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Compassion in the NHS: An exploration of the experiences of mental health staff.  

 

This thesis explores the experience of compassion satisfaction and compassion-focused 

groups amongst mental health staff. 

The narrative systematic literature review focused on identifying factors associated with 

higher compassion satisfaction in mental health professionals. A search of five 

databases identified 35 relevant studies. Findings indicated that a range of compassion 

satisfaction variables were investigated in mental health staff, such as self-care 

practices, workplace support and belongingness, cognitive facets of empathy, and 

competence.  The review concluded that a range of organisational factors can help 

promote compassion satisfaction, thus protecting mental health professionals from 

burnout and compassion fatigue. The review is limited by the cross-sectional nature of 

the included studies. 

The empirical paper employed a mixed-method design to explore the feasibility and 

acceptability of compassion focused groups for staff working in inpatient mental health 

services. Ten participants completed session-by-session feasibility and acceptability 

measures. Eight participants were interviewed to explore the experience of the group 

and reasons for attrition. In spite of high acceptability ratings, supported by themes of 

positive affect, common humanity and changes in relating to self and others, the group 

had high attrition. Interviews were analysed using thematic analysis, identifying an 

overarching theme relating to systemic barriers to attending with five main themes:  

(1) The nature of the ward; (2) Slowing down is not allowed; (3) It’s not in our nature; 

(4) Guilt and threat; (5) We’re not important. The results indicated that although 

compassion-focused groups may be experienced as a helpful intervention, they are not 
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feasible to offer in the current design unless the identified barriers are addressed. 

Implications for future research, theory development and clinical practice are discussed. 
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Factors Associated with Higher Compassion Satisfaction in Mental Health 

Professionals. A Narrative Review. 

 

Mental health professionals can experience compassion satisfaction as a 

result of helping others and it is suggested that compassion satisfaction 

may protect from compassion fatigue. There is no consensus as to what 

factors may be associated with compassion satisfaction, but a number of 

studies have investigated the possible correlates. The aim of this review 

was to examine research on variables associated with compassion 

satisfaction in mental health professionals. The results highlights factors, 

such as engagement with self-care practices, empathy, competence, 

workplace support and sense of belonging in the workplace, associated or 

predictive of compassion satisfaction. Implications and limitations are 

discussed. 

 

Keywords: compassion satisfaction, mental health professionals, ProQOL 
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Introduction 

Mental health professionals (MHPs) witness distress in their working life. Many of 

those they help have experienced significant traumas in their life prior to accessing 

mental health services. Professionals also work in highly emotive and often demanding 

environments. Unsurprisingly, working in this field can have an impact on the mental 

health of the helper. The well-being of MHPs has been attracting the interest of 

researchers over the past thirty years. An extensive body of literature exists evidencing 

the negative psychological implications for those working with traumatised individuals 

with mental health problems (Collins & Long, 2003; Linley & Joseph, 2007; 

Thompson, Amatea, & Thompson, 2014; Voss Horrell, Holohan. Didion & Vance, 

2011). Compassion Fatigue (CF) is one of the possible implications (Figley, 2002). 

CF is seen (Figley, 1995) as the consequence of being a mental health 

professional. Figley (1995) conceptualises it as the cost the helper pays for the act of 

caring, emotional investment and empathy towards the suffering. In his definition CF is 

a form of caregivers’ burnout. In Stamm’s (2005) concept of the Professional Quality of 

Life (ProQoL), CF has two components – Burnout (BO) and Secondary Traumatic 

Stress (STS). According to Stamm (2010) BO constitutes the feelings of frustration, 

anger, depression, hopelessness and exhaustion in relation to work. STS is related to the 

exposure to a traumatic material of the person the MHP is helping, resulting in similar 

‘symptoms’ to those of the client, such as fear/anxiety, intrusive images, sleep problems 

and avoidance of the reminders of the traumatic event. STS is a similar concept to 

Vicarious Trauma (Pearlman & Saakvitne, 1995). A number of studies examined the 

well-being of MHPs through the concept of ProQoL and found a prevalence of CF 
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(Conrad & Kellar-Guenther, 2006), STS (MacRitchie & Leibowitz 2010) as well as BO 

(Baldschun, Hämäläinen, Töttö, Rantonen & Salo, 2019).  

Poorer staff well-being is suggested to be associated with patients’ experiences and 

outcomes (Maben, 2010) and has been linked to absenteeism and higher turnover in 

organisations (Robertson & Cooper, 2010), which has obvious financial implications. It 

is not surprising that there has been a growing interest in investigating what factors 

precisely may lead to the development of CF, BO and STS in mental health 

professionals. A recent systematic review (Turgoose & Maddox, 2017) investigating 

predictors of compassion fatigue in MHPs found a number of factors associated with 

CF, such as professionals’ own trauma history, mindfulness, empathy and caseload. 

Research findings may inform organisational preventative initiatives, such as staff 

group programmes and individual interventions to help reduce the risk of CF, STS and 

BO, and maximize mental health professionals’ well-being. 

Compassion Satisfaction in Mental Health Professionals 

The positive aspects and psychological implications of being a mental health 

professional have often been overlooked in research, and may offer an important 

contribution to the literature on staff well-being, retention, service and patient outcomes. 

In recent years research on the negative implication of being a ‘helper’ began shifting its 

approach from a problem-oriented one, to focusing on resilience, strengths and factors 

that can contribute to the well-being of the professional (Richardson, 2002). Indeed, 

working in a mental health profession can have many positive aspects that may 

underpin decisions to pursue a career in mental health. Perhaps the most commonly, 

anecdotally reported reason for choosing this career is the desire and opportunity to help 

others in need or in distress. Other positive aspects of working as a helper are seeing 
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people recover (Collins & Long, 2003) and develop personal growth (Linley & Joseph, 

2007). Many MHPs report enjoying their work and experiencing compassion 

satisfaction (Birck, 2001). 

Compassion Satisfaction (CS) is the pleasure and positive feelings one derives 

from helping others (Stamm, 2005). It is the satisfaction a helper experiences in their 

role and is to do with being able to assist a person in their recovery. It also involves how 

MHPs feel about their colleagues and contributions they make to their service, 

organisation, or larger community. Studies suggest that self-reported levels of CS within 

the mental health profession vary, and MHPs can simultaneously experience CS and 

compassion fatigue. However, typically findings suggest that as CS increases, CF 

decreases (Bride, Radey & Figley, 2007) and it is further suggested that CS may protect 

against CF, burnout and secondary traumatic stress (Collins & Long, 2003; Ray, Wong, 

White & Heaslip, 2013; Samios, Abel & Rodzik, 2013; Sprang, Clark & Whitt-

Woosley, 2007; Stamm, 2005). A recent study by Baugerud, Vangbæk and Melinder 

(2018) suggested that a low level of CS was the largest predictor of BO. Given the 

suggested protective role of CS, more and more studies have been recently investigating 

associations between potential individual and organisational factors and CS, to shed 

light on what may promote CS in mental health professionals. 

 

Aim 

There is currently a growing body of research examining factors associated with  

or predicting compassion satisfaction in mental health professionals. A recent meta-

analysis of predictors of CS and compassion fatigue has been undertaken but it focused 

solely on nurses in different specialties (Zhang, Zhang, Han, Li, Wang, 2018). The 
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analysis found that positive affect was significantly associated with CS, but 

demographic or professional factors were not. To our knowledge, no systematic review 

of literature for wider MHPs has been carried out. Given the distinct nature of working 

within mental health care, a review of the existing studies examining CS of 

professionals working in this specific setting, is warranted. The aim of the current 

review is to answer the following question: 

 

What factors are associated with higher compassion satisfaction in mental health 

professionals? 

There is large body of research that examines correlations between CS and 

compassion fatigue, burnout and secondary traumatic stress. Compassion satisfaction 

might be related to many factors, other than CF, BO and STS. The primary aim was to 

investigate individual and organisational correlates, other than CF, BO and STS, in 

mental health professionals. 

 

Method 

 

Inclusion and exclusion criteria 

Compassion Satisfaction is commonly measured by the ProQoL scale. The scale 

replaced the Compassion Fatigue Self-Test (CFS; Figley, 1995), which has been noted 

to have psychometric problems. Given that a body of literature exists using the later 

ProQoL scale, only studies that used this validated measure of CS have been included in 

this review. The other inclusion requirement was for the studies to investigate factors 

associated with CS, other than CF, BO and STS; studies using quantitative analyses 
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(with cross-sectional, longitudinal, correlational, experimental or quasi-experimental 

design, or mixed methods); studies with participants who worked as mental health 

professionals; studies published in peer-reviewed journals, between January 1990 and 

April 2020; and studies published in English or where an English translation was 

accessible. 

 Qualitative studies; studies with participants who do not work as mental health 

professionals or are in training or volunteers; and studies that did not use ProQoL as a 

measure of CS, were excluded from this review. 

 

Search strategy 

Five databases (PsycINFO, PubMed, Medline, CINAHL, PILOTS) were searched in 

January 2020 and re-run in April 2020 to identify relevant studies. The search strategy 

encompassed the following search terms: "compassion satisfaction" AND (predict* OR 

"protective factor*" OR protect* OR cause* OR correlate* OR associate* OR resilience 

OR vulnerable OR vulnerability OR risk OR “risk factor*”) AND ("mental health 

nurse*" OR "psychiatric nurse*" OR therapist* OR psychotherapist* OR psycholog* 

OR counse?lor OR "mental health physician*" OR “mental health practitioner” OR 

"mental health professional*" OR "mental health staff" OR psychiatr* OR "social 

worker*"). 

 In addition to searching the five databases, a search of reference lists of all 

articles included was carried out, identifying nine additional studied that warranted 

screening. 
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Results 

The search yielded a total of 475 studies out of which 371 were identified as duplicates 

or not meeting the inclusion criteria after screening title and abstracts. The remaining 

104 research articles were examined in more detail to determine whether they met the 

inclusion criteria, and a further 69 were excluded with reasons, leaving a total of 35 

studies included in the review. A breakdown of the study selection process can be found 

in the Prisma Flow Diagram in Figure 1. 

The selection process for inclusion eligibility was carried out by the first author. 

To ensure reliability and replicability in the decision-making process, the second and 

third author screened two papers against the inclusion/exclusion criteria. 

 

Overview of study design and demographic information 

 

The studies included in this review were published in 2007 or after. Any studies 

published after April 2020 were not included in this review. Seventeen studies were 

conducted in USA, two in Canada, one in Mexico, two in Australia, three in the UK, 

one in Norway, one in Sweden, one in Spain, two in Italy, two in Greece and three in 

Israel. Thirty-three studies were quantitative and employed a cross-sectional design. 

Two studies (Killian, 2008; Lusk & Terrazas, 2015) were mixed methods employing a 

cross-sectional design investigating factors associated with CS. All studies used the 

ProQoL measure of CS, however different versions of the measure were utilised (the 

third, fourth or fifth edition) and several studies did not report which version they used. 

All studies performed correlational, linear or multiple regression analyses to examine 

relationships between CS and the investigated variables. Independent samples t-tests 
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were employed to examine difference between dichotomous groups (i.e. gender, 

workplace settings). 

 

Figure 1. PRISMA Flow Diagram 

 

The sample sizes ranged between 31 and 1,121 participants, with a median of 

174. The study samples consisted of mental health professionals – 13 studies focused 

solely on social workers, 9 examined psychotherapists, 2 consisted of mental health 

nurses and 11 studies investigated mixed samples of mental health workers from a range 

of disciplines (i.e. psychologists, psychiatrists, family therapists, social workers and 

mental health nurses).  



 
 

21 

Overview of study quality 

A critical appraisal tool for cross-sectional studies (AXIS; Downes, Brennan, Williams 

& Dean, 2016) was used to assess the methodological quality of the included studies 

and to examine the potential for bias in the design, conduct and analysis of their studies 

(Downes et al., 2016). The scale consists of 20 items measuring different aspects of 

study quality, such as: justification of the sample size, representativeness of the sample, 

response rate, use of validated measures, description of the statistical analyses, 

declaration of funding and conflicts of interest. Each study can score between 0 to 20, 

with highest score reflecting highest quality (lowest risk of bias). 

The quality assessment was used to inform the synthesis and interpretation of the study 

results. 

 

Factors associated with Compassion Satisfaction 

Studies included in this review investigated a wide range of factors associated with CS, 

such as: years of experience (e.g. Wagaman, Geiger, Shockley & Segal, 2015), age (e.g. 

Sodeke-Gregson, Holttum & Billings, 2013), gender (e.g. Bae et al., 2019), experience 

of trauma (e.g. La Mott & Martin, 2019), self-care practices (e.g. Cuartero & Campos-

Vidal, 2018), workplace support and belongingness (e.g. Killian, 2008), competence 

(e.g. Craig & Sprang, 2010),  empathy (e.g. Laverdière, Ogrodniczuk & Kealy, 2019), 

hours of clinical contact per week (e.g. Beder et al., 2012) and work autonomy (e.g. 

Cetrano et al., 2017). A summary of main findings is listed in Table 1. (Appendix 2).
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Demographic variables: Years of Experience, Age and Gender 

The demographic variable most frequently reported in the studies was the amount of 

professional experience. Seventeen studies investigated the relationship between years 

of experience and compassion satisfaction (Avieli, Ben-David & Levy, 2016; Bae et 

al.,2019; Beder, Postiglione & Strolin-Goltzman, 2012; Bloomquist, Wood, 

Friedmeyer-Trainor & Kim, 2016; Carmel & Friedlander, 2009; Craig & Sprang, 2010; 

Itzhaki, Peles-Bortz, Kostistky, Barnoy, Filshtinsky & Bluvstein, 2015; Kjellenberg, 

Nilsson, Daukantaité & Cardeña, 2014; Laverdière, Kealy et al., 2019; Lusk & Terrazas, 

2015; Mangoulia, Koukia, Alevizopoulos, Fildissis & Katostaras, 2015; Salloum, 

Kondrat, Johnco & Olson, 2015; Sodeke-Gregson et al., 2013; Thomas, 2013; Thomas 

& Otis, 2010; Towey-Swift & Whittington, 2019; Wagaman et al., 2015). Of these 

seventeen studies, twelve reported significant associations between years worked in the 

profession and compassion satisfaction. Ten studies found that with increased years of 

experience as a mental health professional, there was an increase in CS. Avieli et al. 

(2016) found that higher CS was predicted by five or more years of experience. In one 

study (Thomas, 2013) however, it was a significant but small positive correlation. Two 

studies (Salloum et al., 2015; Towey-Swift &Whittington, 2019) found a significant 

negative effect: lower CS was predicted by more years of experience. In the first study, 

MHPs who worked more than one year reported lower CS. In the latter study, this 

relationship became insignificant when other factors were added to the regression 

analysis. Sodeke-Gregson et al. (2013) also found that although there was a positive 

association between years of clinical experience and CS, CS was not significantly 

predicted by experience, but other factors predicted it.
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With regard to non-significant findings, five studies found that there were no significant 

associations between years of experience and CS (Beder et al., 2012; Itzhaki et al., 

2018; Kjellenberg et al., 2014; Mangoulia et al., 2015; Thomas & Otis, 2010). 

 In terms of age, fourteen studies investigated potential associations between age 

and CS, though their results are inconsistent. Five studies found a positive correlation 

between age and CS (Carmel & Friedlander, 2009; Sodeke-Gregson et al., 2013; 

Somoray, Shakespeare, Finch & Armstrong, 2017; Sprang, Clark & Whitt-Woosley, 

2007; Thomas, 2013. In three of those studies (Sodeke-Gregson et al., 2013; Somoray, 

et al., 2017; Sprang et al., 2007) older age predicted higher CS. However, one study 

found a negative correlation between age and CS (Kjellenberg et al., 2014) suggesting 

that younger age was correlated with higher CS. Eight studies found no association 

between age and CS (Bae et al., 2019; Baugerud, Vangbæk & Melinder, 2018; Itzhaki et 

al., 2018; Rossi el al., 2012; Salloum et al.,2015; Thomas & Otis, 2010; Towey-Swift & 

Whittington, 2019; Van Hook & Rothenberg, 2009). 

