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Consistently engaging with client distress can negatively impact mental health workers
(MHWSs). Various terms are used to describe this phenomenon, which can all be
captured by the concept of empathy-based stress (EBS). Previous reviews have not
addressed MHWs as a distinct group, despite evidence suggesting they are particularly
vulnerable to EBS. In the context of rising mental health needs triggered by the
COVID-19 pandemic, it is especially important to understand how to mitigate the
impact of EBS on MHWS. This review therefore aimed to identify and describe
available interventions. A systematic scoping review of the literature concerning
interventions for EBS in MHWSs between 1970 and 2022 was undertaken using five
electronic databases. 51 studies were identified, which varied significantly with regards
to: interventions used; study methodology and theoretical underpinnings. Studies were
grouped according to the level at which they aimed to intervene, namely: individual;
team or organisational. Most studies intervened at the level of the individual, despite
the proposed causes of EBS being predominantly organisational. Furthermore,
theoretical links to the origins of EBS were largely unclear. A dedicated research
agenda is set out to address these and other issues identified in the field and to guide
future research.
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Abstract

Consistently engaging with client distress can negatively impact mental health workers (MHWS).
Various terms are used to describe this phenomenon, which can all be captured by the concept of
empathy-based stress (EBS). Previous reviews have not addressed MHW:s as a distinct group, despite
evidence suggesting they are particularly vulnerable to EBS. In the context of rising mental health
needs triggered by the COVID-19 pandemic, it is especially important to understand how to mitigate
the impact of EBS on MHWS. This review therefore aimed to identify and describe available
interventions. A systematic scoping review of the literature concerning interventions for EBS in
MHWs between 1970 and 2022 was undertaken using five electronic databases. 51 studies were
identified, which varied significantly with regards to: interventions used; study methodology and
theoretical underpinnings. Studies were grouped according to the level at which they aimed to
intervene, namely: individual; team or organisational. Most studies intervened at the level of the
individual, despite the proposed causes of EBS being predominantly organisational. Furthermore,
theoretical links to the origins of EBS were largely unclear. A dedicated research agenda is set out to

address these and other issues identified in the field and to guide future research

Introduction

What is Empathy-based Stress?

Empathy is the interpersonal capacity to be sensitive to others and understand their feelings by
actively entering into their experiences (Elliot et al., 2018). It is thought to be a key component of
compassion (Atkins & Parker, 2012; Strauss et al., 2016), wherein engagement with the suffering of
another facilitates actions to prevent and alleviate that suffering (Gilbert, 2014). People accessing

mental health services are found to have better outcomes in terms of mental health recovery if they

This is a provisional file, not the final typeset article
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experience compassionate (Spandler & Stickley, 2011) and empathic (Elliot et al., 2018)
relationships with staff caring for them. This may be especially important in mental health services
given the stigma that persists in both society and health services regarding mental distress
(Ahmedani, 2011; Henderson et al., 2014). Clinicians also stand to benefit from such practice, with
evidence highlighting that compassionate practice can protect against the harmful effects of empathic
distress (Klimecki et al., 2014); lead to positive emotions (Klimecki et al., 2013); and reduce

psychological distress (Kirby et al., 2017).

Despite the benefits associated with compassionate and empathic care, research has also identified
potential costs to clinicians working with distressed clients. These include: burnout (Maslach, 1993);
secondary traumatic stress (STS; Figley, 1995; Newell & MacNeil, 2010); compassion fatigue (CF;
Figley, 1995); and vicarious trauma (VT; Pearlman & Saakvitne, 1995). Whilst distinct definitions
exist for these terms (see Table 1), the extent to which they differ from one another is unclear and
they are often used interchangeably in the literature (Turgoose & Maddox, 2017; Rauvola et al.,

2019).

Table 1

Definitions of terms included in the Empathy-based stress construct

Term Definition

Burnout A psychological response to chronic interpersonal stressors at
work, resulting in exhaustion, detachment and feelings of

(Maslach, 1993). incompetence. First identified in caregiving professions where

services are provided via a relationship with people in need
(Maslach 1982; 2006). These relationships (whilst rewarding)
necessitate prolonged and intense emotional contact with
clients which over time can produce burnout (Maslach, 2006).

Secondary Traumatic A form of second-hand post-traumatic stress disorder (PTSD).
Stress (STS) In STS, symptoms (e.g. hypervigilance, avoidance, intrusive
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Term Definition

(Figley, 1995; Newell & thoughts/memories) arise out of exposure to the trauma of
MacNeil, 2010). others, rather than through direct personal experience.

Compassion Fatigue (CF)  Figley (1995) substituted STS with the term CF as a less
stigmatising way of referring to the impact of these experiences

Figley (1995). on healthcare professionals. CF is “a state of exhaustion and
dysfunction biologically, psychologically, and socially as a
result of prolonged exposure to compassion stress” (p. 253). CF
has an inverse relationship with CS; leading to the suggestion
that overwhelming levels of CF may interfere with the capacity
to experience CS (Rossi et al., 2013; Stamm, 2002).

Vicarious Trauma (VT) VT is defined as “the transformation that occurs in the inner
experience of the therapist [or worker] [...] as a result of

(Pearlman & Saakvitne, empathic engagement with clients’ trauma material” (Pearlman

1995). & Saakvitne, 1995, p. 31). Whilst VT may result in PTSD-type

responses (flashbacks, intrusions, dissociation) (Beaton &
Murphy, 1995), definitions emphasise the negative impact on

the clinician’s cognitive schemas (Pearlman & Saakvitne,
1995).

Note. STS = secondary traumatic stress; CF= compassion fatigue; VT= vicarious trauma; PTSD=
post-traumatic stress disorder

These inconsistencies led Rauvola et al. (2019) to propose an alternative conceptualisation in which

VT, burnout, CF and STS are all highly related aspects of ‘empathy-based stress’ (EBS; Figure 1).

EBS is described as applicable to anyone whose occupation exposes them to the distress of others
and requires that they respond with engagement and empathy. It is defined as “a stressor—strain-based
process of trauma at work, wherein exposure to secondary or indirect trauma, combined with
empathic experience, results in empathy-based strain and additional outcomes (i.e., other
occupational health/strain outcomes; work affect, behaviours, and cognitions)” (Rauvola et al., 2019,
p299). In the EBS model; VT, STS and CF are the three varying forms of empathy-based strain that

result from empathic engagement with the traumatic experiences of others. The state of burnout is

This is a provisional file, not the final typeset article
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conceptualised as a reaction to this strain, though the authors acknowledge there are common features

between all four constructs

EBS is a recently conceptualised model which has not yet been applied within the wider literature;
therefore, its feasibility and usefulness as a framework remain untested. However, EBS brings
together established pre-existing concepts in a way that allows for distinct but inter-related terms to
co-exist, thereby offering a potential solution to the conceptual ambiguities outlined above.
Furthermore, it allows that anyone who empathically engages with second-hand distress in a w¢*
setting can consequently experience undesirable outcomes, which can interact with pre-existing
individual factors to make EBS more or less likely/ severe. It is therefore dynamic, process-driven
and applicable across professional fields. In this way it is akin to established models in the
occupational health literature, including the Job Demands- Resources model which posits that all
jobs comprise interacting sets of psychologically taxing demands and rewarding job resources
(Bakker & Demerouti, 2007) . This review will henceforth use the term EBS, in reference to the
dynamic model of “traumatic stressor exposure, empathic experience, and adverse reactions” (p. 297)

described by Rauvola et al.

Why Prevent/Treat Empathy Based Stress in Mental Health Workers?

There is evidence to suggest that EBS impacts care providers from diverse professional backgrounds
including nurses, physicians, social workers and mental health workers (Cavanagh et al., 2020; Rossi
et al., 2013). Mental health workers (MHWSs) however, are often required to engage explicitly with
their clients’ distressing experiences during care provision (Canfield, 2005). For example, successful
psychotherapy is thought to depend in part on the clinician’s ability to empathise with and to some
degree absorb the pain that clients are experiencing (Rogers, 1967; Rothschild & Rand, 2006).

Compared to GPs and non-medical personnel, MHWSs have been found to show greater empathic
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concern for others and higher discomfort at witnessing suffering (Santamaria-Garcia et al., 2017).
This empathic engagement predicts better client outcomes (Elliot et al., 2018); however, leaves

MHWs at increased risk of EBS (Canfield, 2005; Jachens et al., 2018).

The rates of trauma experiences are found to be higher amongst people accessing mental health
services, with estimates suggesting that roughly half have experienced physical abuse, whilst over a
third have experienced sexual abuse (Mauritz et al., 2013). As services become increasingly aware of
the importance of trauma-informed approaches to health and social care (Sweeney et al., 2016)
MHWs are being encouraged to explicitly ask clients about potential traumatic experiences (Read et
al., 2007). While undoubtedly a positive step, this seems likely to increase the quantity of traumatic
material MHWs are exposed to. In their review, Turgoose and Maddox (2017) found that greater
exposure to client trauma/distress was associated with higher CF in MHWSs. EBS is associated with a
range of adverse outcomes including poor job satisfaction, absenteeism and poor patient care (Figley
2002; Mathieu, 2007). It can lead to what Baranowsky (2002) termed ‘the silencing response’,
whereby health workers begin to minimise, shutdown or divert away from traumatic material brought

to them by the client

Current Review and Aims

Previous rgwigws targeting healthcare workers suggest that intervention/training may be effective in
reducing EBS (e.g. Cocker & Joss, 2016), however, existing reviews have either amalgamated
MHWs with other healthcare workers as one group (e.g. Conversano et al., 2020) or excluded them
(e.g. Cocker & Joss, 2016). Bercier and Maynard (2014) attempted to review EBS interventions for
MHWs, however were unable to identify relevant studies and called for more research. Sutton et al

(2022) examined the impact of organisational factors on some specific forms of EBS, however did

This is a provisional file, not the final typeset article
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120  not consider other forms of intervention and looked only at particular professional groups working in

121  mental health.

122 Prompted by these challenges, this paper aimed to review available interventions for preventing or
123 treating EBS in MHWs specifically. Given the urgency indicated by staff stress levels (NHS, 2023)
124 and workforce shortages it seems timely to ask; “What interventions exist to prevent or treat EBS in
125 MHWSs?”. Using systematic scoping methodology, we aimed to answer this question via the

126  following objectives:

127 1) To assess and summarise the available interventions for preventing or treating EBS in MHWSs
128 2 To ascertain the theoretical underpinnings and assumptions of these interventions

129 3) To assess how EBS has been measured in these studies

130 4) To make recommendations for future research into the treatment and prevention of EBS in

131 MHWs

132 Once the authors had conducted the initial review and assessed the nature of the available literature, a
133 second aim was set: to provide a dedicated research agenda that summarises the existing state of the
134 literature on interventions for EBS in MHWSs and sets out key issues and directions for future

135  research.

136  NHS England (2018) warned that the ever-growing need for healthcare services leaves NHS staff
137  wvulnerable to CF, which has been linked to depression, stress and chronic illness (Barr, 2017;

138  Canfield, 2005; Demerouti, 2000; Mathieu, 2007). These are serious concerns for the workforce, as
139  demonstrated in a recent NHS staff survey which found that 44.8% of workers felt unwell due to
140  work-related stress; a percentage that has been climbing steadily since 2016 (NHS, 2023). This has
141 led West and Chowla (2017) to call for a culture change in the NHS to enable senior staff to lead

142  compassionately and sensitively rather than being solely driven by achieving targets and reducing
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costs. However, Dean et al. (2019) highlight that such shifts require changes in the framework of our

healthcare systems that will not be simple or quick to achieve.

Method

Scoping Review

This review employed a systematic scoping review method. Scoping reviews offer a means to map
out the scope of the literature in a given area and to provide an overview of the type of evidence
available (Mays et al., 2001). Whilst they may be a precursor to systematic reviews, they can also be
conducted as self-contained reviews when there is insufficient knowledge about a subject to generate

sufficiently specific questions for a systematic review(Armstrong et al., 2011).

To this end, scoping reviews: have broader inclusion criteria compared to systematic reviews; do not
assess bias in included studies; do not attempt to synthesise evidence or arrive at precise
recommendations. Instead, they aim to outline the research that is available, how it has been
conducted and what theory/evidence has informed it. Despite these differences, scoping reviews are
still systematic in nature and involve an a priori protocol and a methodical, exhaustive, and replicable

search strategy (Arksey & O’Malley, 2005; Munn et al., 2018).

Munn et al (2018) provide guidance for authors choosing whether to conduct a systematic or scoping
review. They give six indications for conducting scoping reviews, four of which are relevant to the
current review: “To identify the types of available evidence in a given field; To clarify key concepts/
definitions in the literature; To examine how research is conducted on a certain topic or field...To
identify and analyse knowledge gaps” (pp.2). The review was conducted in accordance with the
Joanna Briggs Scoping Review Framework (Peters et al., 2017) and written up in line with the

Prisma Extension for Scoping Reviews (Tricco et al., 2018). See Appendix A for a completed

This is a provisional file, not the final typeset article
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186

Preferred Reporting Items for Systematic reviews and Meta-Analyses extension for Scoping Reviews

(PRISMA-ScR) Checklist.

