
subscale total
Compassion satisfaction -.057 -.202 1.000
subscale total
Sig. (1-tailed) Perceived safety subscale .004 356
total
Compassion fatigue .004 .094
subscale total
Compassion satisfaction 356 .094
subscale total
Model Summany”
Change Statistics Selection Criteria
Akaike Amemiya Mallows' Schwarz
Adjusted R Std. Error of the R Square Infarmation Prediction Prediction Bayesian
Model R R Square Square Estimate Change F Change dft df2 Sig. F Change Criterion Criterion Criterion Criterion PRESS Durbin-Watson
1 4247 180 140 372260 180 4494 2 41 017 118.562 940 3000 123915 683014 1854
a. Predictors: (Constanf), Compassion satisfaction subscale total, Compassion fatigue subscale total
b. Dependent Variable: Perceived safety subscale total
ANOVA?
sum of
Model Squares df Mean Square F Sig.
1 Regression 124559 2 622749 4494 017°
Residual 568.168 a1 13.858
Total 692.727 43
a. DependentVariable: Perceived safety subscale total
b. Predictors: (Constant), Compassion satisfaction subscale total, Compassion fatigue
subscale total
Coefficients®
Standardized
Unstandardized Coefficients Coefficients 956.0% Confidence Interval for B Correlations Collinearity Statistics
Madel B Std. Error Beta t Sig. Lower Bound UpperBound  Zero-order Fartial Fart Tolerance WIF
1 (Constant) 20.378 4724 4313 =.001 10.837 29.819
Compassion fatigue -.286 096 -.424 -2.970 005 -.480 -.09m -.400 -.421 -.420 858 1.042
subscale total
Compassion satisfaction -.084 094 -144 -.997 324 -.284 086 -.057 -.154 -141 .959 1.042

subscale total

a. Dependent Variable: Perceived safety subscale total
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Regression 5

Correlations
Therapeutic Compassion Compassion
hold subscale fatigue satisfaction
total subscale total  subscale total
Pearson Correlation Therapeutic hold subscale 1.000 -.303 196
total
Compassion fatigue -.303 1.000 -.202
subscale total
Compassion satisfaction 196 -.202 1.000
subscale total
Sig. (1-tailed) Therapeutic hold subscale . 023 A0
total
Compassion fatigue 023 . .094
subscale total
Compassion satisfaction 101 094
subscale total
Model Summarf'
Change Statistics Selection Criteria
Alkaike Amemiya Mallows' Schwarz
Adjusted R Std. Error of the R Square Information Frediction Prediction Bayesian
Maodel R R Square Square Estimate Change F Change dfl dr2 Sig. F Change Criterion Criterion Criterion Criterion PRESS Durbin-Watson
1 333° AN .0&8 315036 AN 2.560 2 41 040 103.6874 1.019 3.000 108.227 482.370 1.787
a. Predictors: (Constant), Compassion satisfaction subscale total, Compassion fatigue subscale total
b. Dependent Variable: Therapeutic hold subscale total
ANOVA®
Sum of
Model Squares df Mean Sqguare F Sig.
1 Regression 50.811 2 25405 2.560 .09gP
Fesidual 406.916 141 §9.925
Total 457 727 43

a. Dependent Variakle: Therapeutic hold subscale total

b. Predictors: (Constant), Compassion satisfaction subscale total, Compassion fatigue
subscale total

Coefficients®
Standardized

Unstandardized Coefficients Coefficients 95.0% Confidence Interval for B Correlations Collinearity Statistics
Model B Std. Error Eeta t Sig. Lower Bound  UpperBound  Zero-order Fartial Fart Tolerance WIF
1 (Constant) 13.612 3.998 3.405 001 5537 21.686
Compassion fatigue -149 .081 -275 -1.829 078 -313 016 -.303 -.275 -.269 859 1.042
subscale total
Compassion satisfaction 075 .osn 41 836 358 -.086 235 196 1458 138 959 1.042

subscale total

a. DependentVariable: Therapeutic hold subscale total
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Appendix L: SPSS Analysis Output- Mean imputed dataset (n=51)