With regard to gender, ten studies investigated the relationship between gender 

and CS (Bae et al., 2019; Beder et al., 2012; Craig & Sprang, 2010; Laverdière, Kealy et 

al., 2019; Rossi el al., 2012; Salloum et al., 2015; Sprang et al., 2007; Thomas, 2013; 

Thomas & Otis, 2010; Van Hook & Rothenberg, 2009). Nine of the studies found no 

association between the two variables. The study of Salloum et al. (2015) is the only 

study that found gender significantly associated and predicting CS, with women 

reporting higher CS. 
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Experience of Trauma 

Six studies explored whether and how mental health professionals’ own trauma is 

associated with compassion satisfaction (Itzhaki et al., 2018; La Mott & Martin, 2019; 

Sodeke-Gregson et al., 2013; Thomas & Otis, 2010; Thomas, 2013; Somoray et al., 

2017). Four studies assessed the presence of personal or work-related trauma by asking 

single question(s) about the presence of childhood/adult trauma history within the 

demographic and background questionnaires. One study (Itzhaki et al., 2018) used the 

Violence Exposure Questionnaire (Itzhaki et al., 2015), whereas La Mott and Martin 

(2019) used the Adverse Childhood Experiences Questionnaire (ACE; Felitti et al., 

1998), which consists of 10 questions asking about the frequency and type of adverse 

childhood experiences the MHP had encountered. The results of the studies are mixed. 

The study of La Mott and Martin (2019) found that higher CS levels were reported by 

providers with no history of ACE, in comparison to those with a history of ACE 

(regardless of the type and quantity of the experiences), whilst Somoray et al. (2017) 

found that higher personal history of trauma (but not work-related trauma) predicted 

higher CS. The results of the four studies (Itzhaki et al., 2018; Sodeke-Gregson et al., 

2013; Thomas, 2013; Thomas & Otis, 2010) suggest that there are no significant 

associations between trauma history (in the adulthood or childhood) and CS. However, 

work-related trauma was associated with increased work stress, which in turn was 

associated with lower CS in the study of Itzhaki et al. (2018). 
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Self-care practices 

The factor most commonly investigated were self-care practices, with eleven studies 

examining the associations between self-care practices and CS (Bae et al., 2019; 

Bloomquist et al., 2016; Cetrano et al., 2017; Cuartero & Campos-Vidal, 2018; Killian, 

2008; La Mott & Martin, 2019; Lawson & Myers, 2011; Salloum et al., 2015; Sodeke-

Gregson et al., 2013; Wachter, Schrag & Wood; 2019; Xu, Harmon-Darrow & Frey; 

2019). Of the eleven studies, nine found that self-care was significantly positively 

associated with compassion satisfaction. 

 None of the studies used the same measure of self-care which leads to 

challenges in making inferences and generalising the findings. Two studies used formal 

measures of work-life balance (Bae et al., 2019; Cetrano et al., 2017), seven studies 

used six different self-care or coping strategies scales (Bloomquist et al., 2016; Cuartero 

& Campos-Vidal, 2018; La Mott & Martin, 2019; Salloum et al., 2015; Sodeke-Gregson 

et al., 2013; Wachter et al., 2019; Xu et al., 2019). Only two studies used the same 

measure of self-care (Bloomquist et al., 2016; Xu et al., 2019), although Xu et al. (2019) 

used an adapted version of the scale used by Bloomquist et al. (2016). One study used a 

non-validated measure of self-care activities and strategies developed by the researcher 

based on the qualitative part of their study (Killian, 2008). Seven studies measured a 

range of activities within the self-care construct, including activities within work (i.e. 

engaging in supervision, peer support, research and development activities) and several 

different self-care domains outside work (i.e. engaging with leisure activities, hobbies, 

exercise, spiritual self-care), whilst two studies measured the perception of balance 

between work and private life (Bae et al., 2019; Cetrano et al., 2017) and two studies 

used scales that primarily measured work-related self-care activities (Lawson & Myers, 
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2011; Salloum et al., 2015). The study of Salloum et al. (2015) investigated a specific, 

trauma-informed type of self-care, which included using regular supervision, peer 

support and training. 

 Higher CS was predicted by higher instances of self-care perception, beliefs and 

behaviours (La Mott & Martin, 2019; Bloomquist et al., 2016; Salloum et al. (2015) and 

better work-life balance (Bae et al., 2019) after controlling for other socio-demographic 

variables (i.e. gender, years of practice, client contact per week) in two of the studies 

(La Mott & Martin, 2019; Bloomquist et al., 2016). In the study of La Mott and Martin 

(2019), each domain of self-care (physical, psychological, emotional, professional, 

spiritual, work-life balance) was positively associated with CS, and other studies 

suggested that the more frequently professionals engaged with self-care or coping 

behaviours, the higher they reported their CS to be (Cuartero & Campos-Vidal, 2018; 

Lawson & Myers, 2011; Sodeke-Gregson et al., 2013; Wachter et al., 2019). On the 

other hand, perceived higher interference of work with personal life (Bae et al., 2019; 

Cetrano et al., 2017) or personal life interference with work (Bae et al., 2019), was 

associated with lower CS. 

Two of the eleven studies found self-care to not significantly predict CS 

(Killian, 2008; Xu et al., 2019). The study of Killian (2008) however used a non-

validated list of self-care behaviour and strategies that emerged from their qualitative 

study and the study of Xu et al. (2019) although relatively high in quality, had a small 

sample and low response rate. 
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Workplace Support and Belongingness 

 

Eight studies explored the potential relationship between CS and perceived 

supportiveness of the work environment, and found significant positive associations 

between workplace support and belongingness and CS. Somoray et al., (2017) found 

that higher CS was strongly predicted by workplace belongingness. A similar finding 

was reported in another study (Baugerud et al., 2018), where CS was positively 

associated with a sense of belonging to an inspiring organisation and perceived superior 

and co-worker support, as measured by the QPS Nordic, mentioned earlier, and The 

Relationship Questionnaire (Bartholomew & Horowitz, 1991). In the study of Killian 

(2008), higher CS was predicted most significantly by higher perceived social support, 

followed by sense of autonomy (accounting for 41 per cent of variance). Cetrano et al. 

(2017) found that higher CS was predicted by higher perceived quality of meetings and 

perceived security about future, after controlling for other variables (as measured by the 

Quality of Working Life Questionnaire, mentioned previously). One study found that 

psychiatric nurses who perceived their working environment and teamwork as very 

good, reported more CS (Mangoulia et al., 2015), although this study used a non-

validated questionnaire to measure work environment therefore these results need to be 

interpreted with caution. Towey-Swift and Whittington (2019) and Wachter et al., 

(2019) both using the validated Areas of Worklife Scale (AWS; Leiter & Maslach, 

2011) found that a sense of community in work was correlated with higher reported CS. 

However, only workload remained significant at multivariate analysis in the study of 

Towey-Swift and Whittington (2019), and the relationship between community and CS 

was fully mediated by coping behaviours in the study of Wachter et al. (2019). 
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With regard to supervision, the study of Sodeke-Gregson et al. (2013) suggests that 

positive beliefs about supervision and more time spent time in supervision, as measured 

by the Coping Strategies Inventory (CSI; Bober, Regehr & Zhou, 2006) were both 

positively associated with CS. Furthermore, higher CS was also predicted by higher 

perceived management support and supervision support. One study (Laverdière, Kealy 

et al., 2019) found no association between CS and the experience of supervision, 

however this study rated as lower quality than the study of Sodeke-Gregson et al. (2013) 

with a high response rate. 

 

Competence 

 Eight studies (Baugerud et al., 2018; Carmel & Friedlander, 2009; Cetrano et al., 2017; 

Craig & Sprang, 2010; Finzi-Dottan & Kormosh, 2016; Lakioti, et al., 2020; Sodeke-

Gregson et al., 2013; Sprang et al., 2007) examined associations between CS and 

training, perceived competence/mastery, self-efficacy and professional self-esteem. All 

of these variables were measured differently but share similar features, for example 

training is likely to lead to an increased competence, self-efficacy and professional self-

esteem. These constructs share a sense of being able to do your work well. All have 

been found associated with CS. Three studies found that CS was positively associated 

with: experience or competence in working with a specific client group (Carmel & 

Friedlander (2009), sense of mastery at work (Baugerud et al., 2018) as measured by the 

valid and reliable Nordic Questionnaire for Psychological and Social Factors at Work 

(QPS Nordic; STAMI, 2001), higher professional self-esteem (Finzi-Dottan & 

Kormosh, 2016) as measured by The Professional Self-esteem Scale (Carmel, 1997) 

showing a high reliability score. Higher CS was also predicted by higher counselling 



 
 

29 

self-efficacy (Lakioti et al., 2020) assessed by the Counsellor Activity Self-Efficacy 

Scale (CASES; Lent, Hill & Hoffman, 2003). Findings of two studies suggest that 

specialist trauma training was positively associated with higher CS in professionals 

(Craig & Sprang, 2010; Sprang et al., 2007), and one study found that more days of 

trauma training since qualification was associated with higher reported CS (Sodeke-

Gregson et al., 2013). However, Cetrano et al. (2017) found that higher CS was 

predicted by higher perceived need for training (as measured by the Quality of Working 

Life Questionnaire mentioned earlier). This may seem contradictory. It is possible that 

the professionals felt they have not had enough training. It is also plausible that 

previously received training increased their awareness of the importance of continuous 

professional development. 

 

Empathy 

Six studies assessed the links between empathy and CS (Lakioti, Stalikas & 

Pezirkianidis, 2020; Laverdière, Kealy et al., 2019; Laverdière, Ogrodniczuk et al., 

2019; Thomas, 2013; Thomas & Otis, 2010; Wagaman et al., 2015) and one study 

examined the relationship between self-differentiation and CS (Finzi-Dottan & 

Kormosh, 2016), and one studied emotional separation (Thomas & Otis, 2010), which 

are similar concepts to ‘self-other awareness’, one of the component of the empathy 

construct measured in the study of Wagaman et al. (2015). 

Empathy was measured using different instruments. Three studies (Laverdière, 

Ogrodniczuk & Kealy, 2019; Thomas, 2013; Thomas & Otis, 2010) used The 

Interpersonal Reactivity Index (IRI; Davis, 1983) consisting of four scales measuring 
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different components of dispositional empathy (Empathic Concern, Perspective Taking, 

Fantasy and Personal Distress). One study (Lakioti et al., 2020) used the abbreviated 

version of the IRI - the Brief Interpersonal Reactivity Index (B-IRI; Ingoglia, Lo Coco, 

& Albiero, 2016). One study (Laverdière, Kealy et al., 2019) used the Toronto Empathy 

Questionnaire (TEQ; Spreng, McKinnon, Mar & Levine, 2009) a self-report measure 

that assesses the respondent’s perception of their own ability to empathise. One study 

(Wagaman et al., 2015) used The Empathy Assessment Index (EAI; Gerdes, Lietz & 

Segal, 2011), a self-report instrument that has four subscales measuring the components 

of interpersonal empathy (Affective Response, Self–Other Awareness, Perspective 

Taking and Emotion Regulation). In terms of investigating the relationship between the 

mental health professional’s ability to separate themselves from the client, Thomas and 

Otis (2010) used the Maintenance of Emotional Separation Scale (Corcoran, 1982, 

1983) measuring the ability to disengage from the client’s emotional experience, 

whereas Finzi-Dottan & Kormosh (2016) investigated self-differentiation using Haber’s 

Self-differentiation Scale examining self-differentiation on two factors: Emotional 

Maturity and Emotional Dependency. 

All seven studies found significant associations between empathy, the empathy 

components and CS. In the study of Laverdière, Kealy et al. (2019) dispositional 

empathy was a strong predictor of CS. With regard to the components of the empathy 

construct as measured by the Interpersonal Reactivity Index, Thomas (2013) found that 

CS had a strong positive correlation with perspective taking. Laverdière, Kealy et al. 

(2019) also found lower CS levels associated with lower and moderate levels of the 

perspective taking, if the MHP provided only individual therapy. Higher CS was 

associated with the higher end of perspective taking, regardless of whether the MHP 

worked with individuals exclusively versus in the context of multi-person treatment 
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settings. In this study, CS was also modestly positively associated with empathic 

concern. In other words, psychotherapists who strongly wished to alleviate others' 

suffering experienced greater CS in their work. Thomas and Otis (2010) found a similar 

positive correlation between CS and empathic concern, however in their study the 

association was weak. In terms of the self-other awareness/ emotional separation, three 

studies found that higher CS was predicted by higher emotional separation (Thomas & 

Otis, 2010) as measured by the Maintenance of Emotional Separation Scale, higher self-

others awareness (Wagaman et al., 2015), the cognitive component of empathy as 

measured by the Empathy Assessment Index and, higher level of self-differentiation as 

measured by the Self-differentiation Scale, in the study of the highest quality (Finzi-

Dottan & Kormosh, 2016). Higher CS has also found to be significantly predicted by 

higher affective response, the physiological component of empathy (Wagaman et al., 

2015), which may be inconsistent with two other studies (Laverdière, Ogrodniczuk et 

al., 2019; Thomas, 2013) of a slightly higher quality. The two studies found that CS was 

negatively associated with personal distress, the physiological component of empathy. 

Thomas and Otis (2010) also found negative associations between personal distress and 

CS, although the association was weak. In the later study of Thomas (2013), higher 

personal distress predicted lower levels of CS. Wagaman et al. (2015) suggested that the 

aforementioned affective response is different to personal distress, and may only lead to 

personal distress if left unregulated.  

 

Clinical hours per week 

 

 Six studies investigated the relationship between the hours per week professionals spent 

working clinically, and levels of CS. Their findings are mixed. Two studies 
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(Kjellenberg et al., 2014; La Mott & Martin, 2019) found that CS did not appear to be 

correlated with clinical contact hours per week. However, three studies suggested 

significant correlations. Two found that lower CS was predicted by higher number of 

clinical contacts per week (Killian, 2008) and was negatively associated with working 

clinically more that 50 per cent of their week (Beder et al., 2012). One study which 

investigated time spent engaging in research and development activities (Sodeke-

Gregson et al., 2013) found that the more time was spent engaging in these activities, 

the more CS the professional reported. On the other hand, Lusk and Terrazas (2015) 

found that CS had moderate positive associations with hours per week, suggesting that 

as hours of working with clients per week increased, so did CS. However, this study 

was of the lowest quality rating which should be taken into consideration when 

interpreting the results.   

 

Work Autonomy 

Five studies that investigated association between a sense of autonomy in work and 

compassion satisfaction, found positive correlations (Bae et al., 2019; Cetrano et al., 

2017; Killian, 2008; Towey-Swift & Whittington, 2019; Wachter et al., 2019) 

suggesting that the higher the professional perceived their workplace autonomy to be, 

the higher their self-reported CS levels were. Wachter et al. (2019) found that the 

relationship between control and CS was fully mediated by the amount of time spent 

engaging with coping strategies, from: time spent with family, engaging with hobbies 

and exercise, to regular supervision and discussing cases in team meetings. 

Three studies used three different questionnaires measuring autonomy and only 

two studies used the same scale. This affects how generalisable the findings can be 
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since they may measure different constructs. The study of Bae et al. (2019) used the 

Work Autonomy Scale (Breaugh,1999) with good reliability, and the study of Cetrano 

et al. (2017) used the Quality of Working Life Questionnaire developed by Gosetti 

(2014; as cited in Cetrano et al., 2017). Killian (2008) utilised five questions measuring 

a sense of autonomy or locus of control developed by other researchers’ in their study 

(Trudeau, Russell, de la Mora & Schmitz, 2001). The remaining two studies (Towey-

Swift & Whittington, 2019; Wachter et al., 2019) used The Areas of Worklife Scale 

(AWS; Leiter & Maslach, 2011) measuring six areas of work life/ person-job 

congruence (Workload, Control, Reward, Community, Fairness, Values) which yielded 

good reliability. 

 

 

Discussion 

The aim of this review was to explore factors that are associated and predict compassion 

satisfaction amongst mental health professionals. Thirty-five studies were included in 

this review and investigated a variety of factors. In spite of this variety, the review 

identified a number of main common factors that were examined. Several studies 

reported mixed results with regard to certain variables, including age, experience of 

trauma, clinical contacts per week, therefore it is not clear whether these variables are 

associated with CS and if so, what the nature of this relationship is. A high proportion 

of studies investigated other variables and found positive associations with CS 

suggesting they may act as ‘enhancers’ for CS. These variables were years of 

experience, self-care, workplace support, competence, autonomy and empathy.  

 With regard to years of experience, it is possible that some professionals had 

high levels of CS at the start of their career and have stayed in their role for longer as a 
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result. It may also be that with increasing years in the field, MHPs accumulate 

experience which contributes to a greater sense of gratification. However, it is 

reasonable to assume that the relationship between years of experience and CS is 

mediated by other factors. For example, with years in the field comes knowledge and 

competence which helps with self-efficacy and feeling more able to do a better job in 

the caring role. It is also possible that with years individuals acquire more coping 

strategies, which increases psychological resilience, in turn helping to derive more 

satisfaction from their job even in face of challenges. It is also plausible that the more 

experienced professionals become, the more of a supervisory role they take on, thus 

spending less time in a clinical role (though, still helping their, more junior colleagues). 