An a priori protocol was developed and registered on Open Science Framework: https://osf.io/b7kcr/

Electronic searches and Search Terms

Searches were conducted in the following databases: PubMed, PsychINFO (including APA Psycinfo,
APA PsycArticles, APA PsycExtra and APA PsycTests), Embase, PTSDPubs. Grey literature was
accessed via PsycExtra (theses) and the Cochrane Central Register of Controlled Trials (CENTRAL,;
unpublished trials). Studies available in English and conducted between 1970 (when the term burnout
was introduced; Schaufeli et al., 2009) and 2021 were included in the initial search; in the updated

search the included date range was 2021 to 2022.

The search terms were determined by considering the core elements of the research question, in
consultation with a research librarian (see Table 2). Given the inconsistent/overlapping definitions of
terminology noted in the literature (Turgoose & Maddox, 2017; Rauvola et al., 2019), EBS search
terms incorporated the empathy-based strain constructs identified by Rauvola et al. (VT, STS, CF) as
well as burnout (proposed to be an adverse reaction to empathy-based strain). Precise terminology,
boolean operators and truncation were adapted/applied in accordance with each database (see
Appendix B for full search strategy). When full texts could not be retrieved via inter-library loan,
effort was made to locate/contact authors. Initial searches began in December 2020 and were
completed in January 2021. An updated search was subsequently carried out in September 2022. All

identified papers were uploaded to Covidence: https://app.covidence.org/reviews/130454
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187 Table2

188  Example of Search Terms
189

Search item of interest Provisional search terms

Empathy based stress Burnout OR Compassion fatigue OR
secondary traumatic stress OR STS OR
vicarious trauma OR VT OR compassion
stress

Mental health workers mental health nurs* OR forensic nurs* OR
counsellor* OR psychologist* OR
psychiatrist* OR psychotherapist* OR
therapist* OR mental health support
worker* OR mental health social worker*
OR support time and recovery worker* OR
family therapist* OR therapist* OR CBT
therapist* OR mental health occupational
therapist*

Intervention Treat* OR prevent* OR train* OR
program* OR interven*

190

191  Study selection

192  Titles and abstract screening as well as full-text review was conducted by two independent reviewers
193 (HM and MK/RR) according to the inclusion/exclusion criteria shown in Table 3. Whilst the mental
194  health worker search terms in Table 2 were used to guide the searches, some identified studies used
195  different terms to describe participant job roles, or else more general terms e.g. doctor, nurse. In these
196  cases the studies were carefully read in order to identify the nature of the client group participants
197  were working with, and/or the study setting. Such studies were included only if they clearly

198  referenced client groups with mental health needs e.g. clients with psychosis, or healthcare settings
199 that clearly had a mental health focus e.g. psychiatric wards.

200

.. .. . . . 10
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Table 3

Criteria for study inclusion/exclusion

Inclusion Criteria

Exclusion Criteria

Population

Concept

Context

Source

At least 50% of participants are mental
health workers (see Table 2 for included
professions/synonyms).

Studies involving any intervention
(including organisational strategies e.g.
increased supervision) or training program
that aims to prevent or reduce EBS
(including STS, CF, VT & burnout).

Studies that in some way evaluate the

impact of the intervention/training on EBS.

Study settings may include any setting

where mental health workers are employed.

Primary research studies, systematic
reviews and meta-analyses of any
publication status.

Quialitative or quantitative studies.

Studies including other
healthcare staff whose role
does not have a mental health
focus/the general public will be
excluded.

Children, adolescents

Studies that only assess
MHW'’s individual differences
and/or self-care strategies in
relation to EBS.

Theoretical papers, opinion
pieces or letters to the editor

Books, book chapters

Note. EBS = empathy-based stress; MHWs = mental health workers; STS = secondary traumatic stress;
CF = compassion fatigure; VT = vicarious trauma.

11



206

207

208

209

210

211

212

213

214

215

216

217

218

219

220

221

222

223

224

225

226

227

Charting the Data

Information from included studies was charted by reviewers HM and MK, using the following

headings:
Characteristics of Included Studies

Study characteristics. Authors, year of publication, study location, methodology, study

design, study aims, EBS construct targeted, type of intervention/training, method of evaluating EBS.

Sample characteristics. Sample size, age, gender, setting, % of MHWSs in sample, specific

profession/role of MHWs.
Characteristics of Intervention/Training

This included: intervention/training type; the aims and rationales for the interventions/training
programs administered; duration of intervention; and method of delivery. Information about the

theoretical underpinnings of the intervention/training provided were recorded.
Outcomes

Measures used to assess EBS and, where possible, outcomes on these measures were recorded. Any
recommendations for practice or further research on training/interventions of this nature were

documented.

Results

Searches of all sources retrieved 20,552 records. After duplicates (n = 10964) and other ineligible
sources (see Figure 2) were removed, 9,590 titles and abstracts were screened of which 9,436 were
excluded. Of the 228 full text records screened, 177 were excluded. Therefore, 51 studies that met
eligibility criteria (Figure 2) were included in the review. In this section, the characteristics of the

included studies and their participants are first described. Thereafter, the EBS interventions used in the

.. .. . . . 12
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247
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251
252
253
254
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257
258

studies are summarised with reference to their: nature; length; theoretical underpinnings and
assumptions and; means of measurement. Though limited by considerable heterogeneity in the
identified studies, the authors also attempt to place the findings in the context of relevant occupational
health research by considering how they map on to the three types of organisational intervention for

improving staff wellbeing and mental health described by Tetrick and Quick (2011).

Figure 2

PRISMA Flow Chart of the Screening Process
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Characteristics of Included Studies

Tahle 4 provides an overview of the key features of the 51 included studies. The year of publication
ranged from 1981 to 2021. The majority of studies (n = 28) were conducted in the United States of
America (USA). Most studies (n = 43) used a quantitative methodology, but qualitative (n = 2) and
mixed methods (n = 6) were also used. Study designs varied, ranging from case studies (n = 1) to
randomised controlled trials (RCTs) (n = 5) with repeated measures designs (n — . 5) being the most
common. Samples varied in size from N = 2 to N = 296 and consisted of a diverse range of MHWs,
most commonly nurses who comprised 100% of the sample in nine studies, and part of the sample in
eight. Fourteen studies had sample populations consisting of multiple types of MHWSs. Of the 40
studies that provided gender breakdowns: 27 comprised over 50% women; and seven were 100%
women. Only 19 studies provided information on participant ethnicity (see Table 5), most of which
had majority (n = 14) or entirely (n = 1) White samples. Other ethnicities represented included Black,
Hispanic, Latino/Latina, Asian, Indian, Chinese, Malay, Mauritian, multi-racial, American Indian and
Pacific Islander. Eight of the 20 studies reporting ethnicity described a proportion of participants as
having ‘other’ or ‘non-White’ ethnicity, with no further information provided. A further four studies
reported a percentage of White participants but provided no indication of the ethnic backgrounds of
the rest of the sample. Settings included: community mental health (n = 14); inpatient (n = 7);
outpatient/clinic (n = 4); multiple settings (n = 3); forensic (n = 3); mental health centres (n = 2);
substance abuse services (n = 2); veteran’s services (n = 1); primary school (n = 1); domestic abuse
shelter (n = 1); child advocacy centre (n = 1). Most studies targeted a single EBS aspect of EBS (n =
47), whilst some targeted multiple (n = 4). Burnout was by far the most common outcome targeted
targeted (n = 41) although STS (n = 7) and CF (n = 8) were also addressed. According to the EBS
model (Rauvola et al., 2019), this means that over 80% of identified studies were targeting one of the
adverse outcomes of empathy-based strain, rather than addressing empathy-based strain itself. Most

.. .. . . . 14
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283  studies (n = 46) were classified as treatment studies, in that, as far as could be determined, they aimed
284  to examine the ability of an intervention to treat/impact upon EBS, with the assumption apparently
285  being that EBS was already present. Five studies aimed to both treat and prevent EBS. No studies

286  targeted prevention alone.
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303 Table4
304  Characteristics of Included Studies
305
ID Study Country Publication Study Design EBS Setting N % of MHWs Gender Intervention
Status Construct
Targeted (specific role)
01 Haynos et USA PRJ Quantitative Burnout CYP 22 100% Not Given DBT skills
al., 2016 inpatient (MH nurses) coaching
Repeated training
measures
02 Roberts, UK UT/D Quantitative Burnout Not given 141 Not given 79.4% DBT skills
2018 women training
Repeated (39 at
measures FU)
03 Clarke et UK PRJ Quantitative Burnout Inpatient, 140 (57  100% Not given  ACT Training
al., 2015 outpatient at FU 1; _ vs psycho-ed.
RCT 36 FU  (Staff working BPD training®
2). with clients
with BPD)
04 Doyleetal., UK PRJ Quantitative Burnout Forensic 26 61.50% 73.1% Psychosocial
2007 women intervention
Experimental (Forensic training
design nurses)
05 Hallberg, Sweden PRJ Mixed methods  Burnout CYP 11 100% 63.3% Systematic
1994 inpatient women clinical
Repeated (Child MH supervision
measures nurses)

! The primary aim of this RCT was to compare the effects of these two interventions on stigma towards clients with BPD; however clinician burnout was also measured



ID Study Country Publication Study Design Setting N % of MHWSs Gender Intervention
Status Construct
(specific role)
06 Hunnicutt USA PRJ Quantitative Community 251 Not given Not given  Burnout
& workshop
MacMillan, Experimental standalone vs
design (2 with staff
1983 intervention consultation.
groups; 1
control)
07 Landis, USA UT/D Mixed methods Community 5 100% 80% CF/ST
2010 women workshop;
Repeated (SWs) ‘Sharevision’
measures meetings
08 Perseiuset  Sweden PRJ Mixed methods Adult & 22 100% 86.4% DBT training
al., 2007 CYP women
Repeated psychiatry (Drs; psychol,
measures clinics MH nurses/care
assistants;
therapist, OT)
09 Raabetal., Canada PRJ Quantitative Community 22 100 % 100% MBSR
2015 women
Repeated (MH care
measures workers)
10 Razzague & UK PRJ Mixed methods Community 26 100% 65.4% Mindfulness
Wood, 2015 women Retreat
Repeated (Psychr)
measures

17



ID Study Country Publication Study Design EBS Setting N % of MHWSs Gender Intervention
Status Construct
Targeted (specific role)
11 Rollins et USA PRJ Quantitative Burnout Inpatient & 145 100% 71% ‘BREATHE’
al., outpatient, women burnout
Experimental (mostly (Behavioural reduction
2016 design veterans health workshop
services) providers)
12 Melchioret The PRJ Quantitative Burnout Inpatient 161 100% 72% Primary
al., 1996 Netherland women nursing
s Experimental (MH nurses)
design
13 Duckworth, USA UT/D Quantitative STS CYP 16 100% 93.8% STS education
2012 community women program and
Repeated (psychol; prevention
measures nurses; SWs, plan
therapists;
admin)
14 Boone, USA UT/D Quantitative STS Not given 97 (53 at  100% 88.7% Poetry writing
2006 FU) women therapy
Experimental (Domestic
design violence
counsellors)
15  Flarity et USA PRJ Quantitative CF Inpatient 7 100 % 100% CF prevention
al., 2016 (emergency women and resilience
Repeated department) (Forensic training
measures nurses)
16 Suyietal., Singapore PRJ Quantitative Burnout Not given 37 100% 81.1% MBSR
2017 women

This is a provisional file, not the final typeset article
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ID Study Country Publication Study Design EBS Setting N % of MHWSs Gender Intervention
Status Construct
Targeted (specific role)
Repeated (Psychol;
measures Psychr; SW5s)
17 Kovac et Slovenia PRJ Quantitative Burnout School 30 100% 100% Supervision
al., 2016 women (relational
Experimental (School family model)
design counsellors)
18 Van Kirk, USA PRJ Quantitative Burnout,  Veteran 57 100% 64% Employee
STS&CS MH women wellness
2020 Repeated services (nurses, SWs, program
measures psychol, psychr,
counsellors, SA
therapists; OTs;
assistants)
19 Aleneziet  Saudi PRJ Quantitative Burnout Inpatient 296 100% 49.3% Burnout
al., 2019 Arabia women prevention
Experimental (MH nurses) programme
design
20 Erikssonet  Sweden PRJ Quantitative Burnout Not given 101 (81  100% 96% Web-based
al., 2018 at FU) women compassion
RCT (Psychol) (plusone  program
NB
person)
21  Wymer, USA UT/D Quantitative STS Child 3 100% 100% Affective
2009 advocacy women check-in
centres supervision
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ID Study Country Publication Study Design EBS Setting N % of MHWSs Gender Intervention
Status Construct
Targeted (specific role)
Single case (CSA
research design counsellors)
22 Chilton et USA PRJ Qualitative CF & STS Addiction 2 100% 100% El Duende
al., 2020 treatment women ‘Process
Case study centre. (art/expressive Painting’
arts therapists)
23 Askey- UK PRJ Quantitative Burnout Primary & 69 (43at 52% 76% MBCT group
Jones, 2018 secondary FU) women therapy
Repeated (MH Nurses)
measures
24 Ewersetal, UK PRJ Quantitative Burnout secure 33(20at 100% 51.5% Psychosocial
2001 forensic FU) women Intervention
Experimental settings (MH nurses) Training
design
25 Finamoreet UK PRJ Quantitative Burnout Not given 253 (201 100% Not given  Knowledge &
al., 2020 at FU) Understanding
Repeated Mixed Framework PD
measures Training
26 Reyes Mexico PRJ Quantitative Burnout BPD Clinic 6 100% 50% ‘Helping the
Ortega et _ women Helper’ social
al., 2019 Experimental (Psychol; connectedness
design psychr) intervention
27 Bradyetal.,, USA PRJ Quantitative Burnout Inpatient 16 100% (Psychr;  Notgiven MBSR
2011 Psychol;

