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Thesis overview 

 This thesis is divided in two chapters: a systematic review and an empirical paper. 

Supplementary material can be found in the appendices. An overview of the two chapters, 

and how they are linked, follows below. 

Chapter 1 (Systematic Literature Review) 

 The aim of this chapter is to systematically review the relationship between emotional 

intelligence (EI) and caring behaviour in health care professionals. EI is defined as an 

individual’s ability to recognise emotions, and to use emotions to regulate thought (Brackett, 

Rivers, & Salovey, 2011). EI has been conceptualized and investigated as two different 

constructs: as an ability, and as a personality trait. Ability emotional intelligence (AEI) is 

considered a set of skills that can be improved through instruction. Trait emotional 

intelligence (TEI) is considered to be more of a constant personality characteristic, and refers 

to behavioural dispositions and self-perceptions of one’s ability to recognize and understand 

emotions (Petrides, Pita, & Kokkinaki, 2007).  

 EI is said to be a key component of competent nursing practice (Akerjordet & 

Severinsson, 2007; Codier, Muneno, Franey, & Matsuura, 2010; Harper & Jones-Schenk, 

2012), as it enables a nurse to think and function in a constructive and rational way in clinical 

settings (Akerjordet & Severinsson, 2007; Kaur, Sambasivan, & Kumar, 2013). Sumner and 

Townsend-Rocchiccioli (2003) have asserted that the ability to effectively manage one's own 

and others' emotions is critical to the provision of excellent patient care. EI has previously 

been found to be associated with empathy and compassion in health care settings (Austin, 

Evans, Goldwater, & Potter, 2005; Kokkinos & Kipritsi, 2012). Therefore, EI may have a 

significant impact on the caring behaviours of health care professionals. This is important as 

the Francis report (2013) identified a lack of care and compassion in the NHS as contributing 



8 
 

to poor patient safety. However, despite the theoretical support, empirical studies that link the 

concept of EI and caring behaviours are scarce (Akerjordet & Severinsson, 2007; Kaur et al., 

2013; Rego, Godinho, McQueen, & Cunha, 2010). Considering that there is increasing 

emphasis on assessing EI when recruiting to caring professions (Lyon, Trotter, Holt, Powell, 

& Roe, 2013), it seems important to increase understanding of the relationship between EI 

and caring behaviour in health care professionals.  

 This review therefore aims to explore whether EI in health care professionals 

influences caring behaviour towards patients in clinical and long-term care settings. A further 

aim is to ascertain whether there are any other pertinent factors in relationships between EI 

and caring behaviour. Implications for health care professionals and services are considered.    

Chapter 2 (Empirical Paper)  

 Midwives are at risk of secondary or vicarious trauma responses due to exposure to 

certain perinatal events in their professional lives, which they may experience as traumatic. 

Conservative estimates indicate that at least 5% of midwives are experiencing post-traumatic 

stress disorder (PTSD; Sheen, Spiby, & Slade, 2015), and research suggests that having 

higher empathy may increase this risk (Leinweber & Rowe, 2010; Sheen et al., 2015). Thus, 

it is plausible that midwives may try to reduce empathic responses towards others’ distress to 

try and protect themselves against psychological distress.  

 Unsurprisingly however, a lack of empathy in midwives means women are more 

likely to perceive births as traumatic, particularly when there are complications, resulting in 

more negative psychological outcomes for women (Bastos, Furuta, Small, McKenzie‐

McHarg, & Bick, 2015; Priddis, Schmied, & Dahlen, 2014). This research has clinical 

implications in that it is important for both the psychological health of midwives, and the 
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women they support, to understand the factors that lead to, and protect against, post-traumatic 

stress symptoms (PTSS).     

 TEI in midwives may be one such protective factor, as TEI skills are considered 

central for the development, implementation, and perseverance of, successful coping 

strategies against stress (Davis & Humphrey, 2012). TEI has previously been found to be 

positively associated with empathy in both medical and non-medical contexts (Austin et al., 

2005; Kokkinos & Kipritsi, 2012). Whilst associations have been found between empathy 

and TEI, they are separate constructs and can operate independently. Empathy without TEI 

may mean the midwife experiences the distress of the woman, but lacks the perceived ability 

to cope with this distress, leading to PTSS. However, higher TEI may protect against PTSS in 

midwives with higher empathy.  

 TEI may also be relevant for other factors that have been found to protect against 

PTSS, such as social support (Adriaenssens, de Gucht, & Maes, 2012; Kwako, Szanton, 

Saligan, & Gill, 2011; Montes-Berges & Augusto, 2007). Aspects of TEI and social support 

may facilitate resilience, with a study into resilience in midwives finding that self-efficacy 

and social support were important factors (Hunter & Warren, 2014). Finally, TEI may also be 

linked to attitudes towards emotional expression (AEE), which is concerned with beliefs 

people hold around expressing emotions. More negative AEE are linked to increased risk of 

developing PTSS (Lowery & Stokes, 2005; Nightingale & Williams, 2000), possibly as a 

result of using avoidant coping strategies, or refraining from sharing feelings with others. It 

seems plausible that midwives who believe they have self-efficacy to manage and influence 

their emotions may be more resilient, and seek support when exposed to traumatic 

experiences, which may protect against PTSS.       



10 
 

  This study therefore aims to explore relationships between PTSS, TEI, social support, 

empathy, resilience, and AEE, in qualified midwives who have witnessed perinatal events 

they experienced as traumatic.   
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Chapter 1: Systematic Review 

 

Does emotional intelligence in health care professionals 

influence caring behaviour towards patients in clinical and 

long-term care settings?
1
 

  

 

   

 

 

 

 

 

 

 

 

 

                                                           
1
  It is intended that this manuscript will be submitted to the International Journal of Nursing Studies for 

publication. Author guidelines around word limit and formatting can be found in Appendix A. 
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Abstract 

The importance of caring in health care services is apparent, however, over recent years there 

has been criticism within the United Kingdom’s (UK) health service regarding a lack of care 

and compassion, resulting in adverse outcomes for patients. The impact of emotional 

intelligence (EI) in staff on patient health care outcomes has also been recently highlighted. 

Many recruiters now assess EI as part of their selection process for health care staff. 

However, it has been argued that the importance of EI in health care has been overestimated. 

This systematic review aims to explore relationships between EI in health care professionals, 

and caring behaviour, to try and identify whether the current emphasis on EI in health care is 

justified. An exploration of six databases, using pre-defined inclusion criteria, identified 22 

studies that explored relationships between emotional intelligence in health care professionals 

and caring behaviour. Three main types of health care professional were identified: nurses, 

nurse leaders, and physicians. Results indicated that the EI of nurses was related to both 

physical and emotional caring, but EI may be less relevant for nurse leaders and physicians. 

Age, experience, burnout, and job satisfaction may also be relevant factors for both caring 

and EI. Due to the diversity of the identified studies, results are discussed in a narrative 

format, together with limitations and identified future research needs. Finally, implications 

for health care services are considered.     
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Introduction 

Importance of Caring in Health Care 

 The importance of caring in the nursing profession has long been recognised; Notes 

on hospitals (Nightingale, 1863) highlighted the need for sanitary conditions, warmth, clean 

air, light in rooms, and a nutritious diet for all patients. Over the last 20 years however, there 

has been increased emphasis on the need for compassion and empathy in health care 

professionals, rather than simply tending to a patient’s physical needs (Duffy & Hoskins, 

2003; Kerfoot, 1996; Kret, 2011; Williams, 2001). Currently, a holistic view of care is 

emphasised, highlighting the need for health care professionals to provide physiological, 

psychological, and emotional care to their patients (Zamanzadeh, Valizadeh, Jasemi, Keogh,  

& Taleghani, 2015); a shift from caring for to caring about (McQueen, 2000).  

 There are many definitions of caring behaviour, with one example from Mosby’s 

medical dictionary being “actions characteristic of concern for the well-being of a patient, 

such as sensitivity, comforting, attentive listening, honesty, and non-judgmental acceptance.” 

Caring behaviour has many benefits for patients, including increased satisfaction, 

psychological wellbeing, and health outcomes (Al-Mailan 2005; Dugan, Weatherly, Girod, 

Barber, & Tsue, 2014; Meyer, Cecka, & Turkovich, 2006; Willard, 2006). Despite this, over 

recent years the culture of the UK’s National Health Service (NHS) has been criticised for 

lacking in care and compassion, sometimes resulting in negative patient outcomes. The 

Francis Report (2013) highlighted that a lack of basic care and compassion from NHS staff 

contributed to the failings at Mid Staffordshire Foundation NHS Trust. The subsequent 

Berwick Review (2013) and Cavendish Review (2013) again underlined the need for 

improved care within the NHS, and provided recommendations for this.  
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 As a response to these reviews, there have been several policy guidelines issued by 

the government relating to patient care (Department of Health, 2015; NHS England, 2013). 

Prior to the publication of the Francis Report, the policy document Compassion in Practice 

(Department of Health, 2012), sought to embed a caring culture within the ever-changing 

NHS. Within this, the 6Cs of nursing were introduced: care, compassion, competence, 

communication, courage, and commitment. The vision of this document was to create a 

culture where these values underpin care provided by all health professionals (Department of 

Health, 2012).  

 Recent negative reports do not mean that health professionals no longer care; the 

Francis Report (2013) also highlighted that for patients to receive the best care, staff also 

need to be cared for, which was often not happening. NHS staff, perhaps in common with 

health professionals globally (see Burke, Dolan, & Fiksenbaum, 2014; Jourdain & Chênevert, 

2010), are frequently over-worked and under-supported, which can lead to burnout and 

compassion fatigue (Aiken, Rafferty, & Sermeus, 2014). Increased emphasis on meeting 

targets, and excessive administration, means health care professionals may feel they no 

longer have time to care for their patients (Pearcey, 2010). There are many benefits in caring 

for staff, including lower staff turnover, improved staff well-being, reduced workplace stress, 

increased job satisfaction, and ultimately, better care for patients (Boorman, 2009; Lu, 

Barriball, Zhang, & While, 2012). However, recognising signs of emotional distress in 

oneself and others is important for interventions to be provided, and the importance of 

emotional intelligence (EI) in health care has been suggested over recent years (McQueen, 

2004; Smith, 2017).  
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Emotional Intelligence 

 The term emotional intelligence was first coined in 1990 by Salovey and Mayer 

(1990), to describe a type of intelligence that included the abilities to understand and regulate 

one’s own emotions, and the emotions of others, and to use this understanding to guide one’s 

thinking and actions. Following the publication of Emotional Intelligence (Goleman, 1995), 

EI became popular as a theory, however, it has been criticised as nothing more than a 

renaming of existing personality constructs (MacCann, Matthews, Zeidner, & Roberts, 2004). 

Furthermore, disagreement between investigators regarding what EI is has led to confusion 

and misunderstanding about the concept (Gohm, 2004).    

 Petrides and Furnham (2003) have argued that EI consists of two distinct concepts: 

(1) as an emotion-related cognitive ability (Caruso, 2008), and (2) as behavioural dispositions 

and self-perceptions of one’s ability to recognise and understand emotions (Petrides, Pita, & 

Kokkinaki, 2007). These two perspectives have been termed ability EI (AEI) and trait EI 

(TEI) respectively.  

 It has been proposed that AEI consists of four main abilities: emotional perception 

and expression; using emotions to influence thinking; emotional understanding; emotional 

management (Mayer & Salovey, 1997). AEI is measured using maximum performance tests, 

for example, the Mayer-Salovey-Caruso Emotional Intelligence Test (MSCEIT; Mayer, 

Salovey, & Caruso, 2002), which assess individuals performing at their best in certain 

conditions, with correctness of responses typically determined by external, predetermined, 

criteria.  TEI is considered to be a multifaceted concept consisting of various personality 

traits, including emotion expression, self-esteem, and stress management. Four overarching 

factors in TEI have been suggested: well-being, self-control, emotionality, and sociability 

(Petrides, 2009), which are typically measured using self-report instruments such as the Trait 
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Emotional Intelligence Questionnaire (TEIQue; Petrides, 2009). TEI has been found to 

account for variance over and above the Big Five personality dimensions of neuroticism, 

extraversion, openness-to-experience, agreeableness, and conscientiousness (Petrides et al., 

2007), suggesting that TEI is more than a renaming of existing personality constructs.    

 Research supports the idea that TEI and AEI are two distinct concepts (Joseph & 

Newman, 2010; Van Rooy, Viswesvaran, & Pluta, 2005). Investigations typically find 

correlations in excess of .30 between AEI and other tests of cognitive ability, whereas 

correlations between TEI and cognitive tests do not generally exceed .10 (Van Rooy et al., 

2005). Furthermore, correlations between measures of AEI and TEI have been found to be 

low (Van Rooy et al., 2005).  

 It has been argued that self-report measures of EI, which are typically used in studies 

of TEI, are not representative of actual EI ability (Brackett & Mayer, 2003). However, others 

have argued that even though an individual may know the correct way to respond to someone 

emotionally, this does not mean they would necessarily act this way in practice (Brody, 

2004). Indeed, contextual factors, such as social support or current stressors, may impact 

upon how an individual actually behaves. Drawing upon the theory of planned behaviour 

(Ajzen, 1991), it could be argued that TEI is an important factor in determining whether one 

acts in a certain way; if an individual does not believe they have the ability to regulate their 

emotions, they are perhaps less likely to actually do so. A further argument for overlap of the 

two constructs is that perception and expression of emotions is influenced by emotional 

dispositions (King, 1998; Malatesta & Wilson, 1988; Petrides & Furnham, 2003), and 

Petrides and Furnham point out that all conceptualisations of EI share some common facets, 

such as emotional self-awareness.  
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 The debates in this field have given rise to a third level of EI; knowledge 

(Mikolajczak, Petrides, Coumans, & Luminet, 2009). To illustrate the difference between the 

three concepts, consider that although an individual may have the knowledge that relaxation 

is a good technique for stress, in practice, they may not be able to relax when stressed (low 

AEI). Furthermore, even if they have the ability to use relaxation, (e.g. doing so successfully 

when prompted), they may not be predisposed to do so of their own volition (low TEI).   

 According to Mayer and Salovey (1997), EI focusing on ability, rather than traits, can 

be increased through learning and experience. Indeed, there is evidence that AEI can be 

increased following training programmes (Nelis, Quoidbach, Mikolajczak, & Hansenne, 

2009; Pool & Qualter, 2012). Learning may not be limited to AEI however, as Nelis and 

colleagues found that TEI scores also increased following the intervention. Within health care 

settings, an EI intervention for physicians and nurses increased TEI scores and reduced 

anxiety (Nooryan, Gasparyan, Sharif, & Zoladl, 2011).      

Factors Associated with EI 

It seems plausible that individuals who have the ability and disposition to recognise 

and understand their emotions, and those of others, assert themselves, and attend to emotional 

self-care, would show certain potentially beneficial characteristics for working in caring 

professions.          

 Indeed, higher EI has been linked to various factors, including greater psychological 

adjustment (Ranjha & Shujja, 2010), self-compassion (Şenyuva, Kaya, Işik, & Bodur, 2014), 

empathy (Ezzatabadi et al., 2012; Mayer, Caruso, & Salovey, 1999), resilience (Schneider, 

Lyons, & Khazon, 2013), social support (Montes-Berges & Augusto, 2007), job satisfaction 

(Ezzatabadi et al., 2012; Lorber, 2015) and caring (Kaur, Sambasivan, & Kumar, 2013; Rego, 

Godinho, McQueen, & Cunha, 2010), whilst lower EI is linked to greater burnout (Gutierrez 



22 
 

& Mullen, 2016), and stress (Montes-Berges & Augusto, 2007; Naidoo & Pau, 2008). Many 

of these factors, such as empathy, social support, resilience, and protection against burnout, 

may be either directly, or indirectly linked to caring, in that they make it more likely one can 

continue displaying caring behaviour, even during highly emotive circumstances.   

EI in Health Care Professionals 

 The importance of EI in health care settings therefore seems apparent; if health care 

professionals higher in EI are more compassionate, empathic, resilient, caring, and able to 

manage emotions in others, they are more likely to be able to care for themselves, and in turn 

their patients. Indeed, qualitative studies indicate that health care workers want to respond 

emotionally to their patients (Kooker, Shoultz, & Codier, 2007; Pearcey, 2010), and there is 

increasing emphasis on considering EI when recruiting for caring professions (Carson,  

Carson, Fontenot, & Burdin Jr., 2005; Harper & Jones-Schenk, 2012; Lyon, Trotter, Holt, 

Powell, & Roe, 2013). However, others have argued that despite the theoretical support, 

empirical studies that link the concept of EI and caring behaviours are scarce, and the 

relevance of EI on caring behaviours may be lower than thought (Akerjordet & Severinsson, 

2007; Kaur et al., 2013; Rego et al., 2010). 

 Thus, the current review will collate studies that have explored the influence of EI on 

caring behaviour in health care professionals, to provide evidence on the utility of the current 

emphasis on EI in health services. Caring behaviour here can relate to physical or emotional 

aspects of care. Three main questions will be addressed:   

 Is there evidence that EI is related to caring behaviour in health care professionals? 

 Are there any other factors related to EI that may impact upon caring behaviour?  
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 What are the implications of these findings, if any, for health care professionals and 

 services? 

Method 

Data Searches and Sources 

 The following databases were searched: Psychinfo, Medline, CINAHL Plus, Social 

Sciences Citation Index, Science Citation Index, and Scopus. Databases were searched for 

studies from 1995 to April 2017, as the concept of EI only gained popularity following the 

publication of Emotional Intelligence by Daniel Goleman in 1995. Database email alerts were 

also set up to ensure newly-published articles were included. The reference list of all eligible 

articles and reviews was searched for any studies the database search may have missed. Also, 

all included studies were subjected to a citation search in Web of Science and Google 

Scholar. A search of the National Research Register was conducted to access any 

unpublished studies, and two prominent researchers in the field were contacted by email for 

any relevant unpublished or in press papers. All searches and screening were completed by 

the main author.  