Regression 1

Descriptive Statistics

N Range Minimum  Maximum Mean Std. Deviation  Variance Skewness Kurtosis
Statistic Statistic Statistic Statistic Statistic Std. Error Statistic Statistic Statistic Std. Error  Statistic Std. Error
Self-reassurance subscale 51 21.00 8.00 29.00 20.1176 76371 5.45398 29.746 -.325 .333 -.651 656
total
Self-attacking subscale 51 13.00 .00 13.00 2.8039 43207 3.08558 89.521 1.314 333 1.373 .656
total
Self-criticism subscale 51 29.00 .00 29.00 15.9412 94947 6.78060 45976 17 =FEl -.433 656
total
Compassion fatigue 51 26.00 11.00 37.00 244118 89931 6.42239 41.247 .300 .333 -.437 .656
subscale total
Compassion satisfaction 51 30.00 158.00 49.00 38.4118 84398 6.02719 36.327 -.387 333 1.021 656
subscale total
Perceived safety subscale 5l 18.00 1.00 19.00 9.9412 53681 3.83360 14.696 -135 333 FEE] 656
total
Therapeutic hold subscale 51 17.00 3.00 2000 12,6667 45389 3.24140 10.507 -.392 333 542 .656
total
Social support subscale 51 11.00 3.00 14.00 9.1961 37991 2.71308 7.361 -.366 333 -.448 .656
total
Valid N (listwise) 51
Correlations
Compassion Self
fatigue Self-criticism reassurance
subscale total  subscale total  subscale total
Pearson Correlation Compassion fatigue 1.000 468 -.016
subscale total
Self-criticism subscale 468 1.000 -.362
total
Self-reassurance subscale -.016 -.362 1.000
total
Sig. (1-tailed) Compassion fatigue <.001 455
subscale total
Self-criticism subscale .000 .005
total
Self-reassurance subscale 455 .005
total
Model Summarf’
Change Statistics Selection Criteria
Alcaike Amemiya Mallows' Schwarz
Adjusted R Std. Error ofthe R Square Information Prediction Frediction Bayesian
Model R R Square Square Estimate Change F Change drl dr2 Sig. F Change Criterion Criterion Criterion Criterion PRESS  Durbin-Watson
1 496° 246 215 5.68155 246 7833 2 48 001 180.284 848 3.000 186.080 1748 569 1.896
a. Predictors: (Constant), Selfreassurance subscale total, Self-criticism subscale total
b. Dependent Variahle: Compassion fatigue subscale total
a
ANOVA
sum of
Maodel Squares df Mean Square F Sig.
f b
1 Regression 507.453 p 283727 7833 om
Residual 1554.900 LR 32394
Total 2062.353 a0

a. Dependent Variable: Compassion fatigue subscale total
. Predictors: (Constant), Sel-reassurance subscale total, Self-criticism subscale total

Coefficients®
Standardized

Unstandardized Coefficients Coefficients 95.0% Confidence Interval for B Correlations Collinearity Statistics
Maodel B Std. Error Beta t Sig. Lower Bound  Upper Bound  Zero-order Fartial Part Tolerance WIF
1 (Constant) 12212 4424 2.761 .008 3.318 21.107
Self-criticism subscale 504 27 532 3.956 <.001 248 T80 468 4496 496 869 1.150
total
tS?Ifl-reassurance subscale 207 158 ATE 1.310 187 =111 526 -016 186 164 869 1.150
ota

a. DependentVariable: Compassion fatigue subscale total
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Correlations

Compassion Self-
satisfaction Self-criticism reassurance
subscale total  subscale total  subscale total
Pearson Correlation Compassion satisfaction 1.000 -.335 339
subscale total
Self-criticism subscale -.335 1.000 -.362
total
Self-reassurance subscale 339 -.362 1.000
total
Sig. (1-tailed) Compassion satisfaction . .008 .0o8
subscale total
Self-criticism subscale .008 . .005
total
Self-reassurance subscale .008 005
total

Model Summary”

Change Statistics Selection Criteria
Akaike Amemiya Mallows' Schwarz
Adjusted R Std. Error of the R Sguare Information Prediction Prediction Bayesian
Model R R Square Square Estimate Change F Change dft df2 Sig. F Change Criterion Criterion Criterion Criterion PRESS  Durhin-Watson
1 408° ABT 132 5.61545 167 4.801 2 48 013 178.911 937 3.000 184707 1749.235 2110
a. Predictors: (Constant), Self-reassurance subscale total, Self-criticism subscale total
b. Dependent Wariable: Compassion satisfaction subscale total
a
ANOVA
Sum of
Madel Squares df Mean Square F Sig.
1 Regression 302.755 2 151377 4.801 013"
Residual 1513.598 48 31.533
Total 1816.353 50

a. DependentYariahle: Compassion satisfaction subscale total
b. Predictors: (Constant), Self-reassurance subscale total, Self-criticism subscale total