Other factors (e.g. organisational or individual variables) may also be contributing to 

higher CS.  

The findings regarding the relationship between self-care and CS are consistent 

with Figley’s (2002) and other research concerning the role of engaging with self-care 

behaviours and keeping a work-life balance in the maintenance of caring for others, job 

satisfaction or quality of life in health care professionals (Sanchez-Reilly et al., 2013). 

This review shed light on the variety of ways self-care can be defined, domains it 

consists of (i.e. work-life balance versus work-life interference, trauma-informed self-

care, professional, emotional, psychological, physical and spiritual self-care, leisure 

activities) and settings within which it can be utilised (within work versus outside 

work). Better work-life balance was found to be associated with higher CS, after 

controlling for variables such as: gender, age and years of experience. Furthermore, 

professionals who perceived self-care more positively and engaged more frequently 

with self-care behaviours, reported higher CS. These findings are consistent with the 

results of other studies (Goncher, Sherman, Barnett & Haskins, 2013). They are also 
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consistent with the review of Turgoose and Maddox (2017) identifying coping 

behaviours as risk or protective factors associated with compassion fatigue, depending 

whether it was a maladaptive or adaptive coping behaviour. This review found that each 

self-care activity measured was positively associated with CS amongst MHPs. 

Furthermore, the more self-care behaviours professionals engaged with, the higher their 

professional quality of life was, regardless of the type of self-care activity. Further 

research might look into the relationship between different self-care behaviours and CS 

and examine the relationships between self-care, CS and compassion fatigue. 

The review of Turgoose and Maddox (2017) found that empathy was positively 

correlated with CF, however it was difficult to establish whether more empathic 

individuals are indeed more at risk of developing CF, because the latter can potentially 

also lead to a decrease in empathy. The review suggested that empathy was  

a risk factor only if a clinician had a history of trauma. Not enough studies in this 

review examined the relationship between personal trauma and CS, and results of the 

studies that have are inconclusive. However, this review revealed that dispositional 

empathy can also be strong predictor of CS, not just a risk factor for CF. It illuminates 

the relationships between different facets of empathy and CS. Studies in this review 

found that higher empathic concern, higher end of perspective taking and increased 

affective response all related to higher CS. It is suggested that it is the personal distress 

dimension of empathy that may predict both lower CS and higher CF.  On the other 

hand, self-other awareness, emotional separation or self-other differentiation predicted 

higher CS. It could be speculated whether the ability to differentiate between oneself 

and the other might regulate the affective response, thus preventing distress. Further 

research is warranted to clarify this. 
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Research relating to workplace factors highlighted a range of important 

variables. The factors that were most commonly studied and that found significant 

positive relationships with CS were autonomy, support and workplace belongingness. 

Having an increased sense of control and autonomy in their day-to-day work was 

associated with an increased CS, which has been found in other studies (Iliopoulou & 

While, 2010).  Higher CS was positively associated or predicted by higher perceived 

sense of belongingness to the organisation, support from colleagues and management. 

This is consistent with other literature investigating the relationships between social 

support and job satisfaction (Acker, 2004; Ducharme & Martin, 2000; Harris et al., 

2007), connectedness and the quality of working life (Hannif, Nadiyah & Fernando, 

2008). The work of Gilbert (2015a; 2015b) and Lucre (2018) suggests that experiencing 

compassion from others affects how people process and respond to threat and stress 

within the organisation and increase professional quality of life. Working in a service 

with limited resources and high demands may lead to MHPs spending less time with 

patients and more time performing administrative tasks, which may lead to fatigue and 

burnout.  It would be interesting to explore whether receiving support within a 

workplace, in the form of sessions facilitating the opportunity to experience compassion 

leads to an increase in CS because it changes the perception of how professionals feel 

about their work and/ or because of a change in their practice, or whether and how other 

variables (e.g. regulation of affective response and affiliative emotions) play a part in it. 

The present literature found an inconclusive relationship between supervision 

and CS. This seems in contrast with wider literature that found that supervision was 

associated positively with job satisfaction (Schroffel, 1999; Hyrkäs, 2005). Some facets 

of self-care constructs in the included studies did involve seeking and engaging with 

supervision and found positive associations. Future studies could investigate which 
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aspects of self-care, and which aspects of supervision and social support (e.g. 

instrumental or emotional) are related to CS and how. Supervision might enhance 

professionals’ competence and mastery since it may involve aspects of teaching, as well 

as promote professionals’ CS through reflecting on ‘cases that went well’ thus boosting 

professionals’ self-efficacy and self-esteem. Supervision might also be playing a role in 

enhancing or preserving clinicians’ perspective taking and empathic concern, whilst 

regulating professionals’ affect. Future research could explore a potentially mitigating 

role of supervision in the relationship between CS and empathy. 

Implications 

To our knowledge this is the first literature review focusing on the positive aspect of 

helping others, i.e. compassion satisfaction, and associated factors that may promote it. 

One of the strengths of this review is a high number of studies that were included 

providing an overview of investigated factors and allowing to extract factors most 

commonly investigated. This review emphasises that as well as compassion fatigue, 

mental health professionals also experience compassion satisfaction. It is possible that 

CS is what motivated an individual to seek this type of career in the first place. It is 

suggested that this factor might buffer against the experience of CF, secondary 

traumatic stress or burnout. Many factors are associated and predict higher CF as well 

as lower CS, thus contributing to an increase in vulnerability of the professional. This 

review provides information that highlights most commonly researched factors that can 

promote CS. The review provides a better understanding of how different facets of 

empathy may be related to CS; which may be risk factors and which may be protective 

of CS. The review also highlights that some factors related to CS are individual and 

place responsibility on the professional to pay attention to, such as frequent engagement 

in self-care behaviours, use of support, engagement in continuous professional 
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development and training. However, the majority of factors are workplace related and 

all factors, even the individual ones, require mental health care organisations and 

services, to fully support and help professionals to engage with, in order to maintain and 

enhance their CS and mitigate their CF, BO and STS.  

 In the context of decreased NHS resources, it is unlikely that MHPs will have a 

reduced workload. Because of the nature of the profession, it is also expected it will be 

emotionally demanding. Engaging in self-care behaviours is crucial but not enough to 

maintain professional quality of life. It is also not enough to only engage with self-care 

behaviours outside of work. This review highlighted that more attention needs to be 

given to organisational and service level initiatives and interventions promoting 

workplace belongingness and managerial and social support. Encouraging service 

managers to build in worktime and protect the time and space for mental health staff to 

engage with professional and other self-care behaviours regularly during work, is 

required. Facilitation of staff group sessions and practices that could improve a sense of 

connectedness, community and sense of belongingness, is needed. Sessions like these 

may also help staff regulate their affect, enhance perspective taking, empathic concern 

and self-other differentiation. Research on Schwartz Rounds (Goodrich, 2011; Maben et 

al., 2018) suggest that the rounds taking place in the workplace is a promising avenue 

for healthcare staff, with outcomes indicating increased empathy, compassion for others 

and changes in practice. Further research is needed examine the various interactions 

between the different facets of empathy and self-care and CS, as well as research 

examining the role engaging in more compassionate behaviours and self-other 

differentiation may play in deriving satisfaction from helping others. 
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Limitations and Future Directions 

All of the studies included in this review were cross-sectional in nature, therefore 

caution needs to be exercised when interpreting results of the research as one cannot 

infer causality from correlational analyses. More experimental and longitudinal research 

is needed to determine which factors affect CS.  

 Studies included in the research suffered from a varied degree of selection bias 

due to selection processes and levels of response rate. It is possible that professionals 

who did not participate in the research had lower CS levels, and those that did 

participate responded to questions in a biased way due to a ‘social desirability bias’, or a 

belief that MHPs should be highly functioning and coping individuals and be highly 

satisfied in their job. 

Including qualitative studies in this review would have shed more light or 

provided more information about other potential variables leading to higher CS. 

Furthermore, no intervention studies identified in the search met inclusion criteria for 

this review. The study of Lucre (2018) investigating compassion-focused staff support 

for perinatal staff had promising outcomes. More research is needed investigating the 

effectiveness of interventions and organisational initiatives in improving the 

professional quality of life, including CS in MHPs 

Another limitation relates to how constructs, for example how self-care, 

empathy or CS are defined, operationalised and measured. For example, studies within 

this review used different measures of self-care, which included a variety of self-care 

behaviours overlapping with other factors. There is a need to develop a more precise 

definition and more consistency with regard to using the same validated measure. This 

review only included studies that measured CS using one measure (ProQOL). This 
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could have limited the scope of the review as there may have been studies investigating 

variables associated with job satisfaction in mental health professionals using different 

measures. 

The majority of studies included in this review were conducted in the USA, 

whilst only three studies took place in the UK, thereby limiting the generalisability of 

the findings to the UK context. More research is needed investigating CS and its 

correlates in the context of the NHS to produce more generalisable findings.  

 

Conclusion 

This review explored the literature concerning possible factors associated with higher 

compassion satisfaction in mental health professionals. CS may help MHPs to remain 

well in their caring role and remain in their job for longer. Knowing what factors are 

associated with CS can help organisations as well as the professionals themselves to 

take steps to improve their professional quality of life. Whilst there are potential risk 

factors that may diminish CS, such as personal distress and increased clinical contact 

hours, there are also factors may help maintain or enhance CS, in particular self-care, 

sense of belongingness and support in the workplace, including providing space to 

promote perspective taking, empathic concern. The review provided more 

understanding of the variety of variables that may play a role in the maintenance of CS. 

It highlighted a need for further research of the complex relationships between the 

different aspects of empathy, self-care and organisational factors. It also highlighted the 

need for more experimental research exploring the potential effect of organisational 

initiatives and interventions on the professional quality of life of MHPs. Longitudinal 

research is required to establish how CS changes over time and determine causal 
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relationships. It would also provide information whether interventions addressing CS 

lead to higher retention MHPs in the long-term and improved patient care.
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Appendix 2. 

Table 1: Overview of Study Characteristics, Main Findings and Quality ratings 

No Study Sample size and 
characteristics 

Country Measures Quality 
 

Main findings 

1. Avieli, Ben-
David  
& Levy (2016) 

 

183  
Professional  

and Volunteer 
Mental Health 

Workers 
 
 

Israel Professional Quality of Life 
(ProQOL), 

Ethical Behaviour 
Questionnaire. 

15 Professional practitioners reported higher CS than volunteers. 
Increased CS was positively associated and predicted by more 

years of experience and ethical behaviour 
CS was negatively associated with STS and BO. 

 

2. Bae, Jennings, 
Hardeman et al. 
(2019) 

 

120  
Social Workers 

USA ProQOL, 
Brief Emotional Intelligence 

Scale (BEIS-10), 
Breaugh’s Work Autonomy 

Scale, 
Hayman’s Work-life 
Balance Scale, Socio-

demographic Questionnaire. 

16 CS was positively associated with emotional intelligence, work 
autonomy and work-life balance after controlling for 
sociodemographic factors -gender, race, marital status, license 
status, practice role, and years of practice. 

Higher CS was associated with higher work/personal life 
enhancement. Lower CS was correlated with increased work 
interference with personal life and increased personal life 
interference with work. 

CS was associated positively with years of experience & active 
social work licensure status. 

CS was not associated with age, gender & race. 
 

3. Baugerud, 
Vangbæk, 
Melinder (2018) 

 

506  
Child Protection 

Workers 

Norway ProQOL V, 
The Nordic Questionnaire 

for Psychological and Social 
Factors at Work (QPS 

Nordic), The Relationship 
Questionnaire. 

16 Higher CS was positively correlated and predicted by positive 
challenges at work, then mastery of work, followed by internal 
motivation to work and organisational commitment to fostering 
engagement in work. 

CS was not associated with age and attachment style of the 
professional. 

CS was negatively associated with BO. Low levels of CS were the 
largest predictor of BO, followed by workload. 
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No Study Sample size and 
characteristics 

Country Measures Quality 
 

Main findings 

4. Beder, 
Postiglione, 
Strolin-Goltzman 
(2012) 

 

535  
Social Workers 

USA ProQOL, 
Socio-demographic 

Questionnaire. 

14 Case managers, those that were personally in the military or having 
a family member in the military reported higher CS, when 
controlling for other variables.  

Lower CS was predicted by working 50% or more of their time per 
week with veterans. 

CS was not associated with years of experience and gender.  
 

5. Bloomquist, 
Wood,  
Friedmeyer-
Trainor et al. 
(2016) 
 

786  
Social Workers 

USA ProQOL V, 
Self-care Practice Scale, 

Self-care Perception Scale 

13 Higher CS was correlated and predicted by more positive 
perceptions of self-care, more practice of professional and 
emotional self-care, and by more years of experience. 

 

6. Carmel & 
Friedlander 
(2009) 

 

106 
Psychotherapists of 

sex offenders 

USA ProQOL IV, 
Working Alliance Inventory 

– Short Form (WAIS), 
Impact of Events Scale-R 

(IES-R) 
 

15 CS was positively associated with years of experience, specific 
experience and age. 

Higher CS was associated with and predicted higher therapeutic 
alliance ratings.  

 

7. Cetrano, 
Tedeschi, 
Rabbi et al. 
(2017) 

 

400  
Mental Health 
Practitioners  

 
(Psychiatrists, 
Psychologists, 

Social Workers, 
Psychiatric Nurses) 

Italy ProQOL III, 
Quality of Working Life 

Questionnaire 

17 Higher CS was positively associated and predicted by higher 
perceived quality of meetings, need of training, and perceived 
security about future, after controlling for other variables. 

Higher CS was associated with higher organizational commitment, 
autonomy and trust.  

Lower CS was associated with increased ergonomic problems & 
impact of work on life. 

 
8. Craig & Sprang 

(2010) 
 

532  
Trauma Specialists 

 
(Clinical 

Psychologists and 
Social Workers) 

USA ProQOL III, 
Trauma Practices 

Questionnaire, Socio-
demographic Questionnaire. 

16 Higher CS was associated with and predicted by more years of 
experience and the use of evidence-based practice. 

Higher CS was associated with specialist training in trauma 
treatment. 

Professionals working in community mental health centres 
reported higher CS than those from private non-profit agencies. 

CS was not associated with gender. 
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No Study Sample size and 
characteristics 

Country Measures Quality 
 

Main findings 

9. Cuartero & 
Campos-Vidal 
(2018) 

270  
Social Workers 

Spain ProQOL IV,  
Self-care Behaviours Scale 
adapted for Social Workers 

15 Higher CS was associated with increased engagement with self-
care practices.  

CS was negatively correlated with CF. 
 

10. Finzi-Dottan & 
Kormosh (2016) 
 

202  
Social Workers 

Israel ProQOL III,  
Burnout Measure Short 

(BMS), Haber’s Level of 
Self-differentiation Scale, 

The Professional Self-
esteem Scale, Work-Family 

Linkage Questionnaire, 
Marriage Quality Short 
Version Questionnaire. 

 

19 Higher CS was associated with higher professional self-esteem and 
higher level of self-differentiation.  

CS was negatively correlated to BO. 
 

11. Gibbons, Murphy 
& Joseph (2011) 

 

62  
Social Workers 

UK ProQOL,  
Posttraumatic Growth 
Inventory, Changes in 

Outlook Questionnaire, 
Perceived Value of Social 

Work Scale. 
 

14 Higher CS was associated with feeling more valued within 
professional role, positive growth and positive change.  

CS was negatively associated with negative change. 

12. Itzhaki, 
Bluvstein, 
Peles Bortz et al. 
(2018) 

 

114  
Mental Health 

Nurses 

Israel ProQOL, 
Violence Exposure 

Questionnaire, Job Stress 
Questionnaire. 

14 Higher CS was associated with lower perceived work stress.  
CS was not associated with exposure to workplace violence at 

work, but exposure to violence was positively associated with 
perceived work stress. 

CS was not associated with years of experience or age. 
 

13. Killian (2008) 104  
Therapists of trauma 

survivors 

USA ProQOL III,  
Social Support Index, List of 

Traumatic Events, Brief 
COPE, List of Self-care 

Strategies, Maslach Burnout 
Inventory, Emotional Self-
Awareness Questionnaire, 

Work Environment 
Perception, Sense of 

15 Higher CS was predicted by higher perceived social support, then 
by higher autonomy at work. 

Lower CS was predicted by higher number of clinical contact 
hours per week. 

CS was not significantly predicted by self-care strategies and 
affective coping style.  
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Autonomy Questionnaire, 
Work Drain Questionnaire. 