 The search terms used were as follows: "emotional intelligence" OR "emotional 

competence" OR "social intelligence" OR "EQ" AND empathy OR compassion OR care OR 

caring OR warmth OR sensitiv* OR respect AND nurs* OR midwi* OR doctor OR "health 

worker" OR physician OR clinician OR psycholog* OR psychiatr* OR "emergency worker" 

OR "health care professional" OR "health visitor" OR "support worker" OR "health care 

assistant" OR "care worker" AND hospital OR ward OR inpatient OR acute OR rehabilitat* 

OR "nursing home" OR "residential home" OR hospice OR outpatient OR community OR 

"medical cent*." 
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Study Selection 

 The above process resulted in 3096 papers, which were initially screened by title and 

abstract after duplicates were removed. Following this, 62 full text articles were reviewed 

using the inclusion screening tool developed for this study (see Figure 1). All papers were 

included provided they were available in English, and met the inclusion criteria of assessing 

the impact of EI on any outcome related to caring. All health care professionals were 

included in clinical or long-term health settings. Papers were only included if they had used a 

valid and standardised measurement of EI. A total of 22 papers met the inclusion criteria and 

were included in the review, two of which were identified through hand searching of 

reference lists of included studies. Figure 2 presents the selection process used.  

Quality Assessment 

 There is currently no gold standard for quality assessment (Greenhalgh & Brown, 

2014) in either qualitative or quantitative research. As all studies identified were quantitative 

in nature, methodological quality was quality assessed using the Newcastle-Ottawa Scale 

adapted for cross-sectional studies (Herzog et al., 2013). This tool was selected as it seemed 

most appropriate for the papers identified, as they were mainly cross-sectional in nature (see 

Appendix B).  

 Guidance for completion and interpretation of the Newcastle-Ottawa Scales are 

available (Wells et al., 1999). This tool has three major components: (1) selection of the 

groups of study, (2) comparability, (3) assessment of the outcome or exposure. Each 

component has individual weightings, and the maximum score is 10 points, which represents 

the highest methodological quality. Papers were quality assessed firstly by the primary 

researcher and given a rating (see Table 1). A second reviewer then independently checked 

the papers against the quality assessment tool, and had similar findings to the primary  
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Author name:       Year of publication: 

 

 

Article title:       Journal: 

 

 

 

Population Include Exclude 

 □ All health-care professionals  □Any study using non health-care 

professionals 

   

Dimension Include Exclude 

 □ EI or emotional competence 

measured by a valid and 

standardised assessment  

□ Papers that do not explain how EI 

was assessed 

 

 □ Papers that do not use a valid and 

standardised measurement of EI  

   

Outcomes Include Exclude 

 □ Any outcome associated with 

caring behaviour (including 

compassion, care, warmth, 

empathy, and sensitivity) 

 

□ Any outcome not associated with 

caring behaviour 

 

Settings Include Exclude 

 □ All clinical and long-term health 

care settings 

 

□ Any non health-care setting  

 

Article types □ Studies published in peer-

reviewed journal 

□ Grey literature otherwise meeting 

inclusion criteria  

□ Not written in English 

 

 

 

 

OVERALL 

DECISION 

 

INCLUDED 

 

□ NOT INCLUDED 

   

Notes:   

 

Figure 1. Inclusion screening tool for systematic review.  
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Figure 2. PRISMA flow diagram showing the screening and selection of articles for 

synthesis.    

 

 



27 
 

researcher, with discrepancies occurring 39 times out of a possible 154, generally around 

comparability and statistical test. These discrepancies were resolved following discussion.  

 The quality of studies ranged, and specific methodological issues are commented on 

in the results and discussion sections of this review. Poor quality studies were included in 

order to discuss areas of bias.   

Data Extraction  

 For each included paper, information on the population, design, relevant aims, 

measures, and main findings were extracted and tabulated (see Table 2). The included studies 

were scrutinised for data relating to the review questions. Due to the variability of the studies, 

data were synthesised descriptively, and the relationship between EI and caring behaviour 

was analysed in a narrative format. 

Results 

Study Characteristics 

 Twenty two studies met the inclusion criteria. The dates published of these ranged 

from 2002 to 2016, and the majority (82%) had been published or written after 2010. 

Eighteen studies were published in peer reviewed journals, and four (Araque, 2015; Marotta, 

2011; Munro, 2011; Sulo, 2014) were unpublished doctoral theses. The EI of nurses was 

explored in nine studies (41%), physicians in six studies (27%), nurse leaders in four studies 

(18%), and both physicians and nurses in three studies (14%). The six studies assessing EI in 

physicians had mostly male participants, 13 studies (59%) had mostly female, and three did 

not describe demographics. The majority of studies assessed TEI (68%). Studies were 

conducted across a range of countries, with the majority in the USA (36%). Other countries 

were Belgium, Iran, Israel, Italy, Malaysia, Portugal, Qatar, Slovenia, and Taiwan.  



28 
 

Table 1 

Quality Assessment Ratings 

 Selection (maximum 5 points) Comparability 

(maximum 2 

points) 

Outcome 

(Maximum 3 points) 

Total 

(maximum 10 

points) 

Study Representative 

of sample  

Sample size 

justified 

Details of non-

respondents 

Valid 

measurement 

tool 

Other factors 

controlled for 

Assessment of 

outcome 

Statistical test  

Adams & Iseler, 

(2014)  

1 0 0 2 0 2 1 6 

 

Araque, (2015) 

 

1 

 

0 

 

0 

 

2 

 

0 

 

2 

 

1 

 

6 

 

Bamberger et al., 

(2016) 

 

1 

 

0 

 

0 

 

2 

 

0 

 

2 

 

0 

 

5 

 

Chao, Shih, & Hsu, 

(2016) 

 

1 

 

0 

 

1 

 

2 

 

2 

 

2 

 

0 

 

8 

 

Codier, Freitas, & 

Muneno, (2013) 

 

1 

 

0 

 

0 

 

2 

 

0 

 

2 

 

0 

 

5 

 

Dafeeah, Eltohami, & 

Ghuloum, (2015) 

 

1 

 

0 

 

0 

 

2 

 

2 

 

1 

 

1 

 

7 

 

Dugan et al., (2014) 

 

1 

 

0 

 

0 

 

2 

 

0 

 

2 

 

1 

 

6 

 

Ezzatabadi et al., 

(2012) 

 

1 

 

0 

 

0 

 

1 

 

2 

 

2 

 

1 

 

7 

 

Kaur et al., (2013) 

 

1 

 

0 

 

0 

 

2 

 

2 

 

2 

 

1 

 

8 
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Kaur, Sambasivan, & 

Kumar, (2015) 

1 0 0 2 1 2 1 7 

 

Lorber, (2015) 

 

1 

 

0 

 

0 

 

2 

 

0 

 

1 

 

0 

 

4 

 

Marotta, (2011) 

 

1 

 

1 

 

0 

 

2 

 

0 

 

2 

 

0 

 

6 

 

Munro, (2011) 

 

1 

 

0 

 

0 

 

2 

 

2 

 

2 

 

0 

 

7 

 

Quoidbach & 

Hansenne, (2009) 

 

1 

 

0 

 

0 

 

2 

 

0 

 

2 

 

0 

 

5 

 

Rego et al., (2010) 

 

0 

 

0 

 

0 

 

2 

 

2 

 

2 

 

0 

 

6 

 

Sommaruga, Casu, 

Giaquinto, & 

Gremigni, (2016) 

 

1 

 

0 

 

0 

 

2 

 

1 

 

1 

 

1 

 

6 

 

Sulo, (2014) 

 

1 

 

0 

 

0 

 

2 

 

2 

 

2 

 

1 

 

8 

 

Wagner, Moseley, 

Grant, Gore, & 

Owens, 

(2002) 

 

0 

 

0 

 

0 

 

2 

 

0 

 

2 

 

1 

 

5 

 

Weng, (2008) 

 

0 

 

0 

 

0 

 

2 

 

2 

 

2 

 

0 

 

6 

 

Weng, Chen, Chen, 

Lu, & Hung, (2008) 

 

0 

 

0 

 

0 

 

2 

 

0 

 

2 

 

0 

 

4 

 

Weng, Chen et al., 

(2011) 

 

1 

 

0 

 

0 

 

2 

 

2 

 

2 

 

0 

 

7 

Weng, Steed et al., 

(2011) 

0 0 

 

0 2 2 2 0 6 
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Table 2 

Study Characteristics and Main Findings 

Study 

author(s) 

Design Population Relevant aims EI measurement 

(ability or trait) 

Assessment of caring Main findings 

Adams & 

Iseler, (2014)  

Cross-

sectional 

Registered nurses (n=361) in 

United States of America 

(USA). 92% female.  

To explore whether nurses’ 

EI is related to quality of 

care (QOC), patient 

satisfaction, and 

compliance with care 

(CWC).  

 

MSCEIT. Ability Assessed five aspects of 

physical QOC via medical 

records, and five aspects of 

CWC. Patient satisfaction 

assessed via Press Ganey 

Patient Satisfaction 

Survey. 

EI related to one aspect 

of CWC, and three 

aspects of QOC. EI 

unrelated to patient 

satisfaction. 

Araque, 

(2015) 

Cross-

sectional 

Registered nurses in USA. 

(n=30) Majority in 26-35 

age range, and 0-5 years 

experience. 76.7% female.  

To explore whether nurses’ 

EI is related to patient 

satisfaction with care.  

MSCEIT. Ability Assessed patient reported 

emotional /spiritual care 

via 10-item Caring Factor 

Survey (Nelson & Watson, 

2012).  

 

EI was related to patient 

satisfaction with care.  

Bamberger et 

al., (2016) 

Prospective, 

cohort study 

Registered nurses (n=10) 

and physicians (n=17) in 

Israel.  

To explore whether an EI 

intervention increases EI 

scores and patient 

satisfaction with care.  

Emotional Quotient 

Inventory (EQ-i; Bar-

On, 1997)  

Trait 

Assessed emotional and 

physical care via 15-item 

scale developed by 

authors. 

Post-intervention, 

physicians’ EI, and 

patient satisfaction with 

physician care increased 

significantly. No 

significant difference 

found for nurses.   

 

Chao et al., 

(2016) 

Cross-

sectional 

Non-managerial nurses 

(n=98) in Taiwan. Majority 

in 31-40 age range, and 1-3 

years experience. 100% 

female.  

To investigate moderating 

role of EI on relationship 

between burnout, and 

patient reported QOC. 

Chinese version of the 

Emotional 

Intelligence Inventory, 

(Goleman, 1995). 

Trait 

 

Assessed patient reported 

physical and emotional 

aspects of care via 12-item 

scale developed by 

authors.  

 

 

 

No effect of EI on 

burnout or QOC.  
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Codier et al., 

(2013) 

Mixed 

method, 

pre/post-test 

design. 

Registered nurses (n=33) 

working in Hawaii. Mean 

age 37, and years experience 

9.5.   

To explore whether nurses’ 

emotional care of patients 

increases following an EI 

intervention. 

MSCEIT. Ability Assessed emotional care 

via checking for evidence 

of emotional care planning 

on patient charts.  

Comparisons of pre and 

post-study patient records 

showed significant 

increase in emotional 

care planning. Unable to 

say whether EI was 

related to this though. 

Insufficient sample size 

to draw any conclusions. 

 

Dafeeah et al., 

(2015) 

Cross-

sectional 

Nurses (n=828), physicians 

(n=99), lab technicians 

(n=43), working in Qatar. 

Majority in 30-39 age range, 

and 10+ years experience. 

86.6% female.  

 

To explore whether higher 

EI results in more 

compassionate attitudes 

towards patients with HIV.   

Emotional Intelligence 

Appraisal (EIA; 

Bradberry & Greaves, 

2004). Trait 

Assessed nurse /physician 

self-reported emotional 

care /compassion via 23-

item KHWAR Hospitals’ 

Scale developed by 

Dafeeah and Eltohami for 

this study.  

Participants with higher 

EI held more 

compassionate attitudes 

towards patients with 

HIV.  

Dugan et al., 

(2014) 

Prospective, 

longitudinal 

cohort study 

Physician residents working 

in USA (n=22). Mean age 

29. 68% male.   

To explore whether an EI 

intervention increases EI 

and patient satisfaction 

with care scores.   

EQ-i  

Trait 

Assessed patient reported 

physical and emotional 

care via five questions 

from the Press Ganey 

Patient Satisfaction 

Survey.  

 

Post-intervention, both EI 

scores and patient 

satisfaction scores had 

risen significantly.  

Ezzatabadi et 

al., (2012) 

Cross-

sectional 

Nurses working in Iran 

(n=243). Majority in <30 

age range, and married. 86% 

female.  

To explore whether nurses’ 

EI is related to service care 

quality.  

Cyberia-Shrink 

Emotional Intelligence 

Questionnaire 

(Etebarian & 

Omidpanah, 2008). 

Ability  

 

 

 

 

Assessed patient reported 

physical and emotional 

care via 22-item 

SERQUAL questionnaire 

(Parasuraman, Zeithaml, & 

Berry, 1988). 

 

 

 

Higher EI had a direct 

effect on service quality 

(including empathy). Job 

satisfaction had 

mediating role.   
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Kaur et al., 

(2013) 

Cross-

sectional 

Nurses working in Malaysia 

(n=448). Majority in 20-29 

age range, married, and 2-5 

years experience. 98% 

female.   

To explore whether nurses’ 

EI is related to caring 

behaviours and burnout.  

Schutte Self-Report 

Emotional Intelligence 

Test (SSEIT; Schutte 

et al., 1998). Trait 

Assessed physical and 

emotional care self-

reported by nurses via the 

24-item Caring Behaviours 

Inventory (Wu, Larrabee, 

& Putman, 2006). To 

validate nurses' responses, 

patient reported general 

care was assessed via 

three-item questionnaire.     

 

Higher EI was related to 

greater caring behaviours, 

greater psychological 

ownership, and reduced 

burnout.  

Kaur et al., 

(2015) 

Cross-

sectional 

Nurses working in Malaysia 

(n=448). Majority in 20-29 

age range, married, and 2-5 

years experience. 98% 

female.   

To explore whether EI has 

a positive relationship with 

caring behaviour, and what 

aspects of EI are most 

important.  

SSEIT. Trait As above.  Higher EI (managing 

own emotions) was 

related to greater caring 

behaviours (respectful 

deference to 

others and assurance of 

human presence).  

 

Lorber, 

(2015) 

Cross-

sectional 

Nurses (n=413) and nurse 

leaders (n=96) working in 

Slovenia. Mean age of 

nurses 38, and leaders 43.5. 

Leaders had mean of 10.1 

years in leadership role, 

nurses had mean of 16.5 

years experience. 98% 

female.   

  

To explore whether nurse 

leaders’ EI is related to 

quality of care in their unit.  

Trait Emotional 

Intelligence 

Questionnaire 

(TEIQue). 

Trait 

Assessed care self-reported 

by nurses and nurse 

leaders via a nine-item 

questionnaire developed 

for the study. Unclear 

whether physical or 

emotional care assessed.  

Nurse leaders’ EI (self-

reported and by 

employees) was related to 

quality of care in their 

unit.   

Marotta, 

(2011) 

Cross-

sectional 

Nurse leaders -Nursing 

home administrators (NHAs; 

n=173) directors of nursing 

(DONs; n=95) in USA. 

Majority in 40-49 age range, 

and 1-5 years experience. 

To explore relationships 

between EI in NHAs and 

DONs, and patient care 

quality.  

MSCEIT. Ability Assessed physical care via 

medical database. 

Assessed patient 

satisfaction with general 

care via 26-item customer 

satisfaction survey.    

No relationship found 

between EI in nurse 

leaders and patient QOC. 

Lower scores for 

perceiving and 

understanding emotions 
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76% female.   as a group. But, QOC 

feedback may not relate 

to leaders, as most had 

been in post for less than 

two years.  

 

Munro, 

(2011) 

Cross-

sectional 

Nurse managers (NMs; 

n=38) and registered nurses 

(RNs; n=659) in USA. Mean 

age of NMs 51 years, and 

RNs 41 years. Majority of 

NMs and RNs married. 

Mean years experience of 

NMs 23 years, and RNs 13 

years. 92% female for both 

groups.  

 

To explore whether the EI 

of NMs is related to QOC, 

and patient satisfaction, 

and whether RN job 

satisfaction affects 

relationships found.    

MSCEIT. Ability Assessed three aspects of 

physical care via medical 

records. Assessed patient 

reported satisfaction with 

general care via two-item 

inpatient survey developed 

by Avatar International.  

EI was positively related 

to patient satisfaction, but 

not to QOC or RN job 

satisfaction.   

Quoidbach & 

Hansenne, 

(2009) 

Cross-

sectional 

Nurses, auxiliary nurses, and 

physiotherapists (n=421) in 

Belgium.  

Team EI will be related to 

quality of health care.  

SSEIT.  

Trait 

Assessed team physical 

care via undercover 

observers looking for 33 

objective criteria. No 

patient responses sought.  

One EI factor 

(optimism/mood 

regulation) positively 

related to quality of 

health care. One EI factor 

(appraisal of emotions) 

negatively related to 

quality of health care.   

 

Rego et al., 

(2010) 

Cross-

sectional 

Nurses (n=120) in Portugal. 

Mean age 32. 75% female.  

To explore how six 

dimensions of EI relate to 

caring behaviours.  

Rego & Fernandes 

Emotional Intelligence 

Scale (Rego & 

Fernandes, 2005). 

Trait 

 

 

Assessed patient reported 

general and emotional care 

via nine-item questionnaire 

developed for the study.  

 

Overall EI predicted 

caring behaviour, but 

some unusual 

interactions.   
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Sommaruga 

et al., (2016) 

Cross-

sectional 

Nurses (n=128), 

physiotherapists (n=81), 

physicians (n=69), nursing 

assistants (n=40), in Italy. 

Mean age 43, 70% female. 

 

 

 

To investigate whether EI 

is related to self-

perceptions of patient-

centred care.  

SSEIT.  

Trait 

Assessed four aspects of 

patient-centred general and 

emotional care via the 16-

item Patient-Provider 

Relationship Questionnaire 

(PPRQ; Gremigni, Casu, 

& Sommaruga, 2016).  

EI had direct effects on 

three aspects of patient-

centred care.  

Sulo, (2014) Cross-

sectional 

Nurse managers (n=24) in 

USA. Mean age 48, mean 

years experience as nurse 

23. 96% female.  

To explore whether nurse 

managers’ EI is related to 

patient satisfaction with 

care.  

MSCEIT. Ability Assessed patient reported 

general and emotional care 

via four questions from the 

Hospital CAHPS- your 

care from nurses.  

