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Introductory Chapter: Thesis Overview 

 

It is recognised that those in caring professions may experience a number of negative 

personal consequences as a result of the nature of their work which can be visualised in a 

number of ways (Maslach, 2003). The risks that healthcare professionals may face can be 

identified as experiences of burnout which are understood as occurring as a result of chronic 

strain from limited resources, increasing work demands or discrepancy between individual’s 

values and the type of work they are able to carry out (Lawson & Myers, 2011). Similarly, 

compassion fatigue is recognised as the result of witnessing the suffering of others and can 

impact health professional’s ability to be present with their clients, feelings of powerlessness, 

isolation and confusion and is often characterised by emotional and physical exhaustion and 

high levels of stress (Figley, 1995). Conversely, the positive outcome from working with 

challenging individuals is described as compassion satisfaction and reflects the rewards of 

caring for others (Cetrano et al., 2017). Given the many negative consequences of burnout 

and compassion fatigue on staff well-being, patient outcomes and financial pressures on 

organisations, the importance of understanding those factors that might protect against and 

minimise levels of burnout and compassion fatigue and increase compassion satisfaction in 

healthcare professionals is highlighted. 

Chapter one provides a systematic review of the literature examining the relationship 

between burnout and emotional intelligence (EI) among healthcare professionals. EI has 

evolved from early definitions of human intelligence and has been described in a number of 

ways. Some researchers view EI as being an ability (Mayer & Salovey, 1997), others, a set of 

traits and abilities (Bar-On, 2005), or as a combination of personal competencies and skills 

(Goleman, 1998). Within healthcare, there is an identified need to better understand the 

different distinctions of emotion and the blurring of boundaries between emotion and clinical 
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work given the personal nature of caring professions and the conflicting dilemmas faced by 

staff. These dilemmas include increasing workloads, the stresses of delivering emotion-

focused work and the impact of this on the health of care givers (Waddington & Fletcher, 

2005). EI is important within the field of healthcare as it is suggested that when staff are able 

to link their emotions and cognitions, they are better able to facilitate more intelligent 

decision-making, manage their own emotions, and foster healthier working relationships 

(George, 2000). EI is recognised as supporting staff to provide more patient-centred care 

which is recognised as a focus of many health care systems universally (NHS Department of 

Health [DOH], 2000). It is therefore suggested that looking into the association between 

burnout and EI in healthcare staff is important both clinically and organisationally. The 

literature appears to suggest that there is a negative relationship between EI and burnout 

within healthcare staff. However, a wider approach is required to explore the role of 

organisational culture as a mediator in the relationship between burnout and EI in healthcare 

staff. Furthermore, a variety of tools were used to measure EI which made comparison across 

studies difficult to interpret.  

 

 Chapter two provides an empirical study which examined inter-psychic factors 

(including self-reported PTSD symptoms, EI and emotion regulation strategies) that have 

previously been related to professional quality of life dimensions including burnout, 

compassion fatigue and compassion satisfaction. There is recognition that those working 

within forensic services experience greater levels of burnout and fatigue as a result of 

managing high levels of threats of violence and physical aggression and reduced job 

satisfaction due to prolonged participation in unsuccessful treatment situations (Cacciacarne, 

Resnick, McArthur & Althof, 1986; Pines & Maslach, 1978). Despite this, research into the 

professional quality of life of this particular group remains limited. It is anticipated that this is 

the first research study to examine the relationship between these variables within forensic 
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healthcare staff. The study found that PTSD symptoms were a significant predictor of 

professional quality of life, specifically higher levels of burnout and compassion fatigue and 

lower levels of compassion satisfaction. Emotional clarity was also identified as a significant 

predictor of burnout and compassion fatigue. The results add to previous findings by 

highlighting the predictive ability of emotional intelligence, specifically clarity of feelings, in 

reducing burnout and compassion fatigue in a forensic healthcare population. Further 

research is required into the interplay between interpersonal and organisational factors in 

predicting quality of life in this population.  
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Abstract 

 

Background: The impact of the negative consequences of austerity, increasing work 

pressures and reduced funding on the wellbeing of healthcare professionals remains unclear. 

Emotional intelligence has been highlighted as a potential factor in reducing self-reported 

levels of burnout in healthcare staff, but the results are often complex. The objective of the 

current review is to systematically review and synthesise the published literature relating to 

the relationship between emotional intelligence and burnout in healthcare staff. 

Methodology: A systematic literature review was conducted in line with the Preferred 

Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines. A 

number of electronic databases were searched using multiple search terms to identify 

appropriate articles. The quality of studies was assessed using the Appraisal Tool for Cross-

Sectional Studies (AXIS).  

Results: 274 studies were identified. Thirteen papers met the inclusion/exclusion criteria and 

were included in the review. The majority of studies indicated some form of negative 

relationship between burnout and emotional intelligence, suggesting that higher global levels 

of emotional intelligence are related to lower levels of burnout in healthcare staff.  

Conclusions: The findings provide consistent evidence to support a negative relationship 

between EI and burnout in healthcare professionals, particularly when emotional intelligence 

was measured by a global score. However, given equivocal relationship between individual 

subscales of emotional intelligence and burnout, further research is recommended to better 

understand the relationship between individual subscale scores of emotional intelligence and 

levels of burnout. Such findings have clinical implications for healthcare organisations who 

are required to develop interventions aimed at improving staff-wellbeing and reducing 

burnout.  

Keywords: Emotional intelligence, burnout, healthcare professionals
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Introduction 

 

There is increasing attention being given to issues of psychological distress among 

healthcare professionals (Weinberg & Creed, 2000). Healthcare professionals are expected to 

manage a number of interpersonal and organisational challenges on a daily basis, with 

increasing levels of stress and burnout developing as a consequence of challenging working 

conditions and reduced job resources which can impact upon the quality of care delivered to 

patients (Firth-Cozens, 2001). Understanding how burnout can be prevented and managed 

within the workplace is recognised as an important factor both from the perspective of public 

health and for services aiming to reduce staff absence and promote productivity (Public 

Health England, 2016).  

Burnout  

Although burnout has been defined in several ways, many researchers favour a 

multifaceted definition in which burnout comprises of three key dimensions, namely 

emotional exhaustion, cynicism and reduced professional efficacy (Maslach, Jackson & 

Leiter, 1996). There are several measures of burnout, which all vary in relation to which 

dimensions are assessed and the type of responses required. To date, there are no measures 

that serve to provide a clinical ‘cut-off score’ or ‘diagnosis’ and use of different measures is 

likely to depend on the population being researched, size of population and financial 

limitations (Mayer, 2018). 

 The Maslach Burnout Inventory (MBI; Maslach & Jackson, 1981) was one of the 

earliest measures designed to measure burnout in human services professional groups. The 

MBI has been widely used, has demonstrated high test-retest reliability and internal 

consistency across studies (Maslach & Jackson, 1981), and is recognised as the “gold 

standard” assessment (Bradham, 2008). The first dimension of the MBI is emotional 

exhaustion and refers to experiences of prolonged fatigue and stress as a result of excessive 
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work demands. The second dimension of cynicism, or depersonalisation, relates to an 

emotional detachment or distance between the individual and their work and/or clients, 

resulting in a loss of interest and reduced work ethic. Lastly, lack of personal 

accomplishment refers to reduced feelings of professional efficacy or achievements within an 

individual’s work with clients (Maslach, Schaufeli & Leiter, 2001). All dimensions have been 

recognised as having various negative consequences, both for the individual and the wider 

organisation. Despite the accumulating evidence base supporting the reliability and validity 

of the MBI, there have been some criticisms identified in relation to the nature of the factor 

structure.  Results from a meta-analysis identified substantial support for a correlated three-

factor model, but solutions with both more or less factors also demonstrated modest support 

(Worley, Vassar, Wheeler & Barnes, 2008). 

There are also a number of other well-validated multidimensional measures of 

burnout which exist including the Oldenburg Burnout Inventory (OBLI; Demerouti, Bakker, 

Vardakou & Kantas, 2003) which consists of positively and negatively framed items covering 

areas of exhaustion and disengagement from work; the Professional Quality of Life Scale 

(ProQOL; Stamm, 2010) which assesses positive and negative aspects of professional care; 

the Copenhagen Burnout Inventory (CBI; Kristensen, Borritz, Villadensen & Christensen, 

2005), which comprises three subscales including personal burnout, work-related burnout and 

client-related burnout, and the Burnout Measure (BM; Pines & Aronson, 1988), which 

measures physical, emotional and mental exhaustion. There are however a number of 

limitations of such measures, including the fact that the psychometric properties of translated 

versions of the measures have rarely been evaluated and there few recommendations for 

effectively adapting and translating the instrument (International Test Commission, 2018). 

More recently, there have been arguments that burnout should be viewed more as a 

unidimensional phenomenon (Halbesleben & Buckley, 2004). 
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Burnout in Healthcare 

It is well documented that those working in healthcare roles are more susceptible to 

developing symptoms associated with burnout compared to those in non-helping professions 

(Kowalski et al., 2010; Morse, Salyers, Rollins, Monroe-DeVita & Pfahler, 2012). Staff 

wellbeing and burnout is associated with both patient safety and care quality. It is 

acknowledged that the negative consequences of burnout may impact the quality of health 

care being delivered to patients as a result of impaired job performance and employees 

presenting as less empathic, collaborative and attentive (Fahrenkopf et al., 2008; Slayers et 

al., 2016; Vahey, Aiken, Sloane, Clarke & Vargas, 2004).  

Increased burnout levels are also associated with increased rates of staff sickness, 

with the most common reasons for staff absence among NHS employees identified as stress, 

anxiety, depression or other psychological difficulties. Sickness days are believed to have 

risen from 16.9% in 2011 to 23% in 2017 (Copeland, 2019), and it is suggested current levels 

of stress among staff within the NHS are higher than the general population (Point of Care 

Foundation, 2017). Higher levels of burnout have also been found to predict higher staff 

turnover (Leiter & Maslach, 2009; Willard-Grace et al., 2019), reduced productivity and 

efficiency (Jenkins & Elliott, 2004), and lower job satisfaction (Griffin, Hogan, Lambert, 

Tucker-Gail & Baker, 2010). It is estimated that within the UK, increased rates of stress-

related absences and job turnover cost £450,000 a year per NHS trust (Wright, 2005). There 

is, therefore, an identified need to address increasing levels of occupational burnout. Steps 

toward this aim include developing an understanding of individual differences in 

susceptibility to burnout, and, developing an understanding of self-care strategies to support 

professional groups at risk of burnout.  
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Emotional Intelligence  

Attempts have been made to identify personality traits or characteristics that may 

shield against the negative consequences of occupational burnout, acting as protective factors 

against aspects of job stress. Although the concept of emotional intelligence (EI) has only 

recently been discussed in relation to healthcare workers, the concept is not new, and others 

have emphasised the importance of managing ones’ own emotional state (Chabbra & 

Mohanty, 2013). Emotions are recognised as being a core function of human nature, and 

recent developments in the field of EI have seen increased interest in understanding the role 

of emotions in relation to workplace behaviours, attitudes and performance (Arvey, Renz & 

Watson, 1998). 

The construct of EI is based on concepts including ‘social intelligence’ (Thorndike, 

1920) and interpersonal and intrapersonal intelligence, with a focus on the ability to 

understand the emotions and intentions of oneself and others (Gardner, 1983). The first 

formal theory of EI proposed that emotional information processing abilities made up a 

unitary ‘emotional intelligence’. Salovey and Mayer (1990) initially defined EI as “a type of 

social intelligence that involves the ability to monitor one’s own and others’ emotions, to 

discriminate among them, and to use this information to guide one’s thinking and actions” (p. 

189).  

EI saw an increase in popularity following the publication of ‘Emotional Intelligence’ 

in 1995 by Daniel Goleman. This publication argued that our current view of human 

intelligence alone was too narrow and ignored a range of important abilities that human 

beings have to offer. The surging popularity of EI is credited to reports of its predictive 

validity and research indicates the importance of EI as a predictor across domains relevant to 

the field of healthcare such as job performance, leadership, and stress (Fulmer & Barry, 2004; 

Humphrey, 2006; Jordan, Ashkanasy & Hartel, 2002). According to Goleman, people with 
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greater EI show a greater ability to control emotional impulses, better self-awareness and 

understanding of one’s own feelings, and greater ability to express one’s feelings and 

demonstrate insight into the feelings of others (Goleman, 1995). It is argued that people with 

better self-awareness are better able to detach from situations and control their emotions to 

minimise the impact of their emotional reaction (Slaski & Cartwright, 2003).  