MH technicians

This is a provisional file, not the final typeset article
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ID Study Country Publication Study Design EBS Setting N % of MHWSs Gender Intervention
Status Construct
Targeted (specific role)
Repeated Activity
measures Therapists)
28 Walker, USA UT/D Quantitative Burnout Can't 34 100% Can't MBSR
2018 access- access-
Repeated preview (Can't access- preview
measures preview)
29 Kileyetal,, USA PRJ Quantitative CF Community 69 100 Not given  Guided
2018 (56 at Imagery
RCT FU) (SWs;
counsellors;
psychr; CMs,
support staff
and
management)
30 Rileyetal., USA PRJ Quantitative STS, CF Multisite 38 (28at 100% 84.2% Yoga-based
2017 & Burnout MHcentre  FU 1; 25 women stress
2 experimental at FU 2;  (Not given) management
conditions, no 19 at 6 Vs cognitive-
control month behavioural
FU) stress
management
31 Rosada et USA PRJ Quantitative Burnout Community 45 100 % 73.3% Reiki (reiki vs
al., 2015 women ‘sham”)

Repeated
measures Cross-
over design

(MH clinicians)
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ID Study Country Publication Study Design EBS Setting N % of MHWSs Gender Intervention
Status Construct
Targeted (specific role)
32 Ifrach & USA PRJ Quantitative CF Domestic 30 100% 100% Social action
Miller, 2016 abuse women art therapy
Repeated shelters (bv
measures counsellors)
33 Carmel et USA PRJ Quantitative Burnout Community 9 100% (MH 88% DBT training
al., women
Repeated practitioners;
2014 measures SA counsellors)
34 Newmanet South PRJ Qualitative Burnout CYP 30 100% (Child 70.6% Drumming
al., Africa Community Psychr, psychr,  women
Retrospective Drs, nurses,
2015 clinical psychol,
OTS, admins,
interpreter)
35 Paulsonet  USA PRJ Mixed methods  Burnout Community 6 100% Not given  Online peer
al., (rural) consultation
Repeated (psychol; network
2015 measures counsellors) (support
group)
36 Luoma & USA PRJ Quantitative Burnout Community 20 80 40% ACT Training
Vilardaga, women
Experimental (Psychol;
2013 design Counsellors)
37 Little, USA UT/D Quantitative Burnout Not given 37 100% 75.7% DBT training
women
2000

This is a provisional file, not the final typeset article
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ID Study Country Publication Study Design EBS Setting N % of MHWSs Gender Intervention
Status Construct
Targeted (specific role)
Repeated (Therapists;
measures CMs; admins)
38 Scarneraet Italy PRJ Quantitative Burnout Not given 25 100% 44% Interpersonal
al., 2006 women relationship
Repeated (Nurses, management
measures pilot educators; training
study psychol; psychr;
managers)
39 Ray, USA UT/D Quantitative Burnout Community 36 100% 75% Stress
women management
1981 Experimental (SWs; psychol; training
design therapists; program
attendant;
nurses; admin)
40 Jones, UK PRJ Quantitative Burnout Inpatient 72 (62at 100% 57% Interventions
3" FU, women for psychosis
2009 Repeated 49 at 4 (MH nurses; training +
measures FU) HCAs; OTs clinical
practice
ward managers; development
CNSs)
41 Redheadet UK PRJ Quantitative Burnout Forensic 42 100 Not Psychosocial
al., inpatient specified  intervention
RCT (Forensic training
2011 nurses)
42  Salyers et USA PRJ Quantitative Burnout Substance 84 (74at Not given 87% BREATHE
al., abuse FU) women Burnout
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ID Study Country Publication Study Design EBS Setting N % of MHWSs Gender Intervention
Status Construct
Targeted (specific role)
2011 Experimental reduction
design retreat
43 Weingardt  USA PRJ Quantitative Burnout Outpatient 147 100% 62.1% Online CBT
etal., & women training +
RCT (2 controlled (SA supervision
2009 experimental settings counsellors) meetings (high
conditions, no vs low fidelity)
control)
44  Leykin et USA PRJ Quantitative Burnout Community 149 (112 100% 62.6% Online training
al., 2011 at 18 FU women in CBT for
2 experimental 8lat2™ (SA substance
conditions, no FU) counsellors) abuse +
control supervision
meetings (high
vs low fidelity)
45 Gentry et USA PRJ Quantitative Burnout & Not given 83 100% Not given  Certified CF
al., 2004 CF Specialist
Repeated (SWs; Training
measures counsellors;
psychols)
46 Hayesetal., USA PRJ Quantitative Burnout Not given 93 100 63% ACT training
2004 women VS
Experimental (SA Multicultural
design (2 counsellors) training
experimental
conditions; 1
control)

This is a provisional file, not the final typeset article
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ID Study Country Publication Study Design EBS Setting N % of MHWSs Gender Intervention
Status Construct
Targeted (specific role)
47  Anderson, USA UT/D Quantitative Burnout MH centre 40 100% 60% Facilitator-led
women peer groups
1982 Experimental (counsellor-
design therapists)
48 Mehretal., USA PRJ Quantitative Burnout Community 27 100% 100% Stress-
women reduction/posit
1994 Repeated ('MH workers') ive imagery
measures conference +
follow up
meetings
49 Ballew USA UT/D Quantitative CF Not 43 (19at 68% (‘MH 76.9% Professional
2020 specified FU) professionals’)  women (2  Resilience and
Quasi- people Optimization
experimental identified  workshop
control time with
series design multiple
genders)
50 Chocholet USA PRJ Mixed methods  Burnout Child and 6 (pilot ~ 100% (Child Not Balint-like
al., 2021 adolescent  study) and adolescent  specified  group
Repeated psychiatry psychiatry incorporating
measures fellows) brief emotional

awareness
modules
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ID Study Country Publication Study Design EBS Setting N % of MHWSs Gender Intervention

Status Construct
Targeted (specific role)
51 Bartels- Netherland PRJ Quantitative CF Outpatient 47 100% (doctors;  91.5% Interpersonal

Velthuiset s Experimental MH clinic psychols; women Mindfulness

al., 2020 design nurses; Program + 45—
mindfulness 60 min daily
teacher; SW, home practice
MH counsellor;
physiotherapist;

drama therapist)

306 Note: ACT = acceptance and commitment therapy; BPD = borderline personality disorder; CF = compassion fatigue; CM = case managers; CNS =
307 clinical nurse specialist; CS = compassion satisfaction; CSA = child sexual abuse; CYP= children and young people; DBT = dialectical behaviour
308 therapy; FU = follow up; HCA= health care assistants; PD= personality disorder; PRJ= peer reviewed journal; MBCT = mindfulness-based cognitive
309 therapy; MBSR = mindfulness-based stress reduction; MH = mental health; MSc= masters NB= non-binary; OT= occupational therapist; PD =

310  personality disorder; psychr = psychiatrist; psychol = psychologist; RCT = randomised controlled trial; SA = substance abuse; ST= secondary

311 trauma; STS = secondary traumatic stress; SW = social worker; UM/T= unpublished masters/thesis

312
313

314
315
316
317
318
319

320
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321 Tableb

322  Studies reporting participant ethnicity

Study Ethnicity of Participants

White: 18(69 %)

Black: 2(8 %)

Asian: 3(12 %)

‘Other’ ethnic backgrounds: 2(8 %).

Razzaque & Wood, 2015

Rollins et al., 2016 White: 111(77%)
Duckworth McNeil, 2012 African American: 8
Caucasian: 7

‘Other’ ethnic backgrounds: 1

White; 44 (83%)
Black: 4 (7.5%)
Hispanic: 5(9.4%)
Suyi, Meredith & Khan, 2017 Chinese: 29 (78.4%)
Malay: 2 (5.4%)
Indian: 4 (10.8%)

Boone, 2006

African American/Black: 1(33.3%)

Wymer 2009 Hispanic: 1(33.3%)
White: 1(33.3%)
Chilton et al., 2020 100% white
Askey-Jones, 2018 95% White British (no information on other 5%)
Kiley et al., 2018 African American: 18(26.1%)
White: 43 (62.3%)
Multiracial: 3 (4.4%)
‘Other’ ethnic backgrounds: 1(1.4%)
Missing data: 4 (5.8%)
Riley et al., 2017 94.7% White (no information on other 5.3%)

White: 30 (66.7%)

'‘Non-white": 15 (33.3%)
Caucasian/White: 21(70%)
Hispanic/Latina: 3(10%)

African American/Black: 1(3.3%)
Mixed race: 1(3.3%)

‘Other’ ethnic backgrounds: 4(13.3%)

Rosada et al., 2015

Ifrach & Miller, 2016




323

324

325

326

327

Study

Ethnicity of Participants

Luoma & Vilardaga, 2013

Jones, 2009

Salyersetal., 2011

Weingardt et al., 2009

Leykin etal., 2011

Hayes et al., 2004

Mehr et al., 1994

Ballew, 2020

White: 19(95%)
Hispanic/Latino: 1(5%)

Black African: 55 %
White British: 16 %
African Caribbean: 9%
Black British: 8%
Mauritian: 7%

Indian: 3%

White African: 2%

White: 62(79%)

Black:15(19%)

‘Other’ ethnic backgrounds: 2(3%).
Hispanic: 3(4%)

African American: 29 (19.7%)
Asian/Pacific Islander: 1 (0.7%)
White: 98 (65.3%)

Hispanic/Latino: 12 (8.2%)

‘Other’ ethnic backgrounds: 9 (6.1%)

Not given; however, sample reportedly the same as
Weingardt et al. (2009), plus two further participants

White: 84%

Asian American: 14.7%
Latina: 18.5%
White: 66.7%

Caucasian: 35 (87.5%)
Multiracial: 3 (7.5%)
American Indian: 1 (2.5%)
Other: 1 (2.5%)

Interventions

Studies were included if they evaluated an intervention for reducing/preventing EBS that was externally

facilitated (i.e. the organisation/researchers provide and arranged it). Studies measuring internally facilitated or

‘self-care’ behaviours (or other individual attributes) were excluded on the basis that it is primarily an
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344

345
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347

348
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352

organisational responsibility, not an individual one, to tackle EBS. Two included studies challenged these
criteria. Van Kirk’s (2020) employee wellness program was organised and coordinated by the researchers,
however relied on employees to deliver the wellness interventions (a different one for every week of the
program) and took place during employee’s lunch hour. Kiley et al.’s (2018) guided imagery study provided
participants with guided imagery tracks on MP3 players and instructed them to listen to them three times a week
over the intervention period, during work breaks. These studies were included because of the external
facilitation by researchers in guiding participants on what, when and how to perform the interventions. Similar
studies that provided a potential moderator of EBS without this structure were excluded, e.g., case study by
Callander et al. (2019) who gave the participant a mindfulness app but no guidance on when and how to use
this. However, it is important to draw a distinction between interventions that are externally facilitated (but still
focus on change at the individual level) and those that are truly organisational (i.e., involving true system

change).

Given the diverse range of interventions described, for clarity, they have been grouped according to the main
intervention components as described in the studies themselves (Table 6). It is acknowledged some of the more

integrative interventions contained various elements and could potentially be categorised multiple ways.

The length of the interventions varied considerably. The majority (n = 36) were delivered over weeks/months,
with timeframes ranging from two weeks to 12 months. Some studies were delivered in workshops/retreats of
one (n = 3), two (n = 6) and three (n = 1) days in duration, with one described as two to three days long. Three
interventions spanned less than a day. For studies where the total hours of intervention received could be
calculated, this ranged from two to 104 hours. Six studies required ‘homework’ activities in-between/in addition

to attending the interventions, including meditation practice and unfacilitated peer groups.