 
No Study Sample size and 

characteristics 
Country Measures Quality 

 
Main findings 

14. Kjellenberg, 
Nilsson, 
Daukantaité, 
Cardeña (2014) 

 

69  
Mental Health 
Professionals 

working with War 
and Torture 
Survivors  

 

Sweden ProQOL,  
The Posttraumatic Growth 

Inventory (PTGI), The 
Stanford Acute Stress 

Reaction Questionnaire 
(SASRQ), Traumatic 

Experience Checklist (TEC), 
The Death Attitude Profile – 
Revised (DAP-R), The Fear 

and Resignation towards 
Human Evil (EVIL). 

16 Higher CS was predicted by younger age and decreased fear of 
death.  

CS was not correlated with gender, clinical contact hours per week 
or years of experience. 

CS was negatively correlated with CF, STS, BO. 
 

15. La Mott & Martin 
(2019) 

 

371  
Mental Health 

Providers working 
with Childhood 

Trauma 
 

USA ProQOL V, 
Brief Resilience Scale 

(BRS), Self-Care 
Assessment Worksheet 

(SCAW), 
Adverse Childhood 
Experiences (ACE) 

Questionnaire. 
 

16 Providers with no history of ACE reported higher CS, in 
comparison to those with a history of ACE (regardless of type 
and quantity). 

Higher CS levels were correlated with and predicted by higher 
frequency of self-care behaviours (after controlling for resiliency, 
gender, years of experience, client contact per week). Self-care 
was an independent predictor of CS. Each domain of self-care 
was positively associated with CS, incl. work-life balance. 
 

16. Lakioti, Stalikas 
& Pezirkianidis 
(2020) 

163  
Mental Health 
Professionals  

Greece ProQOL V, 
Counsellor Activity Self-

Efficacy Scales 
(CASES); Brief 

Interpersonal Reactivity 
Index (B-IRI); PERMA 

Profiler. 

15 Higher CS was positively associated and predicted by counselling 
self-efficacy, meaning in life and positive emotion (components 
of wellbeing). 

CS was positively correlated with engagement, accomplishment 
and positive interpersonal relationships component of wellbeing. 

CS was not correlated with work setting and Empathic Concern 
(EC) and Perspective Taking (PT) dimensions of Empathy. 

CS had a negative relationship with BO. 
 

17. Laverdière,  
Kealy, 
Ogrodniczuk, et 
al. (2019) 

240 
Psychotherapists 

Canada ProQOL, 
Toronto Empathy 

Questionnaire (TEQ), 
Demographic and Work 

15 Professionals working in private practice reported higher CS in 
comparison to those in institutional settings. 

CS was positively correlated and strongly predicted by 
dispositional empathy. 
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 Conditions Questionnaire. CS was negatively associated with psychodynamic orientation and 
with clinical work only with individual adults. 

CS was positively associated with years of experience. 
CS was not associated with gender, suicidal risk, experience of 

supervision or personal therapy. 
 

No Study Sample size and 
characteristics 

Country Measures Quality 
 

Main findings 

18. Laverdière, 
Ogrodniczuk & 
Kealy (2019) 
 

240 
Psychotherapists 

Canada ProQOL,  
The Interpersonal Reactivity 

Index (IRI) 

16 Higher CS was associated with the higher Empathic Concern (EC) 
and Perspective Taking (PT) dimension of empathy and was not 
significantly influenced by working with individuals exclusively 
vs. working in the context of multi-person treatment settings.  

CS was negatively associated with Personal Distress (PD) 
dimension of empathy. 

 
19. Lawson & Myers 

(2011) 
506  

Counsellors 
USA ProQOL III,  

5F-Wel, Career-Sustaining 
Behaviours Questionnaire 

(CSBQ). 

15 Counsellors in private practice, with lower percentage of high-risk 
clients on caseloads reported higher CS. 

Higher CS was positively correlated with Wellness and Career-
Sustaining Behaviours. 
 

20. Lusk & Terrazas 
(2015) 

31  
Professional 

Caregivers working 
with refugees 

Mexico ProQOL V,  
Secondary Traumatic Scale 

(STSS) 

10 Higher CS was moderately associated with more years of 
experience and more hours per week working with refugees.  
 

21. Mangoulia, 
Koukia,  
Alevizopoulos, et 
al. (2015) 

174  
Psychiatric nurses 

Greece ProQOL IV,  
Demographic Questionnaire 

with personal and work-
related questions 

14 Higher CS associated with nurses’ choice to work in psychiatric 
unit. 

Higher CS was associated with excellent physical and mental 
health, very good working environment and teamwork. 

CS was not associated with years of experience. 
CS was negatively correlated with CF and BO. 
 

22. Newmeyer, 
Keyes, 
Palmer et al. 
(2016) 

46  
Trauma therapists 

USA / 
Romania 

ProQOL III, 
Ego Resiliency Scale, Daily 
Spiritual Experience Scale 

(DSES), Religious 
Commitment Inventory 

(RCI-10), 
Stress Vulnerability Scale 

12 CS was positively associated with Religious Commitment. 
CS was negatively associated with Daily Spiritual Experience 

Scale (lower scores=more daily experiences). 
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(SVS), Secondary Stress 
Trauma Scale 

 
No Study Sample size and 

characteristics 
Country Measures Quality 

 
Main findings 

23. Rossi, Cetrano, 
Petrile el al. 
(2012) 

260  
Community Mental 

Health Workers 

Italy ProQOL III,  
General Health 

Questionnaire (GHQ-12), 
Socio-demographic 

Questionnaire. 
 

16 Professionals with a fixed-term contract reported higher CS 
compared with those with an open-ended contract. 

CS was negatively associated with psychological distress. 
CS was not associated with age and gender. 

24. Salloum, 
Kondrat,  
Johnco et al. 
(2015) 

104  
Child Welfare 

Workers 

USA ProQOL V,  
Trauma-Informed Self-Care 

(TISC) measure, Socio-
demographic Questionnaire. 

16 Higher CS was associated with and predicted by less than a year of 
experience, being of female gender and higher frequency of 
trauma-informed self-care (TISC). 

CS was not associated with age. 
CS was negatively associated with BO and STS. 

25. Samios et al. 
(2013) 

61  
Therapists who 

work with sexual 
violence survivors 

Australia ProQOL,  
Depression and Anxiety sub-
scales from the Depression, 

Anxiety & Stress Scale, 
Bradburn Affect Balance 
Scale, Positive Reframing 
subscale from Brief Cope. 

 

14 CS was positively related to positive emotionality and positive 
reframing.  

Higher CS was predicted by greater levels of positive emotionality 
and this was partially mediated by positive reframing. 

CS was not related to STS, depression, anxiety. 

26. Sodeke-Gregson, 
Holttum, Billings 
(2013) 

253 
Psychotherapists 

working with adult 
trauma clients 

UK ProQOL V, 
Coping Strategies Inventory 

(CSI), Demographic Qs 
 

17 Higher CS was predicted by older age, time spent engaging in 
research and development activities, a higher perceived 
management support and supervision support. 

CS was positively associated with age, number of years post-
qualification (but was not significantly predicted by it) and 
highest qualification, days of trauma specific training since 
qualification, beliefs about leisure, time spent engaging in self-
care, time in supervision. 

CS was not associated with gender, service settings, trauma 
history. 

CS was negatively correlated with both BO and STS 
27. Somoray,  

Shakespeare‐
Finch, Armstrong 

156  
Mental Health 

Workers 

Australia ProQOL V,  
NEO Five-Factor 

Inventory, Psychological 

14 CS was strongly and positively associated and predicted by 
workplace belongingness. 

Higher CS was predicted by older age and presence of personal 
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(2017) (psychologists, 
counsellors, social 

workers) 
 

Sense of Organisational 
Membership (PSOM) 

history of trauma. 
CS was positively associated and predicted by extraversion and 

conscientiousness. 
CS was positively associated with openness & agreeableness and 

negatively associated with neuroticism. 
CS was not predicted by gender. 
 

No Study Sample size and 
characteristics 

Country Measures Quality 
 

Main findings 

28. Sprang, Clark, 
Whitt-Woosley 
(2007) 

1,121  
Behavioural Health 

Providers 
(psychologists, 

psychiatrists, social 
workers, 

psychotherapists 
and counsellors) 

USA ProQOL,  
102-item survey design to 
solicit information about 

other variables 

15 Higher CS was predicted by older age. 
CS was enhanced by specialised trauma training in evidence-based 

practice. 

29 Thomas & Otis 
(2010) 

171  
Social Workers 

USA ProQOL IV,  
The Interpersonal Reactivity 

Index (IRI) measure of 
empathy, Maintenance of 

Emotional Separation, 
Trauma Questions, Socio-

demographic Questionnaire. 

14 Higher CS was correlated and predicted by higher scores on 
mindfulness and emotional separation. 

Strong associations: CS was positively correlated with Perspective 
Taking and negatively correlated with personal distress 

Weak associations: CS was positively correlated with empathic 
concern components of empathy 

CS levels were not significantly affected by age, gender, years of 
practice experience, adult trauma history, or childhood trauma.  

 
30 Thomas (2013) 171  

Social Workers 
USA ProQOL IV;  

The Interpersonal Reactivity 
Index (IRI), Trauma 

Questions, Socio-
demographic Questionnaire. 

14 Lower CS was correlated with and predicted by higher Personal 
Distress (PD dimension of empathy). Higher PD also predicted 
higher CF. 

CS had a strong positive correlation with Perspective Taking. 
CS had a small significant positive correlation with age and years 

of work. 
CS was not associated with gender and adult trauma history but 

adult trauma was associated with Personal Distress 
 

31. Towey-Swift & 
Whittington 
(2019) 

132  
Community Mental 

Health Workers  

UK ProQOL,  
Areas of Worklife Scale 

(AWS), Recovery 

18  CS was correlated with all six worklife areas (workload, control, 
reward, community, fairness, values). 

CS was negatively associated and significantly predicted by 
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Knowledge Inventory (RKI), 
Socio-demographic 

Questionnaire. 

workload. 
CS was negatively correlated with the years worked in current 

setting (although became insignificant when six AWS subscales 
were added to analysis). 

CS was not significantly associated with age and recovery attitude. 
 

No Study Sample size and 
characteristics 

Country Measures Quality 
 

Main findings 

32. Van Hook & 
Rothenberg 
(2009) 
 

175  
Child Welfare 

Workers 

USA ProQOL 13 CS levels were not significantly correlated with age and gender. 
Higher CS was correlated with lower levels of CF/STS and BO. 

 

33. Wachter, Schrag 
& Wood (2019) 

623  
Intimate Partner 

Violence & Sexual 
Assault Workforce 

USA ProQOL V,  
adapted version of The Time 
Spent in Coping Strategies 
Scale, Areas of Worklife 

Scale (AWS), Perceived Job 
Security Question, 

Workforce Assets (Adapted 
Connor-Davidson Resilience 

Scale CD-RISC-10) 

14 Higher CS associated with higher frequency of engaging in a range 
of coping behaviours (CB). 

CS was predicted by workload, values and resilience 
independently, and through partial mediation of CB. 

CS was positively correlated with control, rewards, community, 
fairness and perceived job security. This relationship was fully 
mediated by Coping Behaviours. 

 

34. Wagaman, 
Geiger,  
Shockley et al. 
(2015) 
 

173  
Social Workers 

USA ProQOL;  
The Empathy Assessment 

Index (EAI) 

13 Higher CS was correlated and significantly predicted by increased 
self-others awareness (cognitive component of empathy) and 
increased affective response (physiological component of 
empathy). 

Higher CS was associated with more years in profession. 
 

35. Xu, Harmon-
Darrow & Frey 
(2019) 

61  
Social Workers 

USA ProQOL, 
Adapted Bloomquist’s et al. 
(2016) Self-care Perception 

Scale, The Appraisal of Self-
Care Agency Scale–Revised 

(ASAS-R) 
 

17 Bachelor-degree social workers had lower levels of compassion 
satisfaction than Master or Doctoral-degree holders. 

CS was not significantly predicted by self-care behaviours and 
self-care barriers. 

 
 

Note: ProQOL= Professional Quality of Life, CS= Compassion Satisfaction, CF= Compassion Fatigue, BO= Burnout, STS= Secondary Traumatic Stress 
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Table 2: The critical appraisal tool for cross-sectional studies template (AXIS; Downes, Brennan, Williams & Dean, 2016)
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Table 3: The critical appraisal tool with study quality rating 
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“You apply it to the patients, but you forget to apply it to staff”:  

A Mixed Method Feasibility and Acceptability Study of a Compassion-Focused 

Group for Inpatient Mental Health Staff. 

 

This study explored the feasibility and acceptability of a compassion-focused 

group for staff. Two groups were run on two hospital sites. Session-by-session 

feasibility measures were collected, and semi-structured interviews conducted to 

explore the experience of the group and reasons for attrition. The results show 

that participants found the sessions beneficial and enjoyable, suggesting that 

compassion focused support may be an acceptable approach for this staff group.  

High attrition rate and themes relating to organisational barriers suggest that  

for a staff intervention to be feasible in inpatient mental health services, 

organisational changes are required. Implications and limitations are discussed. 

 

Keywords: compassion, compassion focused staff support, inpatient mental 

health, staff support 
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Introduction 

Mental health services across the UK are currently under enormous pressure. In Wales, 

there has been an increase in reported mental health problems (Mental Health 

Foundation, 2016) and there is a UK-wide increase in demand for psychological 

services (Lubian et al., 2016). Despite receiving more funding than any other services in 

the NHS (Welsh Government [WG], 2016), mental health services report this to be not 

enough (Gilburt, 2015).  Recent shifts towards offering care in the community rather 

than institutional settings and acute services, has led to a fall in the number of beds 

available in hospitals in the UK (Ewbank, Thompson, McKenna & Anandaciva, 2020). 

In Wales, there has been a decrease in the number of admissions to mental health 

facilities since 2013 (WG, 2018a). Inpatient mental health services support a population 

at the higher end of need, with complex, enduring mental health problems, often 

admitted against their will, in the midst of a mental health crisis (Heriot-Maitland, 

Vidal, Ball & Irons, 2014).  

Appropriate staffing numbers are required to deliver high quality and safe care. 

However, the number of mental health nurses has dropped by 25 per cent between 2009 

and 2017 (Gilburt, 2018). The implications of staff shortage and reliance on bank staff 

may be a less settled and less stable ward environment, increased agitation in patients 

(Todd Jones & Lamers, 2017), and possibly a higher rate of incidents. It is not 

uncommon for staff to experience or witness verbal aggression or violent behaviour 

towards patients and staff on the ward, which may lead to interventions, like de-

escalation, restrain and seclusion (Royal College of Psychiatrists, 2005). Staff are 

legally required to develop and follow detailed care and treatment plans, risk 

management procedures and report incidents on the ward in a timely manner (WG, 

2010; WG, 2018b). It has been suggested that the demands to meet legal requirements 
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of completing necessary paperwork, accountability for failing to do so, in the context of 

staff shortages, has led to the development of a task-focused workforce with reduced 

time allocated to spend with the patient and reduced time for staff support, for example 

in the form of supervision (Crawford & Brown, 2010). 

Seddon (2008) suggests that systems under stress and driven by targets create 

“threat stress” and may have a negative impact on the well-being of staff. Studies 

suggest that mental health staff appear to have poor mental health with high levels of 

stress, burnout and impaired psychological wellbeing, including depression and anxiety 

(Morse, Salyers, Rollins, Monroe-DeVita & Pfahler 2012; Rossi et al., 2012; Salyers, 

Rollins, Kelly, Lysaker & Williams, 2013; Wren & Michie, 2003). Research suggests 

that as a result of prolonged exposure to suffering and trauma in patients or feeling 

unable to provide the care that is seen as appropriate, staff may experience compassion 

fatigue (Austin, Goble, Leier & Byrne, 2009; Figley, 1995; Wright, 2004). Figley 

(1995) defines compassion fatigue as physical, emotional exhaustion and impaired 

empathy that may further lead to clinical errors and poor treatment planning (Adams, 

Figley & Boscarino, 2008; Bride, Radey & Figley, 2007; Figley, 2002). Stress and 

burnout also have been found to have negative impact on attention and decision‐making 

and staff members’ ability to establish relationships with service users (Shapiro, Brown, 

Biegel, 2007).  

Work-related stress may lead to sickness absence. Mental health services had the 

second highest rates of sickness in NHS organizations in 2019 (NHS Digital, 2019; 

WG, 2020). Poorer psychological well-being, stress and burnout have been associated 

with low rates of staff retention and high staff turnover (Robertson & Cooper, 2010). 

Furthermore, staff well-being has been linked to patients’ satisfaction (Maben, 2010) 

and the quality and safety of care (Hall, Johnson, Watt, Tsipa & O’Connor, 2016; 
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Holmes, 2002; Johnson et al., 2017). Reports on the failings in patient’s care in 

Winterbourne View (Department of Health, 2012) and Mid Staffordshire Hospitals 

(Mid Staffordshire NHS Foundation Trust Public Inquiry, 2013), and more recent 

events locally leading to the closure of the local Tawel Fan ward (BBC, 2018) raised 

concerns from the public about the lack of compassionate care within the NHS and 

called for a transformation of care. 