EI is typically positioned into one of two conceptualisations based on the method of 

measurement that is used to operationalise it: ability models and trait/mixed models 

respectively (Petrides & Furnham, 2000; Zeidner, Matthews & Roberts, 2009). The ability EI 

perspective posits that EI is the amalgamation of intelligence and emotion (Mayer, Salovey & 

Caruso, 2004) and conceives that EI is a collection of interrelated cognitive-emotional 

abilities, and is assumed as one’s ability of carrying out accurate emotional reasoning 

(Mayer, Roberts & Barsade, 2008). It is proposed that ability EI consists of four individual 

but related abilities including perception, use of, understanding and management of emotions 

(Mayer & Salovey, 1997). Ability EI is measured using maximum, IQ-like performance 

testing. One of the most prominent ability EI scales is the Mayer-Salovey-Caruso Emotional 

Intelligence Test (MSCEIT; Mayer et al., 2004). The main problem with the MSCEIT is that 

it does not measure any consistent dimension of psychological interest (Petrides, 2011), and 

factor analytic research has produced inconsistent results (Roberts et al., 2006).  

Conversely, trait/mixed models argue that EI is instead conceptually related to 

specific personality dimensions and is an eclectic mix of dispositional affect-related traits 

(Petrides & Furnham, 2003). Trait/mixed EI models suggest that EI is a collection of 

emotional self-perceptions which integrate aspects of affective personality and are measured 

through self-report or observer ratings (Petrides, Pita & Kokkinaki, 2007). An advantage of 

trait/mixed EI theory is that it provides a link between EI and more mainstream scientific 

models such as the Big Five and the Giant Three (Petrides et al., 2010). Some well-known 
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measures include Bar-On’s Emotional Quotient Inventory (EQ-I; Bar-On, 1997a); Trait 

Emotional Intelligence Questionnaire (TEIQue; Petrides, 2009), and the Trait Meta-Mood 

scale (TMMS; Salovey et al., 1995). Whilst it is argued that self-report measures of trait EI 

are not representative of EI ability (Brackett & Mayer, 2003), it is argued that despite 

individuals possessing the ability to respond emotionally to another person, this does not 

necessarily mean that they would use such skills in clinical practice (Brody, 2004).  

There are ongoing debates around the conceptualisation and operationalisation of the 

construct of EI (Ciarrochi, Chan & Caputi, 2000) and the evidence-base to support the use 

and measurement of EI is still in its early stages. It is argued that EI may be best understood 

by differentiating between the various models and theoretical underpinnings as opposed to 

comparing tests (Cherniss, 2010). There are many sceptics who argue EI is an “elusive 

concept” (Davies, Stankov & Roberts, 1998) and there is continued necessity for systematic 

research into the construct (Mayer, Caruso & Salovey, 2000).  

Emotional Intelligence in Healthcare 

As EI is recognised as the ability to recognise, understand, control and use emotions, 

it is thought to impact upon levels of job stress and the associated negative consequences 

within the field of healthcare. Whilst there is conflicting research and differences in 

definitions and measures, research has demonstrated a positive association between EI and 

quality of interpersonal relationships, well-being and job performance (Brackett & Caruso, 

2007; O’Boyle, Humphrey, Pollack, Hawver & Story, 2011; Sánchez-Álvarez, Extremera & 

Fernández-Berrocal, 2016), with a stronger association identified in those rob roles with 

increased emotional labour demands (Joseph & Newman, 2010).  

Healthcare staff are often expected to regulate their own emotional displays as well as 

those of their patients. It is suggested that staff who are more emotionally intelligent, are 

better equipped to manage the emotional and social pressures associated with their work. 
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Furthermore, EI is recognised as an important concept in healthcare when considering the 

influence of emotions in decision-making which can impact patient safety, outcomes, and 

quality of healthcare by improving professional-patient interactions (Skarbaliené, Skarbalius 

& Gedrime, 2019).  

Rationale and Aims for Current Review 

The impact of burnout on healthcare staff has shown to have a number of negative 

consequences on staff well-being, patient outcomes and financial pressures on organisations. 

Therefore, the importance of understanding those factors that might protect against and 

reduce levels of burnout in healthcare professionals is highlighted. It is hypothesised that EI 

is a protective factor against burnout vulnerability, as individuals with higher EI are better 

able to evaluate difficult situations as a challenge as opposed to a threat and increases self-

confidence in dealing with such situations (Mikolajczak & Luminet, 2008). There is now an 

increasing evidence base to suggest that it is possible to increase EI thorough specific training 

programme interventions to enhance stress resilience and reduce burnout symptoms (Karahan 

& Yalçin, 2009; Nelis, Quoidbach, Mikolajczak & Hansenne, 2009). However, the 

relationship between burnout and EI has not yet been systematically examined in healthcare 

staff, despite a strong theoretical rationale for a relationship between the two constructs.  

Previous reviews exploring the relationship between burnout and EI in other 

professions, including teachers, have previously been conducted (Merida-Lopez & 

Extremera, 2017) and EI has been shown to reduce occupational stress, negative moods and 

experiences of positive emotional states (Zeidner, Matthews & Roberts, 2012). However, to 

date, there are no reviews which have integrated studies examining the association between 

burnout and EI in healthcare professionals, which is indicative of a substantial challenge to 

future research and possible practical implications.  
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Measures of burnout may be beneficial to identify rates of burnout in healthcare staff 

and also to target interventions for those “at risk” groups. Furthermore, as a key concept in 

the delivery of effective healthcare, EI is recognised as supporting staff to provide more 

patient-centred care which is recognised as a focus of many health care systems universally 

(NHS Department of Health [DOH], 2000). It is therefore suggested that exploring the 

relationship between burnout and EI in healthcare staff is important both clinically and 

organisationally.  

The current review therefore aims to synthesise findings from studies to 

systematically explore whether there is a relationship between EI and self-reported levels of 

burnout in healthcare staff. The focus of the current review was threefold: (1) to explore 

whether burnout is related to EI; (2) to gain a more nuanced understanding of this 

relationship in terms of individual facets and dimensions of EI; (3) to examine what the 

methodological standard of the available evidence is. 

Methods 

Whilst developing the systematic review protocol, the Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses principles were considered (PRISMA; Moher, 

Liberati, Tetzlaff, Altman & Group, 2009). Following these principles, the protocol was 

registered on PROSPERO (see Appendix 1) which is an international prospective register of 

systematic reviews within healthcare (www.crd.york.ac.uk/PROSPERO, CRD42019139841).  

Information Sources 

Preliminary scoping searches were conducted in order to identify appropriate search 

terms and data bases. Five databases in total were used: PubMed, PsychINFO, Web of 

Science, MEDLINE via OvidSP and CINAHL Plus. Search terms were in four categories, 

and were relevant to burnout, EI, types of healthcare workers, and types of healthcare setting, 

as follows: (burnout OR burn-out OR “burn out”) AND (“emotional intelligence” OR 

http://www.crd.york.ac.uk/PROSPERO
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“emotional competence” OR “EQ”) 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*” OR healthcare OR "health care" OR "health setting" OR "health 

organisation" OR "national health service" OR "NHS" OR "health service" OR "medical 

service" OR "medical setting" OR "clinical setting" OR "clinical service").  

Inclusion and Exclusion Criteria 

Following initial scoping searches, the criteria for inclusion and exclusion of studies 

were generated by the primary researcher and corroborated by research supervisors. Studies 

were only included in the review if they met the following inclusion criteria: a) study used 

quantitative methodology and analyses, b) study was of cross-sectional design, c) participants 

were practicing healthcare professionals aged 18 years and above, d) full-text published in 

English and electronically accessible (due to constraints on time and budget), e) validated 

measures of burnout and emotional intelligence were used.  

With regards to criterion b, studies with designs other than cross-sectional were 

excluded in order to facilitate synthesis across studies. With regards to criterion c, whilst no 

healthcare population was excluded, any studies including participants from outside of 

healthcare professions within their findings were excluded from the review. The only 

exception to this was if studies divided their results by healthcare staff and non-healthcare 

professions, in which case studies would be included. Any studies that were not published in 

a peer-reviewed journal were excluded. In addition, studies that included student/trainee 

health care professionals were excluded. It was felt that student experiences may differ 

somewhat given their temporary position as learners.  
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Search Strategy 

Search results were merged using the Clarivate Analytics Endnote X9 reference-

management software (2018). All initial searches were completed by the primary author.  

Duplicates were removed and eligibility was established in two subsequent stages. The first 

stage included screening of article titles and abstracts, and studies that did not meet the 

inclusion criteria were excluded. Twenty percent of articles that were excluded (n=26) 

following title and abstract screening were independently assessed by an independent 

reviewer against the inclusion and exclusion criteria. The second stage included screening the 

remaining full text papers for eligibility against the inclusion criteria. Twenty percent of 

excluded full text papers (n=5) were also independently assessed. Any discrepancies were 

discussed with the wider research team until a consensus was reached.  

Manual searches were undertaken using Google Scholar which identified four 

additional articles, while searching reference lists did not produce any additional relevant 

articles. Databases were searched for studies between 1995 to August 2019, given that the 

term ‘emotional intelligence’ originally began gaining recognition after publication of 

“Emotional Intelligence” by Goleman (1995). Additionally, searches were limited to adult 

participants 18 years and above and to publications appearing in academic journals.  

This process of screening eligible studies is reported using the PRISMA flow chart of the 

study selection process (Moher et al., 2009) (see Figure 1). 

Data Extraction 

To support the aim of the review, data relating to the study characteristics, including 

author, year, study design, healthcare setting, burnout measure and emotional intelligence 

measure, were all extracted. Data relating to participant information was also extracted, 

including number of participants, profession, gender, age (mean and range) as well as 
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summary of the key results pertaining to the relationship between burnout and emotional 

intelligence.  

Quality Assessment 

A number of quality assessment tools were considered for the current review (see 

Appendix 2). The Appraisal Tool for Cross-Sectional Studies (AXIS; Downes, Brennan, 

Williams & Dean, 2016) was identified as the most appropriate tool to assess bias in the 

current review. The AXIS is comprised of 20 items and requires ratings to be provided on 

whether studies met, or did not meet these quality criteria across key methodological areas 

(see Appendix 3). The design specific nature of the tool ensured that all items were relevant. 

Similarly, the tool is presented as a checklist, as opposed to a scale. This allows for a more 

transparent approach to identifying principal and potential sources of bias within a study 

(Sanderson, Tatt & Higgins, 2007) and provides a more comprehensive exploration of studies 

strengths and limitations rather than interpreting a single score. All included studies were 

double-rated by a second reviewer to ensure inter-rater reliability. Ratings from the two 

authors were combined and disagreements on two of the papers were resolved through 

discussion and consensus.  

Data Synthesis and Analysis 

 Results tables were utilised to capture both the extracted data (Table 1) and the 

quality assessment process for each individual study (Table 2). The findings have also been 

narratively synthesised across studies.  

 

Results 

 

Study Selection 

 A total of 13 articles were included in the review (see Figure 1). No additional papers 

were found through hand searching of the reference list of eligible articles. 
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Figure 1. Flow diagram of identified articles 
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Studies included in 
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Types of Healthcare Professionals  

Data extraction of the included cross-sectional studies revealed several groups of 

healthcare professionals working across different clinical settings. Eight studies recruited 

general/psychiatric nurses and nursing assistants or a mixture of the two, across a variety of 

settings. One study also incorporated doctors in the sample (Năstasă & Fărcaş, 2015) and one 

study included certified nursing aides (Molero, Pérez-Fuentes, Gazquez, Simon, & Martos, 

2018). The remaining studies incorporated different healthcare professionals across particular 

settings including learning disability services and rehabilitation. (see Table 1).   

Geographical Location 

Studies were carried out across eight different countries, with Spain being the most 

common with five studies conducted here. Two studies were conducted in Greece and in 

South Africa. One study was conducted in Holland, one in China, one in Romania and one in 

Poland (see Table 1).   
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Table 1  

Data Extracted from Studies Relating to Participant Details and Characteristics 

Authors and Year Professional 

Group and 

Healthcare Setting 

Sample Size (N), 

breakdown by job 

role and response 

rate 

Gender Age Range Age Mean (SD) Measure of 

Burnout 

Measure of 

Emotional 

Intelligence 

Aldaz et al. (2019) Nursing assistants 

working within 

ten Spanish 

nursing homes for 

older adults 

Total 159 

 

Response rate not 

provided 

Female 93.7% 

 

Male not reported 

22-65 42 (9.86) Spanish Version 

of Maslach 

Burnout Inventory 

Human Services 

Survey (MBI-

HSS; Maslach et 

al, 1996). 

Short Spanish 

Version of the 

Trait-Meta Mood 

Scale (TMMS-24; 

Fernández-

Berrocal et al, 

2004). 

 

de Looff et al. 

(2018) 

 

 

 

 

 

 

 

 

 

Nursing staff 

members working 

into four Dutch 

forensic 

psychiatric 

hospitals for 

clients with 

intellectual 

disabilities and 

severe challenging 

behaviour 

 

Total 114 

 

92% response rate 

 

Female 59% 

 

Male not reported 

 

21-59  

 

35.2 (9.7) 

 

Dutch version of 

the Maslach 

Burnout Inventory 

(Maslach & 

Jackson, 1981). 