Table 6
29



353

Descriptions of the broad categories of interventions used in identified studies

Intervention

Description

Training in a
therapeutic
modality

(N = 11)

EBS training
and prevention/
Resiliency
training (N =7)

Mindfulness
(N=7)

Wellness/stress
reduction

(N=6)

The most common training was Dialectical Behaviour Therapy (DBT;
n = 5), followed by Psychosocial Intervention Training (PIT; n = 3);
Cognitive Behavioural Therapy (CBT; n = 2) and specific training on
understanding and working with psychosis (n = 1) and the knowledge
and understanding framework (KUF) for working with borderline
personality disorder (BPD; n = 1; this was compared with an ACT
intervention- see below).

Participants were educated on causes, signs and impacts of EBS and
encouraged to develop coping/prevention strategies. Three studies
included opportunities for participants to practice some of these
strategies e.g. breathing exercises; progressive muscle relaxation;
developing secondary trauma narratives. The study delivering
resiliency training incorporated EBS education and development of
coping strategies, as well as teaching resiliency skills (e.g. self-
regulation, self-care) described as ‘antibodies’ that could bolster
participants’ ability to fight off compassion fatigue (Ballew, 2020).
One study involved training MHWSs to deliver the certified
compassion fatigue specialist training (CCFST; Gentry &
Baranowsky, 2004) to other MHWSs experiencing CF (given the
experiential elements of the training, it was hypothesised there would
be a ‘training-as-treatment’ impact on participants’ own CF).

Studies using mindfulness-based stress reduction (MBSR; n = 4);
group mindfulness-based cognitive therapy (MBCT; n=1) and a
mindfulness-based professional development (MBPD; n = 1) retreat
taught participants mindfulness theory and practice and encouraged
workers to develop their own practices.

Two studies involved training in stress management techniques,
including identifying stressors and practicing stress-reduction skills,
including guided imagery and progressive muscle relaxation.
Additional wellness interventions included guided imagery (n = 1);
reiki (n = 1) and a wellness program (n = 1) incorporating multiple
facets of wellness (e.g. mindfulness, nutrition and movement). One
study compared yoga-based stress management (YBSM; combining
yoga and aspects of cognitive stress management) with cognitive-
behavioural stress management (CBSM; Antoni et al., 2006).
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Intervention

Description

Peer support/
relationships
(N=4)

Expressive arts
(N=4)

Supervision

(N=3)

Acceptance and
Commitment
Therapy

(ACT; N=3)

BREATHE
(N=2)

Primary nursing

(N=1)

Balint-like group
(N=1)

Two studies involved the facilitation of regular peer groups: one
focused on sharing thoughts and emotions regarding burnout issues;
the other primarily on case consultation. One study used a functional
psychotherapeutic approach to foster emotional closeness between
MHWs and one taught participants techniques for handling
professional interpersonal relationships.

Interventions included art therapy (n = 1); art therapy supervision (n=
1); poetry therapy (n = 1) and drumming (n = 1). Art therapy
supervision was included here (rather than in supervision, below)
because creating art was the central component of the intervention.

Studies included psychodynamic group supervision (n = 1); relational
family supervision (n = 1) and affective check in supervision (n = 1).
It should be noted that whilst two studies introduced supervision to
MHWSs who had not previously been receiving it, the affective check
in study recruited participants already receiving regular supervision
and trained their supervisors to use the affective check in technique.

These studies taught MHWSs ACT skills for personal use. Two studies
compared ACT with other interventions including BPD training (see
above) and multicultural training.

The BREATHE (Burnout Reduction: Enhanced Awareness, Tools,
Hand-outs, and Education) program (Salyers et al., 2011) incorporates
burnout prevention information with practices including mindfulness,
social (e.g. support structures and boundaries), physical (e.g. body
scan), cognitive (e.g. thought challenging; identifying values),
imagery, and other self-care activities.

A nursing intervention whereby both psychiatric and practical nurses
were assigned to patients as primary nurse caregivers.

One group member volunteered to share a challenging case, after
which group attendees asked clarifying questions. For approximately
10 min, the other group members and the group facilitators processed
the case and their emotional responses. Afterwards, the presenter
returned to the group and had the opportunity to respond to the
group’s commentary, stimulating further discussion until the end of
the hour.
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Intervention Description

Compassion The program involves standard mindfulness exercises such as

enhancement breathing anchor and body scans, and compassion-focused exercises

program such as loving-kindness, and exercises of compassion with self and
others.

(N=1)

Note: ACT = acceptance and commitment therapy; BPD = borderline personality disorder; MHWSs = mental
health workers.

Theoretical Underpinnings and Assumptions

There are at least two levels on which to consider the theoretical rationale for the interventions used by included
studies to address EBS in MHWs. Firstly, there is the route via which studies have attempted to intervene and
what this reveals about their underlying assumptions as to the cause and nature of EBS. Secondly, there are the

theoretical frameworks/rationales underpinning some of the specific interventions used.
Route of Intervention

We have described the routes of intervention taken by the included studies as as: 1. individual (personal

practices; awareness-raising and role training); 2. team and 3. organisational.

Individual. Individual interventions intervened at the level of the individual to help them manage the
impact of EBS and/or other demands associated with work. There were three subtypes of individual

intervention: Personal resilience; awareness-raising and role-training.

Personal resilience. These interventions sought to provide MHWSs with treatment and/or train them in
using personal practices to manage their own negative experiences. These included: Wellness/stress reduction;
mindfulness; ACT; compassion enhancement; expressive arts and aspects of the BREATHE intervention and

resiliency workshops.
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Awareness-raising. Awareness-raising interventions were those that attempted to alleviate EBS by
making MHWs aware of and prepared to tackle the negative effects of EBS. These included: EBS prevention

and aspects of the BREATHE intervention and resiliency workshops.

Role-training. Role-training interventions were those that provided MHWs with training in therapeutic

modalities or approaches to use with their clients. These included: training in a therapeutic modality.

Team. Team interventions were those focussed on team relationships and supportiveness. These

included the interventions: supervision; peer groups/relationships and Balint-like groups.

Organisational. Organisational interventions are those in which changes to the structure/running of the

organisations employing MHWSs were made. These included: primary nursing.

Figure 3 displays how these levels of intervention intersect with the three types of organisational intervention for
improving staff wellbeing and mental health described by Tetrick and Quick (2011): i) Primary interventions aim
to decrease or remove stressors at the organisational level i.e. at the source. They require changes to workplace
practice and usually involve employees in the processing of developing interventions ; ii) secondary interventions
attempt to alter the individual's perception of, or responses to a stressor. They enable work-related stressors to be
swiftly identified and attempt to mitigate these by increasing employees’ coping skills, awareness and knowledge
e.g. through additional training; iii) tertiary interventions are reactive and focus on rehabilitation of those already
experiencing significant strain resulting from stressors e.g. psychological therapy or occupational health services
(Tetrick and Quick, 2011). This demonstrates that all but one of the interventions were of the secondary type

although they were operating at various levels of individual and team intervention.

Specific Theories and Rationale

Reference to theory was inconsistent, with some studies referring to an evidence base rather than theoretical
concepts. Where theoretical underpinnings for interventions were made explicit, these are highlighted below
(grouped by type of intervention). Evidence base/rational given for interventions not explicitly linked to theory

are summarised in Table 7.
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Psychosocial Intervention Training (PIT). Clients with serious mental health difficulties may be
perceived as troublesome, hard to understand and difficult to help and these perceptions may make MHWs feel
demotivated (Jones & Lowe, 2001) and burnt out (Savicki & Cooley,1987; Moore et al., 1992). PIT gives
MHWs skills to empathically understand and intervene more effectively with these clients, which may increase

their sense of reward and efficacy in their role and decrease burnout.

EBS education & prevention/resiliency training. One study (Duckworth McNeil, 2012) highlighted that
secondary traumatic stress disorder is thought to occur when second-hand trauma is not integrated (Harris,
1995). Thus, teaching MHW:s about this may enable them to better respond to their experiences. Salyers et al.
(2011) combined burnout-reduction principles such as boundary setting with mindfulness techniques.For the
study teaching MHWs to deliver Certified Compassion Fatigue Specialist Training (CCFST); it was
hypothesised that that this may reduce their own CF due to exposure to theories of EBS they learnt in the
process (Gentry et al., 2004). The study utilising resiliency training delivered a workshop- the Professional
Resilience and Optimization workshop (Gentry & Monson, 2017)- which is based in the same recovery program
as the CCFST- the Accelerated Recovery Program (Gentry & Baranowsky, 1998). The Accelerated Recovery
Program is a manualised treatment for people experiencing compassion fatigue. The proposed effectiveness of
the Professional Resilience and Optimization workshop was linked to various separate mechanisms that did not
constitute a unified theory and are summarised in Table 7. However the study utilising this program made
reference to emotional contagion theory (Figley, 1995; Rothschild & Rand, 2006) and proposed that the
resiliency skills being taught would act as ‘antibodies’ of CF that would allow participants to resist its effects

(Ballew, 2020).

Mindfulness/compassion. Mindfulness and self-compassion encourage non-judgmental attitudes
towards experiences and may therefore decrease unhelpful coping strategies and increase willingness to accept

and experience negative emotions that might arise (Raab, 2014).
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ACT. Studies referenced how key components of ACT e.g. psychological flexibility, cognitive de-
fusion and acceptance may reduce impact and believability of negative thoughts and feelings that arise from

difficulties/stress in working with clients (Hayes, 2004; Hayes et al., 2006).

Supervision. Studies theorised that supervision may decrease burnout as support systems positively
influence people’s ability to cope with work stress (Pines & Aronsson, 1988; Wessells et al., 1989). It has also
been found to help counsellors manage stress and prevent burnout (e.g. Moyer, 2011; Thompson et al., 2011).
The study specifically using affective check-in supervision drew on literature suggesting that secondary trauma
responses in trauma counsellors could be mitigated by supervision practices that validate their experiences of
being personally impacted both cognitively and emotionally by their work as well as giving them skills to

manage this (e.g. Canfield, 2005; Knight, 2013; Whitfield & Kanter, 2014).

Arts therapy. Expressive arts therapies can alleviate compassion fatigue (Pearlman & Saakvitne,
1995) and their inclusion in MHWS’ supervision can increase self-awareness and reduce stress (e.g. Deaver &
Shiflett, 2011; Fish, 2017). The study using drumming highlighted that this has been used in cultural healing
practices since the beginning of ancient history (Bittman et al., 2001) and found to have positive physiological,
psychological, and social effects and has been trialled on patients with mental health difficulties (e.g. Bensimon
et al., 2008). The study using poetry referenced how writing may help in the integration of traumatic memories

(Metcalf & Jacobs, 1996).

Wellness/stress reduction. This group of studies provided a diverse range of rationales for their
interventions which largely were not linked to explicit theories and are captured in Table 7. However, one stress
management study highlighted work by Holroyd (1979) suggesting that people can be trained to observe how

environmental stressors impact their behaviour and cognition and thus choose more adaptive responses to stress.
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Table 7

Evidence base provided by studies without an explicit theoretical basis for intervention

Intervention
Type

Evidence Base

CBT (plus
supervision)

Primary nursing

Peer/relationships

DBT

The two studies training MHWSs in CBT skills emphasised the format of training delivery and supervision above the content, i.e.
highly structured, inflexible methods vs flexible and responsive training and supervision. They drew on research findings that
indicate that supportive organizations that promote flexibility and autonomy may reduce job burnout (Garner et al., 2007; Knudsen et
al., 2003); whereas highly centralised management practices are associated with higher levels of emotional exhaustion among
counselling staff (Knudsen et al., 2006).

No research explicitly investigated the impact of primary nursing (PN) on burnout. However, it was hypothesised that it might
alleviate it given that low autonomy is associated with higher burnout in nurses (Reed, 1988), and PN increases autonomy (MacGuire
& Botting, 1990).

Studies noted that social support is negatively correlated with burnout (Pines & Kafry, 1978) and that sharing one’s emotions with
others who are also experiencing difficulties can be therapeutic (Festinger, 1954; Schachter, 1968; Shubin, 1987). In addition, lack of
reciprocity amongst colleagues and unhelpful comparisons with peers seem to have a part in the development of burnout (Schaufeli,
2003; Buunk et al., 2001; Bakker et al., 2000). The study utilising a social connectedness intervention based this on the Interpersonal
Process Model (IPM; Reis & Shaver,1988), wherein a turn-by-turn relational process is thought to establish psychological intimacy.
They highlight evidence suggesting that when members of a dyad engage in reciprocal self-disclosure and respond to one another
with care and validation, this creates feelings of closeness and intimacy between them (e.g., Laurenceau et al., 1998; Laurenceau et
al., 2005).

Within the DBT model, the behaviours of clients with BPD that increase risk of burnout in MHWSs (e.g. excessive contact with
MHWs, demands for more regular therapy or threats towards MHWSs) are considered therapy-interfering behaviours (Linehan, 1993).
The model therefore incorporates a consultation group which aims to support and encourage MHWSs, whilst maintaining their
adherence to the model and identifying when clients are pushing boundaries so that this can be swiftly addressed. This is thought to
reduce risk of burnout. In addition, emphasis on DBT clinicians practicing the core DBT skills of distress tolerance, mindfulness,
emotion regulation, and interpersonal effectiveness is thought to be protective against burnout (Dimeff & Linehan, 2001; Linehan,
1993).