Coefficients®
Standardized

Unstandardized Coefficients Coefficients 95.0% Confidence Interval for B Caorrelations Caollinearity Statistics
Model B Std. Error Beta t Sig. Lower Bound Upper Bound  Zero-order Fartial FPart Tolerance WIF
1 (Constant) 36.318 4.365 8.321 =.001 27.542 45,094
Self-criticism subscale -7 126 -245 -1.73 .090 -470 035 -335 -.242 -.228 .Bgg 1.150
total
tS?Ifl-reassurance subscale 276 156 250 1.770 .083 -.038 590 339 248 233 .B69 1.150
ota

a. Dependent Variahle: Compassion satisfaction subscale total
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Regression 3

Correlations

139

Compassion Compassion

Social support fatigue satisfaction
subscale total subscale total subscale total
Pearson Correlation Social support subscale 1.000 -.010 AT
total
Compassion fatigue -010 1.000 -.283
subscale total
Compassion satisfaction AT -.283 1.000
subscale total
Sig. (1-tailed) Social support subscale 471 A15
total
Compassion fatigue 471 022
subscale total
Compassion satisfaction 115 .022
subscale total
Model Summaryh
Change Statistics Selection Criteria
Akaike Amemiya Mallows' Schwarz
Adjusted R Std. Error of the R Square Information Prediction Prediction Bayesian
Maodel R R Square Square Estimate Chanage F Change dff df2 Sig. F Change Criterion Criterion Criterion Criterion PRESS Durbin-Watson
1 A78° 031 -010 2.72600 031 764 3 a8 472 105197 1.080 3.000 110,893 397.460 1.686
a. Predictors: (Constant), Compassion satisfaction subscale total, Compassion fatigue subscale total
h. DependentVariable: Social support subscale total
a
ANOVA
Sum of
Maodel Squares df Mean Square F Sig.
1 Regression 11.349 2 5674 TG4 4720
Residual 356.690 43 7431
Total 368.039 a0
a. Dependent Variable: Social support subscale total
. Predictors: (Constant), Compassion satisfaction subscale total, Compassion fatigue
subscale total
Coefficients®
Standardized
Unstandardized Coefficients Coefficients 95.0% Confidence Interval for B Correlations Collinearity Statistics
Maodel B Std. Error Eeta t Sig. Lower Bound  Upper Bound  Zero-order Fartial Fart Tolerance WIF
1 (Constant) 5.611 3.3585 1.672 101 -1.135 12.357
Compassion fatigue 017 063 o 278 782 -.108 143 -.010 .040 .040 820 1.087
subscale total
Compassion satisfaction .08z {067 183 1.234 223 -.052 216 A7 75 75 820 1.087

subscale total

a. DependentVariahle: Social support subscale total
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Regression 4
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Correlations
Perceived Compassion Compassion
safety fatigue satisfaction
subscale total  subscaletotal  subscale total
Pearson Correlation Perceived safety subscale 1.000 -.345 -.064
total
Compassion fatigue -.345 1.000 -.283
subscale total
Compassion satisfaction -.064 -.283 1.000
subscale total
Sig. (1-tailed) Perceived safety subscale .007 .328
total
Compassion fatigue .007 .022
subscale total
Compassion satisfaction .328 .022
subscale total
Model Summarf’
Change Statistics Selection Criteria
Alcaike Amemiya Mallows' Schwarz
Adjusted R Std. Error of the R Sguare Information Prediction Prediction Bayesian
Model R R Square Square Estimate Change F Change drt df2 Sig. F Change Criterion Criterion Criterion Criterion PRESS  Durbin-Watson
1 (3847 147 12 3.61279 147 4148 2 48 022 133.925 959 3.000 139721 T28.218 2,465
a. Predictors: (Constant), Compassion satisfaction subscale total, Compassion fatigue subscale total
b. DependentVariable: Perceived safety subscale total
a
ANOVA
Sum of
Model Squares df Mean Square F Sig.
1 Fegression 108.314 2 54 1567 4149 0220
Residual 626.509 47 13.052
Total 734824 a0
a. DependentVariable: Perceived safety subscale total
k. Predictors: (Constanf), Compassion satisfaction subscale total, Compassion fatigue
subscale total
Coefficients®
Standardized
Unstandardized Coefficients Coefficients 95.0% Confidence Interval for B Correlations Caollinearity Statistics
Maodel B Std. Error Beta t Sig. Lower Bound Upper Bound  Zero-order Fartial Fart Tolerance VIF
1 (Constant) 19.981 4446 4.494 =.001 11.041 28.922
Compassion fatigue -236 083 -.395 -2.84 .oo7 -.402 -.069 -345 -379 -.379 820 1.087
subscale total
Compassion satisfaction -112 .os8 -176 -1.263 213 -.289 066 -.064 -179 -168 820 1.087