 

Dutch version of 

Bar-On Emotional 

Quotient 

Inventory (EQ-i; 

Bar-On, 1997). 
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Authors and Year Professional 

Group and 

Healthcare Setting 

Sample Size (N), 

breakdown by job 

role and response 

rate 

Gender Age Range Age Mean (SD) Measure of 

Burnout 

Measure of 

Emotional 

Intelligence 

 

Durán et al. 

(2004) 

 

Professionals 

working at 

institutions in 

Spain for people 

with intellectual 

disabilities 

 

Total 112 

 

24.2% response 

rate 

 

Female 69 

 

Male 42 

 

Undisclosed 1  

 

19-63  

 

33 (8.6) 

 

Maslach Burnout 

Inventory 

(Maslach & 

Jackson, 1981). 

 

Trait-Meta Mood 

Scale (TMMS; 

Salovey et al, 

1995). 

 

Görgens-

Ekermans & 

Brand (2012) 

 

 

 

 

 

 

 

 

 

 

 

 

Nurses working in 

general wards, 

ICU’s and other 

wards including 

maternity, 

paediatric and ER 

in South Africa 

 

Total 220 

 

Registered Nurses 

41.8% 

Enrolled Nurses 

13.9% 

Auxiliary Nurses 

40.2% 

Qualifications not 

reported 4.1% 

55.45% response 

rate 

 

Female 89.3% 

 

Male not reported 

 

Not reported 

 

38.5 (9.26) 

 

Maslach Burnout 

Inventory Human 

Services Survey 

(MBI-HSS; 

Maslach et al, 

1996). 

 

Swinburne 

University 

Emotional 

Intelligence Test 

(SUIET; Palmer & 

Stough, 2001). 
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Authors and Year Professional 

Group and 

Healthcare Setting 

Sample Size (N), 

breakdown by job 

role and response 

rate 

Gender Age Range Age Mean (SD) Measure of 

Burnout 

Measure of 

Emotional 

Intelligence 

 

Hong & Lee 

(2016) 

 

General nurses 

working in a 

university hospital 

in G province 

 

Total 211 

 

Response rate not 

provided 

 

 

Not reported 

 

 

21-49 

 

 

 

32.9 (7.12) 

 

 

 

Burnout Measure-

Short Version 

(BMS; Pines & 

Aronson, 1988). 

 

 

Wong & Law 

Emotional 

Intelligence Scale 

(WLEIS; Wong & 

Law, 2002). 

Koronaiou & 

Antoniou (2018) 

Nursing staff 

working across 

general/dermatolo

gy and oncology 

units within public 

and private 

hospitals in 

Greece 

Total 271 

Oncology 87 

General/dermatolo

gical 184 

 

Public 236 

Private 35  

 

52.7% response 

rate 

Female 224 

(90.4%) 

 

Male 27 (9.96%) 

20-50 Not reported Maslach Burnout 

Inventory 

(Maslach & 

Jackson, 1981). 

Trait Emotional 

Intelligence 

Questionnaire – 

Short Version 

(TEIQue-SF; 

Petrides, 2009). 

 

Molero et al. 

(2018) 

 

 

 

 

 

 

Certified nursing 

aides (CNAs) in 

Andalucía, Spain 

from different 

health centres 

 

Total 278 

 

Temporary 

contracts 199 

(71.6%) 

Permanent 

contracts 79 

 

Female 256 

(92.1%) 

 

Male 22 (7.9%) 

 

21-60 

 

40.88 (9.41) 

 

Brief Burnout 

Survey (CBB; 

Moreno et al, 

1997). 

 

Brief Inventory of 

Emotional 

Intelligence for 

Adults (EQ-i-

20M; Pérez-

Fuentes et al, 

2014). 
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Authors and Year Professional 

Group and 

Healthcare Setting 

Sample Size (N), 

breakdown by job 

role and response 

rate 

Gender Age Range Age Mean (SD) Measure of 

Burnout 

Measure of 

Emotional 

Intelligence 

 (28.4%) 

 

Response rate not 

provided 

 

Năstasă & Fărcaş 

(2015) 

 

Healthcare 

professionals 

including doctors 

and nurses in 

Romania 

 

Total 120 

 

Response rate not 

provided 

 

Not reported 

 

26-52 

 

Not reported 

 

Maslach Burnout 

Inventory 

(Maslach & 

Jackson, 1981). 

 

Emotional 

Intelligence Scale 

(EIS; Schutte et al, 

1998). 

 

Nel et al. (2013) 

 

Staff working in 

hospitals across 

three provinces of 

South Africa 

 

Total 511 

 

Auxiliary Nurses 

20.5% 

Staff Nurses 

12.3% 

Registered Nurses 

49.3% 

Unit Manager 

7.6% 

Process Manager 

0.6% 

Nursing Services 

Specialist 2.2% 

Paramedic 0.2% 

 

Female 96.7% 

 

Male 2.3% 

 

21-65 

 

Not reported 

 

Maslach Burnout 

Inventory Human 

Services Survey 

(MBI-HSS; 

Maslach et al, 

1996). 

 

Emotional 

Intelligence Scale 

(EIS; Schutte et al, 

1998). 
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Authors and Year Professional 

Group and 

Healthcare Setting 

Sample Size (N), 

breakdown by job 

role and response 

rate 

Gender Age Range Age Mean (SD) Measure of 

Burnout 

Measure of 

Emotional 

Intelligence 

Other 5.3% 

 

34.07% response 

rate 

 

Nespereira-

Campuzano & 

Vázquez-Campo 

(2017) 

 

Graduate nurses 

and trained care 

assistants from an 

Emergency 

Department in 

Spain 

 

Total 60 

Graduate Nurses 

36 

Trained Care 

Assistants 24 

68.1% response 

rate 

 

Female 100% 

 

Not reported  

 

45.30 (8.01) 

 

Brief Burnout 

Survey (CBB; 

Moreno et al, 

1997). 

 

Short Spanish 

Version of the 

Trait-Meta Mood 

Scale (TMMS-24; 

Fernández-

Berrocal et al, 

2004). 

 

Pérez-Fuentes et 

al (2019) 

 

Nurses from 

different health 

centres across 

Andalucía, Spain 

 

Total 1307  

 

Temporary posts 

877 (67.1%) 

Permanent posts 

430 (32.9%) 

 

Response rate not 

provided 

 

Female 1104 

(84.5%) 

 

Male 203 (18.5%) 

 

22-60 

 

32.03 (6.54) 

 

Brief Burnout 

Survey (CBB; 

Moreno et al, 

1997). 

 

Brief Inventory of 

Emotional 

Intelligence for 

Adults (EQ-i-

20M; Pérez-

Fuentes, et al 

2014). 

Szczygiel & 

Mikolajczak 

(2018) 

Nurses 

representing 

various care units 

including 

Total 188 

 

68% response rate 

Female 188 

 

Male 0 

23-61 42 (9.43) Oldenburg 

Burnout Inventory 

(OBLI; Demerouti 

et al, 2003) 

Trait Emotional 

Intelligence 

Questionnaire – 

Short Version 
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Authors and Year Professional 

Group and 

Healthcare Setting 

Sample Size (N), 

breakdown by job 

role and response 

rate 

Gender Age Range Age Mean (SD) Measure of 

Burnout 

Measure of 

Emotional 

Intelligence 

cardiology, 

surgery, 

orthopaedics, 

internal medicine, 

anaesthesiology 

and intensive care 

across three 

hospitals in 

Poland 

(TEIQue-SF; 

Petrides, 2009) 

 

Vlachou et al. 

(2016) 

 

Healthcare staff 

working across 

three rehabilitation 

and medical 

centres in Greece 

 

Total 148 

Physiotherapists 

62 

Nurses 45 

Doctors 19 

Speech and 

Language 

Therapists <10% 

Occupational 

Therapists <10% 

81.36% response 

rate 

 

Female 84 

(56.8%) 

 

Male 64 (43.2%) 

 

22-62 

 

Not reported 

 

Maslach Burnout 

Inventory 

(Maslach & 

Jackson, 1981) 

 

Trait Emotional 

Intelligence 

Questionnaire – 

Short Version 

(TEIQue-SF; 

Petrides, 2009) 
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Participant Demographics 

There was a total of 3699 participants across all included studies. Despite including 

participants from differing job roles, three of the studies did not clearly report how many 

participants came from each role (Durán, Extremera & Ray, 2004; Năstasă & Fărcaş 2015; 

Szczygiel & Mikolajczak, 2018), with one study providing only percentages for each job role 

(Nel, Jonker & Rabie, 2013). On further exploration, of those studies that provided details 

about the number of participants from each job role, nursing was the most frequently cited 

professional group and included a total of 2392 participants (64.7%). 

With exception of two studies (Hong & Lee, 2016; Năstasă & Fărcaş, 2015), all 

provided descriptive statistics on gender. Two studies reported that the entire sample was 

female but did not provide an indication that this formed part of their inclusion/exclusion 

criteria (Nespereira-Campuzano & Vázquez-Campo, 2017; Szczygiel & Mikolajczak, 2018). 

Two studies provided an indication as to what percentage of participants were female but did 

not report whether the remaining percentage was made up of male participants, other non-

binary participants, or whether participants chose not to answer this item (de Looff, Nijman, 

Didden & Embregts, 2018; Görgens-Ekermans & Brand, 2012). One study used a 

dichotomous variable to measure gender, reporting that the majority of the sample was 

female (93.7%) (Aldaz, Aritzeta & Galdona, 2019), so it was inferred that the remaining 

percentage consisted of male participants. The remaining papers provided numbers and 

percentages of the males and females in their study indicating that females were in the 

majority across all samples (Koronaiou & Antoniou, 2018) with one study also providing 

information on one participant who chose not to respond (Durán et al., 2004).  

 Mean ages were reported by nine studies and ranged between 32.03 to 45.3, and 11 of 

the 13 studies reported the age range of participants. Across all studies the youngest reported 

age was 19 years (Durán et al., 2004) and the eldest reported age was 65 (Aldaz et al., 2019; 
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Nel et al., 2013). Overall, participants recruited to the included studies comprised of more 

female participants and they were typically aged between 30 and 40 years.  

Measures of Burnout and Emotional Intelligence  

A variety of burnout measures were used throughout the included studies. The 

majority of studies (n=8) used versions of the Maslach Burnout Inventory (Maslach & 

Jackson, 1981), with the original version used in five studies and the Maslach Burnout 

Inventory human services survey (Maslach et al., 1996) used in three studies. The Brief 

Burnout Questionnaire (Moreno-Jiménez, Bustos, Matallana & Miralles, 1997) was used in 

three studies, The Oldenburg Burnout Inventory (Demerouti et al., 2003) was used in one 

study (and one study utilised the Burnout Measure-Short Version (Pines & Aronson, 1988) 

(see Table 1).  

Similarly, a number of EI measurement tools were used, however it was noted that all 

studies used measures of trait EI. The short form of the Trait Emotional Intelligence 

Questionnaire (Petrides, 2009) was used in three studies, the abbreviated Spanish version of 

the Trait Meta-Mood Scale (Fernandez-Berrocal, Extremera & Ramos, 2004) was used in 

two studies, and the full version (Salovey et al, 1995) was used in one study. The Emotional 

Intelligence Scale (Schutte et al., 1998) was used in two studies, the Brief Emotional 

Intelligence Inventory for Adults (Pérez-Fuentes, Gázquez, Mercader & Molero, 2014) was 

used in two studies, and the remaining three studies used either validated Dutch version of 

the EQ-i (Bar-On, 1997), the Wong and Law Emotional Intelligence Scale (Wong & Law, 

2002) or the Swinburne University Emotional Intelligence Test (Palmer & Stough, 2001) (see 

Table 1).  