Intervention Evidence Base

Type
Balint-like The study utilising Balint-like groups cited research demonstrating that these groups target various outcomes including burnout and
groups wellbeing (Van Roy et al. 2015). In addition it was noted that physicians have reported the groups decrease feelings of isolation and

support their processing of emotional interactions (Schwartz et al., 2020) as well as increasing perceptions of social support for
physicians working in palliative care (Popa-Velea et al., 2019).

Wellness/stress Stress Reduction
reduction workshop + follow
up meetings

Wellness
programme

Yoga-Based Stress
Management

Guided Imagery

Reiki

The study employing stress-reduction/positive imagery workshops highlighted that stress-reduction workshops
can alter the course of occupational burnout via integrative methods including practical guidance and emotional
support (Pines & Aronson, 1988). However, they point out that workshops alone are insufficient and frequent
follow up is needed to maintain the changes in coping styles that can be introduced (Edelwich & Brodsky,
1980).

This study suggested that the energy resulting from compassion fatigue can positively impact compassion
satisfaction if handled differently Radley and Figley (2007). They cite findings that reduction in CF and gains
in compassion satisfaction have been demonstrated for: Expressive writing (Henry, 2014), guided imagery
(Kiley et al., 2018), yoga and mindfulness (Gregory, 2015), and music therapy (Hilliard, 2006).

The study authors had devised this novel method through combining yoga with aspects of cognitive stress
management. They cite research that yoga and cognitive stress management programs are associated with
improved in wellbeing and stress reduction (Granath et al., 2006). The authors also suggested the intervention
was similar to MBSR and created opportunities to practice mindfulness (unreferenced).

The study using guided imagery cited findings that imagining an activity produces similar physiological
reactions to actually carrying it out (Morewedge et al., 2010; Pascual-Leone et al., 1995), and therefore
suggested that calming and peaceful imagery may produce similar responses to real situations of tranquility.

The study using Reiki described how this energy-based treatment promotes energetic balance in recipients that
holistically addresses emotional, physical and spiritual aspects of their self to balance and heal their energy
(Mitchell, 1994).

448  Note. CBT= cognitive behavioural therapy; CF= compassion fatigue BPD = borderline personality disorder; DBT = dialectical behaviour therapy;
449  MBSR = mindfulness based stress reduction; MHWs — mental health workers; PN = primary nursing
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Measures

An overview of the quantitative measures of EBS used in included studies is provided in
Appendix C. Variations of the Maslach Burnout Inventory were most commonly used (n =
28) consistent with the fact that burnout was the most common outcome targeted in the
included studies. Of the studies utilising qualitative/ mixed methods (n = 8), qualitative data
collection was done via interviews (n = 4); free text/semi-structured questionnaires (n = 3);

art created by participants (n =1); focus groups (n =1) and narrative feedback (n =1).

The majority of studies (n = 49) collected EBS measures both pre and post intervention. Most
of these (n = 30) only collected post data at one time point. Of these 30 studies, 25collected
post measures within two weeks of the intervention end. However, some (h = 6) collected
post measures between five weeks and 12 months post intervention. Four studies comprising
long-term interventions (supervision; DBT training) took multiple measures throughout
intervention phases. Twelve studies collected additional follow up data after the initial post
data, either once (n = 11) twice (n = 2) or three times (n = 1). Timeframes for additional post
data ranged from two to 18 months. Finally, one study (Rollins et al., 2016) collected their
first post-intervention data at six weeks following intervention, and then a further follow up

at six months.

Discussion

This scoping review is, to our knowledge, the first to describe the available evidence on all
available interventions for EBS in MHWs as a distinct professional group. In addition, it
aimed to consider the theoretical underpinnings for available interventions; determine how
EBS has been measured within included studies; and to make recommendations for future
research.. The findings relating to each of these aims will be discussed below, with reference
to the wider literature. Overall, the group of studies identified in this review were

heterogeneous and differed substantially with regards to: the interventions used; the length
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and delivery of interventions and the rationale for applying them. We discuss how the lack of
consistency across these areas, coupled with the conceptual difficulties in the field, create
issues for EBS intervention literature. In response, we put forth a research agenda with

recommendations for how future researchers might navigate and address these difficulties.

Available interventions for EBS

A total of 51 studies were identified, most of which (n=41) targeted burnout. Studies also
targeted STS and CF, though none targeted VT. The overwhelming focus on burnout is
notable;, according to the EBS model proposed by Rauvola et al (2019), STS, CF and VT are
all forms of empathy-based strain that drive the process of EBS, whilst burnout is one of the
resulting adverse outcomes. Through the EBS lens, the majority of interventions described in
this review are therefore targeting one of the end results of EBS, rather than addressing the
three active constructs. Similarly, all studies aimed to address EBS already present in MHWs
(rather than solely aiming to prevent it). This suggests a recognition of the scale of the
problem in the mental health work force (NHS England, 2018; NHS, 2023), however is

further suggestive of an emphasis on cure over prevention

Participants

There was considerable variation in the specific roles/professions of MHWSs included studies,
with nurses working in a mental health setting/capacity being the profession most
represented. Other professions included psychiatrists, psychologists, social workers,
expressive arts therapists, occupational therapists and health care assistants; thus the
collective sample of the review differed considerably with regards to the nature and amount

of training they would have had to complete their role.

Of further importance was participant ethnicity, which was reported by only 20 studies. Of

these, eight did not provide any information on participants who were not White, or referred
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to them as ‘other’/ ‘non-white’. The omission and/or inadequate description of participant
ethnicity is significant in light of research demonstrating that NHS staff belonging to ethnic
minorities (in the context of the population of the UK) may face additional stress in the
workplace. The NHS staff survey (NHS, 2023a) showed that one in five staff from minority
ethnic groups (other than white minority groups) experienced discrimination in the 12 months
preceding the survey. The latest version of the Workforce Race Equality Standard (WRES)
report showed that only 44.4% of Black and minority ethnic (BME?) NHS staff felt that their
organisation offered equal opportunities for career progression; compared with 58.7% of
White staff (NHS England, 2023b). Ethnic minority NHS staff have reported in interview
data the racism and racial microaggressions they face at work and the lack of equal
opportunities in their professional roles (Ross et al., 2020). Thus, there is substantial evidence
that MHWs, along with other NHS staff, may face additional workplace stress and potentially
even racial trauma as a result of belonging to an ethnic minority. If organisations and
researchers are not monitoring ethnic diversity when designing and implementing EBS
interventions, then these are unlikely to be sufficiently inclusive or sensitive to the additional

stressors faced by MHWSs in minority ethnic groups.

Theoretical underpinnings and assumptions

There was significant variation in methodology, suggesting little consensus about how
research exploring EBS should be approached. To better summarise the available elements,
studies were grouped into three categories based on the level at which they sought to
intervene, namely individual (including personal resilience; awareness-raising and role

training); team and organisational approaches to addressing EBS. To contextualise these

2 It is acknowledged that there is a helpful ongoing debate regarding the use of the term BME (see Aspinall,
2020 for a critical review), which is not widely accepted by the groups it represents yet continues to be used.
This review uses the above term only in order to refer to data from existing reports which have used it.
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findings, these levels were considered alongside the three types of organisational

interventions identified by Tetrick and Quick (2011).

This comparison demonstrates that all but one of the interventions were of the secondary type
(Tetrick & Quick, 2011) although they were operating at various levels of individual and
team intervention. The only intervention possibly acting at the organisational level and of
primary type (Tetrick & Quick, 2011) was the primary nursing study by Melchior et al.
(1996). Primary nursing is a model of nursing care delivery where each patient’s care is the
responsibility of one nurse, with care focusing on the needs of the patient rather than the ward
(Gardner, 1991). Therefore, whilst this may be applicable to inpatient psychiatric settings, it

is not widely applicable to MHWSs more generally.

In terms of the rationale for specific interventions, several studies provide an evidence base
rather than an explicit theoretical rationale. These studies generally noted EBS is negatively
correlated with: flexibility and autonomy (flexible CBT format; primary nursing); social
support and emotional reciprocity with colleagues (peer support/relationships) and
therapeutic boundaries (DBT training). Aside from Van Kirk (2020), studies utilising
wellness/stress reduction interventions did not cite research specifically on EBS; however,
they highlighted evidence of the positive effects of these interventions on stress and

wellbeing in general.

Where theoretical rationales were provided, a common thread appeared to be teaching
MHWs to respond differently to the EBS inducing aspects of their jobs. For ACT,
mindfulness and compassion-based interventions, this took the form of taking accepting and
non-judgemental attitudes towards negative thoughts and feelings that might arise from work.
For EBS prevention and education, the emphasis was on teaching MHWs the causes and
signs of EBS so they could better respond to negative experiences. For art therapy, the

emphasis was on resolving mental health issues and integrating traumatic experiences
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through various therapeutic art forms. PIT, supervision and some aspects of EBS-awareness
(e.g. boundary setting) were the only interventions that suggest a preventative element.
However, the onus was still on the MHW to change an aspect of their practice or complete an
additional task. This seems consistent with the perspective of Montgomery (2014), who
suggested healthcare systems which are still dominated by the medical model take a
pathogenic perspective on burnout as a problem to be ‘treated’ at the individual level, rather

than questioning why the organisations consistently produce this issue.

Such a focus on the individual echoes findings from Cocker and Joss’ (2016) review of
interventions to reduce CF in healthcare, emergency and community services workers which
found all 13 included studies had an individual focus, and the majority employed stress
reduction and/or holistic interventions (e.g. yoga, meditation). Several reviews of EBS
interventions for healthcare staff have focused only on mindfulness-based interventions (e.g.
Conversano et al., 2020; Gilmartin et al., 2017; Klein et al., 2020; Mensah & Anderson,
2015). Thus, the wider literature seems to share the emphasis on individual interventions to

EBS that were found in this review.

However, studies of factors influencing EBS suggest organisational elements are key. For
example, Singh et al. (2020) demonstrated job-related factors including work environment,
workload and workplace trauma were associated with CF in MHWSs. One of the most
consistently highlighted predictors of EBS across healthcare providers is high caseload/client
contact (Lasalvia et al., 2009; Maslach et al., 2001; Turgoose and Maddox, 2017; Singh et al.,
2020). In a systematic review of burnout determinants, O’Connor et al. (2018) concluded that
reasonable caseloads, clinician autonomy, good team functioning, and proper supervision
should be the focus of organisational attempts to prevent and reduce burnout in MHWS.
Sutton et al (2022) meanwhile, found in their narrative synthesis of organisational factors that

ameliorate EBS in MHWs that regular supervision, balanced and diverse caseloads, strong
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peer support networks and an organisational culture that acknowledges secondary trauma

were key.

Furthermore, authors in this field have emphasised that organisations employing MHWSs have
a responsibility to prevent and reduce EBS (Abendroth & Figley, 2013) and warn that failure
to address the systemic nature of this problem is resulting in significant clinician distress
(Dean et al., 2019). As Killian (2008) noted upon finding no significant relationship between
individual self-care strategies and reported levels of EBS, perhaps we should “stop expecting
helping professionals to “pull themselves up by their bootstraps” by reducing their stress with
standard individual coping strategies of leisure and continuing education” (pp. 42). They
instead called on organisations to protect the wellbeing of MHWSs by altering their workloads

and giving them greater autonomy.

Also of note is the theory-practice gap between the theorised causes of EBS and the majority
of interventions used to address them. STS and CF are thought to arise through traumatic
exposure to the distress of others (Figley, 1995) and burnout is said to develop due to
repeated interpersonal stress (Maslach, 1993). However, very few of the studies reviewed
here addressed these issues directly. Of the seven studies intending to target STS, only three
(Boone, 2006; Landis, 2010; Wymer, 2009) mentioned working with trauma responses.
Despite the interpersonal mechanisms indicated in all descriptions of EBS; most studies
utilised individual interventions, and the interventions that had relational factors centred on
relationships with colleagues and supervisors, not clients (the supposed source of the EBS). It

is therefore unclear how these interventions are proposing to address the root of the problem.

As described above, it is challenging to cohesively summarise the varied interventions
outlined in this review. One lens through which to view these is the Job Demands- Resources
(JD- R; Bakker & Demerouti, 2007) model. The JD-R assumes that all work inherently

consists of job demands (JDs) and job resources (JRs). JDs are effortful, psychologically or
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physically costly aspects of a job that are negatively valued; whilst JRs are rewarding,
positively valued aspects of a job that offer personal development or mitigate the impact of
JDs (Schaufeli & Taris, 2014). High JDs and insufficient JRs predict burnout; however, JDs
may not increase burnout if workers also have access to resources such as autonomy and
high- quality relationships with supervisors (Bakker et al., 2005). Using this framework,
most of the included studies seem to be aiming to increase JRs, either through increasing the
EBS-awareness, therapeutic skill or personal resources of individual MHWSs, or through
team-based efforts i.e. supervision. However a recent study found that both lowering JDs and
increasing JRs is necessary to enable MHWs to provide high quality, person-centred care and

recommends mental health organisations address both (Fukui et al., 2021).