No significant 

relationship with total 

scores, but significant 

negative relationship 

between EI and 

individual satisfaction 

scores.  

 

Wagner et al., 

(2002) 

Cross-

sectional 

Physicians (n=30) in USA. 

Mean age 38. 60% male.  

To explore whether EI is 

correlated with patient 

satisfaction with care. 

EQ-i. Trait Assessed patient reported 

general and emotional care 

via eight-item satisfaction 

survey.  

Limited support, only 

area of EI to positively 

correlate with patient 

satisfaction was 

happiness.  

 

Weng, (2008) Cross-

sectional 

Physicians (n=39) in 

Taiwan. Mean age 42. 90% 

male.    

To explore whether EI is 

related to patient trust, and 

whether patient trust is 

related to patient 

satisfaction with care.  

Wong and Law EI 

Scale (WLEIS; Law, 

Wong, & Song, 2004). 

Trait 

Assessed patient reported 

general care via two 

questions derived from 

Patient Satisfaction 

Questionnaire (Ware, 

Snyder, Wright, & Davies, 

1983).  

Only nurse director rated 

EI was related to trust, 

which in turn was related 

to patient satisfaction via 

the mediator of patient–

physician relationship.  

 

Weng et al., 

(2008) 

Cross-

sectional 

Physicians (n=39) in 

Taiwan. Mean age 42. 90% 

male.    

To explore whether EI is 

related to satisfaction with 

physician’s care. 

WLEIS. Trait  As above No relationship between 

self-reported EI and 

satisfaction with 

physician’s care.  
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Weng, Chen, 

et al., (2011) 

Cross-

sectional 

Internists (n=110) and 

surgeons (n=101) in Taiwan. 

Mean age 42. Overall 98.5% 

male.    

To explore relationships 

between EI, health care 

climate, patient trust in 

care provided, and QOC.  

WLEIS. Trait Assessed physical and 

emotional care via 

observers using the six-

item Health Care Climate 

Questionnaire (Williams, 

Freedman, & Deci, 1998). 

Assessed patient reported 

general care via two-item 

questionnaire derived from 

Patient Satisfaction 

Questionnaire (Ware et al., 

1983).  

 

Nurse director rated EI of 

physicians was related to 

patient trust in care 

provided. Findings 

related to QOC not 

mentioned.  

Weng, Steed, 

et al., (2011) 

Cross-

sectional 

Surgeons (n=50) in Taiwan. 

Mean age 43. 97% male.    

To explore relationships 

between EI, empathy, 

patient-surgeon 

relationship, and patient 

satisfaction with care. 

WLEIS. Trait Assessed patient reported 

general care via two-item 

questionnaire derived from 

Patient Satisfaction 

Questionnaire (Ware et al., 

1983). 

EI had positive 

relationship with patient-

surgeon relationship, and 

patient satisfaction with 

care pre-surgery only. No 

significant relationship 

between EI and empathy.  
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 On two occasions two separate papers were published using the same participant 

sample (Kaur et al., 2013; Kaur et al., 2015; Weng, 2008; Weng et al., 2008). However, all 

four papers were retained, as each paper contributed something different in meeting the aims 

of this review.     

Quality Assessment  

 There were several methodological problems that were common across the studies 

reviewed. Only one study provided justification of sample size recruited (Marotta, 2011), and 

Table 1 shows that nine studies had very small sample sizes (<40 participants). Appropriate 

statistical tests were only used in 45% of studies, with the most common weaknesses being 

no mention of confidence intervals, and no adjustment made to p-values to account for 

multiple analyses.   

 Chao et al., (2016), were the only authors to receive a point for response rate. This 

was awarded because they reported receiving a 100% response rate, however, they did not 

report on how this was achieved.  

 Despite the fact that all studies used a valid measurement tool for EI, this cannot be 

classed as an overall strength, being part of the inclusion criteria. Common strengths included 

over half the studies (55%) controlling for additional factors, such as age, years of 

experience, or job satisfaction. Nearly all received maximum points for assessment of 

outcome, by either using patient reports or observations, making these more objective 

measures. Only three studies assessed care by self-report methods (Dafeeah et al., 2015; 

Lorber, 2015; Sommaruga et al., 2016). Despite not being specifically included on the quality 

assessment tool, it is notable that the methods and measures used to assess care varied 

considerably, from validated measures with several items (Araque, 2015), to non-validated 

measures asking only two questions (Weng, 2008).     
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 Table 1 shows that seventeen studies (77%) received a point for representativeness of 

sample, although only two of these were classed as truly representative of the target 

population (Chao et al., 2016; Weng, Chen, et al., 2011). The remaining fifteen were classed 

as somewhat representative, using non-random sampling.        

Relationships between EI and Caring Behaviour in Health Care Professionals 

 Nurses. This review found evidence that both AEI and TEI were related to caring 

behaviours in nurses (Adams & Isler, 2014; Araque, 2015; Dafeeah et al., 2015; Ezzatabadi et 

al., 2012; Kaur et al., 2013; Kaur et al., 2015; Rego et al., 2010; Sommaruga et al., 2016). 

Table 2 shows that care was assessed in a variety of ways, including physical /general care 

(Adams & Iseler, 2014; Kaur et al., 2013; Kaur et al., 2015), emotional care (Araque, 2015; 

Dafeeah et al., 2015), and both aspects (Ezzatabadi et al., 2012; Rego et al., 2010; 

Sommaruga et al., 2016). As noted, the two separate studies by Kaur and colleagues used the 

same participant group, meaning it is more accurate to surmise that seven studies found an 

effect.     

 Four of these studies received quality assessment ratings of seven or above, initially 

suggesting robust evidence. Caution must be used however, as two of these did not link 

patient reports of care to the EI of the actual nurse who had treated them (Kaur et al., 2013; 

Kaur et al., 2015), care was self-reported by nurses (Dafeeah et al., 2015), or it was unclear 

whether patient respondents had been cared for by the participating nurse (Ezzatabadi et al., 

2012). Despite receiving slightly lower quality ratings, the papers by Araque (2015), and 

Rego et al., (2010), arguably provide a more accurate view, as patient respondents here had 

been cared for by the participating nurse. The small sample size in Araque’s study limits any 

conclusions drawn however.  
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 Nurses’ AEI was found correlated to three aspects of physical care; rates of 

clostridium-difficile infections, methicillin-resistant staphylococcus aureaus (MRSA), and 

patient falls with injury (Adams & Iseler, 2014). Caution must be taken with drawing 

interpretations, as quality of care (QOC) ratings were not linked to the EI of nurse 

participants. Thus, it is possible that patients who had contracted infections, or suffered falls, 

were not cared for by the nurse participating in this study.       

 Two studies revealed inconclusive evidence for relationships between nurse EI and 

caring (Codier et al., 2013; Quoidbach & Hansenne, 2009). The sample size in Codier and 

colleagues’ study, which was designed to increase AEI levels, was too small to allow for 

statistical analysis to test whether the increase in emotional care planning was linked to an 

increase in EI scores. Quoidbach and Hansenne found that one aspect of EI, optimism, was 

positively related to QOC, whereas appraisal of emotions was negatively related to QOC. 

Furthermore, Codier and colleagues did not demonstrate that reports of care were linked to 

the EI of nurse participants, and Quoidbach and Hansenne did not seek patient views.  

 Two studies reviewed provided evidence against a relationship between nurse EI and 

caring (Bamberger et al., 2016; Chao et al., 2016). The first study had a very small sample 

size however, meaning results may not be generalisable to wider populations. The latter study 

had a good quality assessment rating, and patient reports of care were linked to the EI of the 

health professional who had cared for them.            

 Nurse leaders. There was little evidence that the EI of nurse leaders was related to 

patient care. Only one study found a relationship, with nurse leader’s TEI being positively 

correlated to patient care within their unit (Lorber, 2015). There were several methodological 

problems with this study however, in particular, that care was assessed via self-reports from 

nurses, and nurse leaders. One study found no relationship between nurse leader AEI and 
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patient care quality (Marotta, 2011), whilst Sulo (2014), suggested that AEI may be 

detrimental to care. However, despite an overall higher quality rating, Sulo had a very small 

sample size, meaning results may not be generalisable to other nurse leaders.  

 Munro (2011) offered inconclusive evidence, in that nurse leader AEI was not related 

to rates of falls, medication errors, or pressure ulcers, but was positively correlated to patient 

reported satisfaction with care. Again, only a small sample of nurse leaders was used, so 

caution must be taken with any conclusions.    

 Physicians. As with nurse leaders, the evidence linking physician EI to caring was 

inconclusive. Four studies suggested there was a relationship between physician TEI and 

caring (Bamberger et al., 2016; Dafeeah et al., 2015; Dugan et al., 2014; Sommaruga et al., 

2016). Whilst care was self-reported by health care professionals in two studies (Dafeeah et 

al., 2015; Sommaruga et al., 2016), two studies linked patient reports of care to the EI of the 

physician who had cared for them (Bamberger et al., 2016; Dugan et al., 2014). The small 

sample sizes in these latter studies limits any conclusions drawn however.         

 A further two studies provided inconclusive evidence (Weng, Chen, et al., 2011; 

Weng, Steed, et al., 2011). Both studies linked patient responses to the TEI of the health 

professional who had cared for them, however, the former study then made no mention of 

whether TEI was directly related to QOC. In both studies, patient reported care was assessed 

using only two items. Weng, Steed and colleagues found that physician TEI was related to 

patient satisfaction with care at only one time point, and there was no relationship between 

TEI and empathy. Of note is the fact that Weng, Chen and colleagues asked nurse directors to 

assess the TEI of physicians, as they argued that nurse directors would have a more accurate 

view of TEI than the physicians themselves.  
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  Other evidence suggested there was no direct relationship between physician TEI and 

patient satisfaction with care (Wagner et al., 2002; Weng, 2008; Weng et al., 2008), however, 

these three studies had several methodological issues, including no mention of sampling 

strategy, and small sample sizes. Of note is the fact that although the studies did link patient 

responses to physician participants, the two studies by Weng, and Weng and colleagues, used 

the same group of participants. As above, Weng used nurse director assessments of physician 

TEI. In a further study, Weng and colleagues  also used physician self-reported TEI scores, 

which revealed no effect, however, patient satisfaction with care was measured with only two 

items.  

Other Relevant Factors for Caring Linked to EI 

 There is evidence that years of experience may be relevant to EI and caring. Five 

studies found that EI increased with experience (Chao et al., 2016; Dafeeah et al., 2015; Kaur 

et al., 2015; Weng, Chen, et al., 2008; Weng, Steed, et al., 2011), but not necessarily that 

experience directly increased care (Chao et al., 2016). However, Chao and colleagues 

reported a moderating effect of experience in the relationship between burnout and caring; 

experienced nurses encountering burnout did not report any deterioration in care, whereas 

inexperienced nurses did. Furthermore, Dafeeah and colleagues found that experience was a 

significant predictor of more compassionate attitudes towards patients, whilst Kaur and 

colleagues also found that experience was related to caring behaviour. Conflicting evidence 

was reported by Sulo (2014), who found no significant relationship between experience and 

EI.      

 Linked to experience, age may be another relevant factor (Dafeeah et al., 2015; Rego 

et al., 2010; Weng, 2008; Weng, Chen, et al., 2008), with these studies providing evidence 

that EI, or aspects of it, such as understanding of own and others’ emotions, and emotional 
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self-control, may increase with age. Empathy however, was negatively related to age in Rego 

and colleagues study, and Sulo (2014), found no significant relationship between age and EI. 

Furthermore, Dafeeah and colleagues found no relationship between age and compassionate 

attitudes towards patients with HIV.  

 There was conflicting evidence for the importance of burnout; Kaur et al. (2013) 

found that burnout mediated the relationship between EI and care, with nurses higher in EI 

experiencing less burnout, and increased burnout being associated with poorer care, however, 

Chao et al. (2016) found no relationship between burnout and care.    

 Job satisfaction also provided conflicting results; Ezzatabadi et al. (2012) found that 

nurses’ job satisfaction was related to EI, and had a mediating role in the relationship 

between EI and quality of care. However, Munro (2011) reported that nurse leaders’ AEI was 

not related to nurses’ job satisfaction, and neither was nurses’ job satisfaction related to 

physical care, or patient satisfaction with care. Counter to this, Sulo (2014) found that nurse 

leader AEI was significantly positively related to nurses’ job satisfaction, however, 

surprisingly, nurses' job satisfaction was negatively related to patient satisfaction with care.     

 Other potential factors for future investigation include psychological ownership (Kaur 

et al., 2013), patient trust (Weng, 2008), and the patient-doctor relationship (Weng, Steed, et 

al., 2011), which were all positively related to EI and may impact upon caring behaviours.    

Discussion 

 This review found evidence that both AEI and TEI were related to caring behaviour 

towards patients in nurses. Nurses’ AEI was related to physical care (Adams & Isler, 2014), 

emotional care (Araque, 2015), and both aspects of care (Ezzatabadi et al., 2012), whilst TEI 
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was related to emotional care (Dafeeah et al., 2015), and both aspects of care (Kaur et al., 

2013; Kaur et al., 2015; Rego et al., 2010; Sommaruga et al., 2016). 

 Only three papers explored whether specific aspects of EI were more relevant. There 

was evidence that managing emotions may be particularly important for caring, with Araque 

(2015), and Kaur et al. (2015), respectively finding that the managing emotions subscale of 

the MSCEIT, and managing own emotions subscale of the SSEIT, were most related to caring 

behaviours. Other relevant factors may include self-control against criticism, and self-

encouragement, which were the only significant predictors of caring in the study by Rego et 

al. (2010). The items within the self-control against criticism factor are broadly related to 

being able to manage emotions, for example, I become angry when others criticise me – even 

if I feel that they are right. Being able to manage one’s emotions is likely to be beneficial for 

health care professionals, who may experience frequent emotive situations. Being able to 

remain calm and empathic, and contain their patients’ distress, may influence how caring that 

person is perceived, as well as allowing them to maintain clarity of thought, thus potentially 

resulting in fewer errors regarding physical care.             

 Only two studies found no evidence for nurses’ TEI being related to emotional or 

physical care (Bamberger et al., 2016; Chao et al., 2016). One pertinent reason for this is that 

the authors in both papers noted their sample sizes may have lacked sufficient power to find 

an effect of TEI. Other possible reasons include the fact that in the study by Chao and 

colleagues, nearly half (48%) of nurses were contract employees. Contract nurses generally 

do not receive the same benefits that permanent nurses do, and can experience higher levels 

of stress and burnout (Chao et al., 2016; Rezaei, Naderi, Mahmoudi, Rezaei, & Hashemian, 

2015). Only one of the above studies commented on whether nurses were permanent or not 

(Adams & Isler, 2014), therefore, it is possible that there may be differences in EI between 

contract and permanent nurses that affected results found. Furthermore, whilst it is noted that 
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studies were undertaken with nurses from a range of countries and cultures, Chao and 

colleagues recruited nurses from Taiwan. Four further papers used population groups from 

Taiwan (Weng, 2008; Weng et al., 2008; Weng, Cheng et al., 2011; Weng, Steed et al., 2011) 

and these studies also found either limited or no evidence for a relationship between health 

professional TEI and caring behaviour. Thus, it is plausible that cultural differences may have 

affected the non-significant results found.  

 There was no evidence that nurse leader AEI was related to patient care. Whilst one 

paper found that nurse leader TEI was related to care (Lorber, 2015), there were fundamental 

methodological problems with this study (see Table 1), meaning caution must be taken with 

any interpretations. Nevertheless, these results could be explained by differences between 

AEI and TEI. AEI is thought to be related to actual EI ability, whereas TEI may more reflect 

personality traits (Mayer & Salovey, 1997; Petrides et al., 2007). Thus, as nurse leaders did 

not actually provide the care to patient respondents, their abilities may be less relevant, and 

perhaps indicate that the EI of the person actually providing the care is more important. The 

positive findings for TEI perhaps suggest that certain personality traits may be helpful for 

leaders to possess, and may have an indirect impact on patient care via the nurses under the 

leader who are providing the actual care.  

 The negative directionality in Sulo’s (2014) study was surprising, and suggested that 

nurse leaders’ AEI may be detrimental to patient care. The above caveat of nurse leaders not 

providing actual care must, however, be considered, as must the small sample size (n=24). A 

further consideration is that when factor scores were examined, the only statistically 

significant relationship to emerge was between using emotions and patient care. It may be 

that the nurse leaders in this study did not use their emotions in a way that positively affected 

patient care, perhaps by suppressing them in difficult or stressful situations. 
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 There was similarly no evidence that physician AEI was related to patient care, as all 

studies involving physicians assessed TEI. Four studies found that physician TEI was related 

to patient care (Bamberger et al., 2016; Dafeeah et al., 2015; Dugan et al., 2014; Sommaruga 

et al., 2016), but all of these studies had fundamental methodological problems, and none 

explored whether specific aspects of TEI were more important. A further five papers 

provided inconclusive or no evidence for a relationship between physician TEI and caring  

(Wagner et al., 2002; Weng, 2008; Weng et al., 2008; Weng, Chen, et al., 2011; Weng, Steed, 

et al., 2011).  

 It may be that some physicians view being too in touch with others’ emotions as 

distracting from the medical care they need to provide, and a recent study found creating 

inner distance by taking an observer perspective was described as a strategy for resilience by 

40% of surgeons (Zwack & Schweitzer, 2013). An investigation of physician neurological 

responses to patients’ physical pain found reduced activation in the areas of the brain 

associated with feeling pain, whilst the areas of the brain involved in self-regulation were 

activated (Decety, Yang, & Cheng, 2010).  Whilst a level of neutrality may be adaptive for 

both patients and physicians in some circumstances, a lack of personalised care by some 

medical staff was highlighted recently in the hello, my name is campaign started by Dr. Kate 

Granger (Ford, 2015).      

            Notably, most of the studies assessing physician EI had mainly male participants. The 

only studies to have more female participants overall were Sommaruga et al. (2016), and 

Dafeeah et al. (2015), who both also assessed the EI of nurses. No breakdown on gender 

between nurses and physicians was provided, thus, it is plausible that the lack of relationship 

found between physician EI and caring may be attributable to gender differences rather than 

job role.    