Quality Assessment Results 

 The AXIS methodology tool was used to explore the methodological quality of each 

study (see Table 2 for a summary of the findings). The quality assessment highlighted that all 
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13 studies clearly reported their aims and designs. The majority of studies provided no 

justification for their sample size, with just one study reporting the results of a power 

calculation. Hong and Lee (2016) did however discuss their sample size in relation to 

structural equation modelling which was used to test their hypothesised model. Eleven 

studies clearly defined their target samples and recruited participants from an appropriate 

population base. The remaining two studies were noted to lack clarity either in relation to the 

types of professionals included in the study (Durán et al., 2004) or lacking information as to 

where participants were recruited from (Năstasă & Fărcaş 2015). Nine of the 13 studies used 

convenience sampling methods with two studies limiting their recruitment to only one 

hospital site (Hong & Lee, 2016; Nespereira-Campzano et al., 2017), all of which raise 

concerns about the reduced generalisability of their findings. The remaining studies all 

recruited participants from a number of health centres, across both public and private 

hospitals which served to reduce the possibility of selection bias (Molero et al., 2018; Nel et 

al., 2013; Pérez-Fuentes, Molero-Jurado, Gázquez-Linares & Simon-Márquez, 2019). It is 

however noted that these studies did not use more official measures of sample 

representativeness therefore the possibility of an unbiased sample cannot be completely 

guaranteed in these cases. The majority of included studies also made no attempt to 

categorise non-responders (n=9). 
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Table 2 

 

Quality Assessment Results from the AXIS tool 

 
 

 
Clear 

aims/object

ives 

Appropr

iate 

design 

Justified 

sample 

size 

Defin

ed 

popul

ation 

Appropr

iate 

populati

on base 

Represent

ative 

selection 

process 

Categor

ise non-

respond

ers 

Outcom

e 

variable

s 

measure
d 

appropri

ate to 

aims 

Outcome 

variables 

measured 

by 

instruments 
previously 

trialled, 

piloted or 

published  

Clear 

what 

determin

ed 

statistica
l 

significa

nce 

Method

s 

sufficie

ntly 

describe
d 

Basic 

data 

adequat

ely 

describ
ed 

Concer

ns 

about 

respons

e rate 

Non-

respon

ders 

adequa

tely 
describ

ed 

Were 

results 

interna

lly 

consist
ent 

Result

s 

present

ed as 

describ
ed in 

metho

ds 

Discussi

ons and 

conclusi

ons 

justified 

Limitati

ons 

discusse

d 

Funding 

sources/co

nflict of 

interest 

Ethical 

approval/co

nsent 

Aldaz et al. 

(2019) 

 Yes 

 

Yes No 

 

Yes Yes No 

 

No 

 

 Yes 

 

Yes Yes Yes Yes NA No Yes Yes Yes Yes No  

 

Yes 

de Looff et 

al. (2018) 

Yes Yes No Yes Yes No 

 

No 

 

No Yes Yes Yes Yes No 

 

No No 

 

Yes Yes Yes No 

 

Yes 

Durán et al. 

(2004) 

Yes Yes Yes No 

 

Yes No 

 

No 

 

Yes Yes Yes Yes Yes Yes No Yes Yes Yes Yes No 

 

No 

 

Görgens-

Ekermans 

& Brand 

(2012) 

Yes Yes No Yes Yes No 

 

No 

 

Yes Yes Yes Yes Yes No 

 

No Yes Yes Yes Yes No 

 

Yes 

Hong & 

Lee (2016) 

Yes Yes Yes Yes Yes No 

 

Yes Yes Yes Yes Yes Yes NA Yes Yes Yes Yes Yes No 

 

Yes 

Koronaiou 

& 

Antoniou 

(2018) 

Yes Yes No Yes Yes No 

 

No 

 

Yes Yes Yes Yes Yes No 

 

No Yes Yes Yes No No 

 

No 

 

Molero et 

al. (2018) 

Yes Yes No Yes Yes Yes No 

 

Yes Yes Yes Yes Yes NA No Yes Yes Yes Yes No 

 

Yes 

Năstasă & 

Fărcaş 

(2015) 

Yes Yes No Yes NA NA No  

 

Yes Yes Yes Yes Yes NA No Yes Yes Yes No No 

 

No 
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Nel et al. 

(2013) 

Yes Yes No Yes Yes Yes No 

 

Yes Yes Yes Yes Yes Yes No Yes Yes Yes Yes No 

 

Yes 

Nespereira-

Campuzan

o & 

Vázquez-

Campo 

(2017) 

Yes Yes No Yes Yes No 

 

No 

 

Yes Yes Yes Yes Yes No 

 

No Yes Yes No Yes No 

 

Yes 

Pérez-

Fuentes et 

al. (2019) 

Yes Yes No Yes Yes Yes Yes Yes Yes Yes Yes Yes NA Yes Yes Yes Yes Yes No 

 

Yes 

Szczygiel 

& 

Mikolajcza

k (2018) 

Yes Yes No Yes Yes No 

 

Yes Yes Yes Yes Yes Yes No Yes Yes Yes Yes Yes No Yes 

Vlachou et 

al. (2016) 

Yes Yes No Yes Yes No 

 

Yes Yes Yes Yes Yes Yes No 

 

Yes Yes Yes No No No 

 

Yes 

Note. NA = not reported. 

 

 

 



PROFESSIONAL QUALITY OF LIFE OF HEALTHCARE STAFF 

 

32 

 

 

 

It is also noted that in relation to rates of attrition and exclusion, some studies referred 

to participants who failed to meet the inclusion criteria (Hong & Lee, 2016), questionnaires 

which had been inappropriately completed (Szczygiel & Mikolajczak, 2018; Vlachou et al., 

2016) or participants responding inappropriately to attention checks or control items (Perez-

Fuentes et al., 2019).  

 All but one of the included studies (n=12) used measures relevant to the aims of the 

study. The remaining study included a measure of job-related stress, but there was no clear 

rationale for its inclusion and it was not referred to in the study aims or hypotheses (de Looff 

et al., 2018).  

Consistent with the inclusion criteria, all studies used validated measures that had 

previously been trialled, piloted or published. However, one study (Görgens-Ekermans & 

Brand, 2012) included a measure which was created on the basis of a pilot study conducted 

by the authors themselves, in the reported absence of alternative measures for assessing self-

reported emotions experienced by nurses. Furthermore, despite not being widely used, two 

studies (Molero et al., 2018; Pérez-Fuentes et al., 2019) used a translation of the validated 

Emotional Intelligence Inventory: Young Version measure (EQ-i-YV; Bar-On & Parker, 

2000) which was subjected to factor analysis by the authors. All 13 studies reported how they 

determined their statistical significance, adequately described their statistical analysis in 

enough detail to allow future replication, and finally all studies sufficiently described the 

basic data pertaining to their results. The majority of studies (n=8) provided a response rate 

which ranged from 24.2% -92% across the articles. The remaining studies did not provide 

information about the response rate, which made it difficult to assess the potential non-

response bias within the presented results (see Table 2). Concerns were raised within two 

studies which had response rates of less than 40% meaning that the possible non-response 

bias was greater within these studies (Durán et al., 2004; Nel et al., 2013).  
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Twelve studies presented their results consistently, providing consistent numbers 

within the text, tables and figures. However, it was noted that de Looff et al. (2018) did not 

meet this criterion as they inconsistently presented the overall sample size. All 13 studies 

presented results for each of the analyses described in the methods, and in 11 studies, the 

conclusions drawn were supported by the results. One of the studies that violated this 

criterion incorrectly interpreted the correlation coefficients (interpreted as positive but 

reported as negative) (Nespereira-Campuzano & Vázquez-Campo, 2017), and the other 

referred to findings in the discussion that were not reported in the results section (Vlachou et 

al., 2016). All but three studies described the limitations of their research and funding sources 

and conflict of interest sources were stated by five studies (Aldaz et al., 2019; de Looff et al., 

2018; Molero et al., 2018; Nespereira-Campuzano & Vázquez-Campo, 2017; Szczygiel & 

Mikolajczak, 2018) however these did not affect the interpretations made by the authors. Ten 

studies were noted to report the ethical approval and consent of participants with two of these 

studies discussing ethical approval but not on informed consent (Molero et al, 2018; 

Görgens-Ekermans & Brand, 2012), one study described consent but not ethical approval 

(Vlachou et al., 2016) and the remaining three articles did not report either (see Table 2). 

Methodology 

 Table 3 provides the data extracted from studies that related to the relationship 

between burnout and EI and the type of statistical analyses used. All but three of the included 

studies used correlational analyses to explore the relationship between burnout and EI. 

However, it was identified that Vlachou et al. (2016) only reported findings of their 

correlations within their discussion and not within their results section making it difficult to 

identify specific correlation coefficients. Six studies used regression analyses to examine the 

relationship between these variables. Two of the studies used moderation models, two studies 
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used structural equation modelling and a mediation model and a t-test was used in one study 

each.  
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Table 3 

Data Extracted from Studies Relating to Key Results 

 
Authors and Year Relationship between Burnout and Emotional Intelligence 

Aldaz et al. (2019) Correlational analyses showed that attention (r = .07; r = -.04) and clarity (r = -

.13; r = -.12) were unrelated to emotional exhaustion (EE) and depersonalisation 

(DP), respectively. Whilst repair was also unrelated to DP (r = -.11) it was 

negatively associated with EE (r = -.14, p = <.05). Clarity (r = .36, p <.01) and 

repair (r = .28, p <.01) were also positively related to personal accomplishment 

(PA). Three hierarchical regressions, each with three steps, showed that after 

accounting for work related factors and alexithymia, the inclusion of dimensions 

of emotional intelligence in step 3 did not significantly improve the overall 

model for EE (R² change = 0.02), DP (R² change = 0.003) or PA (R² change =  

0.044). 

 

de Looff et al. (2018) 

 

 

A moderated mediation analysis identified that the emotional intelligence 

dimension, stress management skill, was a significant moderator in the 

relationship between aggressive behaviour, job stress and burnout. The effect of 

physical aggression (X) on job stress (M) was dependent on the interaction 

between physical aggression (X) and stress management skills (W). This 

interaction was negative and non-significant (p = .055). The effect of 

physical aggression (X) on job-related stress (M) was dependent on the amount 

of stress management skills (W) reported by nursing staff.  

 

Durán et al. (2004) 

 

Correlational analyses showed that attention, clarity and repair were unrelated to 

EE (r =.06; r = -.18; r = -.10) and DP (r =.02; r = -.07; r = -.04) but clarity and 

repair were positively related to PA (r =.25, p<.01; r =.31, p<.01). 

 

Görgens-Ekermans & Brand (2012) 

 

 

Correlational analyses identified that the emotional intelligence dimensions of 

emotional recognition and expression (EREXP), understanding others’ emotions 
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Authors and Year Relationship between Burnout and Emotional Intelligence 

 (UEX), emotional management (EM), emotional control (EC) and global 

emotional intelligence score were positively associated with PA (r = .269, 

p<.05; r = .425, p<.05; r = .319, p<.05; r = .300, p<.05; r = .409, p<.05). EM 

and EC were both negatively related to EE (r = -.307, p<.05; r = -.283, p<.05) 

and DP (r = -.322, p<.05; r = -.236, p<.05). Global emotional intelligence score 

was also negatively to DP (r = -.220, p <.01). A moderated regression analysis 

found weak evidence that high vs low emotional intelligence had a significant 

differential effect on the relationship between stress and EE (β = -0.323, t = -

1.846, p = 0.067). A second moderated regression found strong evidence that 

high vs low emotional intelligence had a significant differential effect on the 

relationship between stress and DP (β = -0.546, t = -2.281, p = 0.024). 

 

Hong & Lee (2016) Correlational analyses showed that total emotional intelligence score and total 

burnout score were negatively associated (r = -.264, p<.001). A structural 

equation model highlighted that burnout was significantly directly affected by 

emotional intelligence (β= -0.29, CR= -3.80).  

 

Koronaiou & Antoniou (2018) Correlational analyses showed that the emotional intelligence dimensions 

wellbeing, self-control, emotionality and sociability, as well as global emotional 

intelligence score were negatively associated with EE (r = -.281, p <.01; r = -

.230, p <.01; r = -.243, p <.01; r = -.354, p <.01; r = -.387, p <.01) and DP (r = -

.214, p <.01; r = -.254, p <.01; r = -.270, p <.01; r = -.227, p <.01; r = -.328, p 

<.01) and positively associated with PA (r = .348, p <.01; r = .294, p <.01; r = 

.307, p <.01; r = .293, p <.01; r = .420, p <.01). 

 

Molero et al. (2018) 

 

 

Correlational analyses showed that all emotional intelligence dimensions 

including intrapersonal, interpersonal, stress management, adaptability and 

mood were negatively related to burnout (r = -.26, p <.001; r = -.29, p <.001; r = 

-.32, p <.001; r = -.34, p <.001; r = -.41, p <.001). A logistic regression model 

showed that stress management was the best predictor of burnout (β = -0.215, p 

= 0.012). 
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Authors and Year Relationship between Burnout and Emotional Intelligence 

 

Năstasă & Fărcaş 

(2015) 

 

Correlational analyses showed that global emotional intelligence score was 

negatively associated with PA (r = -.451, p <.01). 

Nel et al. (2013)  

Structural equation modelling for the variables of emotional intelligence 

(including own emotions, positive emotions, emotional management and others 

emotions), job characteristics (including job demands and resources, task 

freedom and staff support), and work wellness (including burnout and 

engagement) highlighted significant paths between job demands and job 

resources; job demands, emotional intelligence and work wellness and job 

resources, emotional intelligence and work wellness. The paths showing the 

indirect effects of (i) job demands and (ii) job resources on work wellness, 

through emotional intelligence, were significant.  

  

 

Nespereira-Campuzano & Vázquez-Campo (2017) Correlational analyses showed that the emotional intelligence dimension clarity 

was negatively related to PA (r = -.277, p <.05). T-Tests found that participants 

who achieved scores within the ranges of normality for emotional intelligence 

showed significantly lower scores in the burnout syndrome elements and vice 

versa. A significant relationship was identified between clarity and personal 

accomplishment (p = 0.04) and between repair and depersonalisation (p = 0.01). 