Different approaches, alternative to the traditional model of care have been 

proposed and developed in recognition that both patients and staff need support in 

working together towards better outcomes (Health Service Ombudsman, 2011; The 

King’s Fund, 2009). More locally, the Welsh Government (2013) also stated that in 

order to ensure the provision of compassionate care to patients, the workforce must be 

supported to facilitate such care. To provide such support to staff Schwartz Rounds 

(Rounds) were introduced in the UK in 2009. A recent mixed-methods evaluation of the 

rounds (Maben et al., 2018) suggested that the rounds positively affected the well-being 

of staff, increased empathy and compassion for patients and colleagues. 

Researchers investigating compassion and compassion-focused approaches also suggest 

that the NHS workforce could benefit from being supported to cultivate compassion 

towards themselves and each other, as they find themselves working in very challenging 

environments and times (Cole-King & Gilbert, 2011; Crawford, Gilbert, Gilbert, Gale, 

& Harvey, 2013). 

Compassion-focused therapy (CFT) was developed by Paul Gilbert (2000) for 

individuals with high levels of shame and self-criticism. However, compassion-based 

approaches have also been developed and researched by others (Neff, 2013a). CFT is 

rooted in evolutionary and attachment psychology, neuroscience and Buddhism. Gilbert 

(2009) suggests that there are three key emotion regulation systems: threat, drive and 
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the affiliative soothing system. These systems are associated with a range of 

corresponding emotions, motivations and behaviours, which include competing, 

cooperation, caring and nurturing, seeking and responding to care. Research suggests 

psychological and neurophysiological processes and benefits of affiliative relating, for 

example the role of oxytocin in processing threat, soothing, calmness, trust and feelings 

of affiliation (Carter, 1998; Depue & Morrone-Strupinsky, 2005; Gilbert, 2009; Porges, 

2007). It has been suggested that affiliative relationships play a role in regulating threat 

(Cacioppo & Patrick, 2008; Cozolino, 2007; Siegel, 2012).  

Compassion is related to the affiliative emotion regulation system. Gilbert (2000) 

defines compassion as sensitivity to suffering coupled with motivation to alleviate it. 

Compassion involves compassion to the self, to others, and allowing the flow of 

compassion from others to oneself, with certain attributes and skills key in cultivating 

this flow. His model proposes the flow of compassion may be blocked in threat-focused 

organisations. This was suggested by the study of Henshall, Alexander, Molyneux, 

Gardiner & McLellan (2018) where staff operating in conditions of threat within their 

organisation had reduced capacity for compassion to self and others. In Gilbert’s model, 

stress and burnout are the result of an over-activation of the threat and the drive 

systems, and under-activation of the affiliative soothing system.  

CFT is suggested to be a promising approach for both non-clinical and clinical 

populations with a range of difficulties, in particular for those with high self-criticism 

(Leaviss & Uttley, 2015). With regard to compassion-based interventions for health care 

staff, some evidence suggests that practicing compassion may have many benefits. The 

study of Henshall et al. (2018) suggested that increased self-compassion and increased 

level of compassion staff felt they received at work regulated their threat response and 

maintained or improved their compassion to service users and work colleagues. 
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Furthermore, self‐compassion and perceived organisational compassion were 

significantly better predictors of level of compassion for others than was perceived 

organisational threat. Allen and Leary (2010) suggested that increased self-compassion 

was positively associated with positive cognitive restructuring and negatively associated 

with avoidance when coping with negative stressful experiences. Self-compassion was 

found to be associated with better sleep and resilience, which are factors related to 

burnout and quality of care (Cramer, Kemper, Mo & Khayat, 2016; Raab, 2014); to 

increased motivation to self-improve (Breines & Chen, 2012); to reduced self-criticism 

(Bazarko, Cate, Azocar & Kreitzer, 2013; Shapiro et al., 2007); to reduced burnout, 

reduced compassion fatigue, increased well-being (Beaumont, Durkin, Hollins Martin & 

Carson, 2016) and increased empathy (Bazarko et al., 2013).  

There is a paucity of research on interventions for NHS mental health staff (McNally, 

2019). Efforts are being made to develop and implement compassion-focused staff 

support groups in different NHS settings, however, to date no peer-reviewed literature 

concerning compassion-focused groups for NHS staff exists.  

This study builds on the existing research on compassion-focused group 

interventions for mental health staff. The study of Heriot-Maitland et al. (2014) which 

explored the feasibility of group CFT for acute inpatients had high attrition, however 

showed promising outcomes and was well received by participants. Exploring the 

impact of attending such groups on inpatient staff was recommended. Examining the 

feasibility and acceptability of compassion-focused groups for inpatient mental health 

staff is potentially a useful area for research that can inform clinical practice in terms of 

developing, implementing and evaluating future compassion-focused approaches for 

this staff group. 
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Aim 

The aim of this study was to examine the feasibility and acceptability of a compassion-

focused group for staff working in inpatient mental health services. Because of the 

novel character of the intervention and mental health staff belonging to a potentially 

hard-to-reach staff group, the study aimed to explore participants’ experience of the 

group, and reasons for potential attrition. Mixed method approach was deemed to be the 

most suitable, enabling analysing data at both macro and micro level (Powell, Mihalas, 

Onwuegbuzie, Suldo, & Daley 2008; Onwuegbuzie & Leech 2005). 

 

Method 

Ethics 

The study received a favourable opinion from Bangor University Ethics Committee, the 

Health Research Authority and Health and Care Research Wales and the local health 

board’s Research and Development Department (Section 5, Appendices 1-6). 

Recruitment procedure 

Participants were recruited from staff working across local NHS acute adult and older 

adult inpatient mental health and dementia services. The nature of the groups and the 

study were discussed with the senior management of the relevant health board. The 

compassion-focused staff groups were advertised by the psychologist based in one of 

the inpatients sites. Convenience purposive sampling was employed to recruit 

participants. Potential participants were identified by ward managers. The aim of the 

group and the study was explained to participants, and sufficient time given to make an 
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informed decision whether to participate in this study or not. Each group was planned to 

consist of 7 members. 

Participants 

A total of 13 participants were identified as suitable for the groups. Ten participants 

gave written consent to take part in the research and to be contacted to arrange a further 

interview. One participant who was unable to complete the first group, was invited to 

the second one. Eight were interviewed. Written consent was given to audio record the 

interviews, for later verbatim transcription, and for the use of anonymised quotes in the 

paper. Those who volunteered to participate in the interview were given a £15 Amazon 

gift voucher in acknowledgment of their contribution to the study. 

Intervention 

Two closed groups ran consecutively in two different NHS inpatient sites in North 

Wales. Each group consisted of six weekly sessions of two hours duration. Sessions 

took place in the morning at a time identified as most convenient. Group sessions were 

agreed to be incorporated into participants’ rota prior to the groups starting. The groups 

were facilitated by two clinical psychologists trained in Compassion-Focused Therapy. 

The sessions began with an introduction to compassion and psychoeducation on the 

evolutionary aspect of the human brain and the three emotion-regulation systems. The 

sessions facilitated a ‘slowing down’ of the mind and body compassionate approach, in 

order to create a safe space enabling affiliative relating to one another. The sessions 

consisted of experiential compassion cultivation practices, such as soothing rhythm 

breathing and compassionate imagery, and a space for reflections. An outline of key 

components can be found in Appendix 1. 
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Method of evaluation 

A mixed quantitative and qualitative methods design was employed. Participants were asked 

to anonymously complete feasibility and acceptability measures developed by the research 

team prior to groups starting (Section 5, Appendix 7). The measures examined within-session 

changes in wellbeing and consisted of several questions for the participants to answer on a 

visual analogue scale including: (1) how much of the session was understood; (2) whether the 

group and practices were helpful; (3) how much they enjoyed the sessions. Participants were 

also asked to rate how they felt before and after each session, to ascertain whether the 

sessions are helpful or causing any distress to participants. Recruitment and attrition rates 

were examined and evaluated against criteria and critical feasibility outcomes (Appendix 2, 

Table 1) developed by the research team. Additionally, participants were asked to complete 

outcome measures of compassion (Gilbert et al., 2017; Neff, 2003b) and professional quality 

of life (Stamm, 2009) pre- and post- group to preliminarily explore the potential effect of the 

intervention. 

Semi-structured interviews with eight participants were conducted after the group to 

explore their immediate experience of the group. Those who attended less than 4 sessions 

(i.e. non-completers), were also interviewed to explore reasons for attrition. Interview 

transcripts were analysed using thematic analysis (Brown & Clarke, 2013). This method was 

deemed the most suitable as part of a mixed method design and due to the primary aim of the 

study, i.e. exploring feasibility and acceptability of an intervention within a new area. The 

researcher was aware of their prior knowledge and experience of working in inpatient mental 

health services, as well as their personal investment in the project.  Every effort was made to 

approach the data without pre-existing assumptions, ideas and concepts. The codes and 

themes were determined by the data in line with an inductive approach, however the data 
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were analysed through the researcher’s lens, and as such has elements of both inductive and 

deductive approach to thematic analysis. 

 

Results 

The group was attended by nurses, assistant psychologists, health care assistants and 

activity coordinators. Eight identified as female and two as male. The majority of the 

sample were white (90%), whilst the remaining identified as black; 30% identified as 

Welsh, 30% as Other, 20% as English and 20% as British. The modal age group was 

35-44. The mean duration of NHS employment was 3 years and 9 months (SD=2years). 

A detailed breakdown of demographic characteristics of the study participants can be 

found in Table 2 (Appendix 2). 

Quantitative data 

Data were exported into an Excel database and descriptive statistics used to summarise 

the data. 

Group attendance and attrition 

Attendance data for the two groups showed that out of the 12 initial attendees, 4 (two 

per group) completed the group attending 4 to 6 sessions (33%). Eight per cent attended 

3 sessions, 25 per cent attended 2 sessions and 33 per cent attended only 1 session. 

Attrition rates were high and are shown in Figure 1. For session-by-session attendance 

and non-attendance with reasons, see Table 3 (Appendix 2) and Figure 2 (Appendix 3). 
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Figure 1. Session-by-session attrition rate 

 

Session-by session feasibility and acceptability measures 

A sample of 10 research participants filled in feedback forms each session. The number 

of returned forms each session and overall, as well as attrition rate is shown in Table 2.  

Table 2. Overall number and attrition for returned data (n=26) 

Sessions  

(both groups) 

Participants returning data 

Starting 

pre- 

Completing  

pre- & post- 

Attrition 

rate (%) 

Session 1  10 8 20% 

Session 2  7 7 0% 

Session 3  4 4 0% 

Session 4  5 5 0% 

Session 5  2 1 50% 

Session 6  3 1 67% 

Total: 12 session 31 26 16% 

 

0%

20%

40%

60%

80%

100%

1 2 3 4 5 6

Session-by-session attrition

Group 1 Group 2



 
 

85 

Overall, participants found the sessions easy to understand and useful, with mean 

ratings of 87 (SD=12) and 89 (SD=11), respectively out of a 100, for all sessions. The 

majority found within-session practices helpful, with a mean rating of 84 (SD=20) and 

felt calmer with a mean rating of 86 (SD=15). Means ratings of acceptability are shown 

in Figure 2. For a detailed session-by-session break down of for participants’ and 

facilitators’ feedback see Figures 2.-6. (Appendix 3). 

 

 
Figure 2. Mean ratings of sessions’ acceptability (n=26) 
 

Mean ratings from completed pre- and post- of well-being (n=26) can be found in 

Figure 3.  Data suggests an increase in ratings post- session, especially in session 3. 

Wilcoxon Signed Ranks test was used to compare the difference in pre- and post- 

ratings for all sessions. This revealed a significant increase in well-being for all sessions 

(Z= - 3.634, p<.001), from a mean rating of 71 (SD=16) pre-sessions to a mean rating of 

85 (SD=13) post-sessions. 
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Figure 3. Mean pre- and post- session ratings of well-being (n=26) 

 

In summary, results suggest that the sessions were overall acceptable and did not 

cause people to feel any distress that would cause a drop out. 

With regard to preliminarily exploring the effect of the group on participants’ 

professional quality of life, self-compassion, compassion engagement and action, there 

was an overall slight increase in mean scores as shown in Figure 8-10 (Appendix 3), 

however due to the underpowered sample, significance testing was not warranted. 

Qualitative analysis 

Qualitative data were analysed in six stages (Appendix 4). in line with thematic analysis 

as described by Braun and Clark (2006; 2013).  

 In relation to participants’ experience of the group, the analysis yielded five 

themes: Positive Affect; Changes in Relating to Self and Others; Common Humanity; 

Guilt and Anger; Desire to Alleviate Suffering. In relation to reasons for non-attendance 

one overarching theme emerged: “The System is the Problem”, with five themes 

consistently identified across data (1) The nature of the ward; (2) Slowing down is not 
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allowed; (3) It is not in our nature (4) Guilt & Threat (5) We are not important. A visual 

representation of the themes and subthemes, and relationships between them can be 

found in Figure 1 and 2 (Appendix 8). 

All participants reported positive experiences arising from attending the 

compassion-focused group intervention. The theme of Positive Affect captured the 

positive emotions participants experienced during the group sessions. A few participants 

shared that they felt valued and positive when hearing about the planned group for staff 

and when attending the sessions. All participants enjoyed all the sessions they attended. 

Two aspects that were commented upon most frequently were: the pace and atmosphere 

of the sessions, and the practices during the sessions prompting feelings of calmness 

and joy.  

Another theme of Common Humanity captured participants experiencing the 

value of being able to get together with colleagues, offering space to notice they are not 

alone with their struggles, that others feel similar. The sessions provided them with the 

opportunity to share experiences at work and to give and receive compassion from each 

other. 

The majority reported benefiting from the sessions, which were captured under 

the theme of Changes in Relation to Self and Others, with two subthemes identified -

Understanding of your ‘tricky brain’ and Increased self-compassion and compassion to 

others. The participants that attended at least half of the sessions explained that they had 

become more aware and understanding of their tricky brain and their response to 

stressful situations at work. These participants reported increased self-compassion in the 

form of self-care behaviours or how they talk to themselves both at work and outside of 

work.  
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All participants expressed an enthusiasm and a need for compassion-focused 

sessions, or similar supportive sessions for staff to continue in the future. This was 

captured under the theme of Desire to Alleviate the Suffering of Self and Others. The 

majority reflected on the importance of having time and space for reflection on the 

impact of work and for compassion. Many shared the challenges of working on the 

ward, how it affected their mental or physical health, and the importance of their leaders 

and colleagues to notice. This subtheme of Suffering of the team was identified within 

the theme Common Humanity and was closely related to a theme of wanting and 

needing things to change, captured under the aforementioned Desire to Alleviate 

Suffering. 

Overall, the experiences of the group were positive. However, all participants 

reported some difficult feelings, such as guilt and frustration during the time of the 

group programme taking place, captured under the theme of Guilt and Anger. These 

emotional experiences were prompted by the group taking place within the context of 

the ward, not by the content of the sessions, highlighting possibly a general 

organisational threat the participants experience day-to-day at work. This theme is 

closely linked to the themes relating to reasons for attrition. The majority of participants 

reported feelings of guilt about being in the sessions whilst their colleagues were having 

to stay on the ward, even though the group was planned in advance to allow for the rotas 

to be accommodated and time to be protected. The sessions taking place in the same 

building and/or during work hours, meant it was harder to engage with the group 

content and feel safe. All participants reported feeling frustrated about the challenges to 

attending, i.e. incidents, staffing issues, lack of time protection. The frustration was 

generally directed at those in leadership and/or higher managerial roles. 
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Overarching theme: “The system is the problem” 

In relation to the reasons for non-attendance, all participants discussed the nature of the 

ward environment. Many talked about the specificity of working in an inpatient service, 

drawing a picture of a very challenging and exceptionally busy environment, with risk 

management and safety frequently brought up. This theme captures the culture of the 

workplace the participants are part of, how they related to one another and themselves 

during shift; how they perceive themselves and those in leadership roles; how they 

perceive their value to be in their workplace. 

 

Theme 1: “Sometimes things happen overnight” - The Nature of the Ward 

Many participants discussed the nature of the ward, with unpredictability and lack of 

time consistently identified across data. 