Measurement of EBS

Whilst repeated measures designs were the most common, there was notable inconsistency in
methodologies, as well as in the duration of interventions and the timing/frequency of follow
ups. The Maslach Burnout Inventory was the most common measure used which is consistent
with the majority of studies targeting burnout as a construct. Qualitative/mixed methods were
rare, and there appears to have been minimal attempts to discover what factors were
associated with EBS for the study populations before intervening. This may be significant
given the diverse roles of MHWSs samples and multiple settings featured in included studies.
Bakker and Demerouti (2007) describe using a two-stage process in their research into the
unique burnout risks in different jobs/settings. This begins with qualitative interviews with
workers within the organisation, exploring the unique demands and resources inherent in
their role. The second phase involves operationalising the specific jobs demands and
resources into items in a custom-made questionnaire which is then completed by all workers.
This allows for organisation-specific interventions to be implemented when seeking to
address burnout. Employing similar methods with MHWSs may be useful , and indeed there

are examples to be found in the literature e.g. Wilkie et al (2022) report on a two year process
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of developing and implementing wellness initiatives in a Canadian hospital wherein survey
and consultation processes with staff led to individual, team and organisational changes (this

paper is not reviewed here as the initiatives have yet to be evaluated).

It is beyond the remit of a scoping review to assess and compare effectiveness of
interventions. However, it is worth noting that even superficial observations about the relative
outcomes of different approaches were difficult to make due to: the amount of different
interventions used; the multi-component nature of many of the interventions and the tendency

for studies to report changes across multiple subscales of EBS measures.

Limitations

The literature regarding how CF, burnout, VT and STS are conceptualised is inconsistent,
which may hamper the usefulness of the findings to some extent. Ravoula et al.’s (2019)
concept of EBS was used by this review in an attempt to overcome this conceptual
inconsistency. Whilst this enabled an inclusive search strategy; it is possible that
amalgamating concepts that have related however not identical mechanisms constituted an
over-simplification. Nonetheless, over-specificity may also be unhelpful. In a review that
solely targeted CF, Cocker and Joss (2016) found their earliest study published in 2011 and
concluded that the evidence base for these interventions is relatively recent. By including all
EBS concepts, the current review spans 40 years of research and arguably captures a more
representative view of attempts to help MHWSs manage the impact of empathically

demanding work, independent of changing conventions in terminology.

A further limitation was excluding studies in languages other than English, thus this review
has an inherent bias towards evidence produced in Western, English-speaking countries and
cultures. However, the search strategy took a broad approach to publication status,

methodology, and type of intervention whilst retaining a specific focus on MHWs.
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Research Agenda

Drawing together the findings of this review with the wider literature, we have produced a

research agenda to address the current issues in this field of study and drive it forward in a

manner that focuses predominantly on the urgent need for effective EBS interventions in

mental health services.

Current Issues

We highlight several key issues with existing research, including:

1)

2)

3)

4)

5)

6)

7)

8)

Inconsistent terminology/ lack of conceptual clarity, which creates unhelpful
partitions between similar areas of research

A disconnect between the proposed causal mechanisms of EBS and the interventions
being chosen to address it

An emphasis on individually focused interventions, which is at odds with literature
showing organisational factors are the leading cause of EBS

An emphasis on treating the outcomes of EBS rather than addressing or preventing
the causes

A failure to identify from MHWs themselves what the sources of EBS are in their
specific organisations before implementing preventatives or treatments

Potentially relevant clinical audits and initiatives being carried out in services and not
widely disseminated beyond the organisation, resulting in a disconnect between
knowledge held in clinical and academic arenas

Little regard given to diversity factors which may influence or interact with EBS, and
poor reporting on diversity data such as ethnicity

Methodological issues including inconsistency in study design/rigor, inconsistent

measurement of EBS and lack of control for profession of MHW
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Suggested Solutions

1) Inconsistent terminology/ lack of conceptual clarity

Adopting and Updating the EBS Model. Greater conceptual agreement and consistency in
the literature regarding EBS would be helpful to avoid duplication of effort and bring
together inter-related fields of knowledge and research. We suggest that adopting Rauvola et
al.’s (2019) EBS model offers a practical solution to the problem of inconsistent
nomenclature in the field by distilling the core elements of the various concepts available in a

dynamic process model.

We note that the EBS model was born out of a conceptual review and hope that by
considering it in an applied context (i.e. how to helpfully intervene in EBS) we can support
its translation into the clinical research environment. Based on the current review we
therefore suggest one minor amendment. The model depicted in Rauvola et al. (2019) shows
that both individual and contextual factors influence the onset of EBS. Examples of what
constitutes contextual factors are given as ‘emotional display norms & expectations,
form/frequency of trauma exposure, support’ (pp. 298). Whilst the authors’ intended meaning
may have been to clearly separate the two, we suggest the wording is potentially ambiguous
and may not be clear enough in emphasising organisational contextual factors related to the
workplace, rather than personal contextual factors. For example, ‘support’ and ‘trauma
exposure’ could refer to these elements both in and outside of the workplace. We therefore
suggest a clearer distinction between organisational/job role context (e.g. workload, role
autonomy, degree of exposure to EBS via work role) and individual factors (e.g. trauma

history, coping style, personality, support network outside work).

Testing the EBS Model. As Rauvola et al. (2019) note, empirical testing of this model is
warranted e.g. identifying underlying mechanisms, determining what factors may trigger

EBS, mapping how it arises over time. Additionally, determining the relative contribution of
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contextual and individual factors is pertinent in light of the split described in this review
between organisation-related causes of EBS and individually-focused interventions. E.g. how
does the use of self-rostering systems (organisational context) to address EBS interact with

caring status (individual context)?

Differentiating concepts and updating terminology. Following the testing processes
described above, further clarification and differentiation of terms should be considered. It
may be helpful to further disentangle the three empathy-based strain constructs (STS, VT,
CF) from the concept of burnout (a proposed outcome of empathy-based strain- however
acknowledged by Rauvola et al to share common features). Other longstanding terminology
incorporated in the EBS model would benefit from review considering more recent empirical
work. For example, a neuroscientific study by Hofmeyer et al (2020) has contested the term
compassion fatigue after finding that compassion does not cause fatigue- the authors suggest

that ‘empathic distress fatigue’ should be used instead.

The Need for Practicality and Action. Whilst consistent conceptualisations and labels are
undeniably important when designing research and testing hypotheses, we note that the field
has been plagued by conceptual disagreements for decades and acknowledge these are
unlikely to be solved to the satisfaction of all. We therefore advocate a practical approach.
What seems evident from this and other reviews is that there can be negative consequences
arising from repeated empathic engagement with others’ distress and that this, whatever name
IS given to it, translates into harmful outcomes for MHWs and clients alike. We encourage
applied, organisational and structured attempts to arrive at solutions to this chronic problem,

which has been made ever more pressing by the COVID-19 pandemic.

2) Disconnect between the causes of EBS and the interventions used to address it

Clearly Linking Interventions to Causes. We call for interventions that are theoretically
and conceptually linked to the theoretical understanding of EBS. If studies are using
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individual concepts such as burnout, compassion fatigure etc then there should be clear links
between the assumed mechanisms of these conditions (see Table 1) and the steps being taken
to reduce or prevent them., and which take account of the dynamic interplay of the various

components of the model.

3) Organisational Causes vs Individual Solutions

More Organisational Interventions. Existing literature suggests organisational factors are
the key drivers of EBS, therefore there is a need for studies which employ
organisational/primary interventions for EBS in MHWs e.g. reduced/altered caseloads,
greater autonomy for staff. In calling for research of this nature, we are following the
example of West, Bailey and Willias (2020) who gave primary interventions the main focus
in their independent review of how to support nursing and midwives in delivering high
quality care. They describe several examples of primary interventions that have been used in
NHS mental health trusts. For example, Langley Green acute mental health hospital (Sussex,
UK) implemented a distributed leadership model under which staff could raise issues and
implement changes to the service. In addition, supervision commitments were reliably
increased to over 90% fulfilment per week and monthly ‘transparency boards’ monitored
levels of staff training and supervision. This model led to a decrease in staff sickness over the
course of implementation and medication omissions fell from 36% to 0%, illustrating the dual
benefits to staff and patients alike. East London NHS Foundation Trust (mental health and
community services) reviewed all their clinical audit processes with the involvement of
service users and staff and ultimately ceased 85% of all audit activity. This triggered two
broader initiatives to: i) identify any activities that did not add value to services (e.g.
duplication of clinical recording) which the trust then acted to address; i1) commence a ‘break
the rules’ campaign, encouraging staff to highlight pointless procedural rules that could be
eradicated. Whilst these were not research studies, they illustrate that organisational
interventions do exist and would benefit from robust evaluation.
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A further reason for increasing organisational interventions is suggested by the Job Demands-
Resources model (JDR; Bakker & Demerouti, 2007), which tells us that job stress and
burnout arise out of an imbalance between both job demands and job resources. As noted
above, the majority of existing studies are addressing EBS by providing resources rather than
focusing on addressing the demands faced by MHWs. Therefore, research that addresses

these inherently organisational demands is warranted.

4) An emphasis on treating the outcomes of EBS rather than addressing or

preventing the causes

Focus On Prevention. It is easier to prevent EBS than to cure it once it has been established.
As noted by NHS Employers (2022), organisations employing MHWSs should aim to reduce

the drivers of EBS and equip themselves to recognise and intervene early when signs of EBS
emerge. This focus on prevention should be reflected in the research being carried out in this

field.

5) Failure to Ask MHWs About Sources of EBS

Ask First, Intervene Second. Existing research suggests there are key recurring
organisational factors that can lead to EBS, with high caseloads being the most consistent
(e.g. Singh et al., 2020). Whilst this suggests there may be reliable trends across services, it is
expected that the relevant EBS-causing factors will vary between different organisations
which differ in terms of e.g. structure, remit and funding. When developing interventions to
address EBS in MHWs, a suggested preliminary step is for researchers to consult with
MHWs to gain an understanding of e.g. the sources/causes of EBS in their particular
organisation/setting (as did the East London trust leaders in the example given in West et al.,
2020), and design interventions accordingly. The two-step process described by Bakker and
Demerouti (2007; see discussion section) is a further example of using specific staff concerns
to generate outcome measures for establishing an interventions success.
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6) Disconnect between Clinical and Academic Domains

Practice-informed Research. Whilst the in-house clinical initiatives and audits described in
West et al. (2020) may lack specific outcome measures relevant to EBS, they highlight that
organisational and primary interventions are happening. However, such data is not typically
widely disseminated beyond the trust or organisation in such a way that it could be identified
by this and other similar reviews or stimulate further research. We therefore recommend
greater connection and collaboration between clinical and academic organisations seeking to
tackle the issue of EBS. It is suggested that such collaboration could provide greater benefits
for the clinical staff and services participating in studies (e.g. greater chance of having
context specific and relevant issues addressed); the research teams themselves (e.g. help to
identify meaningful targets for outcome monitoring ; ideas for intervention) and the quality
and usefulness of the resultant findings (e.g. greater validity and relevance of findings). At
the least, we advocate that further research in this area be informed by e.g., outstanding case

examples, to promote the development of robust real-world research.

7) Insufficient Attention Given to Diversity Factors

Record and Control for Diversity. Researchers and services must attend to and address the
additional stressors that may be faced by MHWSs who belong to ethnic minorities (e.g. NHS,
2023a) when designing interventions for EBS e.g. by using additional measures that capture
experiences of discrimination. Furthermore, they must record and control for a wide range of
diversity factors when implementing and evaluating EBS interventions, to ensure these are
applicable across staff who represent a diverse workforce in terms of factors including

ethnicity, race, gender, gender identity, sexuality, ability.

8) Methodological issues
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Higher Quality, Consistent Methodology. Most of the studies included in this review
themselves made recommendations for future research (see Appendix D for a summary). The
most consistent of these was for greater methodological rigor i.e., controlled, experimental
designs and larger samples. We also note that in order for future reviews to draw conclusions
about the relative effectiveness of different EBS interventions, there is a need for greater

methodological consistency across studies.

Improving Outcome Measurement. The second most commonly suggested research target
from included papers was for studies to have a longer duration of intervention and/or follow
up prior to measurement. Several studies in the review also questioned whether changes in
EBS for MHWs would lead to improved outcomes for clients and recommended this be
measured. We highlight the wide variation in specific outcome measures used and suggest

greater consistency in measurement tools to allow direct comparison of studies.

Controlling for Specific Role. Several studies in the review acknowledged the diverse
professions and settings that MHWSs may represent and suggested this be controlled for in

future studies- a recommendation we echo.