 

Pérez-Fuentes et al (2019) Correlational analyses showed that all emotional intelligence dimensions 

including intrapersonal, interpersonal, stress management, adaptability and 

mood were negatively associated with burnout (r = -.26, p <.001; r = -.26, p 

<.001; r = -.36, p <.001; r = -.22, p <.001; r = -.22, p <.001; r = -.34, p <.001). 

A logistic regression model showed that of the emotional intelligence elements, 

stress management was the best predictor of burnout (β = -.311, p < .001). 
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Authors and Year Relationship between Burnout and Emotional Intelligence 

Szczygiel & Mikolajczak (2018) Correlational analyses showed that global emotional intelligence score was 

negatively related to emotional exhaustion (r = -.30, p <.001), disengagement (r 

= -.36, p <.001) and global burnout score (r = -.36, p <.001). A moderated 

hierarchical regression with three steps showed that the addition of emotional 

intelligence accounted for additional variance in burnout scores after accounting 

for control variables and negative and positive emotions experienced at work (R² 

change = 0.02, p <.05), with higher EI associated with lower burnout (β = -.18, p 

= <.05). 

 

Vlachou et al. (2016) A simple linear regression with only one step, showed that the addition of global 

emotional intelligence score explained a significant proportion of the variance in 

burnout (R² change = 0.082, p < .001), with lower global intelligence score 

associated with higher burnout (β = -.296, p < 001). A multiple linear regression 

with only one step, showed that the addition of four factors of emotional 

intelligence (including well-being, self-control, emotionality and sociability) 

explained a significant proportion of the variance in burnout (R² change = 0.102, 

p = 0.001). The emotional intelligence dimensions self-control (β = -.180, p = 

.067) and emotionality (β = -.297, p = .005) were negatively associated with 

burnout and wellbeing (β = .079, p = .448) and sociability (β = .036, p = .708) 

were positively associated with burnout. A final multiple linear regression using 

the stepwise method showed that the addition of the emotional intelligence 

factors of well-being, self-control, emotionality and sociability, explained a 

significant proportion of the variance in burnout (R² change = 0.099, p <.001). 

Emotionality was identified as the most important predictive factor, with higher 

emotionality associated with lower levels of burnout (β = -.325, p <.001). 

Note: EE = Emotional Exhaustion, DP = Depersonalisation, PA = Personal Accomplishment 
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Burnout and emotional intelligence relationship with total scores 

 Whilst conducting correlational analyses, three studies found a negative relationship 

between a total score of burnout and a total score of EI with two of these studies identifying a 

significant relationship. The strength of these correlations ranged from r=-.264 (Hong & Lee, 

2016) to r=-0.36 (Szczgiel & Mikolajczak, 2018) indicating a small correlation between 

burnout and EI within these studies. All studies that examined the relationship between total 

scores of burnout and EI showed that EI was associated with lower levels of burnout.  

Burnout subscales with emotional intelligence total scores 

 Given the nature of the burnout construct, it is imperative to explore how the 

individual facets of burnout relate to EI. Four studies examined the association between 

different subscales of burnout with a total EI score. Szczgiel and Mikolajczak (2018) found a 

relationship between EI and different facets of burnout, with burnout showing to be 

negatively correlated to the exhaustion and disengagement subscales.  

Of those studies using the MBI to assess burnout, specifically the relationship 

between the three burnout subscales (emotional exhaustion, depersonalisation and personal 

accomplishment) and total EI score, an inconsistent pattern emerged. Koronaiou and 

Antoniou (2018) reported a significant negative correlation of EI with emotional exhaustion 

and depersonalisation, and a significant positive correlation with personal accomplishment. 

These findings suggest that higher levels of EI are related to lower levels of burnout across 

the subscales. Görgens-Ekermans and Brand (2012) partially replicated these results, finding 

a significant positive correlation between total EI score and personal accomplishment and a 

significant negative correlation with depersonalisation. Whilst they identified a negative 

correlation between EI and emotional exhaustion, this result was non-significant. This non-

significant correlation was in the same direction as Koronaiou and Antoniou (2018), although 

a power analysis was not conducted and the study may have been underpowered to detect 
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some of the smaller effects. It is noted that the significant correlation reported by Koronaiou 

and Antoniou (2018) was better powered and may therefore represent a better estimate of the 

true size of the effect. Năstasă and Fărcaş (2015) also utilised the MBI and reported a non-

significant negative correlation of emotional exhaustion with EI. However, their results 

differed to the previous two studies who also used the MBI, in that the direction of the 

relationship between EI and depersonalisation was positive, and they also found a significant 

negative relationship between EI and personal accomplishment.  

In those studies that examined the relationship between burnout subscales and a total 

EI score, the majority found that EI was generally associated with lower levels of emotional 

exhaustion and depersonalisation and higher levels of personal accomplishment, with the 

exception of Năstasă and Fărcaş (2015) who found findings for depersonalisation and 

personal accomplishment in the opposite direction.  

Burnout total score with emotional intelligence subscales 

 Two studies directly correlated global burnout score with different EI subscale scores 

and both found a significant negative correlation between burnout and the sub-scales of EI 

including intrapersonal, interpersonal, stress management, adaptability and mood. 

Furthermore, de Looff et al. (2018) calculated burnout as the total score of the emotional 

exhaustion and depersonalisation subscales of the MBI and identified that only stress 

management skill as part of the EI measure moderated the relationship between aggressive 

behaviour, job stress and burnout. They found that those who identified as having better 

stress management skills, reported lower levels of job stress and higher levels of stress were 

associated with higher levels of burnout.  

In those studies that explored the association between global burnout score and 

subscales of EI, found that EI was associated with lower levels of burnout.  
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Burnout subscales with emotional intelligence subscales  

Five of the 13 studies included correlations between individual subscale scores for 

burnout and for EI. Three studies provided correlations between three subscale scores on the 

three individual sub-scales on the TMMS and three dimensions of burnout as measured by 

the MBI. Two of these studies identified a significant positive correlation between the EI 

subscales of clarity and repair and the personal accomplishment dimension of burnout (Aldaz 

et al., 2019; Durán et al., 2004). Whilst Aldaz et al. (2019) also identified a significant 

positive relationship between personal accomplishment and attention and a significant 

negative relationship between the repair subscale and emotional exhaustion dimension of 

burnout, such results were not replicated by Durán et al. (2004). It was also noted that the 

direction of the relationship between these variables in the third study is somewhat 

ambiguous due to conflicting information detailed in the paper (Nespereira-Campuzano & 

Vázquez-Campo, 2017). Whilst the narrative reported that clarity positively correlated with 

personal accomplishment, the reported correlation showed that this relationship was in fact in 

the reverse direction. It is therefore difficult to state with certainty whether the reported 

correlation scores were reversed or if the narrative was reported incorrectly. They also found 

a significant relationship between repair and depersonalisation. The remaining two studies 

both identified significant positive correlations between the personal accomplishment 

dimension of burnout and all but one subscale of their EI measures. Furthermore, both papers 

found significant negative correlations between emotional exhaustion and depersonalisation 

dimensions of burnout and a number of the subscales of EI, with the strength of these 

correlations ranging between r= -.230 and r= 378 (Görgens-Ekermans & Brand, 2012; 

Koronaiou & Antoniou, 2018).  

All studies that examined relationships between burnout subscales and different 

components of EI showed that higher EI was generally associated with lower levels of 
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burnout with the exception of Durán et al. (2004) and Nespereira-Campuzano & Vázquez-

Campo (2017) who found mostly non-significant results and findings in the opposite 

direction.  

Results from regression analyses  

 Six studies used regression analyses to explore the strength of predictor variables on 

burnout, and also to examine how EI affected burnout in healthcare staff. Two studies utilised 

a global score of EI (with one of these studies also including subscale EI scores). Görgens-

Ekermans and Brand (2012) attempted to explore whether an interaction effect would exist 

when the impact of occupational stress was dependent upon EI. They therefore developed a 

dichotomous variable labelled ‘EI-Low-High’ with the median as the reference point. Trait EI 

emerged as a significant predictor of burnout using a global score of EI, with higher trait EI 

associated with lower burnout. It was also reported that interactions between negative 

emotions and trait EI accounted for a significant amount of the variance in burnout 

(Szczygiel & Mikolajczak, 2018). Similarly, in a model where total EI score was regressed 

onto burnout, the model showed that greater emotional intelligence was associated with 

significantly lower levels of burnout (Vlachou et al., 2016). Furthermore, Görgens-Ekermans 

and Brand (2012) found that EI had a moderating effect on the stress-burnout relationship, 

with their results suggesting that the moderator effect was slightly weaker for emotional 

exhaustion than for depersonalisation.  

 In terms of EI subscales and how they accounted for the variance in burnout, stress-

management emerged as the most efficient predictor of burnout. Individuals who were 

identified as having the highest risk of burnout, were those who had medium to high levels of 

stress-management and low levels of interpersonal skill, as measured by an EI tool (Pérez-

Fuentes et al., 2019). Similarly, another study which included the same subscales of EI 

(intrapersonal, interpersonal, stress management, adaptability and mood), found that stress 
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management predicted lower levels of burnout with the largest effect size (Molero et al., 

2018). In a study which included the EI subscales of well-being, self-control, emotionality 

and sociability, it was identified that the overall models were significant and accounted for 

10.2% of the variability in burnout when using the “enter” method and 9.9% when using the 

“stepwise” method, with emotionality identified as the factor which best predicted lower 

levels of burnout (Vlachou et al., 2016). Further, a study which reported three separate 

regressions to examine the association and explanatory ability of alexithymia with respect to 

the three dimensions of burnout, identified that none of the EI variables of clarity, attention or 

repair added incremental validity to emotional exhaustion, depersonalisation and personal 

accomplishment, whilst accounting for demographic variables including level of education, 

shift work and work experience (Aldaz et al., 2019).  

In those studies which included subscale scores of both burnout and EI, both 

correlation and regression analyses indicated an overall pattern for subscale scores to be 

related to burnout in the expected direction. Some non-significant results were identified 

between the burnout dimensions of depersonalisation and emotional exhaustion and attention, 

clarity and repair subscales whilst the personal accomplishment dimension of burnout was 

significantly positively associated with all emotional intelligence subscales in the majority of 

included studies. The findings therefore suggest that higher EI may be associated with an 

increased propensity to make positive evaluations of one’s clinical work. Such results may 

also suggest that the negative dimensions of burnout are less likely to be related to particular 

subscales of EI however this interpretation is given with caution due to the limited studies 

which have reported on these specific subscales.
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Discussion 

A review of the literature reporting on the relationship between burnout and EI was 

conducted to identify whether interventions and training that increase EI might support health 

organisations to reduce burnout symptoms and improve staff wellbeing. This review 

systematically reviewed 13 articles published between 2004 and 2019, across professional 

groups, clinical settings and countries, examining the relationship between EI and burnout in 

an effort to advance understanding of the current position of healthcare populations.  

The first two aims of the review were to explore whether there was a relationship 

between burnout and EI within the healthcare staff population and secondly, to identify the 

nature of this relationship. The majority of studies identified a negative relationship between 

burnout and EI which suggests that higher levels of EI are related to lower levels of perceived 

burnout in healthcare staff. Whilst this relationship was found to be fairly consistent across 

professional groups, the size and significance of reported correlations were somewhat mixed, 

with eight studies reporting moderate correlations (Cohen, 1992). It was noted that none of 

the studies found a large correlation between these two constructs which suggests that whilst 

a relationship between burnout and EI exists, the strength of this relationship may be 

questioned.  

From closer exploration of those studies that reported global scores of EI or burnout, 

the majority identified a significant negative relationship with burnout which was in the 

anticipated direction. This supports the view that higher levels of EI are to some extent, 

protective against perceived burnout. It is hypothesised that individuals with higher levels of 

EI are better able to appraise stressful situations as a challenge as opposed to a threat and are 

more confident in their abilities to manage such situations (Mikolajczak & Luminet, 2008). 
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All five studies that reported on relationships between individual subscales of EI and 

burnout identified positive relationships between EI subscales and personal accomplishment. 

This suggests that greater EI is associated with an increased propensity to make positive 

interpretation of ones work with clients. Results were consistent across all studies for the EI 

subscales of clarity and repair which have previously been shown to predict psychological 

and interpersonal functioning in a positive direction (Extremera & Fernández-Berrocal, 

2002). These findings support previous research showing that the EI subscale attention as 

measured by the Trait Meta-Mood Scale (Salovey et al., 1995) is not a consistent predictor 

factor and is often associated with negative mental health outcomes (Palmer, Donaldson & 

Stough, 2002). Such results provide support for the view that personal accomplishment is 

related more closely to resource as opposed to demand correlates. It is argued that demands 

result in physical and emotional exhaustion, whereas resources support an individual to 

overcome defensive coping and increase their self-efficacy (Hobfoll & Freedy, 1993). It 

indicates that EI is a personal resource which enables more positive perceptions of self-

efficacy and self-appraisal at work (Lee & Ashforth, 1996). Concerns have previously been 

raised about the interpretation of personal accomplishment alongside the other two 

dimensions of the MBI including emotional exhaustion and depersonalisation (Gil-Monte, 

2005), with several studies indicating that reduced levels of personal accomplishment should 

not be understood as a precursor or consequence of burnout and that it has a far less 

prominent rose in explaining burnout (Bakker, Demerouti & Verbeke, 2004; Maslach et al., 

2001). 