Unpredictability and threat. This sub-theme related to changing rota, incidents, low 

staffing numbers and patients’ safety, painting a picture of unpredictability where 

everyone else is running around, there is chaos restraints going on […] you have to 

react in a busy setting when everything is kicking off. Decisions are made in response to 

‘the needs’ of the ward. The environment is seen as unpredictable, chaotic and 

threatening where there are days when it’s quiet and you have really lovely days and 

there are other days where you could pull your hair out making it impossible to release 

staff and where you can have good intentions to attend but sometimes it just doesn’t 

work out that way. In an environment where unpredictability is ever so present, where 

even when it’s calm and quiet, you’re suspicious why it is calm and quiet, the sense of 

threat and maintaining safety or ‘safe staffing numbers’ became the main focus and 

takes precedence over the needs of staff: 
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It’s the acuity, if you got a patient who is on the ward, who is at risk of self-

harm, suicide […] they’re more likely to hurt themselves in the immediate time 

frame than I am to suffer from staff burnout. 

 

There is no time. All participants talked about how busy the ward was because of 

staffing and workload. This meant many found it difficult to see how they could balance 

the pressure of getting their work done with coming to sessions. In the majority of 

accounts, the ‘time pressure’ and ‘no time’ for anything other than what needs to be 

done, meant that many participants may have perceived the session as a burden. Many 

reported that there was no time to stop and reflect on their practice; or for staff to get 

together and support each other informally, let alone attend sessions like these: 

 

It’s hard to be compassionate towards yourself and your colleagues when 

you just don’t have the time simply it is really important to have that bit of 

time […] you just like a machine ‘go on go on and go on’. 

 

 
 
Theme 2: “Just letting staff know that actually it is ok to do” - It’s not allowed to slow 

down 

All participants discussed not having their time protected and a felt sense of pressure 

from managers or colleagues to stay on the ward. 

Time is not protected. A common sub-theme reoccurring across the data was the fact 

that the sessions were not on a rota or were not made mandatory:  
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[…] with things being on a rota, it’s like mandatory - you have to go […] if 

I had known that I had the choice to go and it was on my rota, I still would 

have turned up, it’s just it wasn’t even down.  

 

A minority reported frustration about their rota changing which meant they were no 

longer ‘allowed’ to attend further sessions. The importance of time protection but also – 

choice was highlighted in majority of accounts. 

Lack of leadership support. Three participants who completed the group reported that 

they were able to do that thanks to the support and encouragement from their ward 

manager or a colleague, or because of having more autonomy in their job. Many 

participants reported a lack of support to attend sessions from the middle or higher 

management. The lack of support or encouragement from managers, was often a key 

factor. Half of the participants felt that the narratives in the workplace is that of 

prioritising the needs of the ward rather than their own, and the required permission to 

attend: 

 

I think that’s the main barrier, the staffing levels and managers actually 

allowing it […] well, it’s not been said straight but that’s the message that 

comes from the conversations so that would have to change but that would 

have to come from the managers’ attitude, changing the attitude. 

 

Many participants talked about managers not releasing staff to sessions due to their 

anxiety about incidents and the consequences of these decisions. The threat in the 

system was perceived to be due to ‘unsafe staff numbers’, which meant there was 

pressure to maintain ‘safe’ numbers on the ward: 
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You know you’ve still got those numbers if it’s absolute emergency but I 

think people panic when we drop below our minimum numbers if something 

happens which it shouldn’t be like that because the senior management 

could all come down, they could come and help. 

 

Some participants commented on the discrepancy between how they are expected to 

treat patients and how they felt to be treated by their leaders and by one another. If they 

struggled, they felt they were expected [to] ‘just get on with it and that it was very 

bizarre because it’s not what we say to our patients but yet we say it to staff. They felt 

the services should be a role model for the whole NHS and the reality felt far from it. 

Pressure from the ward. Some participants talked about the felt pressure to stay on the 

ward from their colleagues: 

 

[…] sometimes there’s a lot of pressure to… I think certain staff like to 

come in and see big round tables doing things […] I think there’s a lot of 

pressure to seem busy and be busy. 

 

Many felt that although the ward was indeed busy, in theory it is was possible to 

make time for these sessions. A culture of ‘threat’, being ‘busy’ and ‘doing’ was 

depicted as an implicit barrier to attending as it meant losing numbers on the ward. 

Taking your time to reflect, taking care of oneself and a slower pace felt also 

incongruent with the pace of the ward. 
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Theme 3: “We tend to look after everyone else”- It’s not in our nature 

This theme relates to an identified block to the flow of compassion more generally. 

However, it was reasonable to interpret it as a barrier to attending sessions. The majority 

of participants reported not having the habit of thinking about their own needs and 

prioritising them over the needs of others’ because they are so used to putting other 

people first and thinking about other people, it’s alien to think about what’s best for 

yourself. 

We Put Patients First. Many participants reported prioritising the patients’ needs and 

their safety over anything else. This sub-theme captures one of the values of the 

organisation the participants work in, which have become an internalised narrative they 

shared where you always put the patients first, no matter what. Even if it is at the end of 

the day and you’re exhausted. The work perceived by the helper, was one where they 

felt there was no other way than to sacrifice their own well-being for the benefit of 

others: 

 

[…] we give up a lot of our own wellness and our own well-being and put 

ourselves second so that we can look after other people. It’s just represents 

exactly what goes on every day. 

 

The last two quotes are depictions of extreme self-sacrifice, where the carer helps until 

they can no longer do their work.  

We don’t practice what we preach. Many participants identified a discrepancy between 

what they ‘preach’ to patients about self-care and self-kindness, or applying compassion 

to patients, but not practicing self-compassion themselves: 
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 I guess I’m in a position a lot of the time where I might be working with 

people and talking about, you know, being more kind or being more 

compassionate towards yourself and I guess I don’t often practice that 

personally. 

 

This discrepancy was initially a motivation to attend, and at the same time may have 

been a block to attending. Attending sessions which focus on staff well-being may be 

incongruent with the beliefs and behaviours of the helpers perhaps leading to cognitive 

dissonance, because we’re here to look after patients. 

 

Theme 4: “You feel bad if you stop” – Guilt and Threat.  

 

All participants said that leaving the ward to attend sessions as well as attempting to 

apply self-compassion during work prompted experiencing difficult emotions, such as 

guilt because especially here on this ward you feel bad if you stop. The sessions 

encourage slowing one’s pace down and cultivating ‘being with’, engaging with own or 

others’ feelings. This seemed to be in contrast with the pace of the ward. This urge to be 

‘busy’ was described previously due to an external pressure experienced from the ward, 

however the internal pressure stemming from own guilt may have also inhibited 

attending. One participant talked about how attending sessions meant: 

 

[…] no activities happening on the ward now and there’s pressure from the 

patients. I went to see them this morning I said I won’t be there until twelve 

and they were like ‘oooh’. 
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In spite of it, this participant recognised the supportive role of these sessions and 

had enough autonomy to allow him to attend. Another participant who was able to 

attend most sessions thanks to their supervisor’s support, also experienced guilt 

seeing other colleagues pulled out of the group: 

 

You kind of feel like other people are having to go and they don’t have 

lots of time to be able to stay and take part in the group, I’m thinking 

‘maybe I should you know join in and help’. 

 

One participant who attended only one session, described difficulty ‘justifying’ 

attending to her manager, or perhaps to themselves because it’s different, you are taking 

your time to do something that’s for you rather than for the service if that makes sense. 

Many participants felt they had to prioritise work over attending the group. The group 

was seen as something separate to work and attending may have been experienced as 

aversive because of perceptions that it would only benefit them and not the service. 

 Many participants talked about feared consequences, such as accountability 

because if they [colleagues] don’t cope it will be sort of my fault for not being there, or: 

 

If I was to contest ‘oh no sorry I need to do this because obviously my well-

being comes first’ I’d get into trouble for that because you’re doing your job 

and when it all comes down to doing your job properly then it’s hard. 

 

This participant described earlier that their decision not to attend was collaborative with 

their manager due to workload. Here they implied they felt unable to disagree, that they 

felt it would cause ‘trouble’. A minority talked about perceived ‘expectations’ to make 
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the ‘right choices’, in other words to stay on the ward because people are observing 

what choices you make so it makes it difficult to attend when the ward is really busy 

cause you feel guilty and you want your feedback to be good. These narratives seem to 

capture a threatening and possibly punitive environment; where it is difficult to make 

autonomous decisions, especially if they’re not in the best, short-term interest of the 

ward.  

 

Theme 5: “Nobody cares about staff well-being here” – We are not important.  

 

The majority of participants shared that the difficulties experienced with attendance 

represented little value and little recognition for their work and their efforts. They may 

not be explicitly told they are replaceable, but the minority felt they were, and many felt 

they were not looked after: 

 

If we’re not looked after and don’t feel valued, it’s difficult to do your role. 

I find it very difficult without any support […] if I’m going through tough 

time, I’d like someone to actually speak to me maybe see if I was doing 

alright. I appreciate people are being busy and are having a lot to do but 

there needs to be time for this. 

 

Many participants felt that seeing the obstacles to attendance was difficult because you 

find time for mandatory training, you find time for meetings, endless meetings all week, 

therefore there is no real reason why we couldn’t find time [for this]. This reinforced in 

some a sense of how unimportant they felt. A sense of powerlessness and resignation 

whereby there’s nothing to be done about that was captured: 
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It’s amazing how many nurses and carers I see miss non-mandatory training 

or groups like this, because they have to stay in the ward and that’s the way 

it is. I suppose that’s the life, what can you do. 

 

Some participants wondered whether people get pulled out because the 

managers think ‘what’s that worth when you’ve got these tasks to do. It may be that 

participants thought themselves that these sessions were not important enough. The 

majority felt these sessions should be mandatory or time protected to help increase the 

perceived importance: 

 

[…] you wouldn’t need to justify it yourself for attending it ((silence)) it 

forces the system to change; it forces them to see the staff as important and 

encourage the staff to see themselves as important. 

 

A minority of participants felt that if the sessions were to be made mandatory, it 

would run the risk of taking choice away and further disempowering them, whilst 

placing the responsibility for ‘fixing it’ within the individual, and blame for not coping, 

rather than seeing staff well-being, including self-compassion as an organisational issue. 

This may represent how well-being initiatives may be perceived by staff, as illustrated 

by the below quote: 

 

 Then, worst case scenario you burn out or make a terrible error and the 

organisation can say to you: ‘well, we did tell ya - self-care’, like in moving 
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and handling, ‘you’ve signed it now, so if you do your back in, it’s your 

fault, we’ve trained ya’. Terrible. 

 

The participants felt they could not or would not attend sessions without the 

support and encouragement of others due to the many systemic barriers. Their 

narratives portray an environment where maintaining compassion for themselves 

and their colleagues may be perceived as an impossible endeavour due to the same 

barriers identified that stopped them attending the sessions. 

 

 

Discussion 

 
This study aimed to explore the feasibility and acceptability of compassion-focused 

groups for inpatient mental health staff. The high recruitment rate (86%) demonstrated 

potential feasibility and acceptability of the study and this was supported by 

participants’ reports regarding the need and relevance of this kind of intervention for 

this staff group. However, the high attrition rate (60% and 83%) supported by 

qualitative data revealed numerous barriers to subsequent attendance. Most of the 

barriers were organisational and were consistent with other studies of group-based 

interventions in acute inpatient mental health settings or overall NHS (Clarke & Wilson, 

2009; Heneghan, Wright & Watson, 2014; Herriot-Maitland et al., 2014). They also 

highlighted the perceived lack of leadership support, lack of protected time and the 

unpredictable nature of the ward environment. This study suggests additional 

difficulties that threatened group attendance, such as difficulties leaving the ward due to 

the ward culture, where focus on ‘safe numbers’, on ‘doing’ and ‘keeping busy’ is 
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desired, whilst ‘getting together’, taking the time to reflect on struggles and ‘supporting 

one another’ is not part of the ward culture. Leaving the ward may also seem too 

difficult to do when one does not feel to have the autonomy or power. It may prompt 

guilt and anxiety; and these may be difficult to tolerate. This study suggests that once 

barriers were overcome, the sessions had a potential to be acceptable and beneficial for 

staff. Session-by-session acceptability measures consistently reported the group as 

acceptable by staff who attended. Data from pre- and post- session measure of well-

being, suggest positive impact of the group, or that at the very least, the session did not 

cause any distress to participants. Participants gave consistently elevated ratings in areas 

such as: level of understanding of the content, helpfulness and calming effect. All 

participants were able to engage with the compassion practices in the sessions and 

reported that these were helpful and beneficial. 

The results from the measures were supported by what the participants reported 

in the interviews. Themes of positive affect, changes in relating to self and others, 

common humanity, desire to alleviate suffering, as well as perceived potential longer-

term individual and organisational benefits emerged from data. These themes were 

consistent with the literature on the impact of compassion-based interventions reported 

in an early systematic review (Leaviss & Uttley, 2015). However, qualitative data also 

highlighted participants’ doubt in the ability to maintain engagement with practices 

learned in the group or to maintain the reported benefits due to the short duration of the 

groups and the identified barriers relating to the nature of the system. Furthermore, the 

difficulties with getting to sessions, either own or witnessed in others, led to anger and 

guilt experienced by participants. Our measures suggest that this was not a direct result 

of the sessions, and therefore this might be an indicator of the many challenges of 

setting up a group in this context. In the interviews the participants reported negative 
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affect, indeed due to facing or witnessing many obstacles to attending, that potentially 

may be feeding into a sense of ‘unimportance’, ‘not being cared about’ and 

‘powerlessness’ identified across the data. 

 

Implications 

To our knowledge this was the first attempt to explore the feasibility and acceptability 

of a compassion-focused group for inpatient mental health staff.  

It is suggested that the pressure on mental health services will continue to grow 

(Johnson et al., 2018; The King’s Fund, 2020), especially in the coming months 

following the Covid-19 outbreak (Durcan, O’Shea & Allwood, 2020). It is currently 

unknown how this will affect government funding plans for mental health services and 

staff support, however compassionate support embedded in the workplace seems to be 

even more crucial now than ever. 

Previous research and literature have highlighted nurses’ self-sacrifice schemas 

(Sahoo, Pradhan & Kumar, 2012; Wabnitz, 2018). This study identified mental health 

staff’s self-sacrificing beliefs and guilt prompted by attempts at self-compassion and 

self-care through attending group sessions. Self-sacrifice may be associated with stress 

and burnout when it is at the expense of own health (Wabnitz, 2018). This may have 

significant implications for the well-being, absenteeism and retention level of the local 

health board and calls for action. Employers are expected to safeguard the mental health 

of their workforce by creating a supportive environment and encouraging the provision 

of health education and activities promoting health in the workplace (Department of 

Health, 1998). Compassion-focused staff support sessions could potentially be a 

promising approach for staff in inpatient services, for example to help staff develop an 
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awareness and healthy balance between self-sacrifice, self-compassion and self-care; 

help recognise and regulate increased levels of guilt; cultivate empathic concern and 

motivation to engage with and alleviate distress in self and others. However, the study 

identified numerous organisational barriers, for example: lack of protected time, which 

may be applicable to setting up and uptake of any future staff support sessions. This 

study suggested that participants viewed their organisation as pressurised and 

uncompassionate towards their staff, and viewed themselves as powerless in being able 

to change anything. A short-term compassion-focused intervention was difficult to 

attend and perceived as unlikely to be helpful in the longer-term, indeed because of the 

nature of their work environment. Previous research has also suggested that offering 

short-term staff support, as a “one off” intervention may not be sustainable, and that it 

may be more beneficial to incorporate and integrate them into the organizational 

systems (Kelly & Tyson, 2017). In this study participants advocated for either a group 

of a shorter duration but repeated to allow everyone to attend and /or open-ended 

sessions. There are arguments for both. Interventions of a shorter duration might be 

more feasible to ‘complete’ given the shift-pattern of work that participants attended an 

average of three sessions. However, to create a sense of safety within a group, and to 

maintain benefits and create a culture change, ongoing compassion-cultivating sessions 

embedded in the workplace are required. The model of Compassion-Focused Staff 

Support proposed by Lucre (2018), seems more feasible, whereby an all-staff well-

being day and three days of CFT training for clinical staff are followed by ongoing 

compassion-focused staff support sessions. Another approach could be offering open-

ended sessions for both staff and patients. This could potentially help address the 

challenge of releasing staff to attend when the ward is short-staffed. Providing an 

intervention to both staff and patients, simultaneously may also have a potential benefit 
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in reducing the ‘othering’ or split between ‘them’ (patients) and ‘us’ and potentially 

increase a sense of ‘common humanity’ and affiliative relating on the ward. Clinical 

practice and future research could consider shortening or, expanding the number of 

sessions and comparing the short- and long-term individual and service outcomes for 

both. Considering sessions for staff and patients together might be an endeavour worth 

exploring in terms of feasibility, acceptability and therapeutic impact. 