Summary Recommendations

For ease of reference, we have summarised the above into bullet points intended to guide
researchers undertaking further studies into interventions for EBS in MHWSs. Future studies

should:

e Prioritise applied intervention research over conceptual debate.
e Consider adopting Rauvola et al.’s (2019) EBS model to overcome conceptual
discrepancies, including our suggestion to ensure that the ‘contextual factors’ aspect

of the model refers specifically to organisational context.
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Carry out empirical testing of the EBS framework (if using this) and clarify
terminology accordingly

Regardless of EBS construct being targeted, ensure that the chosen intervention is
theoretically and conceptually linked with the proposed cause of the problem.
Prioritise organisational or primary interventions (e.g. caseloads, service structure,
worker autonomy) over those that target individual MHW qualities or skills.

Design studies that reduce job demands rather than solely attempting to provide job
resources.

Prioritise studies that focus on preventing EBS rather than seeking to cure it once it
has been established.

Find out from MHWSs what the sources of EBS are in their particular setting before
intervening.

Collaborate with services and organisations employing MHWs to share knowledge
and data between the clinical and academic realms. Be informed by outstanding case
examples and examples of positive deviance in clinical practice.

Measure and control for a range of diversity factors in participants, to ensure
interventions are applicable to diverse MHWSs. Consider how diversity issues such as
institutional racism may interact with EBS and introduce additional measures to
evaluate this.

Design larger, more methodologically robust experimental studies that control for the
setting and specific role of MHWs.

Consider longer periods of intervention and follow up prior to/over the course of
outcome measurement.

Consistency in the EBS measures used to allow better comparison between studies.
Consider measuring the outcomes of EBS interventions for MHWSs in both MHWs

and their clients in parallel.
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Conclusion

This scoping review outlined the current state of the literature regarding interventions for
EBS in MHWs. Overall, the findings showed that there is little consistency across available
interventions; aside from the general trend towards intervening at the level of the individual.
Given the additional pressures placed on mental health services by the COVID-19 pandemic,
we have questioned whether this individual focus is helpful or sufficient in the context of
ever-increasing need for the services MHWSs provide. Finally, we have presented a research
agenda detailing how these and other issues can be addressed by future researchers studying
interventions for EBS in MHWs. Overall, this emphasises the need for practicality and

encourages applied interventions focusing on organisational causes of EBS.
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Title 1 Identify the report as a scoping review. 1
ABSTRACT
Provide a structured summary that includes (as
Structured appllc_:able): backgroupd, objectlve_s, eligibility
2 criteria, sources of evidence, charting methods, 2
summary

results, and conclusions that relate to the review
guestions and objectives.

INTRODUCTION

Describe the rationale for the review in the context
of what is already known. Explain why the review

Rationale 3 guestions/objectives lend themselves to a scoping 25
review approach.
Provide an explicit statement of the questions and
objectives being addressed with reference to their
Objectives 4 key elements (e.g., population or participants, 5.6

concepts, and context) or other relevant key
elements used to conceptualize the review
guestions and/or objectives.
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language, and publication status), and provide a
rationale.

Describe all information sources in the search (e.g.,
databases with dates of coverage and contact with
authors to identify additional sources), as well as
the date the most recent search was executed.

Present the full electronic search strategy for at
least 1 database, including any limits used, such
that it could be repeated.

State the process for selecting sources of evidence
(i.e., screening and eligibility) included in the
scoping review.

Describe the methods of charting data from the
included sources of evidence (e.g., calibrated forms
or forms that have been tested by the team before
their use, and whether data charting was done
independently or in duplicate) and any processes
for obtaining and confirming data from
investigators.

List and define all variables for which data were
sought and any assumptions and simplifications
made.

If done, provide a rationale for conducting a critical
appraisal of included sources of evidence; describe
the methods used and how this information was
used in any data synthesis (if appropriate).

Describe the methods of handling and summarizing
the data that were charted.

Give numbers of sources of evidence screened,
assessed for eligibility, and included in the review,
with reasons for exclusions at each stage, ideally
using a flow diagram.

This is a provisional file, not the final typeset article

9-10

8, 83-35

83-85

9-10

11

9-10

N/A

12-13

11-12

82



1477
1478

1479

1480
1481
1482
1483
1484
1485
1486
1487
1488
1489
1490
1491
1492
1493
1494
1495
1496
1497
1498
1499
1500
1501
1502
1503
1504
1505
1506
1507
1508
1509
1510
1511
1512
1513
1514
1515
1516
1517
1518
1519

REPORTED
SECTION ITEM | PRISMA-ScR CHECKLIST ITEM ON PAGE #

Characteristics of For each source of evidence, present
sources of 15 | characteristics for which data were charted and 13-25
evidence provide the citations.

Appendix B: Full Search Strategies

 Initial searches run on 15.01.2021, 1970-2021 date filters used
Updated searches run on 12.09.2022, 2021-2022 date filters used

PsychINFO (all databases):

(((Any Field: ("compassion fatigue")) OR (Any Field: ("secondary traumatic
stress™)) OR (Any Field: (burnout)) OR (Any Field: (burn-out)) OR (Any Field: (“vicarious
trauma™)) OR (Any Field: ("occupational stress™)) OR (IndexTermsFilt: ("Occupational
Stress™) OR IndexTermsFilt: ("Compassion Fatigue™)) OR (Any Field: ("compassion
stress™)) OR Any Field: "secondary trauma™ OR Any Field: "secondary
traumatisation” OR Any Field: "secondary traumatization™) AND ((Year: [1970 TO
2021]))) AND (((AnyField:(psychotherapist*)) OR (AnyField:("forensic nurse™)) OR
(AnyField:("forensic psychologist™)) OR (AnyField:("forensic psychiatrist™)) OR
(AnyField:(therapist*)) OR (AnyField:("support time and recovery worker")) OR
(AnyField:("mental health employee™)) OR (AnyField:(counsellor*)) OR
(AnyField:("counselling psychologist")) OR (AnyField:("family therapist™)) OR
(AnyField:(counselor)) OR (AnyField:("mental health support worker")) OR
(AnyField:("mental health social worker™)) OR (IndexTermsFilt:("Mental Health
Personnel")) OR (IndexTermsFilt:("Counselors™) OR OR (AnyField:("mental health care
provider")) OR (AnyField:("mental health personnel™)) OR (AnyField:("mental health
nurse™)) OR (AnyField:("mental health service™)) OR (AnyField:("mental health service
provider™)) OR (AnyField:("mental health professional™)) OR (AnyField:(psychologist*)) OR
(AnyField:("mental health worker™))) AND ((PublicationYear:[1970 TO 2021] OR
TestYear:[1970 TO 2021])))

Pubmed

Mesh search:

("social work, psychiatric"'[MeSH Major Topic] OR "social work, psychiatric"[MeSH Major
Topic] OR "emergency services, psychiatric"[MeSH Major Topic] OR "psychiatric
nursing”"[MeSH Major Topic] OR "health personnel/psychology”[MeSH Major Topic]) AND
"burnout, professional/prevention and control”*[MeSH Major Topic] OR "compassion
fatigue/prevention and control"[MeSH Major Topic])

Keyword search:

("psychotherapist*"[Title/Abstract] OR "forensic nurs*"[Title/Abstract] OR "forensic
psychologist*"[Title/Abstract] OR "forensic psychiatrist*"[Title/Abstract] OR
"therapist*"[Title/Abstract] OR "mental health employee*"[Title/Abstract] OR
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"counsellor*"[Title/Abstract] OR "counselling psychologist*"[Title/Abstract] OR "family
therapist*"[Title/Abstract] OR "counselor*"[Title/Abstract] OR "mental health support
worker*"[Title/Abstract] OR "mental health social worker*"[Title/Abstract] OR "mental
health care provider*"[Title/Abstract] OR "mental health personnel”[Title/Abstract] OR
"mental health nurs*"[Title/Abstract] OR "mental health service*"[Title/Abstract] OR
"mental health service provider*"[Title/Abstract] OR "mental health
professional*"'[Title/Abstract] OR "psychologist*"[Title/Abstract] OR "mental health
worker"[Title/Abstract])) AND ("compassion fatigue"[Title/Abstract] OR "vicarious
trauma"[Title/Abstract] OR "secondary traumatic stress"[Title/Abstract] OR
"burnout”[Title/Abstract] OR "burn out”[Title/Abstract] OR "compassion
stress"[Title/Abstract] OR "secondary trauma"[Title/Abstract] OR "secondary
traumatisation”[Title/Abstract] OR "secondary traumatization"[Title/Abstract])

Embase

e #1 (‘compassion fatigue'/exp OR '‘compassion fatigue' OR ‘compassion stress' OR
'vicarious trauma'/exp OR 'vicarious trauma' OR 'burnout’/exp OR burnout OR 'burn
out'/exp OR 'burn out' OR 'secondary traumatic stress'/exp OR 'secondary traumatic
stress' OR 'secondary trauma' OR 'secondary traumatisation' OR 'secondary
traumatization’) AND ([embase]/lim OR [embase classic]/lim) AND [1970-
2021]/pyEBS &amp; MHWSs 08.01.212021-01-082021-01-0814187

e #2 ('vicarious trauma'/exp OR 'burnout’/exp OR ‘professional burnout’/exp OR
‘compassion fatigue'/exp OR 'secondary traumatic stress'/exp) AND ([embase]/lim
OR [embase classic]/lim) AND [1970-2021]/pyEBS &amp; MHWSs 08.01.212021-
01-082021-01-0811764

e #3 (psychotherapist* OR ‘forensic nurse' OR 'forensic psychologist’' OR
'forensic psychiatrist'/exp OR ‘forensic psychiatrist' OR therapist* OR
'support time and recovery worker' OR 'mental health employee' OR
counsellor* OR ‘counselling psychologist' OR ‘family therapist' OR
‘counselor'/exp OR counselor OR 'mental health support worker' OR
'mental health social worker' OR 'mental health care provider' OR 'mental
health personnel'/exp OR 'mental health personnel' OR 'mental health
nurse' OR 'mental health service'/exp OR 'mental health service' OR
'mental health service provider' OR 'mental health professional'/exp OR
'mental health professional' OR psychologist* OR 'mental health
worker'/exp OR 'mental health worker') AND ([embase]/lim OR [embase
classic]/lim) AND [1970-2021]/pyEBS &amp; MHWSs 08.01.212021-01-
082021-01-08121632

o #4 ('mental health care personnel'/exp OR 'psychotherapist/exp OR
‘counselor’/exp OR 'mental health service'/exp OR 'psychologist’/exp OR
'psychiatric nurse'/exp OR 'forensic psychology'/exp) AND ([embase]/lim
OR [embase classic]/lim) AND [1970-2021]/pyEBS &amp; MHWSs
08.01.212021-01-082021-01-0856216

o #5#1 OR#2

o #6#3 OR#4
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o #7 #5 AND #6
PTSDPubs:

MAINSUBJECT.EXACT("Vicarious Traumatization") OR
MAINSUBJECT.EXACT("Burnout™) OR MAINSUBJECT.EXACT("Trauma Contagion")
OR "compassion fatigue” OR "compassion stress” OR "secondary traumatic stress” OR
"vicarious trauma" OR burnout OR burn-out

AND

MAINSUBJECT.EXACT("Mental Health Personnel™) OR (psychotherapist* OR "forensic
nurse™ OR "forensic psychologist” OR "forensic psychiatrist” OR therapist* OR "support
time and recovery worker" OR "mental health employee” OR counsellor* OR "counselling
psychologist” OR "family therapist” OR counselor OR "mental health support worker” OR
"mental health social worker" OR "mental health care provider" OR "mental health
personnel™ OR "mental health nurse™ OR "mental health service™ OR "mental health service
provider” OR "mental health professional™ OR psychologist* )

Central:

"compassion fatigue” OR "compassion stress” OR "secondary traumatic stress” OR
"vicarious trauma" OR burnout OR burn-out OR "Compassion Fatigue” OR "burnout,
professional™ OR "burnout, psychological” OR "burnout, professional/prevention and
control” OR "compassion fatigue/prevention and control” in Title Abstract Keyword AND
'social work, psychiatric’ OR 'emergency services, psychiatric' OR "psychiatric nursing' OR
'health personnel, psychology' OR "psychotherapist*" OR "forensic nurs*" OR "forensic
psychologist*" OR "forensic psychiatrist*" OR "therapist*" OR "mental health employee*"
OR "counsellor*" OR "counselling psychologist*" OR "family therapist*" OR "counselor*"
OR "mental health support worker*" OR "mental health social worker*" OR "mental health
care provider*" OR "mental health personnel” OR "mental health nurs*" OR "mental health
service*" OR "mental health service provider*" OR "mental health professional*" OR
"psychologist*" OR "mental health worker" in Title Abstract Keyword - with Cochrane
Library publication date Between Jan 1970 and Jan 2021
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Appendix C

1609 Table showing quantitative measures of EBS used

1610

No. of Studies

Measure Description Used In
The Maslach Burnout The MBI is a 22-item self-report measure of burnout in human services professionals. It produces 3 24
Inventory (MBI) dimensions of burnout: emotional exhaustion, depersonalization, and personal accomplishment. It is the
(Maslach & Jackson, most commonly used measure of burnout with high reliability (o = .71 or higher) across 7 countries

1981). (Poghosyan et al., 2009).