The relationship between individual EI subscales and the burnout dimensions of 

emotional exhaustion and depersonalisation were however less clear. Only three of the five 

studies which reported relationships between individual subscales for both EI and burnout, 

identified a negative relationship of EI with emotional exhaustion and depersonalisation. 
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Such findings suggest that caution should be taken around the interpretation of the 

relationship between individual subscales of burnout and EI. Furthermore, not all studies 

included within the review reported on individual subscales. Thus, in order to gain a better 

estimate of the true effect, future studies should consistently report results for subscales of 

both EI and burnout.   

The third aim of the review was to examine the methodological standard of the 

included studies. The studies included within the review demonstrated various 

methodological issues, as demonstrated in the results of the quality assessment. All studies 

adequately stated their aims and design, utilised validated tools to measure their variables of 

interest and described their statistical analyses in a way that would be replicable. The 

majority of studies recruited participants from a number of hospital sites and therefore 

allowed increased representativeness of the population of healthcare workers under 

consideration. It was however observed that a number of the studies were limited by 

convenience sampling methods and failed to address the potential sampling bias as part of 

their limitations. Such biased sampling is likely to have reduced the external validity of these 

studies (Aldaz et al., 2019; Koronaiou & Antoniou, 2018; Năstasă & Fărcaş, 2015; Pérez-

Fuentes et al., 2018; Vlachou et al., 2016). Furthermore, the majority of articles recruited 

participants from general health hospitals and there were limited papers which explored the 

relationship between burnout and EI in learning disability, mental health or forensic services. 

Furthermore, a power calculation was only reported in one study. This made it difficult to 

gauge whether the remaining studies were underpowered. Some authors have suggested that 

small sample sizes are associated with inflated effect sizes and therefore some cautioned 

needs to be urged when interpreting the results of these studies (Kühberger, Fritz & Scherndl, 

2014). 
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Despite the majority of studies including both male and female participants, the 

majority of the participant pool across all studies were female. This could support the 

argument that the evidence base, particularly for nurses, is gender biased, with researchers 

oversampling females (Polit & Beck, 2013), and therefore limits the generalisability of 

findings. However, the majority of participants in the current review were nurses (n=2393) 

and statistics support that females continue to account for the majority within the nursing and 

midwifery professions (Östlin, 2006), suggesting that the findings of the current review are in 

fact representative. Response rates ranged significantly from 24.2% to 92% with nine studies 

not adequately describing the characteristics of non-responders. The limited response rates 

across a number of studies is indicative of an increased risk of non-response bias and 

suggests that the quality of the reporting and design may have been limited. Similarly, whilst 

the review attempted to explore the relationship between EI and burnout across different 

professional groups, it is noted that the majority of the sample is made up of nurses and 

therefore the generalizability of findings to other healthcare contexts should be done with 

some caution. 

The review does provide support that the negative relationship between EI and 

burnout is cross-cultural given that studies were conducted across various countries and 

continents. It is however important to highlight that English was not the first language in any 

of the countries in which the studies were conducted and five of these studies did not provide 

information about adaptation or translation of the measures. Research suggests that cultural 

and language differences can influence participants responses and subsequently the 

interpretation of self-report measures (Bowling, 2005). Whilst burnout as a concept within 

health professions remains a cross-culturally relevant topic, the language used to express or 

define burnout and its dimensions do not always culturally exist or the concept itself may be 

viewed as culturally offensive. Researchers should take care when selecting measurement 
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tools which have been cross-culturally translated and evaluated prior to use (Squires, et al., 

2014). Similarly, research has shown that cultural dimensions can influence the cross-cultural 

application of a self-report EI measure and cultural dimensions have shown to be an 

important factor which should be accounted for in the global assessment of EI (Ekermans, 

2009).  

The importance of reflecting on impact of external influences that may have 

contributed to the risk of burnout is also highlighted. Occupational stress was accounted for 

within four studies and has previously been identified as a significant risk factor for burnout 

in healthcare staff (Gosselin, Bourgault & Lavoie, 2016). Such findings suggest that the 

greater the perceived level of stress, the higher emotional exhaustion and depersonalisation 

and reduced personal accomplishment in healthcare professionals. Similarly, previous 

research has highlighted the importance of emotional labour within healthcare environments, 

whereby staff are often expected to express positive emotions and mask negative emotions. 

This can increase feelings of emotional distance and inauthenticity and in turn increase 

burnout (Diefendorff, Erickson. Grandey & Dahling, 2011). Two studies accounted for the 

impact of negative emotions experienced at work and found that the risk of developing 

burnout is heightened in those who lack EI, and EI has also been found to mediate the 

relationship between emotional labour and burnout (Hong & Lee, 2016; Szczygiel & 

Mikolajczak, 2018). These findings have implications for healthcare organisations in 

supporting their staff to increase their EI skills and reduce the intensity, frequency and 

duration of negative emotions experienced at work. In support of this conclusion, Shahid, 

Stirling & Adams (2018) found that by improving the EI of physicians through an 

educational intervention, their overall wellness scores increased which may reduce the risk of 

developing burnout in future.  
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Other confounding variables of the relationship between burnout and EI that were 

identified included job characteristics (such as job tasks, demands and resources). In the 

current review, health professionals identified job characteristics, for example insufficient 

staff numbers, work overload, shift work and lack of autonomy, as the second most stressful 

factor behind the organisation (Nespereira-Campuzano & Vázquez-Campo, 2017). Similarly, 

Nel et al. (2013) identified a significant path from job demands to EI and from EI to work 

wellness. These results suggest that those staff with increased ability to understand or manage 

their own or others’ emotions are better able to cope with their varying working demands, 

and as a consequence are less likely to develop burnout. This supports the idea that healthcare 

staff who have increased levels of EI can prevent levels of burnout by supporting staff to 

manage their job demands better (Rodriquez, 2004). However, it is of note that all included 

mediation studies are cross-sectional in nature. Hence, they are only able to infer a causal 

relationship but the temporal order of variables is not present in the analysis therefore it is 

unclear as to whether the order of the variables should be reversed.  

Previous literature has also identified that specific demographic variables such as 

gender, age, marital status and level of education, have been linked with increased risk of 

burnout. Five studies failed to comment on the relationship of the possible confounding 

demographic variables (de Looff et al., 2018; Durán et al, 2004; Hong & Lee, 2016; Nel et 

al., 2013; Szczygiel & Mikolajczak, 2018) therefore despite the distinct relationship 

identified between burnout and EI, the strength of this relationship may vary depending upon 

sample characteristics.  

Strengths/Limitations  

One key strength was that the current review followed a protocol based on the 

PRISMA guidelines (Moher et al., 2009). Similarly, the chosen quality assessment tool 

allowed for literature to be systematically assessed with a validated measure specifically for 
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cross-sectional designs. It is however noted that there were methodological weaknesses 

associated with the assessment tool given the limited inter-rater reliability and its limited 

application within the field and therefore limitations of the conclusions from the review are 

acknowledged.  

The current review enabled the opportunity to report on up-to-date research on the 

relationship between burnout and EI in healthcare staff and to identify those factors which 

made it difficult to reach a clear conclusion about this relationship in the 13 reviewed articles. 

Despite the fact that additional relevant articles may have been identified through the 

inclusion of grey literature, a decision was taken to only include peer reviewed studies to 

maximise the overall quality of studies included. Additionally, as part of the search strategy, 

reference lists from relevant papers were also reviewed which provided some assurance that 

all available studies at the time of searching had been identified. There were some potential 

limitations associated with the chosen search strategy. These included the decision to not 

expand the EI construct to include other similar terms. It was however agreed that due to the 

broad nature of the construct, limiting the search terms allowed for a more thorough and 

specific review of the literature. Similarly, a decision was made to search for literature 

published from 1995. Whilst it is possible that some studies were missed given that the term 

was initially coined in 1990 (Salovey & Mayer, 1990), it was felt that the term only gained 

popularity among researchers following the publication of Emotional Intelligence by Daniel 

Goleman in 1995, which therefore gave a clinical rationale for the current search strategy. 

Although the aim of this review was to provide a narrative synthesis, the review may 

have benefitted from the calculation of a meta-analytic effect size for the relationship 

between EI and burnout. However, high levels of heterogeneity across the different measures 

of emotional intelligence and burnout, would have posed considerable problems for 
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calculating a meta-analytic effect size across scales/sub-scales that tap into a variety of 

constructs that varied in their degree of conceptual overlap.  

A further limitation is the decision to limit the inclusion of studies of cross-sectional 

design only as such studies can only provide correlations and cannot provide a precise causal 

relationship between these two facets. Through the inclusion of studies of other 

methodological designs such as intervention or longitudinal studies, this may have yielded 

additional relevant articles which were able say with greater certainty whether higher EI 

causes less burnout, or if burnout impacts on EI as well as provide additional information not 

obtained through self-report measures alone. Furthermore, the current review was limited to 

quantitative articles, the inclusion of qualitative or mixed methods articles may have provided 

a more comprehensive understanding of the relationship between burnout and EI within 

healthcare professionals.  

The review included studies which utilised various measures of burnout and EI based 

on different theoretical positions, hence limiting the direct comparisons across studies. 

Despite this, it is argued that those concepts within the different measures of EI have a 

number of conceptual overlaps and measure facets based on the work by Mayer and Salovey 

(Mayer & Salovey, 1997). It was felt that by limiting articles to those using particular 

measures may have biased results, particularly as studies with smaller budgets may not have 

had funds available for commercially available measures (such as the MBI and TEIQue). 

Furthermore, the current review identified similar findings between burnout and EI, 

irrespective of the type of EI and burnout measure used. 

Clinical Implications and Suggestions for Future Research  

The current review provides evidence that across a range of professional disciplines, 

staff are reporting a number of factors that are detrimental to working in a care-giving 

capacity, including a reduced sense of personal effectiveness, increased emotional exhaustion 
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and a need to depersonalise their relationships with others (Point of Care Foundation, 2017). 

It is therefore vital that healthcare providers are aware of the perceived level of burnout that 

their staff are experiencing and understand the possible impact not only on staff wellbeing, 

but also on their patients and the quality of care they receive.  

  Given the many negative consequences which have been associated with burnout in 

healthcare professionals, working to understand the possible antecedents has become an area 

of interest for the Government and healthcare organisations as a way of developing 

preventative measures for staff. For example, Health Education England (2019) have 

developed a report emphasising the negative impact of high levels of emotional labour 

involved in healthcare roles which has previously been shown to result in increased stress and 

higher risk of developing burnout (Ashforth & Humphrey, 1993; Morris & Feldman, 1996).  

 The findings of the current review highlight a number of clinical implications 

which can be considered from an individual, team and organisational level. Focusing on 

implications at an individual level, a key finding of the current review was the evidence 

supporting a negative relationship between burnout and EI among healthcare professionals. 

Higher levels of EI have been found to impact psychological ownership, burnout symptoms 

and caring behaviour of health professionals (Kaur, Sambasivan & Kumar, 2013). Attempts 

to increase EI may therefore prove beneficial for healthcare staff and improve the care they 

deliver, consistent with a patient centred approach (Adamson, 2013). The findings support 

the predictive nature of EI subscales of clarity and repair, suggesting that healthcare 

professionals with reduced abilities in clarifying and repairing their emotional state should be 

specifically targeted by interventions that seek to improve their emotional strategies for 

managing work stressors. Similarly, the positive relationship identified between EI subscales 

and personal accomplishment suggests that individuals’ ability to understand, express and 

appropriately regulate their emotions within a healthcare setting may increase constructive 
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self-evaluations which are likely to increase feelings of achievement, competence and 

confidence in their working abilities (Görgens-Ekermans & Brand, 2012). The review also 

provides implications for the practice of clinical psychologists whom regularly offer clinical 

supervision across professional disciplines. The review supports the idea that supervisors 

should adopt a style of supervision that teaches supervisees about the importance of EI 

capabilities, and that promotes self-reflection in relation to awareness and learning to increase 

knowledge and innovation and the development of positive therapeutic relationships 

(Akerjordet & Severinsson, 2010). 

The review findings also support the development of intervention at a team level. This 

may include supporting teams to incorporate awareness of EI skills and abilities as part of 

group reflective practice or team supervision, to promote wellbeing and reduce workplace 

related stress. Teams may benefit from sharing of knowledge and resources to minimise the 

impact of organisation pressures across services and to learn from the positive outcomes of 

such interventions as well as how to overcome any barriers to implementation. 