45 
 

 A further consideration is that all of the studies exploring physician TEI and caring 

had methodological problems, including sample sizes <40 (Bamberger et al., 2016; Dugan et 

al., 2014; Wagner et al., 2002; Weng, 2008; Weng et al., 2008), using physician self-reports 

of care (Dafeeah et al., 2015; Sommaruga et al., 2016), and inappropriate or incomplete 

statistical tests (Bamberger et al., 2016; Weng, 2008; Weng et al., 2008, Weng, Cheng, et al., 

2011; Weng, Steed, et al., 2011).  

Limitations 

 Findings from the studies reviewed generally gave no indication of response rate 

(n=21); no justification of, and /or inadequate, sample size (n=21); and incomplete 

/inappropriate statistical tests (n= 12). These methodological issues limit the generalisability 

of findings. The majority (n=19) of the studies were cross-sectional, meaning causal 

relationships were unable to be drawn.   

 The assessment of caring varied considerably across studies, with caring being 

typically ill-defined. No study investigated whether there were differences between general, 

physical, or emotional care, and care was sometimes assessed using only two items. Twelve 

studies either did not seek patient views of care, or did not link patient responses to the EI of 

the health care professional who cared for them (or this was unclear), thus providing less 

reliable conclusions.  

  One limitation of the review was to include only studies published in English. There 

may be relevant literature published in other languages that were not accessed, as translation 

was unavailable. Furthermore, although the selection process was carried out using a 

systematic approach, included studies were identified by one researcher. Ideally, at least two 

researchers should have carried out this procedure to minimise bias.     
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 Lastly, it was difficult to determine any clear conclusions about the impact of EI on 

caring in health care professionals, as the studies reviewed were so heterogeneous. Due to the 

relatively large number of papers identified, it may have been more advantageous to have 

focussed this review on a specific group, e.g. nurses, as this may have allowed for greater 

exploration within this group. Undertaking a review on health care professionals in general 

however, has provided tentative evidence that there may be differences within groups that 

warrant further investigation, and directions for future research are described below.         

Directions for Future Research 

 Further large scale research exploring the relationship between health professional EI 

and validated measures of both emotional and physical care separately would be useful, to 

see if EI is more relevant for particular aspects of care. For example, one hypothesis may be 

that being more in touch with emotions increases empathy for patients, which is beneficial for 

emotional care, but potentially distracting, thus resulting in mistakes to physical aspects of 

care (e.g. medication errors) being made. Additionally, it would be useful to understand more 

about which specific aspects of EI are most relevant, as interventions could then be tailored 

towards developing these aspects. Future studies should ensure the views of the patients 

being cared for by the participating health professionals are sought. Obtaining the views of 

more than one recipient of care would also be more meaningful.   

 It would be useful to explore in more detail whether there are differences between 

nurses and physicians, and gender. The only studies to include both types of health care 

professional were Bamberger et al. (2016), Dafeeah et al. (2015), and Sommaruga et al. 

(2016). The latter two studies were heavily weighted towards nurses, making meaningful 

comparisons difficult. The available evidence suggested that physician EI was largely 

unrelated to caring, although further research testing for gender differences in physicians 
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would help determine whether the lack of relationship found is a result of job role, or gender. 

Future research should also explore the importance of EI in different nursing roles. Nurses 

are not a homogeneous group, and it could be that EI skills are more important in long-term 

care settings than in units where care is very transient, such as accident and emergency 

wards.    

 Longitudinal studies, with large sample sizes, would be useful to determine the 

effectiveness of EI interventions. This would enable conclusions to be drawn about whether 

increases in patient care are related to increases in EI in health care professionals. They 

would also provide further evidence to the efficacy of EI interventions.         

 Very few studies were conducted in Europe, and none were set in the UK. Research 

involving health professionals working within the NHS would be useful to see if findings 

translate to this population.    

Implications for Health Care Professionals and Services    

 These findings have several implications for health care professionals and services. 

The available evidence suggests that there is a relationship between both AEI and TEI and 

caring in nurses. Whilst no causal relationships were established, it may be beneficial for 

health services to consider EI level when recruiting nurses, particularly in settings where it 

has been established EI skills are beneficial. Furthermore, health services may also consider 

implementing training programmes focused on developing EI skills, particularly around 

managing emotions, as there is evidence both AEI and TEI can be increased via interventions 

(Nelis et al., 2009; Nooryan et al., 2011; Pool & Qualter, 2012). This may result in beneficial 

outcomes for both nurses and patients. Until further research is completed, the implications 

for nurse leaders and physicians are less clear, and it may not be an effective use of resources 



48 
 

implementing interventions to increase EI within these populations if the desired outcome is 

to increase caring.         

Conclusions 

 This review found evidence that the EI of nurses is related to caring behaviours, and 

interventions to develop EI skills in nurses may have benefits for both staff and patients. The 

evidence that the EI of nurse leaders and physicians is related to caring behaviours is less 

clear. The review’s findings however, must be considered in light of the limitations 

mentioned, and interpreted tentatively. High quality future research is necessary to further 

inform the evidence base, and enable future systematic reviews focusing on specific areas of 

EI and caring to be undertaken. In times of fiscal restraint, understanding what intervention to 

provide, and to whom, is important so resources are not wasted.  
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Abstract 

Midwives are at risk of secondary or vicarious trauma responses due to exposure to certain 

perinatal events in their professional lives, which they may experience as traumatic. In 

addition to negative effects on their own well-being, this may also adversely impact on 

psychological outcomes for women and children. This study aims to explore factors 

associated with post-traumatic stress symptoms (PTSS), and predictors of PTSS, in a sample 

of practising midwives in the United Kingdom (UK). It also aims to explore factors 

associated with trait emotional intelligence (TEI), and investigate whether TEI moderates 

relationships between any predictor variables and PTSS, or protects against PTSS in 

midwives with higher empathy. One hundred and thirteen midwives completed a battery of 

tests measuring demographics, PTSS, TEI, empathy, resilience, social support, and attitudes 

towards emotional expression (AEE). Results found that higher resilience and TEI were 

related to lower PTSS, whilst higher TEI was related to higher empathy, perceived social 

support, and resilience. Additionally, higher TEI was related to more positive AEE. 

Multivariate analyses showed  lower resilience was the only predictor of PTSS. TEI did not 

appear to moderate relationships between resilience and PTSS, but may protect against PTSS 

in midwives with higher empathy. Secondary analyses found that higher resilience was 

associated with higher TEI and perceived social support, but lower empathy and need for 

support. Exploration of predictors revealed that higher TEI, and lower empathy and need for 

support, significantly predicted resilience. Notably, when TEI was higher, the negative 

relationship between empathy and resilience was reduced. Clinical implications are 

discussed, together with limitations and identified future research needs.  
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Introduction 

Traumatic Events in Midwifery  

Midwives are often exposed to certain perinatal events in their professional lives that 

may result in adverse psychological responses. For example, childbirth can result in risk of, 

or actual, death or serious injury to the child or mother. Whilst there is a good evidence base 

indicating that parents find such events traumatic (Ayers, Bond, Bertullies, & Wijma, 2016; 

Bradley, Slade, & Leviston, 2008; Czarnocka & Slade, 2000), the evidence exploring 

midwives’ reactions to such events is more scarce. Nevertheless, there is emerging literature 

suggesting that midwives are at risk of developing vicarious trauma responses, due to 

exposure to perinatal events which they may experience as traumatic (Beck, LoGiudice, & 

Gable, 2015; Leinweber, Creedy, Rowe, & Gamble, 2017; Sheen, Spiby, & Slade, 2015; 

Wahlberg et al., 2016; Wallbank & Robertson, 2013). Midwives may either directly witness a 

traumatic birth, or hear about one from women or colleagues. Indirect exposure such as this is 

included within the definition of trauma exposure (American Psychological Association 

[APA], 2013), and conservative estimates indicate that at least 5% of UK midwives are 

experiencing post-traumatic stress disorder (PTSD; Sheen et al., 2015).  

Post-Traumatic Stress Disorder 

 The Diagnostic and Statistical Manual of Mental Disorders (DSM-V; APA, 2013) 

defines PTSD as causing clinically significant distress or impairment in an individual’s social 

interactions, capacity to work, or other important areas of functioning, following exposure to 

actual or threatened death, serious injury, or sexual violation, to the self or others. PTSD is 

characterised by symptoms of intrusion (e.g. intrusive thoughts or nightmares); avoidance of 

trauma related reminders and thoughts; and increased arousal (e.g. hypervigilance or 

irritability); and negative emotions, beliefs, and feelings (APA, 2013). 
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  The predecessor to the DSM-V (DSM-IV; APA, 2000) also stated that the 

individual’s appraisal of the event was a contributing factor, and must involve fear, 

helplessness or horror. The appraisal of the event has been removed from DSM-V, however, 

research suggests that it is an important factor in the development of PTSD in relation to 

childbirth events (Devilly, Gullo, Alcorn, & O'Donovan, 2014). Furthermore, the cognitive 

model of PTSD (Ehlers & Clark, 2000) states that following exposure to a traumatic event, 

the subsequent appraisal of the trauma is an instrumental factor in maintaining PTSD, and it 

will thus be included in the current study.  

 Midwives are not the only health care professionals that can be exposed to trauma as a 

result of providing care (Elwood, Mott, Lohr, & Galovski, 2011), and vicarious post-

traumatic stress symptoms (PTSS) have been reported by a range of health care workers, 

including nurses (Mealer et al., 2012) and paramedics (Streb, Häller, & Michael, 2014). It 

may be that particular health care staff, such as paramedics, expect to frequently experience 

traumatic events in their work, whereas maternity services may be assumed to be generally 

positive places to work. However, even when exposed to trauma, not all workers will develop 

PTSS, and therefore understanding the risk factors is important.  

 Ehlers and Clark‘s (2000) model emphasises the role of beliefs and prior experiences 

in the aetiology of PTSD, for example, beliefs around ability to cope and why the event has 

occurred to them (e.g. “bad things happen to me”). The model also highlights that the coping 

strategies employed following trauma help determine whether one develops PTSD. Research 

suggests that workers with a personal history of trauma are more likely to develop secondary 

traumatic stress (Collins & Long, 2003; Knight, 2013; Rudolph, Stamm, & Stamm, 1997), 

and midwives who have personal experience of a traumatic birth may be particularly 

vulnerable. It may be that certain midwives feel unable to express their emotions, or 

acknowledge difficult feelings, perhaps believing that expressing emotions is a sign of 
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weakness. Indeed, more negative attitudes towards emotional expression (AEE) are also 

linked to increased risk of developing PTSD (Lowery & Stokes, 2005; Nightingale & 

Williams, 2000), possibly as a result of using avoidant coping strategies or refraining from 

sharing feelings with others.    

 Another identified risk factor for PTSS in health care professionals is empathy 

(Leinweber & Rowe, 2010; Sheen et al., 2015). In recent years, a distinction has been made 

between cognitive and affective empathy; cognitive empathy refers to recognition of 

another’s personal experiences, whilst affective empathy refers to actually experiencing 

another’s feelings (Zenasni, Boujut, Woerner, & Sultan, 2012). Empathy in health care has 

been characterised as the ability to correctly identify the emotional state of others, without 

experiencing that state yourself (Halpern, 2003), which relates to cognitive empathy. Whilst 

no empirical evidence is available, it may be that midwives with higher affective empathy 

levels are more vulnerable to PTSS, as they actually experience the emotional state of others.  

 Indeed, studies assessing levels of empathy in midwives are scare and contradictory. 

Whilst there is some evidence to suggest midwives have higher levels of empathy than 

general populations (Sheen et al., 2015), others suggest empathy may be low in midwives 

(Eliasson, Kainz, & von Post, 2008), and it may be that some midwives try to reduce 

empathic responses to protect themselves against psychological distress. However, a lack of 

empathy in midwives is related to negative psychological outcomes in women who have 

undergone traumatic births (Bell & Andersson, 2016; Gold, 2007; Priddis, Schmied, & 

Dahlen, 2014; Thomson & Downe, 2008). In turn, poor maternal mental health has been 

linked to a range of adverse consequences for children, including poor nutrition (McCurdy, 

Gorman, Kisler, & Metallinos-Katsaras, 2014), behavioural difficulties (Fihrer, McMahon, & 

Taylor, 2009), delayed cognitive development (Loomans et al., 2012), and future mental 
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health problems (Pearson et al., 2013). Thus, understanding more about the factors that can 

protect against PTSS in midwives is crucial.  

Protection against PTSS - The Impact of Emotional lntelligence  

 Emotional intelligence (EI) is described as a type of intelligence that includes the 

ability to understand and regulate one’s own emotions, and the emotions of others, and to use 

this understanding to guide one’s thinking and actions (Salovey & Mayer, 1990). The concept 

of EI became popular following the publication of Emotional Intelligence (Goleman, 1995). 

 EI has since been generally conceptualised in two distinct ways: (1) as an emotion-

related cognitive ability (Caruso, 2008), and (2) as a behavioural disposition, which refers to 

the tendency for one to behave in a certain way when experiencing a particular emotion, and 

self-perceptions of one’s ability to recognise and understand emotions (Petrides, Pita, & 

Kokkinaki, 2007). These two perspectives have been termed ability EI (AEI) and trait EI 

(TEI) respectively.  

 TEI is considered to be a multifaceted concept consisting of various personality traits, 

including emotion expression, self-esteem, and stress management. Four overarching factors 

in TEI have been suggested: well-being, self-control, emotionality, and sociability (Petrides, 

2009a), which are typically measured using self-report instruments such as the Trait 

Emotional Intelligence Questionnaire (TEIQue; Petrides, 2009a).  

 An important aspect of TEI is emotional self-efficacy, which refers to beliefs and 

perceptions around one's own emotional abilities (Petrides et al., 2007). This is important 

considering the cognitive model of PTSD previously described, in that midwives who have 

stronger beliefs in their ability to cope with emotions caused by traumatic events may be 

protected against PTSS. If midwives have higher well-being they may be less likely to view 
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themselves as to blame for trauma, which may also be protective against PTSS. Furthermore, 

those higher in TEI may be more likely to use adaptive coping strategies, such as seeking 

support and talking about their feelings. Thus, measuring TEI rather than AEI was deemed 

more appropriate for this study.   

 Self-efficacy is also an important component of social cognitive theory (Bandura, 

1977; 1986), which suggests that it helps if a person believes they have the ability to behave 

in a certain way for that behaviour to occur. Considering Bandura’s theory, it may be that if 

midwives do not believe they can cope with distressing situations, they are perhaps less likely 

to behave in ways that enable them to do so. Thus, TEI skills are considered central for the 

development, implementation, and perseverance of, successful coping strategies (Davis & 

Humphrey, 2012).  

 Coping strategies against PTSS may include seeking support from others. There is 

evidence that TEI is related to social support (Montes-Berges & Augusto, 2007), and that 

increased TEI and social support are linked to better psychological outcomes in people 

exposed to trauma (Kwako, Szanton, Saligan, & Gill, 2011). Higher support from colleagues 

was found to have a protective effect on the occurrence of PTSD in emergency room nurses 

(Adriaenssens, de Gucht, & Maes, 2012).    

It also seems plausible that midwives higher in TEI may hold more positive AEE, as 

they will feel more confident in their understanding, and expression, of emotions. More 

positive AEE have been found associated with greater levels of social support (Castle, Slade, 

Barranco‐ Wadlow, & Rogers, 2008), and reduced PTSS (Lowery & Stokes, 2005; 

Nightingale & Williams, 2000).   

Social support has been found to increase resilience against stress and adversity in 

midwives (Hunter & Warren, 2014; Sheen, Spiby, & Slade, 2016; Wallbank & Robertson, 
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2013), and social workers (Adamson, Beddoe, & Davys, 2012).  Hunter and Warren found 

that self-efficacy was perceived by midwives as being important for resilience, and several 

studies have found links between emotional intelligence and stress resilience (e.g. Görgens-

Ekermans & Brand, 2012; Schneider, Lyons, & Khazon, 2013). Thus, it is plausible that 

midwives higher in TEI may be protected against PTSS, and that this protection may be a 

result of TEI having a moderating effect between other factors and PTSS.  

 This is important as there is evidence that TEI can be developed through learning and 

experience (Nelis, Quoidbach, Mikolajczak, & Hansenne, 2009; Pool & Qualter, 2012).  

Within a health care setting, an EI intervention for physicians and nurses increased TEI 

scores and reduced anxiety (Nooryan, Gasparyan, Sharif, & Zoladl, 2011). If TEI acts as a 

protective factor against PTSS in midwives, interventions to develop TEI may result in 

improved outcomes for midwives, with positive implications for women in their care.       

Aims 

 The objective of this research was to explore the relationship between TEI and PTSS 

in midwives practising in the UK, who have witnessed perinatal events they experienced as 

traumatic. The study has five aims: 1) To explore whether TEI, perceived social support, 

need for support, support seeking, empathy, resilience, and AEE are associated with PTSS; 2) 

to explore whether perceived social support, need for support, support seeking, empathy, 

resilience, and AEE are associated with TEI; 3) to ascertain the main predictors of PTSS; 4) 

to explore whether TEI moderates relationships between any predictor variables and PTSS; 5) 

to determine whether higher TEI protects against PTSS in midwives with higher empathy. 

 For the first aim, it is hypothesised that higher TEI, perceived social support, need for 

support, support seeking, and resilience, will be related to lower PTSS. It is further 
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hypothesised that more positive AEE will be related to lower PTSS, and that higher empathy 

will be related to greater PTSS.  

 Regarding the second aim, it is hypothesised that higher perceived social support, 

need for support, support seeking, empathy, and resilience will be related to higher TEI. It is 

further hypothesised that more positive AEE will be related to higher TEI.  

Method 

Design 

 A cross-sectional design was employed.  

Participants 

 Qualified midwives from four NHS Trusts in England were invited to participate in 

this study, with sites being recruited sequentially. The inclusion criteria required that 

midwives had witnessed a perinatal event they experienced as traumatic within the last 10 

years. For the purposes of inclusion, a traumatic perinatal event was defined using the two 

elements of criterion A for Post-Traumatic Stress Disorder (PTSD) of DSM-IV; midwives 

should have (i) witnessed a perinatal event that included actual or threatened death or serious 

injury to the mother and/or child, in which (ii) the midwife her/himself experienced fear, 

helplessness or horror. Provided midwives met these inclusion criteria, no exclusions were 

applied. 