 

This study suggests that compassionate approaches are unlikely to be successful 

if they are only to take place with a fraction of the organization and not the whole. 

Numerous meetings with senior management took place prior to the groups starting, and 

their approval had been granted. However, this appears to not have filtered down or 

been communicated to staff effectively. Sessions were not put on rota to protect the time 

or rotas changed on short notice. This meant staff perceived their leaders not to be in 

support for these sessions. Only a minority of the study participants considered the 

pressure their leaders themselves are under, especially in the context of special 

measures that had been introduced five years ago and the recent report of slow progress 

made by the health board (BBC, 2019). To nurture a culture of compassion and enable a 

flow of compassion within the workplace, organizations need their leaders at all levels 

to embody compassion (West, Eckert, Collins & Chowla, 2017). Consideration need to 

be given to the threats and demands all NHS employees face at all levels, from their 

leaders to domestic staff. An important implication from this study is that staff who 

experience their organisation as not caring about them, may find it difficult to relate to 

themselves, their colleagues and patients in a compassionate way. The organisation 

needs to care for its staff and treat its’ staff compassionately, in order for staff to 

experience self-compassion and provide compassionate care for patients. 
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Limitations and Future directions 

Several limitations to this study have been identified. One of the facilitators of the 

compassion-focused groups was external and one was working for the service and was 

known to the participants which may have affected attendance and engagement with the 

group. 

Mixed method approaches attract criticism because of their nature. There are 

arguments that quantitative and qualitative methods are not compatible due to their 

inherently different paradigms (Tashakkori & Teddlie, 1998). However, the usefulness 

of mixed methods in providing an understanding of potentially contradicting 

quantitative and qualitative results is also highlighted (Wisdom & Creswell, 2013). 

Furthermore, this approach gave a voice to study participants and enabled a deeper 

understanding of the reasons for attrition which seemed imperative when exploring 

feasibility.  

Given the limited time frame of the research project and the nature of the setting 

known for its challenges with recruitment, only a small number of attendees could be 

invited to the two planned groups. Following the initial attrition, only a small sample 

was recruited to take part in the study. The sample represented a variety of salary bands 

and roles however the majority of participants were White British females.  

A larger and more heterogeneous sample would potentially generate other themes, 

perhaps pertaining to gender differences. Qualitative data from participants provided  

a rich insight into their experience of the group and barriers they have come across to 

attendance. Although, it is not the aim of qualitative studies to produce generalisable 

findings, one of the limitations is that it is not possible to assume that findings from this 

study would apply to other inpatient mental health services. Replicating this study in 
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other services and with a larger sample is warranted. When thinking about conducting  

a future feasibility study or setting up a compassion-focused staff support group, a 

recommendation would be to increase organisational buy-in and transparent 

communication of support for it. 

The findings from the qualitative analysis could inform further qualitative 

research. Participants reported benefits from attending the sessions. Future research with 

a larger sample, a control group, short- and longer-term outcome measures, would 

enable more robust statistical analyses to ascertain whether the reported positive 

changes are significant and which aspects of the group are most helpful, and whether 

the benefits are long lasting. The above were beyond the scope this feasibility and 

acceptability study. 

 

Conclusion 

The findings suggest that compassion-focused groups for inpatient mental health staff 

have the potential to be an acceptable and promising approach warranting further 

exploration and research in inpatient mental health settings. Numerous barriers to 

attendance were identified, for example: perceived lack of leadership support and 

communication of such support in the form of protected time and encouragement to 

attend. Future adaptions of the group could potentially involve increasing the 

organisational buy-in into the benefits of such sessions, encouraging communication of 

support for such sessions by leaders and offering such support to those in leadership 

roles at all levels. Within the current design, i.e. six weekly sessions it is may not be a 

feasible intervention to offer, and it is suggested that a regular and open-ended design 
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would be more feasible and acceptable. Future research could potentially demonstrate 

feasibility with more participants being able to attend sessions and could explore short-

term and longer-term individual and organisational benefits of compassion-focused staff 

support. 
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Appendix 1. 

Table 1. Key elements of Compassion-Focused Group sessions content 
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Appendix 2. 

Table 1. Proposed criteria and critical feasibility outcomes 
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Table 2. Demographic characteristics of group participants (n=10) 

Characteristics n % 
Gender    

Female 8 80% 

Male 2 20% 

Age (years)     

18-24 2 20% 

25-34 3 30% 

35-44 4 40% 

45-54 1 10% 

Ethnicity & Nationality     

White British 1 10% 

White Welsh 3 30% 

White English 2 20% 

White Other 3 30% 

Black British 1 10% 

Length of time in current post     

<1 4 40% 

1 - 3 years 3 30% 

4 - 6 years 3 30% 

Length of employment in NHS     

1 - 3 years 4 40% 

4 - 6 years 5 50% 

7 - 10 years 1 10% 

Banding    

n/a 1 10% 

3 4 40% 

4 2 20% 

5 1 10% 

6 2 20% 
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Table 3. Session-by- session attendance and non-attendance with reasons (n=12) 

 

Note: Attendee 2* & 11* is the same person who was invited to both groups and attended session 1 of 
both groups. Attendees in bold were interviewed participants. 
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Appendix 3. 

Figure 1. Session-by-session attendance rate 

 

 

Figure 2. Groups attendance and attrition flow chart 
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Figure 3. Session-by-session ratings of understanding 

 

*Session one 85 (SD=14), two 91 (SD=5), three 92 (SD=9), four 79 (SD=17), sessions five and 

six have data only from 1 participant. Mean rating of all sessions 87 (SD=12) 

 

 

Figure 4. Session-by-session acceptability ratings of usefulness 

 

*Session one 84(SD =16), two 92 (SD=5), three 92 (SD=9), four 87 (SD=11), sessions five and 

six have data only from 1 participant. Mean rating of all sessions 89 (SD=11) 
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Figure 5. Session-by-session acceptability ratings of feeling calmer 

 

*Session one 81(SD =20), two 92 (SD=8), three 91 (SD=8), four 77 (SD=18), sessions five and 

six have data only from 1 participant. Mean rating of all sessions 86 (SD=15) 

Figure 6. Session-by-session ratings of helpfulness of practices 

 

*Session one 65(SD =29), two 93 (SD=5), three 91 (SD=8), four 88 (SD=8), sessions five and 

six have data only from 1 participant. Mean rating of all sessions 84 (SD=20) 
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Figure 7. Facilitators session-by-session feasibility and acceptability ratings 
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Figure 8. Pre- and post- intervention ProQOL outcome measures 

*Pre: CS=40 (SD=2.31), BO= 26 (SD=5.46), STS=22.5 (SD=7.31); Post: CS 40 (SD=2.77), BO= 23 
(SD=5.58), STS=22 (SD=5.82) 
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Figure 9. Pre- and post- intervention Compassionate Engagement and Action Scale 

*Pre: Self-compassion Engagement= 36 (SD=8.59), Self-compassion Action= 24 (SD=8.03), 
Compassion to Others Engagement= 50 (SD=6.05), Compassion to Others Action= 35 (SD=3.62), 
Compassion from Others Engagement= 31 (SD=6.92), Compassion from Others Action= 23 (SD=8.48); 
Post: Self-compassion Engagement= 36 (SD=8.48), Self-compassion Action= 28 (SD=9.5), Compassion 
to Others Engagement= 49 (SD=5.90), Compassion to Others Action= 36 (SD=3.02), Compassion from 
Others Engagement= 38 (SD=8.30), Compassion from Others Action= 28 (SD=7.75) 
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Figure 10. Pre- and post- intervention Self-compassion (SCS) measure 

*Pre: SCS= 78 (SD=20.79); Post: SCS= 82 (SD=20.24) 

*Pre: SCS= 73 (SD=25.17); Post: SCS= 73 (SD=20.94) 

*Pre: SCS= 87 (SD=8.96); Post: SCS= 97 (SD=6.24) 
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Appendix 4. Six steps of Thematic Analysis (adapted from Brown & Clarke, 2013) 

Stage 1 Transcription of eights interviews. Familiarisation with data – each 
interview transcript read several times. Taking notes of items of 
potential interest relating to study aims. 

Stage 2 Complete coding across entire data set i.e. across eight interview 
transcripts. Preliminary identifying codes that are repeated across 
data set. Collating codes with data extracts into master coding table. 

Stage 3 Searching for themes. Collating and grouping codes together 
searching for similarities and patterns. Identifying provisional 
themes and subthemes. 

Stage 4 Reviewing candidate themes. Producing visual thematic maps to 
explore themes and relationships between them. Identifying a 
potential overarching theme. Returning to the codes to ensure codes 
fit the central organising concept of each theme and that themes 
capture well and reflect the entire data set. 

Stage 5 Defining and naming themes. Ensure themes have a clear central 
organising concept, definition, short name. Participants’ quotes were 
used to name themes. Data analysed in a detailed manner, ensuring it 
reflected the narrative of the data set. 

Stage 6 Finalising the analysis. Produced written report with data extracts 
clearly representing the themes and subthemes and capturing the 
overarching narrative of the entire data set. 
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Appendix 5. Interview transcript extract with comments and initial codes 
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Appendix 6. Collated data extracts with three example codes 
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Appendix 7.  

Initial codes 

 

Generation of themes 
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Initial Thematic Maps with candidate themes 
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Appendix 8. Final Visual Thematic Map 

 

 

Figure 1. Thematic Map relating to participants’ experience of the group 

 

 

Figure 2. Thematic Map relating to reasons for attrition 
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Appendix 9. Excerpt from reflective diary 

 

Reflections on Interview No 5     15th November 2019 
 
 Before: 

• Finally managed to schedule this interview! It took a lot of back and forth e-mailing 
to try and find an appropriate time and location. I notice feeling guilty for taking up 
her time, she clearly is so busy…  

• I wonder how she feels about the interview? Is she feeling pressurised into it? Is she 
being compliant? Better double check consent at the start… 

• We agreed to do it on the ward. She said there might be interruptions, she might be 
called out of the room, I say that this is fine, I can be flexible and we can do this in 
chunks. 

• I’m expecting to be on the ward for a few hours. I’m going to bring my lunch just in 
case… 

After: 
• I didn’t wait long in the reception. She seemed rushed but very friendly and warm. I 

warmed up to her straight away. 
• She said she was about to send me a message saying that it was not a good time as 

they had an emergency on the ward and are short staffed. She is very apologetic 
about this. I felt sympathy. My heart sank but I was expecting this might happen.  

• I sensed she felt guilty by her tone of voice. Was my disappointment visible? I say 
that this is not a problem, that I understand, that it’s not her fault. 

• She said she might be free later but she can’t say when. I explained that I was 
prepared for it, that I have my laptop and lunch and I don’t mind just doing my work 
and wait until she’s free. We can do it in chunks. She looked relieved and more 
relaxed. 

• She took me to a small room, is this the nursing station? It was tiny, long desk along 
the wall with a few desktop computers. Tiny window. Cluttered and untidy 

• There was a nurse sitting here. Very friendly. She said she prefers to be on the ward 
than in this room, she doesn’t like it in here. I can’t blame her. I’m noticing my own 
judgements about this room. Is it not possible to have a room for staff a bit more 
welcoming and pleasant? Or at least tidier?  

• One note on the wall draws my attention – it’s a ‘Thank you’ from a patient 
complimenting the care they received on the ward, with an e-mail attached to it, 
guessing from a manager saying “Well done all staff. You all work so hard” I thought 
this was a lovely recognition but felt sad. One note about the quality of care 
someone barely noticeable in this cluttered tiny room no one wants to be in…  

• I only managed to sit down and log into my computer when she arrives with two 
cups of tea saying she’s free now. I notice my surprise as it was completely 
unexpected by me? Is this what it is like normally? Or were her worries about time 
overestimated? Was she just preparing for the worst? Assuming she won’t be able to 
make it based on past experience? Or was she feeling so guilty about me she made 
arrangements? Or the busy times peak and trough and I was lucky… 
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• Her responses were thoughtful. I sense frustration about losing protected time she 
had and staff had on the ward, she is frustrated with senior management in the 
hospital for not supporting her so that she could go to the session 

• I notice myself feeling sad and thinking ‘I’ve heard this before’ this might be a 
theme… 

• She talked about guilt, feeling she’d let herself down and others down for not being 
able to get to the group. But there is also sense of guilt for leaving ward to go to 
group 
Is she feeling like this about being in the interview? I noticed myself feeling anxious 
about this interview being interrupted any time. And guilt for interviewing her here 
at work. I felt like asking more questions but I was keeping her out of the ward. Is 
she thinking this or is it just me? 

• How this and other interviews would have been different if they took place 
elsewhere, not on the ward? Is this a good thing because all the emotions and 
thoughts present are more accessible whilst on the ward? Or would their responses 
be different if they weren’t on the ward and had more physical distance and 
separation from what’s going on the ward? 

• How is the fact that I’m taking on so much of this anxiety and guilt affect the 
research and my analysis? Am I going to pick up on something I wouldn’t have and 
it’s mine not theirs and the analysis is through that lens? Am I picking up this threat 
(guilt, anger, anxiety) because they’re in it, this is what they are saying and 
experiencing? 
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Section 4: Contribution to Theory and Clinical Practice 
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Summary of Findings 

The literature review suggested that there are a number of factors that can maintain or 

promote higher compassion satisfaction in mental health professionals, which are: 

engagement with self-care practices in and outside of the workplace, workplace support 

and sense of belonging, sense of competence, cognitive components of empathy and 

sense of autonomy within work. The review highlighted a lack of consistency in the 

definition of the construct of self-care and subsequently how self-care was measured. 

The review also highlighted a lack of interventions for mental health professionals 

explicitly measuring the effect of such interventions on their compassion satisfaction.  

Some of the reasons for paucity in research investigating interventions for mental health 

staff may be found in the empirical study. The study highlighted many barriers 

participants had encountered to attending a compassion-focused group for inpatient 

mental health staff. The barriers related to organisational issues, workplace culture and 

individual factors which may have prompted feelings of guilt, threat and unimportance 

for the participants, subsequently contributing to difficulties with attending. In spite of 

this, the empirical paper proposes that a compassion-focused group may be an 

acceptable intervention for inpatient mental health staff once the barriers are addressed. 

Participants who did attend reported positive experiences and benefits from practices 

which cultivated compassion for self and others and facilitated affiliative relating. 

The findings from the literature review and empirical paper raise several implications 

for future research, theory development and clinical practice. 
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Implications for Future Research and Theory Development 

 

Definitions of self-care, self-care measures and self-care barriers 

Self-care is widely encouraged due to playing a vital role in in maintaining or enhancing 

well-being and preventing ill health in the general population (Greaves & Campbell, 

2007) and in individuals with physical and mental health problems (Lucock et al., 

2011). Considering the particularly difficult nature of their role, mental health 

professionals are susceptible to experiencing negative consequences of their work  

as a helper. Self-care and coping behaviours have been identified as factors that may be 

helpful in reducing or preventing these negative consequences (Richards, Campenni & 

Muse-Burke, 2010; Turgoose & Maddox, 2017; Wise, Hersh & Gibson, 2012). The 

literature review highlighted that there has been an interest in investigating the role of 

self-care in maintaining and enhancing compassion satisfaction in mental health 

professionals. The findings suggest that self-care can help maintain or promote 

compassion satisfaction, a factor that may buffer or protect from burnout and 

compassion fatigue. However, it also highlighted an issue with what constitutes self-

care and how it is measured, which has been identified in literature on self-care before 

(Lucock et al., 2011). The studies included in the literature review used different 

measurements of self-care, from checklists to scales and questionnaires, with varied 

degree of reliability and mixing different aspects of self-care (e.g. engaging with 

trauma-informed self-care practices within work, such as mindfulness or reflective 

practice, maintaining work-life balance, engaging with leisure and physical activities, 

spending time with family and friends). Future research may wish to consider using 

most reliable and consistent measurement of self-care and clarify which aspects of self-
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care are most helpful in maintaining or enhancing compassion satisfaction. The 

literature highlighted the potential pivotal role self-care practices built into work time 

may play in enhancing compassion satisfaction and it would it be important to 

disentangle further exactly which aspects are most helpful (e.g. informal mindfulness 

sessions for staff versus group reflective practices or team formulation sessions) 

Mental health professionals are required to attend to their well-being in order to 

maintain fitness for practice. The literature review highlighted the associations between 

positive perceptions of self-care and engagement with self-care. However, research may 

have overlooked how much autonomy within the workplace and organisational factors, 

such as support from the wider team and number of clinical hours, may affect the ability 

and the motivation to engage with self-care as well as perceiving self-care as not 

important enough to engage with. The empirical paper highlighted that perceptions of 

workplace supportiveness, perceptions of own role as a helper and expectations that 

stem from it (i.e. to self-sacrifice, to be ‘coping well’), were all identified as barriers to 

engagement with self-care in the form of attending compassion-focused sessions for 

staff, or using self-care strategies outside of the sessions within the workplace. There is 

currently still insufficient evidence on what the facilitators and what the barriers are to 

effective self-care. More research is warranted. Future prospective studies might wish to 

explore whether and how workplace support, as well as which aspects of workplace 

support, help increase engagement with self-care behaviours and affect compassion 

satisfaction in mental health staff. 
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Social rank theory and the NHS 

 

Working in threat-drive organisations can further exacerbate difficulties that may be 

possible consequences of working in mental health services, such as burnout, 

compassion fatigue or secondary traumatic stress. Furthermore, NHS inpatient services 

are hierarchical with banding and coloured scrubs helping to identify where one 

‘belongs’ in the hierarchy. Social rank theory developed by Gilbert (as cited in 

Wetherall, Robb.& O'Connor, 2019), suggests that there is a relationship between the 

perception of social rank and mental health. A recent systematic review by Wetherall et 

al. (2019) indicated that perceiving oneself as having a lower rank comparing to others 

is associated with higher depressive symptoms. Gilbert (2001) suggested that perceiving 

oneself as inferior may be associated with behaving submissively. From an evolutionary 

point of view engaging with defensive strategies such as withdrawing, reducing efforts 

towards activities perceived as unsuccessful, goals perceived as unachievable, have 

adaptive functions. They may be a result of finding oneself in an adverse situation 

(Gilbert, 2001). However, this adaptive behaviour may become problematic as it may 

get in the way of engaging with innovative ideas and practices. The social rank theory 

dimensions describe ideas of inferiority and group fit (Gilbert and Alan, 1998), so how 

an individual perceives themselves and how they fit with others (e.g. strong-weak, 

insider-outsider). It may offer a further understanding of the development of mental 

health difficulties amongst some mental health staff and barriers to attending group staff 

support sessions. The empirical paper suggests that perceiving themselves as 

unimportant, guilt about leavings colleagues on the ward and fear about accountability 

may have influenced the perception of the importance of the sessions and influenced the 

decision not to attend. Further investigation into understanding the relationship between 
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how mental health staff perceive their position in their organisation and their well-

being, and how these are associated with organisational outcomes, is warranted. 