subscale total

a. DependentVariable: Perceived safety subscale total
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Regression 5

Correlations
Therapeutic Compassion Compassion
hold subscale fatigue satisfaction
total subscale total ~ subscale total
Pearson Correlation Therapeutic hold subscale 1.000 -.239 130
total
Compassion fatigue -.239 1.000 -.283
subscale total
Compassion satisfaction 130 -.283 1.000
subscale total
Sig. (1-tailed) Therapeutic hold subscale . 045 182
total
Compassion fatigue 045 . .022
subscale total
Compassion satisfaction 182 .022
subscale total
Model Summaryh
Change Statistics Selection Criteria
Alaike Amemiya Wallows' Schwarz
Adjusted R Std. Error ofthe R Square Information Frediction Frediction Bayesian
Mode! R R Square Square Estimate Change F Change dft df2 Sig. F Change Criterion Criterion Criterion Criterion PRESS  Durbin-Watson
1 2487 {061 .022 3.20488 081 1.571 2 48 218 121.708 1.056 3.000 127.504 8562.770 1.710
a. Predictors: (Constant), Compassion satisfaction subscale total, Compassion fatigue subscale total
b. Dependent Variable: Therapeutic hold subscale total
ANOVA?
Sum of
Model Sqguares df Mean Sguare F Sig.
1 Regression 32231 2 16.141 1.571 2188
Residual 493052 48 10.272
Total 525333 a0

a. DependentVariahle: Therapeutic hold subscale total

b. Predictors: (Constant), Compassion satisfaction subscale total, Compassion fatigue
subscale total

Coefficients®
Standardized

Unstandardized Coeflicients Coefficients 95.0% Confidence Interval for B Correlations Collinearity Statistics
Model B Std. Error Beta t Sig. Lower Bound UpperBound  Zero-order Fartial Fart Tolerance WIF
1 (Constant) 13.978 3.945 3.544 =.001 6.047 21.908
Compassion fatigue =111 074 -.220 -1.509 138 -.259 037 -.239 o3l &l =211 820 1.087
subscale total
Compassion satisfaction 036 078 068 465 B44 -121 184 130 067 065 820 1.087

subscale total

a. DependentVariahle: Therapeutic hold subscale total
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Paper 3: Executive Summary



Executive Summary

(an overview of the full report)

Staff self-relating as a predictor of compassion
fatigue and compassion satisfaction, and the
predictive influence of compassion fatigue
and compassion satisfaction on ward climate
In a secure hospital.

Key terms

Self-relating

Self-reassurance

Compassion fatigue
or “CF”

The way you treat yourself in your

own mind — whether you're your

OWN Worst critic or your own best
supporter.

When things go wrong, one way we
can relate to ourselves is by being
unkind to ourself e.g. I am no good
at this".

When things go wrong, another way
we can relate to ourselves is by being
kind to ourself e.g. “It's okay;
everyone makes mistakes”.

Caring for others can take a toll,
sometimes leading to what's known as
compassion fatigue. This can affect
people in many ways—physically,
emotionally, and at work. Common
signs include poor sleep, anxiety,
difficulty concentrating, and trouble
coping at work.




Compassion satisfaction
D[" IICS b

Therapeutic ward
climate

Patient cohesion

Perceived safety

Therapeutic hold

When people get pleasure from
caring for others. Some ways people
experience compassion satisfaction
are liking colleagues, feeling good
about helping, and being active at
work.

When the ward feels positive and
therapeutic. It is made up of patient
cohesion, perceived safety, and
therapeutic hold.

How well service users support
each other on the ward.

How safe the ward feels to staff
working on them.

How much a ward is able to
focus on therapeutic change and
good outcomes for service users.