 The primary recruiting site had approximately 190 midwives, and focus was initially 

given to recruiting from this site. However, to achieve the required number of participants, 

three additional sites were later included, with the second having 350 midwives, and the third 

290 midwives. Response rates were 65 (34%), 28 (8%), and 34 (12%) respectively. Four 

midwives responded from the fourth recruitment site, and number of midwives from this site 
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was not provided. Recruitment ended approximately one week after the fourth site began 

recruitment, which explains why response rates here were so low. It should be noted that not 

all midwives will have met the inclusion criteria, with feedback from midwives from 

different Trusts during the development stage of this study indicating that between 50-95% of 

midwives would meet the inclusion criteria. Thus, the actual response rate for midwives who 

met the inclusion criteria is uncertain. Only questionnaires with less than 20% missing data 

per measure were included in the final analysis, giving final participation rates of  54 (28%), 

26 (7%), 30 (10%), and three (% unknown) respectively, and a sample size of 113 midwives. 

Two participants did not meet the inclusion criteria, meaning the final sample for analysis 

consisted of 111 midwives. All studies were completed online apart from the initial Trust, 

which included 10 paper questionnaires.  

 The total response rate from the first three sites of 15% is similar to that in other 

midwifery studies of PTSD (Leinweber, et al., 2017; Sheen et al., 2015).  

Ethical Approval 

 Ethical approval for this research was granted by the University of Liverpool research 

ethics committee. Additionally, NHS Trust Research and Development permission was 

sought from the four recruiting sites. See Appendix C for ethical considerations.  

Procedure 

 The study was available in hard copy, and online using Qualtrics software. Midwifery 

leaders from the participating Trusts all indicated that online participation was the preferred 

option, although upon the Trust’s request, the initial and third recruitment sites also had paper 

copies available. The heads of midwifery in each recruiting site forwarded an email to their 

midwives asking them to consider participating, and including the link to the online survey 
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(see Appendix D for an example). This link included an information sheet, which led to the 

consent form (see Appendices E and F). Midwives had to indicate on this form that they were 

happy to proceed before being taken to the measures and debriefing information (Appendix 

G). Forced response was in place for the consent form, but no other measure, meaning 

midwives could choose to not answer questions if desired. The study took around 20 minutes 

to complete.  

 During the development stage of this study, three midwives from different Trusts 

provided feedback regarding anonymity. Two of these midwives were personally known to 

the author, and one was a research midwife known to the author’s supervisor. These 

midwives felt that due to the sensitive nature of the study, anonymity was important. Thus, 

midwives were not asked to provide any identifying data. The paper questionnaire was 

worded identically to the online version, and can be found in Appendix H. Additionally, the 

initial recruiting site had a closed group social media page for their midwives, and a research 

midwife placed the link to the study on here together with handing out paper copies to 

midwives at training events. The first, second and third recruiting sites also placed 

advertising posters up in staff areas (see Appendix I). Promotional pens detailing a link to the 

study were available, and used at the first and third recruitment sites.    

 To support recruitment, participants had the option of providing contact details to the 

primary researcher to be entered into a prize draw to win one of three prizes of £40 in 

shopping vouchers. Each person who provided contact details was allocated a number and 

following the cessation of recruitment, three numbers were drawn at random. This 

information was kept separate from the rest of the data, and was only available to the primary 

researcher.  

 



73 
 

Measures  

The following demographic information was gathered: age, gender, marital status, 

number of children, whether they considered their personal experience of giving birth to be 

traumatic, time as a qualified midwife, NHS banding, ethnicity, and previous psychological 

intervention. To explore criterion A of DSM-IV in more detail the following questions were 

asked: 1) Did you feel that the mother or child's life was threatened during the perinatal 

event? 2) Did the mother or child experience an actual injury or threat of serious injury 

during the perinatal event? 3) During the perinatal event did you feel fear, helplessness, or 

horror? Additionally, midwives were asked for the total number of such events they had 

witnessed over the last ten years, and the time since the last event. To consider the 

professional impact of PTSS, midwives were asked whether they had ever taken time off 

sick, changed their professional allocation on a short or long-term basis, and ever seriously 

considered leaving the midwifery profession, due to a traumatic perinatal event experience.  

PTSS was measured using the Impact of Event Scale-Revised (IES-R; Weiss & 

Marmar, 1997). There are 22 items and three subscales, measuring symptoms of intrusion, 

avoidance, and hyperarousal. Responses are scored based on the degree of current difficulty 

on a scale of 0 (not at all) to 4 (extremely), therefore greater scores indicate greater PTSS. 

Internal consistency for the three subscales of the IES-R is high, α = 0.92, α = 0.76, α = 0.87 

(Komachi, Kamibeppu, Nishi, & Matsuoka, 2012). Cronbach's alpha for the intrusion, 

avoidance, and hyperarousal subscales in the current study were all high; α = 0.93, α = 0.87, 

and α= 0.88 respectively.   

TEI was measured using the Trait Emotional Intelligence Questionnaire –Short Form 

(TEIQue-SF; Petrides, 2009b), which is a 30-item questionnaire covering four factors: well-

being, sociability, emotionality, and self-control. This measure was selected as these factors 
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are relevant to the theoretical underpinnings of this study, for example, midwives with higher 

well-being and self-control may be less likely to hold beliefs that they are to blame for 

traumatic events, or cannot cope with them successfully. Participants are required to respond 

to each item on a 7-point Likert type scale, ranging from 1 (completely disagree) to 7 

(completely agree). Higher scores are associated with higher TEI. Internal consistency is high 

α = 0.88 (Heffernan, Griffin, McNulty, & Fitzpatrick, 2010), and was found to be high in the 

current study α = 0.88. 

To measure empathy, the seven-item Empathic Concern (EC) subscale from the 

Interpersonal Reactivity Index (IRI; Davis, 1983) was utilised. This is scored on a scale of 0 

(does not describe me well) to 4 (describes me very well), with higher scores indicating 

higher empathy. Internal consistency for the EC subscale of the IRI is acceptable α = 0.70 

(Sheen et al., 2015). The current study found internal consistency of α = 0.76.    

The Berlin Social Support Scale (BSSS; Schwarzer & Schulz, 2000) was used to 

measure social support. There are 17 items assessing perceived social support, need for 

support, and support seeking, scored on a 4-point rating scale ranging from 1 (strongly 

disagree) to 4 (strongly agree). Higher scores mean higher perceived social support, need for 

support, and support seeking. Internal consistency is for the three subscales is acceptable α = 

.88, α = .61, and α = .81 respectively (Haga et al., 2012). Cronbach’s alpha for the three areas 

of perceived social support, need for support, and support seeking in the current study were α 

= 0.91, α = 0.55, and α = 0.74 respectively. Due to the low reliability of the need for support 

subscale, any relationships found between this variable and others need to be interpreted with 

caution.      

Resilience was assessed using the Brief Resilience Scale (BRS; Smith et al., 2008). 

This is a six-item scale, scored on a 5-point rating scale ranging from 1 (strongly disagree) to 
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5 (strongly agree). Higher scores indicate higher resilience. Internal consistency is high α = 

.89 (Gloria & Steinhardt, 2016), and in the current study α = 0.87.  

To measure AEE, the Attitudes toward Emotional Expression Scale (AEE; Laghai & 

Joseph, 2000) was utilised. There are four items measuring attitudes and beliefs about 

emotional expression, and it is derived from the full 20-item measure. Each item is scored on 

a 5-point Likert scale ranging from 1 (disagree very much) to 5 (agree very much). Higher 

scores indicate more negative attitudes toward emotional expression. Internal consistency for 

the four-item measure is good α = .79 (Joseph, Yule, Williams, & Hodgkinson, 1994). The 

current study found internal consistency to be good α = 0.78.  

Power Calculation 

 A G*Power calculation for standard multiple regression with eight predictor variables 

indicated a sample size of 109 would be adequate, as it was estimated no more than eight 

predictor variables would be used. This calculation made the following assumptions: α = .05; 

power = .80; 𝑓2 = .15.  

Data Analysis 

Missing data were replaced across all measures using case mean substitution, which 

has been found to be an effective method for handling missing data, particularly where only 

small amounts of data are missing (Dodeen, 2003; Parent, 2013). One multivariate outlier 

was identified using Mahalanobis distance, and subsequently removed from the data set. 

Univariate outliers were then identified and made less extreme by changing them to one unit 

larger or smaller than the next most extreme case in the distribution. This is reported to be a 

useful method to reduce the impact of univariate outliers (Tabachnick & Fidell, 2013).  
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Using SPSS statistical software, correlation analyses were firstly conducted to explore 

relationships between the following variables; age, time qualified, number of traumatic 

events witnessed, length since last witnessing a traumatic event, PTSS, TEI, empathy, 

perceived social support, need for support, support seeking, resilience, and AEE. Following 

this, standard multiple regression was employed to investigate further variables associated 

with PTSS (TEI and resilience). During the analysis, it emerged that resilience may be 

important for protecting against PTSS, and a further standard multiple regression was 

undertaken to investigate variables associated with resilience (TEI, empathy, perceived social 

support, need for support, and AEE). Moderation analysis was then employed to ascertain 

whether TEI moderated the relationships found between resilience and PTSS, and empathy 

and resilience. A further moderation analysis was undertaken to investigate whether TEI 

acted as a moderator between empathy and PTSS.       

Results 

Sample Characteristics 

 Sample characteristics of midwife participants are illustrated in Table 1. All 

participants were women, and 95.5% (n = 105) were white British. Midwives had been 

qualified between five months and 37 years (M = 14.43, SD = 10.07).  

 The mean age of the current sample (M = 41.76 years, SD = 10.87, range =22-62) was 

perhaps lower than the average age of midwives in the UK, with a report by the Royal 

College of Midwives (RCM; 2015) finding that 35% of midwives in England now fall into 

the 45-54 year age bracket.      

 No differences in demographics were found between midwives who completed the 

study in full (n = 113), and those who started it, but did not complete all measures (n = 18).  



77 
 

Impact of Exposure to Traumatic Perinatal Events 

 Midwives had experienced an average of five traumatic perinatal events (M = 4.64, 

SD = 3.49) throughout their career. Forty seven (42.7%) midwives had consulted their GP 

because of difficulties with stress or nerves, and 79% of these midwives (n = 37),  had 

received intervention for this. Three quarters (74%) of those who had seen their GP (n = 35) 

believed their difficulties were midwifery related. 

Table 1  

Personal Characteristics of Midwives  

Characteristics Sub-category  N  % 

Marital status Married 

Single 

Living with partner 

Divorced 

Other 

 61 

13 

25 

10 

1 

55.5 

11.8 

22.7 

9.1 

.9 

NHS banding  5 

6 

7 

8a 

Missing 

 12 

76 

20 

1 

1 

10.9 

69.1 

18.2 

.9 

.9 

No. children 0 

1 

2 

3 

More than 3  

Missing 

 33 

13 

36 

20 

7 

1 

30 

11.8 

32.7 

18.2 

6.4 

.9 

Personal 

experience of 

traumatic birth 

Yes 

No 

Missing 

 30 

79 

1 

27.3* 

71.8 

.9 

* 39% of midwives who have at least one child 

 Over a third of midwives had seriously considered leaving the profession following 

exposure to a traumatic perinatal event (n = 41, 37%). A sixth (n = 18, 16%) changed their 

professional allocation after experiencing a traumatic perinatal event, and a quarter (n = 26, 

24%) had considered doing so. Just over 10% of this sample had taken sick leave following 

exposure to a traumatic perinatal event (n = 13, 12%), and a quarter had considered doing so 
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(n = 27, 25%). Mean IES-R scores for midwives who had seriously considered leaving the 

midwifery profession following a traumatic perinatal event (M = 23.88, SD = 17.51) were 

significantly higher than those reported by midwives who had not considered leaving the 

profession (M = 9.04, SD = 11.94), t(62.3) = 4.801, p < .001. 

PTSS 

 Midwives’ mean total and factor scores on the IES-R are shown in Table 2. 

Approximately one fifth of midwives who participated (n = 20, 18%) exceeded a total score 

of 33 or above, which is considered indicative of symptoms commensurate with a clinical 

diagnosis of PTSD (Creamer, Bell, & Failla, 2003).  

Table 2  

Midwives’ Mean Factor and Total Scores for the IES-R  

Subscale 

(n items) 

Possible range Current sample 

range 

M SD 

Intrusion (8) 

Avoidance (8) 

Hyperarousal (6) 

Total  (22) 

0-32 

0-32 

0-24 

0-88 

0-22 

0-22 

0-10 

0-49 

6.35 

5.35 

2.78 

14.57 

6.92 

6.20 

3.55 

15.92 

Note: N = 110 

Factors Associated with PTSS 

 Bivariate correlations (Pearson’s r) were conducted to explore the first aim of the 

study, which was to assess whether TEI, empathy, perceived social support, need for support, 

support seeking, resilience, and AEE were associated with PTSS. Correlations were also 

undertaken between PTSS and the following demographical information: age, time qualified, 

number of traumatic events witnessed, and length of time since last witnessed a traumatic 

event (see Table 3). No significant associations were found between total IES-R score and 
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age (r = .000, p = .500), time qualified (r = -.132, p = .085), number of traumatic events 

witnessed (r = .054, p = .288), or time since last witnessing a traumatic event (r = -.129, p = 

.092).  

 There were significant associations between total IES-R score and TEI (r = -.176, p < 

.05), and resilience (r = -.289, p < .001), which were in accordance with the hypotheses. No 

other hypothesis of the first aim of the study was supported however; total IES-R score was 

not significantly associated with empathy (r = .139, p = .074), perceived social support (r = -

.109, p = .128), need for support (r = .136, p = .079), support seeking (r = .060, p = .266), or 

AEE (r = .054, p = .289).  

  The correlation matrix was then examined to explore the second aim, which was to 

determine which variables and demographical information were associated with TEI. The 

only significant relationship found was between  TEI and number of traumatic perinatal 

events witnessed (r = .165, p < .05). No significant associations were found between TEI 

score and midwives’ age (r = .039, p = .342), time qualified (r = .117, p = .112), or time since 

last witnessing a traumatic event (r = -.089, p = .180).   

 There were significant associations between TEI score and empathy (r = .158, p < 

.05), perceived social support (r = .506, p < .001), resilience (r = .557, p < .001), and AEE (r 

= -.377, p < .001), which were all in accordance with the hypotheses. No other hypothesis of 

the second aim of the study was supported, with TEI score not significantly associated with  

need for support (r =- .001, p = .495), or support seeking (r = -.015, p = .440).  

  The third aim of the study was to explore predictors of PTSS further, and thus, in line 

with the planned analyses, variables that were significantly associated (p < .05) with total 
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Table 3 

Pearson’s Correlational Analyses between Variables   

 

* p<.05      ** p<.001 

 1 2 3 4 5 6 7 8 9 10 11 12 13  14 15 

1. Age -               
2. Time 

qualified 
.072 -              

3. Events 

witnessed 
.037 -.049 -             

4. Length since 

witnessed 

event 

.290** -.055 -.403** -            

5. Intrusion .006 -.101 .089 -.196* -           
6. Avoidance .022 -.129 .007 -.014 .834** -          
7. Hyper-

arousal 
.031 -.142 .076 -.144 .893** .800** -         

8. Total IES-R .000 -.132 .054 -.129 .968** .925** .935** -        
9. TEI .039 .117 .165* -.089 -.102 -.202* -.213* -.176* -       
10. Empathy .150 .142 .061 -.083 .132 .148 .151 .139 .158* -      
11. Perceived 

SS 
.007 .026 -.120 .077 -.047 -.108 -.154 -.109 .506** .034 -     

12. Need for 

SS 
-.154 -.051 .130 -.045 .150 .178* .060 .136 -.001 .244** .154 -    

13. SS seeking -.232** .083 .092 -.085 .060 .069 .072 .060 -.015 .112 .159* .477** -   
14. Resilience .013 .087 .029 -.002 -.262** -.281** -.321** -.289** .557** -.209* .347** -.213* -.098 -  
15. AEE -.002 -.0.57 -.092 .027 -.016 .061 .143 .054 -.377** -.164* -.374** -.215* -.099 -.203* - 



81 
 

score on the IES-R at bivariate level were entered into a standard multiple regression. Only 

TEI and resilience were significantly related at bivariate level with total IES-R score. 

 There was evidence of positive skew on the total score and all subscales of the IES-R, 

which was improved through square root transformation. Comparison of analysis on 

transformed and untransformed data indicated minimal difference in the significance of 

analysis or magnitude of associations. As the total sample was relatively large (n = 110), and 

parametric tests are considered more robust to violations of normality when conducted on 

larger sample sizes (Lumley, Diehr, Emerson, & Chen, 2002), analysis is presented using 

non-transformed data. Collinearity statistics and scatterplot diagrams were inspected for 

evidence of multicollinearity, and histogram and P–P Plots for standardised residuals were 

checked for the regression analysis. These indicated that model parameters adequately 

conformed to the assumptions of multiple regression analysis. TEI and resilience were 

entered as independent variables (see Table 4). 

Table 4 

Standard Multiple Regression for PTSS (IES-R Scores) 

 B SE β  

Constant 35.117 11.103  

TEI -.017 .084 -.022 

Resilience -.890*  .358 -.277 

Note. N = 110, R
2
 = .084, R

2 
adjusted = .067 

*p<.05 

 The regression was significant, F(2, 107) = 4.911, p < .01, but the overall model only 

explained 7% of the variance, R
2
 = .084, R

2 
adjusted = .067. The analysis showed that TEI did 



82 
 

not significantly predict IES-R score, β = -.022, p = .843, however resilience was a 

significant predictor of IES-R scores, β = -.277, p < .05. 

Moderation Analyses 

 The fourth aim of the study was to ascertain whether TEI moderated any relationship 

found between the predictor variables and PTSS. Moderation analysis (Hayes’s 2013 

PROCESS macro; model 1) was thus carried out to examine whether high resilience was 

linked to lower PTSS only in the context of high TEI. The predictors in the moderation model 

explained a significant 8% of the variance in PTSS as measured by total IES-R score, F(3, 

106) = 3.054, p < .05, however, the only significant predictor of IES-R score was resilience, 

B = -.894, SE = .376, t(106) = -2.377, p < .05. TEI was not significantly related to IES-R 

scores, B = -.014, SE = .077, t(106) = -.179, p = .858, and neither was the resilience x TEI 

interaction, B = .002, SE = .015, t(106) = .151, p = .880.  