 

Social distancing, team belongingness and their relationships with compassion 

satisfaction and self-compassion 

The literature review and empirical paper highlighted the importance of social support 

and sense of belongingness for self-compassion and compassion satisfaction in mental 

health staff. Currently NHS mental health services are required to observe social 

distancing and work remotely, where possible. Concerns are raised by the public and 

professionals bodies that social distancing may contribute to an increased sense of 

disconnect and loneliness. Loneliness has been linked to mental health difficulties in the 

general population (Mushtaq, Shoib, Shah, Mushtaq, 2014), but it is reasonable to 

assume that it may also affect mental health professionals working remotely. It is also 

unclear how the new circumstances will affect compassion satisfaction and other 

outcomes such as compassion fatigue and burnout in mental health professionals. Some 

evidence suggest that virtual meetings can lead to reduced stress due to, for instance 

decreased time spent travelling however may increase stress for those unfamiliar with 

technology (Voytenko, Arnfalk, Mont, Klintman & Voytenko, 2012). The literature 

review highlighted that work interference with personal life, as well as interference of 

personal life with work, may be associated with lower compassion satisfaction. 

Working remotely may appear to have the potential to affect social connectedness and 

to disrupt a sense of belongingness to the work team. The loss of ‘informal’ chats with 

colleagues by the kitchen kettle in between meetings and sessions with clients may 

affect this sense of connectedness and belongingness. This may have implications for 
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how professionals perceive their contributions to their community of ‘helpers’ and their 

compassion satisfaction. There has been however anecdotal reports of a paradoxical 

increased sense of closeness and intimacy with colleagues and those offered therapy 

(Gottlieb, 2020). Future research could help understand if a sense of belonging to the 

team can still be maintained or enhanced whilst working remotely. The current situation 

may provide fruitful ground for further research into the relationship between social 

distancing or working remotely and compassion satisfaction, as well as how work 

support and belongingness may be mitigating or moderating these relationships. 

 

Implication for Clinical Practice 

 

Social desirability and compassionate support 

 

Compassion fatigue and burnout are prevalent in mental health staff. Compassion 

satisfaction and cultivating compassion may help maintain and enhance staff’s well-

being. However, the empirical paper suggested that some mental health staff may 

believe that they should prioritise others’ needs, and they should be in a better position 

to cope with stress. This has been suggested in other literature as well (Nelson-Gardell 

& Harris, 2003). Recent public initiatives such as ‘NHS heroes and Thursday clapping 

for NHS staff’ may be further encouraging self-sacrifice in staff at the expense of self-

care and own well-being. The identified organisational barriers to engagement with 

strategies and practices than can help facilitate compassion, may make it even more 

difficult to seek support when experiencing difficulties. These points paint a complex 
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picture that requires initiatives and interventions at all organisational levels, including 

policy and organisational approaches to: normalise experiences of staff as part of the 

‘human condition’ and of working in threat-driven environments; facilitate time and 

space for staff to be able to voice their difficulties, in the context of psychological safety 

where they are met with compassion; facilitate practices that can help staff feel 

respected, connected and supported in their workplace. Literature on compassion at 

work highlighted that in a fast-paced culture of ‘doing’, where there is no time to step 

back, no space for reflection, distress in staff goes unnoticed and there are many missed 

opportunities to alleviate it (Dutton, Workman & Hardin, 2014). The group sessions in 

the empirical study provided staff with time and safe space where they had the 

opportunity to give and receive compassion, towards their own experiences. Participants 

reported these sessions to be helpful and beneficial. Literature and research highlights 

other approaches where this can be achieved, such as Schwartz Rounds (Cornwell & 

Goodrich2010; Lown & Manning, 2010), Balint Groups (as cited in Omer & McCarthy 

2010) and Reflective Practice Groups (Graham, 2000). Clinical psychology has a key 

role in sharing the evidence-base and encouraging mental health services leaders and 

managers to protect the time for staff to facilitate group sessions so compassion to each 

can be experienced. This may also increase a sense of belongingness and increase 

perceived supportiveness of their workplace. This seems to be particularly important in 

a time of threat caused by a pandemic, which may impact the mental health and well-

being of frontline staff (Gerada & Walker, 2020), including inpatient mental health staff 

(The Guardian, 2020). Opportunities to ‘get together’ may be a challenge, discouraged 

or abandoned altogether due to social distancing and fear of social judgement. Clinical 

psychologists have an important role to play in normalising these feelings and working 
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flexibly to facilitate sessions in smaller groups, with social distancing adhered to, or via 

virtual means. 

 

Synthesis of workplace factors that may facilitate opportunities for mental health staff 

to engage with compassion and experience compassion satisfaction 

 

The literature review highlighted a number of factors that can contribute to higher 

compassion satisfaction in mental health staff, for example: 

- Engagement with self-care behaviours within and outside workplace, 

- Sense of belonging and support within the workplace, 

- Cognitive facets of empathy, 

- Sense of competence, 

- Sense of autonomy at work. 

Facilitating group sessions for mental health staff can provide opportunities and space 

for reflecting on practice, thus increase a sense of competence and mastery. Sessions 

facilitated in a spirit of compassion and non-judgement can facilitate psychological 

safety enabling staff to learn from experience, share concerns about practices, as well as 

give and receive compassion to each other. When engaging with case discussions time 

should be allocated to learning from ‘cases that went well’ to increase a sense of 

accomplishment and satisfaction. Where clinicians work with complex difficulties their 

clients or patients may present with, every effort should be taken to reflect on and 

validate difficulties and point out the significance and meaning of the work they are 

doing, celebrating even small compassionate actions that matter to staff and clients. 

Time should be allocated for discussions of clients who may pose challenges for the 
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team which can contribute to ‘splitting’ of the team. Compassionate staff support can 

encourage engagement with activities that involve perspective taking and compassion 

towards the client and members of the team. Separate time should be allocated for 

offering staff the opportunity to engage with self-care, such as compassion-focused staff 

support sessions or mindfulness sessions that can help with affect regulation through 

formal practice and affiliative relating to other colleagues. 

There are numerous potential benefits of such sessions for staff, including increased 

compassion satisfaction and compassion to self and others within the workplace. 

However, the empirical paper also highlighted numerous barriers that should be 

considered in clinical practice as they may affect staff’s engagement with staff support 

sessions that are ‘non-mandatory’. These barriers might be applicable to all staff support 

sessions, not limited to those that cultivate compassion to self and others and provide a 

space to ‘slow down’ and reflection on experience. The barriers are of particular 

relevance to inpatient staff but can also apply to other NHS settings and should be taken 

into consideration when planning groups for staff: 

- Lack of protected time due to staff shortages and workload, 

- Unpredictability on the ward due incidents leading to reactiveness of the system and 

making it difficult to plan ahead, 

- Pressure from managers and colleagues to stay on the ward due to staff numbers, 

- Guilt and fear about leaving the ward due to perceived role and accountability,  

- Tendency to self-sacrifice, 

- Lack of control and autonomy within the workplace. 

Due to these factors there is a risk of high attrition when sessions are offered and short-

term staff interventions having limited impact due to the aforementioned barriers. 
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Nonetheless, these sessions appear to have the potential to benefit to the well-being of 

staff and help with staff retention. The empirical paper points to a certain paradox: some 

of the barriers discussed by the study participants were the exact reasons why they felt 

these sessions are needed. Some implications and recommendations that stem from the 

empirical paper are as follows: 

- Raising awareness amongst policy makers, heads of services, managers on all levers 

and frontline staff about the organisational barriers informed by the research and 

other literature, 

- Raising awareness amongst staff about the evidence-base for benefits of staff 

support sessions and offering compassion-focused staff support sessions to service 

leads to acknowledge pressures they are under and to help develop and enhance 

compassionate leadership as outlined by Atkins & Parker (2012), 

- Encouraging heads of services and managers to time protect sessions for staff and 

encourage transparent communication about this to frontline staff,  

- Offering sessions that are regular, time protected, open-ended near the ward at a 

time most convenient to staff, built into work time,  

- Encouraging leaders to attend sessions for frontline staff to provide opportunity for 

perspective taking on both sides, and for leaders to model compassion, i.e. attend to 

staff’s struggles, provide an understanding, empathise and help, 

- Creative problem solving to allow opportunities for connection and compassion in 

the workplace whilst observing social distancing, 

- Identifying opportunities for conversations cultivating compassion and 

incorporating them in day-to-day work, 

- Supporting staff with engagement with practice of self-compassionate in daily work. 
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The last point is of particular relevance in current times where opportunities to connect 

may be discouraged and precedence given to minimising risks of virus transmission. 

Research on compassion (Gilbert, 2009) highlights how threat system processing can 

inhibit compassion. Compassion for NHS staff and compassionate leadership (Bailey & 

West, 2020) have been suggested to be particularly essential to make time for in the 

current crisis, and critical for the well-being of staff and the population that will access 

NHS mental services in the months and years to come. 

 

Personal Reflections 

Having worked in health care for a decade now, first as support worker in the third 

sector, then in NHS mental health services as a mental health practitioner, I have always 

been curious as to why we chose to do such a demanding job and about the impact this 

kind of work may have on our own well-being. I remain genuinely hopeful that it is 

compassion - the motivation to help and alleviate suffering, that is the underlying 

reasons for the chosen career path, amongst others. Therefore, on reflection his project 

did not start in 2019. It started many years ago… I also always wondered how many of 

the mental health practitioners are in fact ‘wounded healers’ like myself, with personal 

experiences of insecure attachments and, perhaps traumas in their ‘informal’ CVs. 

Working as a ‘helper’ perhaps makes us more vulnerable to developing mental health 

difficulties if the ‘right’ circumstances align, but I also truly believe that it creates many 

opportunities for developing resilience and personal and professional growth. Early on 

in my career in the NHS I have learned about the importance of self-care and ‘practicing 

what you preach’ to maintain my own well-being, as well as to increase my confidence 

and credibility as a clinician. However, I was astounded to witness how little self-care 
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was built-in within the workplace itself: how often there was little space in the actual 

building to encourage self-care; how staff mindfulness sessions were offered and soon 

got forgotten amongst the daily tasks and targets. I wondered why, in spite of 

‘forgetting’ about them myself at times. I also became aware of the presence of stigma 

surrounding the disclosure of own struggles with mental health within the profession, an 

expectation that as a someone working within mental health service, you somehow 

should know how to cope and be a well-functioning and emotionally regulated 

individual. However, unless you invested private time and money into pursuing own 

therapy or guided self-help practices outside of work, why would you be ‘more 

equipped’ than the average person, who does not work in mental health care. Overtime, 

working in the reality of a busy NHS the initial satisfaction one gets from this type of 

work, from being able to make a difference in someone’s life, fluctuates and may 

diminish under the heavy workload and targets within the workplace. The fact that a 

person found it helpful to connect in a meaningful way with you and tell their story, did 

not seem to matter as much as your ‘numbers of contact per week, discharge and 

recovery rates’ as a clinician. I wondered how these numbers may affect my compassion 

to my clients as a clinician, as time went on. Becoming a trainee clinical psychologist, 

with a smaller caseload, more time for personal and professional development and 

supervision has put me in a very privileged position to be able to reconnect with the 

values and reasons for entering the profession. However, the experience on placements 

has never allowed me to forget about the pressures my fellow mental health colleagues 

experience day-to-day. During the placements and training I had the privilege to work 

with and be supported by incredibly compassionate clinical psychologists. They 

inspired me to pursue my interest in applying compassionate-focused approaches to 
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mental health staff and give mental health staff a voice with regards to their experience 

of receiving compassion in their workplace.  

 The whole research process from meetings with my supervisors, developing the 

research proposal, through to applying for ethical approval, collecting data and the 

analysis, I found incredibly challenging and inspiring at the same time. Going through 

the process of applying for ethical approval was a frustrating but a necessary step that 

has helped me think through some of the aspects of the research I was not sure about 

and be in a better and more prepared position to start the research. Throughout the 

whole time I was acutely aware of my self-doubts in my competence to complete this 

project: my self-doubts about doing qualitative research and whether I am doing it 

‘right’, doubts in my ability to write it up in a coherent manner. The support and 

guidance I received from my supervisors as well as self-study, have enabled me to grow 

in some confidence. 

The context of possibly a collective trauma unfolding in front of my eyes due to the 

pandemic and the lockdown, added an extra ‘jug’ of water to my metaphorical ‘stress 

bucket’. It made it very difficult to engage with the process of writing up my research 

findings.  Writing does not come naturally to me at best of times. The sudden changes in 

my lifestyle and remote working required a lot to adjust to, as it was for many. I was 

acutely aware of the major reduction in people contact which took away one of my 

biggest coping strategies. All the support I got from my very compassionate and patient 

supervisors, and my interest in compassion-focused approaches and the theories 

underpinning it, helped me make sense of what was, and is still going on for me and 

others. It helped experience more acutely how being in ‘threat mode’ leads to all these 

understandable feelings and reactions, and how they may inhibit my self-compassion. 
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This project felt like a curse a times and a blessing at other. The very nature of this 

project, reminded me every day of the importance of self-care, listening to my needs 

and seeking support from others. Allowing myself to show my vulnerable side, the one 

who is struggling, to my supervisors led to receiving acceptance and compassion from 

them. Perhaps this experience and their understanding allowed me to find meaning in 

this research again which in turn helped me re-engage with writing (whilst maintaining 

kindness towards myself at times when it was too difficult to do). What came to light 

for me so strongly during this time, is our very mammalian nature, i.e.  the importance 

of being with others to regulate our threat system, the importance and the comfort of 

touch and a hug in a time of distress. The very thing that is being discouraged in these 

strange circumstances. 

Speaking to my participants, as well as the process of going through the stressful third 

year of training, with the ‘lockdown’ finale, meant that the below words never sounded 

more true to me:  that one needs to experience compassion from others to be able to 

give true and genuine compassion to themselves. And in order to give compassionate 

care to others, you need to give it to yourself first. 

Having heard the participants accounts on the relevance and helpfulness of compassion-

focused groups and having paid attention to the experience of receiving compassion 

from my supervisors and close friends during this difficult time, helped me turn towards 

my own suffering and show compassion to my own self. It helped me be even more 

passionate about offering this same opportunity to mental health staff. I am hopeful that 

the silver lining in the current crisis is staff support being seen as pivotal to providing 

compassionate care and that it continues receiving appropriate attention, and funding, so 
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that in can be incorporated into planning of day-to-day service delivery. And that 

eventually, it will become embedded in the NHS mental health culture as time goes on. 
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