148

Summary of the study

The study looked at forensic mental health professionals (FMHPs).
The researchers wanted to understand some of the factors that
might impact staff wellbeing and find out if staff wellbeing has an
effect on the ward environment. They found high self-criticism
predicts high CF, and high CF predicts low ward safety. More
research is needed to understand these factors more and
organisations need to look at ways to support staff better.

Background (why are we looking at this?)

$

R ¥ Working in forensic mental health hospitals is challenging for lots of reasons. ..

Balancing canng for service users and managing nsk
Exposure 10 aggression, violence and self-harm

Not enough stafl, not enough resources, high workloads

We know that this has a negative impact on FMHPs physical and mental health. So,

it is imporntant we understand the factors involved in staff wellbeing in this setting so

that we can better inform interventions to prevent and reduce the negative impact
of this work.

Aims

1. To find out if self-criticism and self-reassurance

predict CF and CS.
2. To find out if CF and CS predict therapeutic ward

climate.
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Method (what did we do?)

The study was advertised via an email that was sent out to

‘:’ staff and via posters that were put up. Staff were asked to

e complete the questionnaires online or by returning paper
copies to the lead researcher.

The data was analysed using multiple linear regressions, to

test whether one thing (i.e. self-criticism) predicts another

(i.e. CF).

o

51 FMHPs took part in the study. Average age was 37
years old. The most common profession was nurses
and the most common ethnicity was White British.

Results (what did we find out?)

The study found...

1) High levels of CF

2) Moderate levels of CS

3) Moderate levels of self-criticism
and self-reassurance
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The study also found correlations between some of the variables. A correlation
is when two things are linked but we don't know how they are linked.

1) CF and CS are negatively correlated meaning when CF goes up, CS goes
down
2) Self-criticism and self-reassurance are negatively correlated meaning when
self-criticism goes up, self-reassurance goes down
3) CF and therapeutic hold are negatively correlated meaning when CF goes
up, therapeutic hold goes down

The study also found predictive relationships between two of the
variables. A predictive relationship means if you know something
about one thing, then you can make a good guess about another.

1) Self criticism positively predicted CF. So when self-criticism was
high, then CF was also high.
2) CF negatively predicted perceived ward safety. So when CF was
high, then perceived ward safety was low.

Discussion (what does this mean?)

» CF is a problem affecting FMHPs so organisations need to
do something to protect staff and ensure safe practice.

+ FMHPs are still able to get some enjoyment from their
work despite high CF. This means something else must be
protecting staff from the effects of CF.

» Research suggests that support from colleagues and
positive workplace culture helps reduce the effects of CF.

» Reducing self-criticism and increasing self-compassion (e.g., via
compassion-focused therapy) may help reduce CF.

« Self-reassurance didn't predict outcomes; self-compassion might

ey : have been more useful to include in the study.

» CF negatively affects sleep, concentration, and motivation, likely
impacting FMHPs' ability to work safely.

« Other unmeasured factors (e.g., high workload, lack of resources,
no. of incidents) may have an impact.
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Implications (what could we do with these
findings?),

1) Self-compassion interventions
FMHPs might benefit from self-compassion interventions but they
would need to be adapted (e.g. short-term, could be delivered

online).

2) Evaluate interventions for FMHPs
Future research needs to evaluate interventions to see if they are
working for FMHPs and why.

3) Organisations need to make changes

To prioritise wellbeing of FMHPs and make the workplace safe and
therapeutic, organisations need to make changes (e.g. compassionate
leadership, supervision, reflective spaces)

4) More research

Future research could use something called a mediation analysis (which
means finding out how one thing affects another) to understand the study
vanables better.

‘f TT‘%’ ‘f TF‘%‘

Limitations (what could be better about the
study)

It was hard to recruit FMHPs to take part in the study. It was hard
for staff to find time to complete the questionnaires and they
couldn't complete it in a private space. This might have meant they
felt rushed or that they couldn’t be honest.

The study only looked at some individual factors and did not
include other things that might impact the study variables (e.g.
length of time in job, staff shortages)
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Dissemination (how are we going to share the
findings?)

This summary will be shared with FMHPs at the
participating sites via email. The findings can also
be presented at a Quality Improvement meeting if

the service would find this useful.

Any questions?

Contact Emily Dukes (lead researcher) by email
d042142m@student.staffs.ac.uk