 Whilst some suggest that interactions should be firstly examined for significance in 

moderation analysis (Aiken & West, 1991), Robinson, Tomek, and Schumacker (2013) 

suggest that researchers undertaking moderation should begin with exploration of the simple 

slopes, rather than relying on a significant interaction term. A simple slopes analysis explores 

whether the slope of the regression line at low (1 SD below the mean), moderate (mean), and 

high (1 SD above the mean) levels of the moderator is significantly different from zero. 

Robinson and colleagues argue that testing the simple slopes for a moderation effect may 

provide a more powerful test of the moderation hypothesis than interpretation of the 

interaction, and may result in more sensitive detection of the relation between a predictor and 

an outcome at different values of the moderator. Thus, a simple slopes analysis was 

conducted to further investigate any potential moderation effect.  
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 Examination of the simple slopes revealed that at average levels of TEI, the 

relationship between resilience and total IES-R score was significant B = -.894, SE = .376, 

t(106) = -2.377, p < .05. At low and high levels of TEI, no significant effect was found, B = -

.942, SE = .509, t(106) = -1.851, p = .067; and B = -.847, SE = .471, t(106) = -1.799, p = 

.075 respectively, suggesting no moderation effect. 

 Moderation was also employed to investigate the fifth aim; is higher empathy linked 

to higher PTSS only in the context of lower TEI. Whilst no significant correlation was found 

between empathy and IES-R score in the current study, it has been argued that the strength 

and nature of a relationship between variables can depend on a moderator variable 

(MacKinnon, 2011), and that the effects of moderation can be found even where no 

significant correlation is found between an independent and dependent variable (Taylor, 

2011).  

 The predictors in the moderation model explained a significant 8% of the variance in 

PTSS as measured by total IES-R score, F(3, 106) = 2.919, p < .05, however, the only 

significant predictor of IES-R score was TEI, B = -0.153, SE = .073, t(106) = -2.106, p < .05.  

Empathy was not significantly related to IES-R scores, B = .640, SE = .399, t(106) = 1.602, p 

= .112, and neither was the empathy x TEI interaction, B = -.029, SE = .018, t(106) = -1.660, 

p = .100.   

 Interestingly however, examination of the simple slopes revealed that at low levels of 

TEI, the relationship between empathy and IES-R score was significant, B = 1.258, SE = 

.505, t(106) = 2.490, p < .05, but not among those with average levels of TEI, B =.640, SE = 

.399, t(106) = 1.602, p = .112, or high levels of TEI, B =.022, SE = .584, t(106) = .037, p = 

.971. A graphical representation of the simple slopes is presented in Figure 1. 
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Figure 1. Graphical representation of the simple slopes analysis of relationships between 

empathy, TEI, and total IES-R score.  

Factors Associated with Resilience 

 As resilience was the only significant predictor of IES-R scores, despite not being part 

of the original analysis plan, it was decided that secondary analysis to explore factors 

associated with resilience was warranted. There was a significant, positive, correlation 

between resilience and TEI, and significant positive relationships were also found between 

resilience and perceived social support (r = .347, n = 110, p < .001). Significant, negative 

relationships were found between resilience and empathy (r = -.209, n = 110, p < .05), need 

for support (r = -.213, n = 110, p < .05), and AEE (r = -.203, n = 110, p < .05), indicating that 

as resilience increased, empathy and need for support decreased. Higher resilience was also 
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associated with more positive AEE (low scores on this measure indicated more positive 

AEE).    

 Due to the strong, significant relationships between TEI and resilience, and resilience 

and PTSS, a further multiple regression was conducted, exploring predictors of resilience. 

TEI, empathy, perceived social support, need for support, and AEE were entered as 

independent variables (see Table 5). Collinearity statistics and scatterplot diagrams were 

again inspected for evidence of multicollinearity, and histogram and P–P Plots for 

standardised residuals were checked for the regression analysis, with assumptions being met. 

The overall regression was significant, F(5, 104) = 15.729, p < .001, explaining 40% of the 

variance, R
2
 = .431, R

2 
adjusted = .403. The analysis showed that TEI significantly predicted 

resilience scores, β = .532, p < .001, as did empathy, β = -.262, p < .001, and need for 

support, β = -.173, p < .05. Perceived social support was not a significant predictor, β = .096, 

p = .286, nor was AEE, β = -.047, p = .578.  

 Resilience seemed important for the mental health of midwives, in that it appeared to 

be a protective factor against PTSS. Considering that empathy had been found negatively 

correlated to resilience, whilst TEI was positively correlated to resilience and empathy, a 

further moderation analysis was conducted to examine whether higher empathy led to lower 

resilience only in the context of low TEI. The predictors in the moderation model explained a 

significant 40% of the variance in resilience, F(3, 106) = 33.043, p < .001. Both TEI, B = 

.142, SE = .016, t(106) = 9.123, p < .001, and empathy, B = -.367, SE = .091, t(106) = -4.037, 

p <  .001, were significant predictors of resilience, however, the empathy x TEI interaction 

was not significant, B = .003, SE = .004, t(106) = .929, p = .355.   
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Table 5 

Standard Multiple Regression for Resilience 

 B SE β  

Constant 9.983 4.853  

TEI .124** .021 .532 

Empathy -.317**  .095 -.262 

Perceived social support .116 .108 .096 

Need for support -.416* .190 -.173 

AEE -.068 .121 -.047 

Note. N = 110, R
2
 = .431, R

2 
adjusted = .403 

*p<.05    **p<.001 

  Examination of the simple slopes revealed that at low, average, and high levels of 

TEI, the relationship between empathy and resilience was significant B = -.436, SE = .098, 

t(106) = -4.439, p < .001; B = -.367, SE = .091, t(106) = -4.037, p < .001; and B = -.297, SE 

= .134, t(106) = -2.215, p < .05 respectively. Whilst this does not suggest TEI acts as a 

moderator, it is of note that the lowest resilience scores were found by midwives with high 

empathy and low TEI, whilst the highest resilience scores were found by midwives with low 

empathy and high TEI. A graphical representation of the simple slopes can be found in Figure 

2.    

Summary of Main Results 

 The first aim of this study was to explore whether TEI, perceived social support, need 

for support, support seeking, empathy, resilience, and AEE were significantly associated to 

PTSS. Only TEI and resilience were significantly associated to PTSS  at bivariate level, and  
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Figure 2. Graphical representation of the simple slopes analysis of relationships between 

empathy, TEI, and resilience.    

relationships were in accordance with the hypotheses, in that higher TEI and resilience were 

related to lower PTSS. The second aim was to determine which variables were associated 

with TEI. Significant relationships were found between TEI and empathy, perceived social 

support, resilience, and AEE. Again, all associations were in accordance with the hypotheses, 

with higher TEI related to higher empathy, perceived social support, resilience, and more 

positive AEE.   

 The third aim was to explore predictors of PTSS, with resilience being the only 

predictor identified. A fourth aim was to ascertain whether TEI moderated relationships 

between PTSS and predictor variables, and no moderating effect of TEI was found here. 

However, moderation analysis suggested that higher TEI may act as a protective factor 

against PTSS when empathy is high, which was in accordance with the hypothesis of the fifth 

aim of this study.     
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 Additional analyses found that higher TEI, and lower empathy and need for support, 

predicted higher resilience scores. Notably, when TEI was higher, the negative relationship 

between empathy and resilience was reduced.   

Discussion 

 This study was the first to explore whether TEI may act as a protective factor against 

PTSS in practising midwives who have experienced a traumatic perinatal event at work. The 

aim was to examine associations between TEI, aspects of social support, empathy, resilience, 

AEE, and PTSS, in midwives practising in the UK, who have witnessed perinatal events they 

experienced as traumatic. A further aim was to investigate predictors of PTSS, and to explore 

potential moderating effects of TEI.  

 The current study found that approximately one fifth of midwives surveyed reported 

symptoms commensurate with a clinical diagnosis of PTSD, and nearly 40% of midwives 

with one or more children reported personal experiences of traumatic births. Whilst high, this 

is lower than previous studies, with Sheen et al. (2015) finding that around one third of 

midwives surveyed were experiencing clinical symptoms of PTSD. Further examination 

showed that midwives in this sample had been qualified for approximately three years less 

than the sample in Sheen and colleague’s study, and had experienced five traumatic events as 

opposed to seven. The mean age of midwives here was 41.76 years, whereas Sheen and 

colleagues reported a higher mean age of 45.04 years. It is therefore possible that greater 

exposure to traumatic events explains the greater PTSS, however, this study found no 

correlation between number of events witnessed, or time qualified, and PTSS. Considering 

that the first recruitment site had a high response rate, it is possible that the current study had 

less response bias than previous studies. Marital status appeared to be very similar for 
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married/cohabiting, single, and divorced statuses to those found by Sheen and colleagues, 

suggesting that midwives here had similar levels of support from a partner.  

 Higher resilience and TEI were associated with lower PTSS, suggesting that resilience 

and TEI may be protective factors against PTSS. In addition to lower PTSS, and in line with 

hypotheses, higher TEI was associated with more positive AEE, and higher empathy, 

perceived social support, and resilience. Higher TEI was also associated with more traumatic 

events witnessed.  

 When resilience and TEI were considered together in multivariate analyses, resilience 

was the only significant predictor of PTSS. Consideration was given to the fact that midwives 

higher in resilience may be less likely to actually view events as traumatic, however, 

examination of the correlation matrix did not support this; midwives high in resilience 

experienced similar numbers of traumatic events to those with lower resilience, but appeared 

protected against PTSS. TEI did not appear to have any effect on relationships between 

resilience and PTSS, suggesting that resilience is a key factor for PTSS regardless of TEI 

levels. 

 Further investigation revealed that higher TEI, and lower empathy and less need for 

support, all predicted higher resilience. Mean resilience scores in the current study (M = 

20.12) were slightly lower than the original norms for middle aged women (M = 21.66) 

reported by Smith et al. (2008), and to those found by Kemper, Mo, and Khayat (2015), in a 

sample of clinicians (M = 21.60). These results further suggest that increased resilience may 

result in reduced empathy, which is in line with previous research finding that empathy 

increases risk of developing PTSS in health care professionals (Leinweber & Rowe, 2010; 

Sheen et al., 2015). This is somewhat concerning, as reduced empathy in midwives has been 
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linked to poor psychological outcomes in women (Priddis et al., 2014; Thomson & Downe, 

2008).  

 This finding is particularly meaningful, as there is a current focus on supporting 

resilience in midwives. The current shortage of midwives is exacerbated by high attrition 

rates within the first five years of qualification (Hunter & Warren, 2013), thus understanding 

what enables midwives to remain in the profession seems key. Resilience has been described 

as the ability to bounce back, or recover from adversity, by being able to adapt quickly, 

enabling the individual to function as normal under stressful circumstances (Hunter & 

Warren, 2013; Smith et al., 2008). Resilient responses are generally considered to be a 

positive result of habitual ways of thinking about, and reacting to, stress in certain contexts, 

by consistently using effective coping strategies (Luthar, Cicchetti, & Becker, 2000). Whilst 

there is evidence that resilience can be a stable construct (Werner, 1993), some findings show 

that resilience is not always stable, and can be influenced by both internal and external factors 

(van Kessel, 2013).  

 It has been suggested that resilience is a result of personal attributes, such as 

hardiness, together with characteristics of family life and the wider social system, including 

the organisational context (Hunter & Warren, 2013; Luthar et al., 2000). Thus, it is important 

that employers strive to improve working environments to help facilitate resilient midwives. 

If employers do not consider their own obligations in creating cultures at work to help 

midwives remain resilient, it seems unlikely that midwives will be able to sustain resilience 

simply by attending training programmes or workshops designed to develop this. In Hunter 

and Warren’s study, factors including social support, time to reflect, and having a good 

work/life balance were perceived by midwives as contributing to resilience. If these factors 

are absent, and midwives are overworked, bullied, and unsupported, it may be that they learn 
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to adapt to adverse circumstances by developing hardness rather than hardiness, although 

further longitudinal research would be needed to test this hypothesis.  

 Whilst protecting midwives against PTSS is important, it is also important that they 

are able to retain a caring, empathic approach in their work. In comparison to normed values 

for women (Davis, 1983), midwives in this sample reported higher levels of empathic 

concern, which could explain why PTSS was relatively high. TEI may be pertinent here, as 

moderation analyses revealed that the lowest resilience scores were found by midwives with 

high empathy and low TEI, whilst the highest resilience scores were found by midwives with 

low empathy and high TEI. Those with higher empathy who also scored high in TEI had 

resilience scores similar or higher than midwives low in empathy, where TEI was at moderate 

or low levels.  

 Furthermore, the relationship between empathy and PTSS was significant only in the 

context of low TEI. Thus, in line with hypotheses, TEI appears to act as mechanism for 

enabling midwives to remain both empathic and resilient against PTSS under stressful 

circumstances. Indeed, self-awareness and self-efficacy were also identified as factors 

promoting resilience in Hunter and Warren’s (2013) study. In the current study, higher TEI 

was associated with more positive AEE, and it may be that midwives with higher TEI feel 

confident expressing their emotions to others, even when these are difficult. Understanding 

one’s emotions may mean certain midwives recognise when they are struggling, and are able 

to use effective coping strategies to cope with adversity, such as support seeking.   

 Consideration was given to possible overlap between the three constructs of TEI, 

empathy, and resilience. Examination of the correlation matrix revealed no evidence of 

multicollinearity, and correlations between TEI and empathy, and empathy and resilience 

were small, the latter being in a negative direction. The correlation between resilience and 
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TEI was large, and a significant relationship between the two constructs had been 

hypothesised. Indeed, it seems likely that certain factors of TEI such as well-being would 

impact upon one’s resilience. However, whilst empathy, understanding others’ emotions, and 

well-being are components of TEI, other factors include understanding and controlling one’s 

own emotions, and feeling able to influence others’ emotions, which are distinct from 

empathy and resilience. Some studies suggest that EI may even be detrimental to patient care, 

possibly as a result of being overly in control of one’s emotions (Sulo, 2014). It seems more 

likely that TEI is a construct which enables both empathy and resilience to co-exist.       

 Further examination of the results revealed interesting relationships between the 

social support subscales, TEI, and resilience. As expected, perceived social support was 

positively correlated with both TEI and resilience. Need for support however, was negatively 

correlated with resilience, perhaps suggesting those who need the most support are less 

resilient. Need for support had a strong, positive correlation to support seeking, but not to 

actual perceived support. Considering that support seeking had a significant, positive 

relationship with perceived support, these findings indicate that some midwives need support, 

but are unsuccessful in their support seeking attempts. This is in line with a recent study, 

which found that some midwives were unable to access the support they needed following a 

traumatic perintal event (Sheen et al., 2016).    

 TEI may again be relevant here; one hypothesis is that people high in TEI who need 

and seek support find it, which helps facilitate resilience, and thus reduces risk of PTSS, 

whereas those with lower TEI struggle to find support when it is needed, thus lowering 

resilience, and ultimately increasing the risk of developing PTSS. Previous research 

(Adriaenssens et al., 2012; Kwako et al., 2011) supports this, finding that higher social 

support is related to lower PTSS, and that this association may be a result of higher perceived 

social support increasing resilience, which parallels findings by Hunter and Warren (2014).   
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Clinical and Service Implications  

 It is concerning that these results indicate a significant proportion of midwives are at 

risk of PTSD. Of further concern is the fact that of the midwives who had sought help for 

difficulties with stress or nerves, three quarters believed their problems were midwifery 

related.    

 These experiences have negative impacts for the well-being of midwives, and 

subsequently the women and children they care for, with over a third seriously considering 

leaving the profession as a consequence, and 10% taking sick leave. The shortage of 

midwives in the UK is well known (Hunter & Warren, 2013; RCM, 2017), and sick leave can 

impact on others’ workloads, leaving them more vulnerable to stress. One role for clinical 

psychologists could be directly providing intervention to midwives who appear to be 

experiencing PTSS.     

 These findings reveal novel ways of thinking about supporting well-being for both 

midwives and women. Increased resilience may protect against PTSS, but it is possible this  

may sometimes be at a cost of reduced empathy. Thus, if clinical interventions focus on 

increasing resilience without considering TEI, this could potentially impact upon the 

provision of empathic care. This is a pertinent issue given recent findings emphasising that 

the provision of empathic, compassionate care for women during the perinatal period is a key 

determinant for their experience of birth and postpartum mental health (Bell & Andersson, 

2016; NHS England, 2016).   

 There is evidence to suggest that TEI can be developed via interventions (Nelis et al., 

2009; Nooryan et al., 2011; Schutte, Malouff, & Thorsteinsson, 2013). It may help midwives 

and the women they care for if focus was given to increasing TEI, and perhaps considering 

TEI when recruiting student midwives. An eleven week intervention to improve EI, for two 
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hours each week, found significant increases in self-efficacy (ESE), a subcomponent of TEI, 

across time in a sample of undergraduates compared to controls (Pool & Qualter, 2012). 

Nooryan and colleagues developed a 10 session TEI training programme which was delivered 

over five weeks, for four hours per week, and found significant increases in TEI scores for 

nurses and physicians. This suggests that TEI can be developed in around 20 hours of 

training. It may be more beneficial to spread teaching across a number of weeks, rather than 

deliver a more intensive intervention over a few days, as this gives time to reflect on 

teaching, and practice learning. Further research would be needed to explore this however, 

and if lasting change could be demonstrated by attending two or three day conferences, this 

may be more practical for some NHS Trusts. Such training could be developed and delivered 

by clinical psychologists.          