The Dutch version of The questionnaire consists of 22 items on a 7-point Likert scale. The Dutch MBI has been shown to be 1
the MBI (DMBI) valid and reliable in the assessment of burnout in nurses (Schaufeli & van Dierendonck, 1993).

(Schaufeli, 1990).

The Arabic version of ~ The Arabic MBI has been used in a number of Arabic-speaking countries, in 1
the MBI (Al-Turki studies assessing burnout levels among nurses (Al-Turki et al., 2010; Hamaideh, 2011). It has been

etal., 2010; Hamaideh,  shown to have good internal consistency across subscales: a = .80 for emotional exhaustion; o =.73 for

2011). depersonalisation; o =.77 for personal accomplishment (Sabbah et al., 2012).

The Italian version of This Italian version of the MBI has been shown to have good internal consistency across subscales: a= 1
the MBI (Sirigatti & .88 for emotional exhaustion; o =.70 for depersonalisation; o =.83 for personal realisation (Maslach &
Stefanile, 1993). Jackson, 1981; Sirigatti & Stefanile, 1993).

MBI-General Survey The MBI-GS is a 16-item self-report measure of burnout in any occupation (not just health/care). The 1

(MBI-GS) (Schaufeli et
al., 1996).

generic items measure burnout on 3 subscales that parallel the MBI: exhaustion, cynicism, and

This is a provisional file, not the final typeset article
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No. of Studies

Measure Description Used In
professional efficacy. The MBI-GS has been shown to have satisfactory internal consistency (o = .84 to
.90 for exhaustion, .74 to .84 for cynicism, and from .70 to .78 for professional efficacy) (Leiter &
Schaufeli, 1996).
The Copenhagen The CBI is a 19-item self-report tool that produces 3 scales measuring personal burnout, work-related 3
Burnout Inventory burnout, and client-related burnout. It is designed for use with employees in any sector. A prospective
(CBI) (Kristensen et al., study of burnout in human service workers sector found that all 3 scales had high internal reliability o
2005). =.87 for both personal and work-related burnout; o = 0.85 for client-related burnout) (Borritz et al.,
2006).
The Oldenburg Burnout The OLBI is a self-report measure consisting of 16 positively and negatively formulated items that are 2
Inventory (OLBI) used to evaluate 2 dimensions of burnout: the identification continuum (ranging from disengagement to
(Demerouti & dedication) and the energy continuum (ranging from exhaustion to vigour). Studies have demonstrated
Nachreiner, 1998). the convergent validity of the OLBI and the MBI-General Survey (Demerouti et al., 2003; Halbesleben
& Demerouti, 2005). The reliability of the exhaustion subscale ranges from a = .74 to o = .85, and the
reliability of the disengagement subscale from .73 to .85 (Demerouti & Bakker, 2008; Demerouti et al.,
2003; Halbesleben & Demerouti, 2005, Halbesleben, 2010; Sonnentag, Binnewies & Mojza, 2010;
Timms et al., 2012).
Silencing Response The SRS is a 15-item scale that helps care-givers identify specific communication difficulties in their 1
Scale (SRS) trauma work with clients i.e. selective listening and active avoidance. It has been shown to have good
(Baranowsky, 2002). reliability, a = .85 (Ortlepp & Friedman, 2001).
The Trauma Recovery  The TRS is a 10-item self-report scale. Parts | & Il provide a traumatic experiences inventory. Part 111 1
Scale (Gentry, 1996). measures relative recovery from traumatic experiences. It is found to have good internal reliability (a =
.86) and good convergent validity with the impact of events scale (.71). (Gentry, 1996).
Secondary Traumatic The STSS is a 17-item self-report measure of secondary trauma in practitioners who have experienced 1

Stress Scale (STSS)
Bride et al., 2004).

traumatic stress through their work with clients. It comprises 3 subscales; Intrusion, Avoidance, and
Arousal. It was found to have good internal consistency, ranging from o = .93- 94 for the total STSS
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No. of Studies

Measure Description Used In
scale; o =.79-80 for the Intrusion subscale, o= .85- 87 for the Avoidance subscale, and a.= .83-
87 for the Arousal subscale (Bride et al., 2004; Ting et al., 2005).
The Impact of Events The IES is a 15-item self-report measure of current subjective distress for any specific life event. It 1
Scale (IES) (Horowitz ~ measures distress along two subscales: Intrusive and Avoidance symptoms. The IES has shown very
etal., 1979). good internal consistency (r=.79 to .92, with an average of .86 for the intrusive subscale and .90 for the
avoidance subscale) (Corcoran and Fischer, 1994). The split-half reliability of the IES scale was high (r
=.86) and internal consistency of the subscales was also high: o =.78 for intrusion and a =.82 for
avoidance. Test-retest reliability was high: r= .87 for the total stress scores; .89 for the intrusion
subscale; and .79 for the avoidance subscale (Horowitz et al., 1979).
The questionnaire on According to the information in Kovac et al (2016), this questionnaire consists of 3 dimensions of
the perception of occupational burnout: less fulfilment, emotional exhaustion and depersonalization. No further
occupational burnout information was accessible in English regarding this scale.
(Penko, 1994).
The ProQOL-5 is a 30 item self-report measure of the positive and negative effects of working with 6
Professional Quality of  people who have experienced extremely stressful events. It comprises of 3 subscales measuring
Life Scale version 5 Compassion Fatigue, Burnout and Compassion Satisfaction. CS alpha reliabilities = .87 BO alpha
(ProQOL-5) (Stamm, reliabilities = .72 CF alpha reliabilities = .80. Early information on test-retest data show good reliability.
2009).
Swedish version of the ~ The SMBQ (originally by Melamed et al., 1999) is a 22-item self-report burnout measure consisting of 4 1

Shirom Melamed
Burnout Questionnaire
(SMBQ) (Grossi et al.,
2003)

subscales: Physical Fatigue; Cognitive weariness; Tension and Listlessness. The Swedish version was
shown to have consistencies (0>0.70) across the subscales, but a Rasch-analysis suggested omission of
the Tension factor (Lundgren-Nilsson et al., 2012).

This is a provisional file, not the final typeset article
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No. of Studies

Measure Description Used In
3
Compassion The CSFT is a 66-item self-report measure comprised of three subscales: compassion fatigue,
Satisfaction/Fatigue compassion satisfaction, and burnout. According to Stamm (2002), all 3 subscales have demonstrated
Self-Test (CSFST) good alpha reliability: a. =.87 on the compassion fatigue subscale; a =.90 on the burnout subscale; and o
(Figley & Stamm, =.87 for the compassion satisfaction subscale.
1996).
Well-being Index The WBI is a seven item self-report index, measuring domains of burnout, depression, stress, fatigue, 1
(WBI) (Dyrbye et al., and mental and physical quality of life. It consists of yes/no items and respondents receive a score from 0
2014) to 7 based on responses. At a threshold score of > 4, the PWBI’s sensitivity for identifying physicians
with low mental quality of life is 73.3 % with a specificity of 81.0 % (Dyrbye et al. 2013).
Stanford Professional The PFI is a 16 item self-report measure assessing the degree of intrinsic positive reward the individual 1
Fulfilment Index (PFI)  derives from his or her work, including happiness, meaningfulness, contribution, self-worth, satisfaction,
(Trockel et al., 2018) and feeling in control when dealing with difficult problems at work. It consists of 3 scales- professional
fulfillment; work exhaustion; and interpersonal disengagement and an overall burnout scale. Response
options are on a five-point Likert scale (“not at all true” to “completely true” for professional fulfillment
items and “not at all” to “extremely” for work exhaustion and interpersonal disengagement items). Each
PFI item is scored from O to 4, using the associated five-point Likert scale. All scales have demonstrated
good alpha reliability: a =.86 on the work exhaustion scale; o =.92 on the interpersonal disengagement
scale; o =.91 on the professional fulfillment scale; o =.92 on the overall burnout scale (Trockel et al.,
2018).
Stress Rating Form & The stress rating form was devised for the study to collect pre- and post-ratings on participants by one 1

Burnout Adjectives
(described in Ray,
1981).

close friend/relative and co-workers or supervisor. The observer was asked to rate the amount of stress
that he/she believed that the subject was currently experiencing in five areas (home, job interpersonal
relationships, health, and school), and to rate the amount of burnout the subject was feeling, ona 1 to 10
scale, with 1 being little stress and 10 being highly stressed. Additionally, the observer rated the subject
on 16 adjectives on a 1 to 10-point scale, in order to compute an overall burnout score (the method for
this is reportedly described in Thompson (1980) but this could not be accessed by reviewers).
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Appendix D

Table showing recommendations for future research

Intervention Recommendations/ Questions for future research

DBT skills training o
[ J

PSI training o
[ ]
[ ]
[ ]
ACT training o
[ ]
Supervision o

Larger and more diverse samples; control groups

Direct patient-related outcomes

Compare effectiveness of person-directed interventions, versus organizational interventions only, versus a
combination.

Would longer training and supervision groups increase effectiveness?

Include clinician burnout as a variable within DBT effectiveness and efficacy studies

Account/control for different settings differing initial levels of clinician burnout

Account for variations in learning and utilization of training

Administer questionnaires to assess subjects' knowledge of and utilization of DBT.

Focus on PSI competencies

Longer-term evaluation of implementation in practice
Outcome-based intervention trials

Larger samples, different settings, more rigorous methodologies

Compare the impact of brief interventions based on ACT, psychoeducation, or an amalgam of both.
Improved rigour

Larger samples, inclusion of different settings/specific roles of participants.

What structure of systematic clinical supervision is most effective?

Longer duration of study/supervision may be required to see changes in burnout

Incorporate qualitative and quantitative data to measure STS responses.

Can supervision serve as a preventative strategy for MHWSs who do not yet have STS responses?

This is a provisional file, not the final typeset article
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Intervention

Recommendations/ Questions for future research

EBS training/
prevention

Resiliency training

Mindfulness/
compassion

‘BREATHE’ burnout
reduction workshop

Expressive arts

Larger samples, collect demographic data

Separate the various components of the intervention for comparison

Longer and more intensive STS education program

Follow up 2-3 months later, giving MHWSs time to implement/ incorporate STS prevention plans
Exploring the effects of intermittent booster sessions of the intervention

More rigorous designs e.g. multiple baseline/ wait-list control groups, randomization

Measure primary traumatic stress and burnout

Participant interviews to distill the active elements of interventions

More CF exploratory longitudinal studies with treatment and control groups

Additional CF research exploring CF over the course of clinicians’ careers

Comparing CF symptoms between CITs and practicing mental health professionals

Qualitative approaches exploring lived experiences with CF symptoms as well as during and after CF treatments to
determine active ingredients for meaningful CF symptom reduction.

Are MBIs alone sufficient to generate self-compassion?

Increased rigour: large, controlled studies; random sampling across settings; long term follow up

Explore possible applications to other disciplines/ health workers

Explore mechanisms through which the Interpersonal Mindfulness Program works

Explore the adverse reactions reported in one study (Bartels-Velthuis et al., 2020).

Separate BREATHE content into smaller modules delivered over time

Trial additional electronic resources and reminders outside the workshop setting.

Revise BREATHE materials to specifically address how to cope with job demands that promote burnout.
Target interventions to MHWSs experiencing higher levels of burnout.

Randomised control groups and longer follow-up periods

Ensure acceptability and feasibility with racial and ethnic minority groups

Recruit participants from a variety of settings to examine individual differences
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Intervention

Recommendations/ Questions for future research

Peer support/
relationships

Balint-like group
Training in other
therapeutic
interventions (CBT,;
psychosis/BPD
interventions).

Wellness/stress
reduction

Use a wider variety of research methods to explore impact
Investigate the precise effects of group drumming on factors associated with burnout

Longitudinal designs with follow-up to explore longevity of effects.

Compare: online and face-to-face peer groups; hybrid models that include both online and face-to-face components.
Focus on both process and outcome measures

Control groups and larger samples.

Recruit participants with higher levels of emotional exhaustion to explore impact on this aspect of burnout more
specifically

Larger sample sizes with more statistical power

More rigorous experimental designs

Does training result in improved patient outcomes?

Will results generalise to other mental health providers?

Do reductions in burnout for MHWs attending training sustain over time?

Recruit homogeneous samples or else stratify more varied samples by job classification

Larger samples, randomization to groups

Explore differences between single and partnered MHWSs, including experience and/or frequency of touch in their
lives.

Note. ACT = acceptance and commitment therapy; BREATHE = Burnout Reduction: Enhanced Awareness, Tools, Hand-outs, and Education; CF =
compassion fatigue; CITs = counsellors in training; DBT= dialectical behaviour therapy; MBIs= mindfulness-based interventions; MHWs= mental
health workers; PSI = psychosocial interventions; STS = secondary traumatic stress
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Figure 2: PRSIMA FlowChart
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