Further, a review by Public Health England exploring preventative measures of 

reducing burnout and occupational stress also identified that alongside individual level 

interventions (such as staff training and workshops), characteristics of the organisational 

culture and working practices should also be considered when seeking to reduce stressors and 

factors which may result in burnout (Public Health England, 2016). Further research is 

recommended to understand which professional and demographic groups are most at risk of 

burnout so that interventions may be tailored to and targeted towards these specific groups.  

Furthermore, based on the findings of these studies, it is proposed here that healthcare 

organisations may benefit from the inclusion of social and emotional competencies as part of 

their training to progress the longer-term occupational health and well-being of their staff. 

Training programmes may increase levels of EI by supporting staff not to ruminate on 
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negative emotions, to maintain a positive outlook in oneself and others and to be able to 

effectively manage strong emotions. All of these skills may promote the development of 

personal and social coping resources among staff and enhance the quality of interpersonal 

relationships. EI training may be useful to reduce the burnout experienced by healthcare staff, 

particularly in situations where burnout occurs as a symptom of wider organisational and 

societal factors that are difficult to address in the current political climate. Further evaluation 

research will be useful to establish the success of EI training programmes in specific 

healthcare staff groups to improve staff-wellbeing.  

It is, however, noted that due to the nature of the studies included in the current 

review, the identified recommendations are based solely on a trait perspective of EI. It is 

recognised that there are other ways to conceptualised EI which may impact the ways in 

which EI is targeted at an individual, team and organisational level.  

The review emphasises the importance of identifying confounding and mediating 

variables which can contribute to increased risk of burnout in healthcare professionals. In 

particular, the significance of occupational stress in the relationship between burnout and EI 

is highlighted. It is important to consider factors such as work environments, workloads, level 

of job control and limited resources when implementing preventative intervention strategies 

which may mitigate against both inter and intra-personal factors to successfully reduce and 

prevent symptoms of burnout. Longitudinal and intervention studies would be useful to 

establish the casual effects of EI on burnout and whether burnout also has a negative effect 

on EI. Similarly, future research should address the limitations identified within the current 

review such as studies which have larger sample sizes which can demonstrate statistical 

analyses which are adequately powered.  
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Conclusions 

In conclusion, despite extensive research into the two dimensions of burnout and EI, 

no previous systematic review of the relationship between these two variables within 

healthcare professionals was identified. The findings of the current review, supports previous 

literature which have highlighted the importance of identifying those factors that reduce 

burnout in healthcare staff, specifically through increasing levels of EI. Of the 13 papers 

included within the review, a fairly consistent negative relationship was identified between 

the global factors of burnout and EI. The review highlights the need for health organisations 

to explore ways they can support staff to improve their levels of EI, given the identified 

impact this can have on reducing levels of burnout. It is suggested that doing so will have a 

multitude of benefits not only for individual staff members but for wider organisational 

systems. It is however noted that the nature of the relationship between individual 

components of burnout and EI is less clear and further research is required to explore the 

nature and strength of these individual relationships as well as to establish which specific 

subscales of EI are most significant in the reduction of burnout symptoms. The review also 

highlights the importance of confounding factors such as occupational stress in mediating and 

moderating the relationship between burnout and EI. Longitudinal studies may be useful to 

establish the complex intensity and relationship between these variables as a way of better 

understanding the determinants of burnout to ensure the well-being of healthcare 

professionals.  A wider approach is required to explore the organisational culture in which 

healthcare is delivered and to see whether taking an emotionally intelligent approach to work 

can reduce overall levels of stress and burnout.  
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Abstract 

 

Aim. The current study examined the relationship of emotional intelligence, emotion 

regulation strategies and trauma-related symptoms with professional quality of life in forensic 

healthcare staff.   

Methods. In this cross-sectional study, a sample of 100 forensic healthcare staff completed a 

series of questionnaires comprising of the Professional Quality of Life Scale, the Los Angeles 

Symptom Checklist, the Trait-Meta Mood Scale, the Emotion Regulation Questionnaire and a 

personal demographic form.  

Results. Self-reported post-traumatic stress symptoms were a significant predictor of 

professional quality of life, specifically higher levels of burnout and compassion fatigue and 

lower levels of compassion satisfaction. Emotional clarity, a component of emotional 

intelligence, was also identified as a significant predictor of lower levels of burnout and 

compassion fatigue. Emotion regulation strategy did not add any incremental validity to the 

regression models. 

Conclusion. The findings add to existing literature concerning specific relationships among 

post-traumatic symptoms, emotional intelligence, emotion regulation and professional quality 

of life. It expands on previous research highlighting that higher post-traumatic symptoms 

result in reduced compassion satisfaction and increased burnout and compassion fatigue 

which hold a number of negative consequences for the individual, the organisation and 

quality of patient care. Further research is required into the interplay between interpersonal 

and organisational factors in predicting quality of life in this population. 

Keywords: professional quality of life, forensic, staff, emotional intelligence, emotion 

regulation, trauma-symptoms 
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Introduction 

Staff working within healthcare settings are facing increasing pressures and demands 

within their work environment. The National Health Service (NHS) in the United Kingdom 

(UK) is coming under increasing pressure and is part of a complex, financially challenged 

healthcare environment (Point of Care Foundation, 2017). Healthcare organisations are 

increasingly characterised by a task-focused culture, one which prioritises the evaluation of 

outcomes and benchmarking in order to provide care at the lowest possible cost and highest 

levels of proficiency (Maben, 2008). As a result of cuts to funding and poor workforce 

planning over the last decade, staff are expected to deliver increasingly high standards of care 

and to work more intensely to protect patient care, whilst under enormous strain and 

struggling to recruit, train and retain enough staff (Bottery, Evans & Charlesworth, 2019, pp. 

117-125). Due to these increasing work demands, work-related stress remains an ongoing 

challenge for healthcare organisations and affects employee’s health and well-being. Work-

related stress can result in many adverse consequences for healthcare organisations including 

increased staff turnover and staff sickness (Sutherland & Cooper, 1990). It is anticipated that 

reducing the levels of sickness absence could provide an annual saving of £555 million to the 

NHS (NHS Health and Well-being Review, 2009).  

Additionally, work-related stress has been shown to impact the care which is 

delivered to patients (Laschinger & Leiter, 2006). As a result of impaired job performance, 

employees with increased levels of work-related stress may be less empathic, collaborative 

and attentive which may see a reduction in patient satisfaction and increased medical errors 

(Barnett, Gareis, & Brennan, 1999; Vahey, Aiken, Sloane, Clarke & Vargas, 2004; 

Fahrenkopf et al., 2008). If healthcare staff experience ongoing and sustained work pressures, 

and feel unable to provide the quality of care that is expected by patients, this perceived 
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‘moral distress’ may increase their sensitivity to occupational burnout (Point of Care 

Foundation, 2017).  

Forensic settings in particular are recognised as stressful and emotionally-challenging 

environments. Staff in forensic settings are often exposed to disturbing social issues while 

supporting individuals who display significantly challenging behaviours (Thorpe, Righthand 

& Kubick, 2010; Sullivan, 1993). The strain of dealing with clients face to face is recognised 

as one of the most important antecedents of burnout (Maslach, 1982), and staff working 

within secure psychiatric wards have been shown to report higher emotional exhaustion and 

depersonalisation when compared with general hospital ward-based colleagues (Sahraian, 

Fazelzadeh, Mehdizadeh & Toobaee, 2008). Staff working in mental health professions are 

required to work intensively and intimately with their client group, often over extended 

periods of time (Mann & Cowburn, 2005). Working within such a context can 

understandably produce strong emotional responses within the staff and as a result such 

settings are recognised as stressful work environments. Research suggests that in the UK, 

54% of forensic mental health workers report high rates of emotional exhaustion, a key 

component of occupational burnout (Oddie & Ousley, 2007).  

Staff caring for those with mental health difficulties and a forensic history are often 

exposed to a higher risk of violence, aggression and stress compared to those working across 

other clinical settings (Mason, 2002). It is suggested that the apparent threat of, and actual 

violence contributes to higher levels of stress and perceived burnout in those working in such 

environments (Sullivan, 1993), with costly consequences in terms of staff sickness as well as 

the physical and psychological impact on staff victims (van Leewen & Harte, 2015). 

However, it is of note that forensic settings have also been shown to provide some protection 

against burnout given the strength of professional relationships and the emotional distance 

between staff and patients in such environments (Abu-Bader, 2000; Lauvrud et al., 2009). 
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It is hypothesised that the various challenges faced by forensic healthcare staff 

therefore has a significant impact their overall professional quality of life (ProQoL). ProQoL 

is a model proposed by Stamm (2010) which consists of both positive and negative aspects 

which affect the life of professional caregivers. The negative aspect of compassion fatigue is 

recognised as a relational source of stress that typically signifies more progressive 

psychological disruptions (Potter et al., 2010). Compassion fatigue is further divided into two 

factors including burnout, which is recognised as a “prolonged response to chronic emotional 

and interpersonal stressors on the job” (Maslach, Schaufeli & Leiter, 2001, p. 397) and 

secondary traumatic stress, which is the result of work-related secondary exposure to those 

who have suffered from a traumatic event (Itzhaki et al., 2018). There is a tendency for the 

terms ‘secondary traumatic stress’ and ‘compassion fatigue’ to be used synonymously in the 

literature, despite arguments that they are in fact phenomenologically different (Meadors, 

Lamson, Swanson, White & Sira, 2010). The term ‘compassion fatigue’ will be used within 

this paper as it is viewed as a less stigmatising term to describe the effect of indirect 

traumatic exposure (Figley, 1995).  

Staff caring for psychiatric patients not only experience negative consequences but 

are also recognised as gaining satisfaction as a result of being able to help others (Stamm, 

2002). The positive aspect of ProQoL is identified as compassion satisfaction, which conveys 

the positive feelings that originate from doing helping work effectively (Stamm, 2005) and 

has been linked to reduced levels of burnout (Ray, Wong, White & Heaslip, 2013).  

Previous research has shown that particular variables serve as either protective or risk 

factors for burnout, compassion fatigue and compassion satisfaction. In terms of individual 

demographics, gender has been highlighted as one of the most important variables 

(Purvanova & Muros, 2010) with research suggesting that female staff have increased 

awareness of their personal safety and therefore greater levels of burnout (Maslach, Schaufeli 
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& Leiter, 2001; McCarthy, 1985). Similarly, those staff classified as “lower ranking” staff are 

viewed as being exposed to higher levels of stress and therefore increased risk of burnout 

(Cacciacarne, Resnick, McArthur & Althof, 1986). Conversely, years of professional 

experience is identified as a protective factor for reducing burnout and compassion fatigue 

(Shen et al., 2015). There are however inconsistencies in the literature on the relationship 

between participant demographics and burnout, with a number of studies reporting no 

association (Dillon & Tanner, 1995; Freidman & Farber, 1992; Matin, Kalah & Anvari, 

2012). 

A history of personal trauma has also been associated with the greater levels of 

compassion fatigue and burnout (Moore, 2004) and mental health workers in particular have 

demonstrated higher rates of PTSD symptoms, as a result of regular exposure to incidents of 

self-harm and physical assaults (MacDonald, Colotla, Flamer & Karlinsky, 2003; Wilstrand, 

Lindgren, Gilje & Olofsson, 2007). The risk for staff to develop PTSD symptoms following 

an assault at work is recognised as high (Richter & Berger, 2006), therefore, since forensic 

services are recognised as having a high degree of violence towards staff, it is anticipated that 

burnout and symptoms of PTSD are prevalent within this population.  

Emotions are recognised as fundamental to clinical practices of healthcare 

professionals and are intrinsic to influencing professional relationships, decisions about 

patient care and the intrapersonal impact on healthcare staff (Bulmer Smith, Profetto-

McGrath & Cummings, 2009). There are two overlapping research traditions that will be 

explored as part of the current paper: emotion regulation (ER), and emotional intelligence 

(EI). ER refers to the ways in which individuals can effectively manage their emotions, while 

EI focuses on individual’s abilities to monitor and discriminate between their own emotions 

and those of others. 
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ER is defined as a process whereby individuals influence the type of emotions they 

have, when and how they experience them, and how they express those emotions (Gross, 

1998). ER skills can be viewed as adaptive coping strategies supporting clinicians who are 

exposed to high levels of negative emotions in stressful environments (de Zulueta, 2016). 

Gross (1998) describes two types of ER strategies including those which are antecedent-

focused strategies and response-focused strategies. Cognitive reappraisal is an antecedent-

focused strategy which relates to an individual’s effort to alter the emotional impact of a 

potentially emotion-eliciting situation. Expressive suppression is a response-focused strategy 

which relates to the conscious inhibition of an individual’s ongoing emotional expressive 

behaviours (Gross, 1998). Evidence suggests there are stable factors that determine the type 

of ER strategy an individual will use in various emotion-eliciting situations (Liu, Prati, 

Perrewe & Brymer, 2010).  