It is also important to note however, that traumatic perinatal events are not the sole 

cause of distress for midwives, and that organisations can support resilience by creating 

positive working environments. Thirty two midwives in this study who reported visiting their 

GP because of stress or nerves provided qualitative information about this, with three 

midwives mentioning lack of support, three mentioning workplace bullying, and seven 

mentioning excessive workloads. It will help midwives and the women they care for if 

midwifery leaders strive to create supportive, caring cultures in their workplaces. Ensuring 

that all midwives have access to high quality support is essential, and the recent policy paper, 

proposals for changing the system of midwifery supervision in the UK sought to separate 

midwifery supervision from regulation, and create a new model of clinical supervision for 

midwives (Department of Health, 2016). Recent papers (e.g. Baird, Murray, Seale, Foot, & 

Perry, 2015; Gillman, 2015; Roseghini & Olson, 2015) have highlighted that good clinical 

supervision is valued by midwives, and should include opportunity for reflection, 

development, and discussion of women and children’s care, within a supportive environment.  
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Clinical psychology training emphasises the importance of reflective practice, and a 

role for clinical psychologists here could be either directly providing a safe space to reflect 

and debrief following distressing incidents, or indirectly facilitating this via modelling or 

providing training to midwifery supervisors. Schwartz rounds are an evidence-based forum 

for health care staff to come together to discuss the emotional challenges of their work 

(Barker, Cornwell, & Gishen, 2016). The aim is to offer a safe space in which staff can share 

their stories, reflect upon their work, and offer support to one another. Schwartz rounds can 

be attended by staff from a range of backgrounds, but should be facilitated by a senior 

clinician who is experienced in training and group processes, such as a clinical psychologist, 

to optimise their success (Barker et al., 2016).  

A shortage of midwifery staff has been reported worldwide, leading to a range of 

adverse consequences for both midwives and child-bearing women (Health Workforce 

Australia, 2012; Shetty, 2013; United Nations Population Fund, 2014). This research has 

international relevance, as understanding more about factors that promote well-being may 

lead to midwives feeling confident, supported, and satisfied in their roles, thus reducing 

attrition from the midwifery profession. This is important to ensure that the care provided to 

women is to remain empathic, compassionate, and competent (ten Hoope-Bender et al., 

2014).   

Directions for Future Research 

 Large scale, prospective, longitudinal studies, across several sites, would be useful to 

determine causality. This would enable conclusions to be drawn about whether higher TEI 

protects against PTSS by increasing resilience, whilst also enabling midwives to stay 

empathic. Longitudinal research is again important to determine the efficacy of EI 

interventions in improving outcomes for midwives and the women they care for. 
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Furthermore, it would be useful to increase understanding about which aspects of EI are most 

relevant, as interventions could then be tailored towards developing these aspects. 

 Further research should also explore longitudinally how TEI impacts relationships 

between need for support, support seeking, and perceived support. Finally, it is important to 

investigate whether these findings apply to other health care professionals. Many health care 

workers can experience traumatic events, and similar difficulties, including staff shortages 

and poor staff morale, are currently being found in contexts other than midwifery, such as 

nursing (Dunn, McKenna, & Murray, 2016; Royal College of Physicians, 2016). The 

research skills developed by clinical psychologists during training may be useful here, as they 

would be able to apply them to developing and undertaking future research.       

Strengths and Limitations  

 This study is the first known to explore how TEI may be relevant for the well-being of 

midwives. It has contributed to the existing literature by highlighting potential predictive and 

protective factors in the development of PTSD in midwives. Understanding more about the 

factors that promote well-being are crucial considering the difficulties currently faced in the 

midwifery profession (RCM, 2017). The large sample size ensured sufficient power to 

undertake meaningful statistical tests, and the results have provided clear direction for future 

research. The online nature of the study ensured complete confidentiality for midwives, 

whilst signposting them to support if this was required.    

The overall response rate of 15% was relatively low, but in line with  other midwifery 

studies of PTSD (Leinweber, et al., 2017; Sheen et al., 2015). Alpha coefficients for most 

measurements indicated acceptable internal consistency (Pallant, 2016), however, for the 

need for support subscale of the BSSS were slightly lower (α = 0.55), meaning findings 

should be interpreted conservatively. The recruitment strategy used did not allow for 



97 
 

obtaining details of non-responders, and so there is potential for selection bias. The study was 

cross-sectional in nature, meaning that causality cannot be inferred, and directions for future 

research have been considered above.    

Conclusions 

 The current study found that approximately one fifth of midwives may be 

experiencing PTSD at a diagnostic level. This is concerning, considering that there is 

increased understanding of how adverse perinatal experiences can have lasting negative 

psychological impacts for women and children. Ensuring that midwives are supported and 

feel resilient, whilst remaining empathic, is crucial if outcomes for women and children are to 

be improved.   

 This study found evidence that TEI may play an important role in protecting against 

PTSS, by increasing resilience, whilst also enabling midwives to remain empathic in their 

care. These findings are important considering the difficulties currently being faced by the 

midwifery profession. Future research is necessary to explore these findings further, and 

determine which areas are most relevant for clinical intervention. Considering the current 

financial pressure the NHS is under, developing interventions that are cost effective in 

improving outcomes for staff, and people being cared for, is vital.  
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Appendix A - International Journal of Nursing Studies guide for authors. 

Your Paper Your Way  

We now differentiate between the requirements for new and revised submissions. You may 

choose to submit your manuscript as a single Word or PDF file to be used in the refereeing 

process. Only when your paper is at the revision stage, will you be requested to put your 

paper in to a 'correct format' for acceptance and provide the items required for the publication 

of your article.  

Types of Papers 

The IJNS publishes original research, reviews, and discussion papers. In addition we publish 

editorials and letters. Where a case is made we will also publish protocols of trials which 

meet our general criteria for interest and significance.  

Word Limits 

Our experience suggests that all things being equal, readers find shorter papers more useful 

than longer ones. Given this, and competition for space in the Journal, shorter papers of 

between 2,000 and 3,500 words are preferred. However, full papers may be up to 7,000 

words in length, plus tables, figures, and references. Ordinarily there should be no appendices 

although in the case of papers reporting tool development or the use of novel questionnaires it 

is usual to include a copy of the tool as an appendix. 

 

Preparation - New Submissions  

Submission to this journal proceeds totally online and you will be guided stepwise through 

the creation and uploading of your files. The system automatically converts your files to a 

single PDF file, which is used in the peer-review process. As part of the Your Paper Your 

Way service, you may choose to submit your manuscript as a single file to be used in the 

refereeing process. This can be a PDF file or a Word document, in any format or layout that 

can be used by referees to evaluate your manuscript. It should contain high enough quality 

figures for refereeing. If you prefer to do so, you may still provide all or some of the source 

files at the initial submission. Please note that individual figure files larger than 10 MB must 

be uploaded separately.  

 

References 

There are no strict requirements on reference formatting at submission. References can be in 

any style or format as long as the style is consistent. Where applicable, author(s) name(s), 

journal title/book title, chapter title/article title, year of publication, volume number/book 

chapter and the pagination must be present. Use of DOI is highly encouraged. The reference 

style used by the journal will be applied to the accepted article by Elsevier at the proof stage. 

Note that missing data will be highlighted at proof stage for the author to correct.  

 

Formatting Requirements 

There are no strict formatting requirements but all manuscripts must contain the essential 

elements needed to convey your manuscript, for example Abstract, Keywords, Introduction, 

Materials and Methods, Results, Conclusions, Artwork and Tables with Captions and 

"Contribution of Paper" (where applicable) 
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Appendix B- Quality Assessment Form  

Newcastle-Ottawa Scale adapted for cross-sectional studies 

  
Selection: (Maximum 5 stars) 

 
1) Representativeness of the sample: 

a) Truly representative of the average in the target population. * (all subjects or random sampling) 
b) Somewhat representative of the average in the target population. * (non-random sampling) 
c) Selected group of users. 
d) No description of the sampling strategy. 

 
2) Sample size: 
              a) Justified and satisfactory. * 
              b) Not justified. 
 
3) Non-respondents: 
              a) Comparability between respondents and non-respondents characteristics is established, and the response rate is 
satisfactory. * 
              b) The response rate is unsatisfactory, or the comparability between respondents and non-respondents is 
unsatisfactory. 
              c) No description of the response rate or the characteristics of the responders and the non-responders. 
 
4) Ascertainment of the exposure (risk factor): 
               a) Validated measurement tool. ** 
               b) Non-validated measurement tool, but the tool is available or described.*  
               c) No description of the measurement tool. 

  
Comparability: (Maximum 2 stars) 

 
1) The subjects in different outcome groups are comparable, based on the study design or analysis. Confounding factors 
are controlled. 
                a) The study controls for the most important factor (select one). * 
                b) The study control for any additional factor. * 
 

Outcome: (Maximum 3 stars) 

 
1) Assessment of the outcome: 
                a) Independent blind assessment. ** 
                b) Record linkage. ** 
                c) Self report.  * 
                d) No description. 
 
2) Statistical test: 
                a) The statistical test used to analyze the data is clearly described and appropriate, and the measurement of the 
association is presented, including confidence intervals and the probability level (p value). * 
                b) The statistical test is not appropriate, not described or incomplete. 
 
 
This scale has been adapted from the Newcastle-Ottawa Quality Assessment Scale for cohort studies to perform a quality 
assessment of cross-sectional studies for the systematic review, “Are Healthcare Workers’ Intentions to Vaccinate Related 
to their Knowledge, Beliefs and Attitudes? A Systematic Review”. 
 
We have not selected one factor that is the most important for comparability, because the variables are not the same in 
each study. Thus, the principal factor should be identified for each study. 
 
In our scale, we have specifically assigned one star for self-reported outcomes, because our study measures the intention 
to vaccinate. Two stars are given to the studies that assess the outcome with independent blind observers or with 
vaccination records, because these methods measure the practice of vaccination, which is the result of true intention. 
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Appendix C - Ethical considerations 

Informed consent  

Feedback from the development stage of the study indicated that anonymity was important 

for midwives, due to the personal nature of the study. Even if confidentiality was assured, the 

midwives in the development stage felt adding identifying information may discourage 

participation. British Psychological Society (BPS) ethical guidelines for internet-mediated 

research discuss the difficulties in gaining signed consent in online research. They state that 

provided an information sheet describes the purpose of the study beforehand, and the true 

nature of the questions that follow, valid consent can arguably be assumed if the 

questionnaire has been completed. However, the guidelines also state that it is recommended 

good practice to include a way of allowing participants to indicate that they have read and 

understood key aspects of the consent information (e.g. their withdrawal rights, how 

information will be disseminated) prior to completing the actual study. Due to the feedback 

from midwives regarding anonymity, and the fact the online research did not require signed 

consent, it was felt appropriate to use the same consent procedure in the paper version. Thus, 

no identifying information was requested on any part of the study, including the consent 

form, on either the online or paper based version. Forced response was in place for the 

consent form before participants were able to move to the main study, and consent forms 

needed to be returned with paper copies. Thus, if midwives participated in the online study, 

or completed a paper questionnaire and consent form, consent was assumed.    

Risks 

Risks associated from participating in this study were anticipated to be minimal.  No 

participants were from an identified vulnerable group, and all participants were able to 

adequately understand verbal and written English to give their informed consent. No 

expenses were incurred by midwives.  

It was possible that completing the study may temporarily highlight participants' existing 

emotional distress by reactivating certain memories.  On the final page of the survey there 

was information about how to access support if needed, and this was available to all 

participants. If further specific details of sources of support were required, participants were 

able to contact the principal investigator, Suzanne Nightingale, directly.  It was also clear in 

the information sheet that participants could discontinue at any time. Finally, should 
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participants have found that completion of the study raised any issues for them, they could 

contact the chief investigator directly. Contact details were provided on the participant 

information sheet and debriefing information.  Midwives were also advised to contact their 

GP or occupational health department with regard to obtaining appropriate ongoing 

professional support if required. 

As the study was anonymous, it was not possible to contact midwives who may have seemed 

at risk of distress through their scores. As all participants were able to give informed consent 

it was felt more important to offer anonymity, as midwives were able to contact sources of 

support or request further information themselves.     

Benefits to midwives 

This research increased understanding of factors that may lead to, and protect against, PTSS 

in midwives. It is important for the psychological health of midwives, and the women they 

support, to understand these factors, as relevant interventions may be then implemented .  

.   
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Appendix D - Example email  

Dear colleagues,  
  

There is a research project which aims to  improve our understanding about  how midwives 

respond to traumatic events they may face at work. This is all anonymous but should be 

useful in helping  to improve midwives' well-being going forward.   

  
The work is by a trainee clinical psychologist at the University of Liverpool, Suzanne 

Nightingale, and supervised by Pauline Slade, Professor in Clinical Psychology at University 

of Liverpool. Professor Helen Spiby is also involved in this research as Suzanne's secondary 

supervisor. It will be taking place in four centres. This research is a really useful piece of 

work for midwifery. 

  
Taking part is quick, easy, and anonymous, and  involves completing a brief, online 

questionnaire, (approximately 20 minutes to complete). Please click the link below to read 

the information sheet and take part:  
  
https://livpsych.az1.qualtrics.com/SE/?SID=SV_aYrSI8nt7PVHgBn 
 

You will not be asked for any identifying data, and only the lead researcher, Suzanne 

Nightingale will have access to your data. However, to thank you for your time you have the 

option to contact the lead researcher and ask to be entered into a prize draw to win one of 

three £40 Love to Shop vouchers. 

  

This information will be kept entirely separate from your questionnaire data, which will 

remain confidential and unidentifiable. 

  

A poster about the research is attached to this email. Please contact Suzanne 

Nightingale at suzanne.nightingale@liv.ac.uk should you have any questions.     

  

Thank you for your help with this research, your assistance is greatly appreciated.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://owa.liv.ac.uk/owa/redir.aspx?C=0i4iT28wlboFuZMhxYHqS3-w7MVWGTGJ41uT-1REuBoxVZMs2jrUCA..&URL=https%3a%2f%2fowa.liv.ac.uk%2fowa%2fredir.aspx%3fREF%3dlK8WzjhIYX4nLzYujOhTnTmfjNAIpWjk2EN3Z92BIBQdlCpbdonTCAFodHRwczovL293YS5saXYuYWMudWsvb3dhL3JlZGlyLmFzcHg_UkVGPThLeHRRTHVRby1OYXlLOWpXYU9HMzIweFNkem9tdEc2b0hrQ2tqdm0tMjlRQUNqQnpvVFRDQUZvZEhSd2N6b3ZMMjkzWVM1c2FYWXVZV011ZFdzdmIzZGhMM0psWkdseUxtRnpjSGdfVWtWR1BUazBjVzlrTVd4alkyWlBYM1p0Ymt0NVEzWjBhV0pMUjJKRE0ydENTMVJLYms5VVFVbEpRVnBKVFc5TVZrNHpiSGcwVkZSRFFVWnZaRWhTZDJONmIzWk1Nbmh3Wkc1Q2VtVlhUbTlNYlVZMlRWTTFlR1JYUm5Oa1NFcHdXVE5OZFZreU9YUk1NVTVHVEhvNVZGTlZVVGxWTVZwbVdWWnNlVlV3YXpSaWJsRXpWVVphU1Zvd1NuVS4.
https://owa.liv.ac.uk/owa/redir.aspx?C=syvcV9XIqpEgcHU4b9Gooc14uMZOlepsBHMt9PLUbCExVZMs2jrUCA..&URL=https%3a%2f%2fowa.liv.ac.uk%2fowa%2fredir.aspx%3fREF%3dPa-mE-COsGLdjcXFwfq-Ta1P48pnK8qb5QSqxd9W0xUzTdwQdonTCAFtYWlsdG86c3V6YW5uZS5uaWdodGluZ2FsZUBsaXYuYWMudWs.
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Appendix E - Participant Information Sheet 

 
 

Information sheet V4. 24.12.15  

 

 

Traumatic events in midwifery- which psychological factors protect against  

ongoing  distress? 

Midwives are often exposed to traumatic events as part of their job. This can lead to 

ongoing distress and post-traumatic stress symptoms (PTSS) such as difficulty sleeping, 

frequent thoughts about the traumatic event, and feeling angry /irritable. We want to know 

whether certain psychological factors protect against, or lead to greater risk of, ongoing 

distress.  

In particular we want to know whether emotional intelligence affects post-traumatic stress 

symptoms in midwives who have experienced a traumatic event at work. Emotional 

intelligence refers to the ability to recognise and manage your own and other peoples’ 

emotions.   

We are also interested in how emotional intelligence might be linked to other factors, 

including social support, empathy, resilience, and expressing your emotions.   

Who is being invited to participate? Qualified midwives who have experienced a traumatic 

perinatal event during the last 10 years. A traumatic perinatal event is an event witnessed 

by the midwife that included actual or threatened death or serious injury to the mother 

and/or child, in which the midwife felt fear, helplessness or horror. 

What you need to do if you want to take part. Participation is voluntary. If you are happy to 

take part you will be asked to complete a questionnaire regarding your experiences of 

traumatic perinatal events, emotional intelligence, social support, empathy, resilience, and 

attitudes towards emotional expression.      

The questionnaire will take about 20 minutes to complete. You do not have to give your 

name. You are free to withdraw at any time, prior to submitting your responses, without 

giving a reason. As the study is anonymous, once you have submitted your responses you 

will no longer be able to withdraw your data as there will be no way of locating your 

individual responses.  

If you are completing a paper questionnaire, please return to the researcher on completion 

using the SAE provided.  

Are there any risks in participating? It is possible that completing the study may reactivate 

certain memories which may highlight any distress. There is information provided at the end 

of the questionnaire about available sources of support.  However you are also free to 
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contact the researcher, Suzanne Nightingale, so that she can signpost you to support if 

needed.  

Your NHS trust Occupational Health Department and your GP are also always available to 

you should you have any concerns. 

Are there any benefits to participation? There is no individual benefit to you from 

participation. Some people like taking part in research as it may lead to better experiences 

for colleagues in the future. This research will increase understanding of factors that may 

lead to, and protect against, PTSS in midwives. It is important for the psychological health of 

midwives, and the women they care for, to understand these factors.  

Prize draw. To thank people for participation, there is the option to be entered into a prize 

draw to win one of three £40 shopping vouchers. If you would like to be entered into the 

draw, please email Suzanne Nightingale on the details below to provide your name and 

contact details, or complete and detach the slip overleaf if you are completing a paper copy. 

The draw will take place when recruitment is complete.  Please note, this information will 

be held separately from the study, and there will be no way of identifying your individual 

responses to questions.      

Who has access to your data? Your responses will only be available to the psychology 

researchers involved in the study. Online responses will be held on secure University of 

Liverpool servers.  All paper copies of data will be entered into a secure, electronic 

database.  Following electronic input, paper copies will be destroyed. This study is entirely 

confidential. You will not be asked for any identifying information other than to provide 

contact details for the prize draw.  

Who do I contact if I have additional questions about the study?  If you have any further 

questions, you can contact any or both of the following people: 

Principal investigator:  Suzanne Nightingale; email suzanne.nightingale@liv.ac.uk (Trainee 

Clinical Psychologist at the University of Liverpool).    

Primary supervisor:  Prof. Pauline Slade; email pauline.slade@liv.ac.uk; Tel: 0151 7945485.   

 

If you are unhappy, or if there is a problem, please let us know by contacting Suzanne 

Nightingale or Professor Pauline Slade and we will try to help. If you remain unhappy or 

have a complaint which you feel you cannot come to us with then you should contact the 

Research Governance Officer at ethics@liv.ac.uk. When contacting the Research 

Governance Officer, please provide details of the name or description of the study (so that it 

can be identified), the researcher(s) involved, and the details of the complaint you wish to 

make. 
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What will happen to the results of this study? The  results from the study will be written up 

as part of a Doctoral Degree in Clinical Psychology. It is expected that the findings will be 

published in an academic journal and presented at relevant conferences. Results of the 

study will be made available to participants on request. Please contact Suzanne Nightingale 

if you would like a summary. 

 

Thank you for reading this 

 

 

 

I would like to be entered into a prize draw to win one of three £40 shopping vouchers.  

 

Name..................................................................................................................... 

 

Phone number ...................................................................................................... 

 

Email...................................................................................................................... 
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Appendix  F- Participant consent form 

 
V3: 03.11.15 

Participant Consent Form 

 
Post-traumatic symptomatology following exposure to perceived traumatic perinatal events 

within the midwifery profession: The impact of trait emotional intelligence. 

Principal investigator:  Suzanne Nightingale; email suzanne.nightingale@liv.ac.uk (Trainee Clinical 

Psychologist at the University of Liverpool).    

Primary supervisor:  Prof. Pauline Slade; email pauline.slade@liv.ac.uk; Tel: 0151 7945485.  

 

 

1.  I confirm that I have read and have understood the information sheet dated 24/12/2015 for the 

above study. I have had the opportunity to consider the information, ask questions and have had 

these answered satisfactorily.  

 

2. I understand that my participation is voluntary and that I am free to withdraw at any time until I 

have submitted my data. I do not have to give a reason for withdrawing, and my rights are not 

affected. In addition, should I not wish to answer any particular question or questions, I am free to 

decline.  

 

3. I understand and agree that once I submit my data it will be anonymised and I will therefore no 

longer be able to withdraw my data. 

 

4. I understand that the information I submit will be published as a report. 

  

5. I agree to take part in the above study.  

 

 

If you are completing a paper version of the study please return this consent form with the 

completed questionnaire in the SAE provided. Thank you. 

 

 

 

 

 

TO PROTECT YOUR ANONYMITY PLEASE DO NOT ADD ANY IDENTIFYING INFORMATION 

 



120 
 

Appendix G -  Debriefing information 

V2: 28.10.15 

Traumatic events in midwifery- what psychological factors protect against  ongoing  distress? 

Thank you for participating in our research study, which aims to explore whether whether certain 

psychological factors protect against, or lead to greater risk of, ongoing distress.  

Support 

If participating in this study has highlighted any distress or if you have any concerns about somebody 

else the following contacts and/or your General Practitioner may be of assistance.  

MIND: Website www.mind.org.uk; Telephone 0300 123 3393 

Your NHS trust Occupational Health Department. These details will be available on your trust 

website.  

If you require more specific details of local sources of support you are welcome to contact Suzanne 

Nightingale who should be able to help you.   

Further information  

If you have any further questions, you can contact either or both of the following people: 

Principal investigator:  Suzanne Nightingale; email suzanne.nightingale@liv.ac.uk (Trainee Clinical 

Psychologist at the University of Liverpool)    

Primary supervisor:  Prof. Pauline Slade; email pauline.slade@liv.ac.uk; Tel: 0151 7945485   

 

If you are unhappy, or if there is a problem, please let us know by contacting Suzanne Nightingale or 

Professor Pauline Slade and we will try to help. If you remain unhappy or have a complaint which 

you feel you cannot come to us with then you should contact the Research Governance Officer at 

ethics@liv.ac.uk. When contacting the Research Governance Officer, please provide details of the 

name or description of the study (so that it can be identified), the researcher(s) involved, and the 

details of the complaint you wish to make. 

Results 

The  results from the study will be written up as part of a Doctoral Degree in Clinical Psychology. The 

data will be analysed by the principal investigator, and it is expected that the findings will be 

published in an academic journal. It is also intended to present the results at relevant conferences 

and meetings to ensure participants are made aware of the findings. Results of the study can be 

made available for you once the data are analysed and the paper is written. Please contact Suzanne 

Nightingale should you require these. 

Thank you for taking part 
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Appendix H - Questionnaire pack 

 
 

 

  

Traumatic events in midwifery- which psychological factors protect against  

ongoing  distress? 

Thank you for agreeing to participate in the above study. By participating you are confirming 

that you have received an information sheet regarding the study, and that you understand the 

nature of the research. Please answer the following questions, then complete the 

questionnaires that follow.   

Demographic information 

Age……………………………………………………………………………………….. 

Gender……………………………………………………………………………………..  

NHS Trust (please circle) LTHTR NUH  

Marital status (please circle)  

Married        Single        Living with partner        Divorced       Widowed          Other 

Number of children you have given birth to (please circle)   

0   1   2   3   more than 3  

If applicable, do you consider any personal experience of giving birth to be traumatic?  

Yes / No 

Length of time as a qualified midwife………………………………………………………. 

NHS banding ………………………………………………………………………………… 

Ethnicity (please circle) 

Asian or Asian British      Black or Black British      Chinese       Mixed       White British  

Any other White background       Any other ethnic origin group 

Have you ever seen your GP because of problems with sleep or ‘nerves'?    Yes/ No 

Was any intervention provided?     Yes /No   

In your opinion were any of the problems midwifery work related?       Yes/ No 

 If yes please describe  
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………………………………………………………………………………………………..  

.................................................................................................................................................. 

Traumatic perinatal events 

1) During the last 10 years, have you ever witnessed a perinatal event that included actual or 

threatened death or serious injury to the mother and/or child, in which you experienced fear, 

helplessness or horror?  

Yes/No 

If yes  

2) Did you feel that the mother or child's life was threatened during the perinatal event?  

Yes/No 

3) Did the mother or child experience an actual injury or threat of serious injury during the 

perinatal event? 

Yes/No 

4) Approximately how many traumatic perinatal events have you witnessed over the last 10 

years? (please circle)  

1    2    3    4    5    6    7    8    9    10     more than 10 

5) How long has it been since you last witnessed a traumatic perinatal event? (please answer 

in approximate weeks /months /years if possible) 

...................................................................................................................................................... 

6) Have you ever taken time off sick due to a traumatic perinatal event, or considered doing 

so? 

Yes /No/ Considered it 

7) Have you ever changed your professional allocation on short or long-term basis due to a 

traumatic perinatal event, or considered doing so?  

Yes /No /Considered it 

8) Have you ever seriously considered leaving the midwifery profession due to a traumatic 

perinatal event? 

Yes / No 

Please now complete the measures overleaf 
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Below is a list of difficulties people sometimes have after stressful life events. Please read 

each item, and then indicate how distressing each difficulty has been for you DURING THE 

PAST SEVEN DAYS with respect to witnessing a traumatic perinatal event as defined 

above. How much were you distressed or bothered by these difficulties?  

 0 = Not at all 1 = A little bit 2 = Moderately 3 = Quite a bit 4 = Extremely 

1. Any 

reminder 

brought back 

feelings about 

it 

     

2. I had 

trouble 

staying asleep 

     

3. Other 

things kept 

making me 

think about it 

     

4. I felt 

irritable and 

angry 

     

5. I avoided 

letting myself 

get upset 

when I 

thought about 

it or was 

reminded of it 

     

6. I thought 

about it when 

I didn’t mean 

to  

     

7. I felt as if it 

hadn’t 

happened or 

wasn’t real  

     

8. I stayed 

away from 

reminders of 

it 

     

9. Pictures 

about it 

popped into 

my mind 

     

10. I was 

jumpy and 

easily 

startled. 

     

11. I tried not 

to think about 

it. 
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 0 = Not at all 1 = A little bit 2 = Moderately 3 = Quite a bit 4 = Extremely 

12. I was 

aware that I 

still had a lot 

of feelings 

about it, but I 

didn’t deal 

with them. 

     

13. My 

feelings about 

it were kind 

of numb. 

     

14. I found 

myself acting 

or feeling like 

I was back at 

that time. 

     

15. I had 

trouble falling 

asleep. 

     

16. I had 

waves of 

strong 

feelings about 

it. 

     

17. I tried to 

remove it 

from my 

memory.  

     

18. I had 

trouble 

concentrating. 

     

19. 

Reminders of 

it caused me 

to have 

physical 

reactions, 

such as 

sweating, 

trouble 

breathing, 

nausea, or a 

pounding 

heart. 

     

20. I had 

dreams about 

it. 

     

21. I felt 

watchful and 

on-guard.  

     

22. I tried not 

to talk about 

it. 
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Please answer each statement below by putting a circle around the number that best reflects 

your degree of agreement or disagreement with that statement. Do not think too long about 

the exact meaning of the statements. Work quickly and try to answer as accurately as 

possible. There are no right or wrong answers. There are seven possible responses to each 

statement ranging from ‘Completely Disagree’ (number 1) to ‘Completely Agree’ (number 

7).  

1 . . . . . . . . . 2 . . . . . . . . . . 3 . . . . . . . . . . 4 . . . . . . . . . . 5 . . . . . . . . . . 6 . . . . . . . . . . 7 

Completely          Completely 

Disagree           Agree 

1. Expressing my emotions with words is not a 

problem for me. 

1 2 3 4 5 6 7 

2. I often find it difficult to see things from 

another person’s viewpoint.  
1 2 3 4 5 6 7 

3. On the whole, I’m a highly motivated person. 1 2 3 4 5 6 7 

4. I usually find it difficult to regulate my 

emotions. 
1 2 3 4 5 6 7 

5. I generally don’t find life enjoyable. 1 2 3 4 5 6 7 

6. I can deal effectively with people. 1 2 3 4 5 6 7 

7. I tend to change my mind frequently.  1 2 3 4 5 6 7 

8. Many times, I can’t figure out what emotion 

I'm feeling. 
1 2 3 4 5 6 7 

9. I feel that I have a number of good qualities. 1 2 3 4 5 6 7 

10. I often find it difficult to stand up for my 

rights.   
1 2 3 4 5 6 7 

11. I’m usually able to influence the way other 

people feel. 
1 2 3 4 5 6 7 

12. On the whole, I have a gloomy perspective on 

most things. 
1 2 3 4 5 6 7 

13. Those close to me often complain that I don’t 

treat them right.  
1 2 3 4 5 6 7 

14. I often find it difficult to adjust my life 

according to the circumstances.  
1 2 3 4 5 6 7 

15. On the whole, I’m able to deal with stress. 1 2 3 4 5 6 7 

16. I often find it difficult to show my affection to 

those close to me.  

1 2 3 4 5 6 7 

17. I’m normally able to “get into someone’s 

shoes” and experience their emotions. 
1 2 3 4 5 6 7 

18. I normally find it difficult to keep myself 

motivated. 
1 2 3 4 5 6 7 

19. I’m usually able to find ways to control my 

emotions when I want to. 
1 2 3 4 5 6 7 

20. On the whole, I’m pleased with my life. 1 2 3 4 5 6 7 

21. I would describe myself as a good negotiator.  1 2 3 4 5 6 7 

22. I tend to get involved in things I later wish I 

could get out of. 
1 2 3 4 5 6 7 

23. I often pause and think about my feelings. 1 2 3 4 5 6 7 

24. I believe I’m full of personal strengths. 1 2 3 4 5 6 7 

25. I tend to “back down” even if I know I’m 

right. 
1 2 3 4 5 6 7 



126 
 

1 . . . . . . . . . 2 . . . . . . . . . . 3 . . . . . . . . . . 4 . . . . . . . . . . 5 . . . . . . . . . . 6 . . . . . . . . . . 7 

Completely          Completely 

Disagree           Agree 

26. I don’t seem to have any power at all over 

other people’s feelings.  

1 2 3 4 5 6 7 

27. I generally believe that things will work 

out fine in my life. 

1 2 3 4 5 6 7 

28. I find it difficult to bond well even with 

those close to me. 

1 2 3 4 5 6 7 

29. Generally, I’m able to adapt to new 

environments.  

1 2 3 4 5 6 7 

30. Others admire me for being relaxed. 1 2 3 4 5 6 7 

 

 

 

The following statements ask about your thoughts and feelings in a variety of situations. For 

each item, show how well it describes you by choosing the appropriate number on each scale 

(1=does not describe me well, 5= describes me very well). Read each item carefully before 

responding. Answer as honestly and as accurately as you can. Please use the following scale:   

1 . . . . . . . . . . . . .  2 . . . . . . . . . . . . . 3 . . . . . . . . . . . . . 4 . . . . . . . . . . . . . 5  

 

 

 

1. I often have tender, concerned feelings for people less 

fortunate than me. 
1 2 3 4 5 

2. Sometimes I don't feel very sorry for other people when 

they are having problems. 
1 2 3 4 5 

3. When I see someone being taken advantage of, I feel kind 

of protective towards them.  
1 2 3 4 5 

4. Other people's misfortunes do not usually disturb me a 

great deal 
1 2 3 4 5 

5. When I see someone being treated unfairly, I sometimes 

don't feel very much pity for them. 
1 2 3 4 5 

6. I am often quite touched by things I see happen.  1 2 3 4 5 
7. I would describe myself as a pretty soft-hearted person.  1 2 3 4 5 

 

   

 

Does not 

describe 

me well 

Describes 

me very 

well 
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Please read through the following statements and indicate how much you agree /disagree with 

each statement using the following scales: 1) strongly disagree;  2) somewhat disagree; 3) 

somewhat agree; 4) strongly agree.  

 

1. There are some people who truly like me.  1 2 3 4 

2. Whenever I am not feeling well, other people show me that they are 

fond of me. 

1 2 3 4 

3. Whenever I am sad, there are people who cheer me up.  1 2 3 4 

4. There is always someone there for me when I need comforting. 1 2 3 4 

5. I know some people upon whom I can always rely.  1 2 3 4 

6. When I am worried, there is someone who helps me. 1 2 3 4 

7. There are people who offer me help when I need it. 1 2 3 4 

8. When everything becomes too much for me to handle, others are 

there to help me. 

1 2 3 4 

9. When I am down, I need someone who boosts my spirits.  1 2 3 4 

10. It is important for me always to have someone who listens to me.  1 2 3 4 

11. Before making any important decisions, I absolutely need a second 

opinion. 

1 2 3 4 

12. I get along best without any outside help.  1 2 3 4 

13. In critical situations, I prefer to ask others for their advice.  1 2 3 4 

14. Whenever I am down, I look for someone to cheer me up again. 1 2 3 4 

15. When I am worried, I reach out to someone to talk to. 1 2 3 4 

16. If I do not know how to handle a situation, I ask others what they 

would do. 

1 2 3 4 

17. Whenever I need help, I ask for it. 1 2 3 4 
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Please read through the following statements and indicate how much you agree /disagree with 

each statement using the following scales: strongly disagree,  disagree, neutral, agree, 

strongly agree.  

 

Please respond to each item by 

marking one box per row 
Strongly 

disagree 

Disagree Neutral Agree Strongly 

agree 

1. I tend to bounce back quickly 

after hard times.   
     

2.  I have a hard time making it 

through stressful events.  
     

3.  It does not take me long to 

recover from a stressful event. 
     

4. It is hard for me to snap back 

when something bad happens. 
     

5. I usually come through 

difficult times with little trouble. 
     

6. I tend to take a long time to get 

over set-backs in my life. 
     

 

 

 

 

Please answer each statement below by putting a circle around the number that best reflects 

your degree of agreement or disagreement with that statement. Do not think too long about 

the exact meaning of the statements. Work quickly and try to answer as accurately as 

possible. There are no right or wrong answers. There are five possible responses to each 

statement ranging from ‘Disagree very much’ (number 1) to ‘Agree very much’ (number 5).  

1 . . . . . . . . . . . . .  2 . . . . . . . . . . . . . 3 . . . . . . . . . . . . . 4 . . . . . . . . . . . . . 5  

 

 

1. I think getting emotional is a sign of weakness.  1 2 3 4 5 
2. I think you should always keep your feelings under 

control.  
1 2 3 4 5 

3. I think you ought not to burden other people with your 

problems.  
1 2 3 4 5 

4. I think other people do not understand your feelings.  1 2 3 4 5 

 

Thank you for your time 

 

 

 

 

 

Disagree 

very much 

Agree very 

much 
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Appendix I - Recruitment poster 

 

Traumatic events in midwifery- which psychological 
factors protect against ongoing  distress? 

Midwife Research Volunteers Wanted 

Midwives may be exposed to traumatic events as part of their job. We need you 
to help us understand whether certain psychological factors protect against, or 

lead to greater risk of, ongoing distress.  

 
Participation would involve completing some questionnaires; this should take 
no longer than 20 minutes. This can be done online or on paper. You do not 

need to give your name and your answers are confidential.  

 

To thank you for your time you will have the option 
to be entered into a prize draw to win one of three 

£40 Love to Shop vouchers.  

 

For more information about this study, or to participate,  
please contact 

Suzanne Nightingale, Trainee Clinical Psychologist at the University of Liverpool 
Email: Suzanne.nightingale@liverpool.ac.uk 

or 
Professor Pauline Slade, Consultant Clinical Psychologist and Professor of Clinical 

Psychology at the University of Liverpool  
Email: Pauline.slade@liverpool.ac.uk 

 

Alternatively you can find out more information and participate from this 
link:   

https://livpsych.az1.qualtrics.com/SE/?SID=SV_aYrSI8nt7PVHgBn 

 

 

https://livpsych.az1.qualtrics.com/SE/?SID=SV_aYrSI8nt7PVHgBn
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Appendix J - Word count  

 

 

 

 

 

 

Thesis overview - 887 words 

Systematic review - 8641 (6541 excluding tables and figures) 

Empirical paper - 9692 

Appendices - 5645 

Total word count excluding references - 24,865 