There are mixed results for the impact of emotion-focused coping strategies in 

reducing burnout, with certain research suggesting that emotion-focused coping (such as 

cognitive reappraisal) is related to lower levels of burnout, where as other research findings 

suggest that emotion-focused coping is actually related to greater levels of burnout (Shin et 

al., 2014). However, avoidance coping has consistently been shown to be positively 

associated with levels of burnout (Payne, 2001) and previous studies of mental health staff 

have highlighted that stress and the perceived potential for burnout is as a result of staff’s 

denial of their own emotional needs whilst continuing to care for others (McCarthy, 1989).  

EI is a progressively researched area that may confer a protective effect in settings 

where it is important to understand the position of others. EI may be a particularly relevant 

concept within healthcare work where it is essential for staff to understand patient’s 

perspectives (McQueen, 2004). EI refers to an individuals' competence in identifying, 

expressing and understanding emotions, incorporating emotions in thought and ability to 
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reflectively manage positive and negative emotions in self and in others (Salovey & Meyer, 

1990). It is suggested that those with higher levels of EI are more likely to be better 

communicators and have more established interpersonal skills, and that EI plays an important 

role in the development of social relationships and increased job satisfaction (Lopes, Salovey 

& Straus, 2003; Sy, Tram & O’Hara, 2006). It is also suggested that healthcare professionals 

use EI skills to meet the needs of patient care and negotiations within the multidisciplinary 

team (McQueen, 2004). 

It is therefore possible, that those who demonstrate abilities in recognising and 

understanding their own emotions and those of others, and who are able to attend to 

emotional self-care, may possess characteristics ideal for working in helping professions. It is 

argued that those who are more compassionate, caring and resilient and able to attend to their 

own and others’ emotions are more capable of attending to their own needs and those of their 

clients (Gilbert & Choden, 2014). Through increasing EI, staff may become more productive 

and successful and the process of EI development contains elements which are identified as 

reducing stress through the promotion of understanding and relationships, encouraging 

stability, continuity and harmony (Serrat, 2017).  

EI has shown to be related to adaptive coping strategies (Montes-Berges & Augusto 

2007), conflict-handling styles (Morrison, 2008) and ethical behaviours in healthcare 

professionals (Deshpande & Joseph, 2009). Similarly, EI has been found to be associated 

with the use of more effective emotion-regulation strategies. An association with more 

effective strategies for emotion regulation may represent a protective factor in supporting 

staff to effectively reduce the intensity and duration of negative emotions and therefore 

protect them from the negative consequences of burnout (Peña-Sarrionandia, Mikolajczak & 

Gross, 2015). Effective management of one’s own, and others emotions is vital when 

thinking about the quality of care provided to patients (Summer & Townsend-Rocchiccioli, 
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2003) and it is hypothesised that EI may be associated with more positive attitudes and 

behaviours of healthcare staff. It is recognised that when staff are able to deliver the best 

quality care to clients, that they experience feelings of satisfaction and enrichment (Bridges et 

al., 2013).  

Both ER and EI traditions of emotion management capture important aspects of 

coping with positive and negative emotions. Whilst ER has highlighted the basic processes of 

emotion regulation, in contrast, EI has highlighted the consequences of individual differences 

in emotion regulation on a variety of more systemic outcomes (e.g. social, health, 

educational). It is argued that emotion regulation is simultaneously a complex set of abilities 

which are anchored within the whole emotion process and at the heart of intelligent emotion 

regulation are skills for understanding emotion, however, such claims have yet to be 

empirically tested (Wranik, Feldman Barrett & Salovey, 2007). Further research is required 

to explore the predictive nature of EI and ER strategies on professional quality of life of 

forensic staff given that the relationship between these variables remains ambiguous (Landa, 

López-Zafra, Martos & Aguilar-Luzon, 2008). 

Current study 

Given the multifaceted job roles and responsibilities of healthcare professionals who 

work within secure inpatient settings, and the increasing demands and challenges of working 

in this environment, understanding the correlates of burnout, compassion fatigue and 

compassion satisfaction within this population is increasingly important. Currently, there are 

few interventions specifically targeting mental healthcare staff (Johnson et al., 2018), yet 

there is increasing recognition for interventions to be implemented as a means of supporting 

staff within the NHS to improve outcomes for both staff and patients.  As such, the 

importance of identifying preventative measures to improve professional quality of life in this 

population is identified.  
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Exploration of the evidence base suggests that the majority of studies have focused 

primarily on the external and organisational factors that contribute to the development of 

burnout. It is noted that interpersonal factors appear to be somewhat underrepresented within 

the literature (West, Dyrbye. Erwin & Shanafelt, 2016). Most studies exploring burnout in 

mental health staff have not explored facets of professional quality of life across professional 

disciplines and have tended to focus on rates of single professional interest groups. The 

relationship between professional quality of life in forensic healthcare staff and possible 

protective factors of EI and individual tendencies to use particular ER strategies has yet to be 

explored (Liu et al., 2010).  

The current study therefore aims to provide a positive approach with a focus on 

understanding which factors contribute to optimal functioning in forensic healthcare staff and 

to explore which factors may in fact enhance job satisfaction and reduce burnout and fatigue 

within this population. It was predicted that after adjusting for control variables and self-

reported PTSD symptoms, EI (attention, clarity and repair) will predict lower levels of 

burnout and compassion fatigue, and higher compassion satisfaction. It was also predicted 

that after adjusting for control variables and self-reported PTSD symptoms, type of ER 

strategy (expressive suppression and cognitive reappraisal) will predict levels of burnout, 

compassion fatigue and compassion satisfaction. In particular, that greater use of reappraisal 

would predict lower levels of burnout and compassion fatigue, and higher compassion 

satisfaction, with the inverse set of results predicted for expressive suppression.  

 

Method 

Design 

 The study used a cross-sectional online survey, quantitative design.   
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Participants 

NHS clinical staff working across the forensic services from one NHS Trust in the 

North East of England were recruited online between May 2019 and August 2019. A 

recruitment e-mail was delivered to all staff who were currently working in a clinical role 

within the forensic service, and under the NHS Agenda for Change pay system, by an 

identified gate keeper within the service.  

A power analysis was conducted using G*Power 3.1 software for multiple 

regression. The calculation was based on an alpha of 0.05, power of .80 (Cohen, 1992), and a 

medium effect size (f
2
 = 0.15) (Faul, Erdfelder, Buchner & Lang, 2013). Based on a primary 

outcome measure of ProQoL, and a possible total of seven predictor variables in the model at 

any given time (gender, job role, years of forensic experience, PTSD symptoms, emotional 

regulation strategy (cognitive appraisal and expressive suppression) or emotional intelligence 

(attention, clarity and repair), a total of 103 participants were required. It was, however, 

decided that only the control variables (gender, job role and years of forensic experience) that 

were significantly related to the outcome variable would be included in the regression model. 

In this case, a total of between 85-103 participants would be required, dependent upon the 

number of control variables included.  

A total of 134 potential participants clicked on the link to access the participant 

information sheet. Two participants did not proceed past this stage of the questionnaire. A 

total of 32 participants exited the questionnaire after completing only the demographic 

questionnaire and did not return at a later stage to complete the rest of the measures. 

Therefore, the total number of participants who completed all study measures and were 

therefore included in analyses was 100. 
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A summary of participant demographics can be found in Table 4 below. For 

reference, the overall number of participants employed by forensic service at the time of 

recruitment was 629 people and the gender split were 417 female staff and 212 male staff.  

 

Table 4 

Summary of Participant Demographics (N=100) 

Demographics  N (%) 

Age 18-24 5 (5%) 

 25-34 32 (32%) 

 35-44 29 (29%) 

 45-54 21 (21%) 

 55-64 13 (13%) 

   

Gender Male 18 (18%) 

 Female 82 (82%) 

   

   

Job Banding Bands 1-5 29 (29%) 

 Bands 6 and above 71 (71%) 

   

Years of Forensic 

Experience 

Less than 6 months 2 (2%) 

 6 months to 1 year 3 (3%) 

 1-2 years 6 (6%) 

 2-5 years 18 (18%) 
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 5-10 years 35 (35%) 

 More than 10 years 36 (36%) 

 

Measures 

The Professional Quality of Life Scale (ProQoL) (Stamm, 2005) (see Appendix 5). 

The ProQoL is a 30 item self-report measure that assesses professional quality of life along 

three discrete subscales. The first subscale assesses compassion satisfaction and consists of 

10 items (e.g. “I get satisfaction from being able to help people”). Compassion satisfaction is 

defined as the derivation of pleasure as a result of one’s work (helping others). High scores 

on this subscale are indicative of greater satisfaction related to an individual’s ability to be an 

effective caregiver, with scores of 33 or higher reflecting professional satisfaction. The 

second subscale assesses burnout and consists of 10 items (e.g. “I feel worn out because of 

my work as a helper”). Burnout refers to feelings of hopelessness and difficulties in coping 

with or doing one’s work effectively. Burnout subscale scores of greater than 22 may indicate 

burnout or a risk of developing burnout. The third subscale measures compassion fatigue 

/secondary traumatic stress and consists of ten items (e.g. “Because of my helping, I have felt 

on edge about various things”). The compassion fatigue subscale scores of greater than 17 

may be indicative of compassion fatigue. Participants were asked to indicate, on a 5-point 

Likert scale (1=never to 5= very often) how often they had experienced each item in the past 

30 days in relation to their current work situation. Cronbach’s alphas for each subscale in this 

sample were as follows: compassion satisfaction α = .88, burnout α = .77, and secondary 

traumatic stress α = .87.  

Los Angeles Symptom Checklist (LASC) (King, King, Leskin & Foy, 1995) (see 

Appendix 6). The LASC is a 43 item self-report measure used to assess the severity of 

participants self-reported experience of reexperiencing, avoidance, numbing, and arousal 
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symptoms as reported in the Fourth Edition of the Diagnostic and Statistical Manual of 

Mental Disorders (DSM-IV). The sum of ratings across all 43 LASC items provides a global 

assessment of distress and adjustment problems. However, for the purpose of the current 

study, PTSD symptomology was assessed using the 17-item PTSD subscale by summing 

responses to the 17 specific items. Participants were asked to indicate how problematic their 

experience of each item was on a 5-point Likert scale ranging from 0 (not a problem) to 4 

(extreme problem). Previous studies have established good reliability (Cronbach’s α = .90; 

Foy, Wood, King, King & Resnick, 1995). For the current study, the PTSD subscale of the 

LASC had a Cronbach’s alpha of α = .95.  

Trait Meta-Mood Scale (TMMS) (Salovey, Mayer, Goldman, Turvey & Palfai, 1995) 

(see Appendix 7). The TMMS is a 48-item self-report measure of perceived emotional 

intelligence and explores individuals perceived ability to attend to mood (attention), 

discriminate among moods (clarity,) and regulate mood (repair). Individuals with higher 

socres in meta-mood skills have shown to demonstrate increased psychological adjustment 

and use of more effective coping behaviours (Gohm & Clore, 2002) Sample items from each 

subscale include: attention – “Feelings give direction to life”; Clarity – “I am rarely confused 

about how I feel”; Repair – “I try to think good thoughts no matter how badly I feel”. 

Participants were required to indicate their level of agreement with items on a 5-point Likert 

scale from “strongly disagree” (1) to “strongly agree” (5). Good internal consistency has been 

reported for each subscale (Cronbach’s alpha = .86, .88 and .82 respectively; Salovey et al, 

1995). For the current study, Cronbach’s alphas for the subscales were as follows: attention, 

α = .86, clarity α= .88, repair α=.75. 

Emotion Regulation Questionnaire (ERQ) (Gross & John, 2003) (see Appendix 8). 

The ERQ is a 10-item scale designed to measure respondents’ use of two strategies for 

emotion regulation, cognitive reappraisal and expressive suppression. Cognitive reappraisal is 
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a cognitive strategy that involves reinterpretation of a potentially emotion-eliciting situation 

so that the emotional impact of the situation is different (Lazarus & Alfret, 1964). This 

subscale includes items such as “When I want to feel a more positive emotion (such as joy or 

amusement), I change what I’m thinking about”. Expressive suppression is a way of 

modulating responses by inhibiting emotion-expressive behaviours (Gross, 1998) and 

includes items such as “I keep my emotions to myself”. Participants were asked to respond 

on a 7-point Likert scale ranging from 1 (strongly disagree) to 7 (strongly agree). Lower 

reappraisal scores and higher suppression scores indicate greater problems with emotion 

regulation. For the current study, Cronbach’s alphas for the subscales were as follows: 

cognitive reappraisal, α=.83 and expressive suppression, α=.68. 

 Demographics Demographic information was obtained by using self-report items that 

enquired about current service employed in, gender, age, job banding, and years of forensic 

experience. Job banding was categorised according to the Agenda for Change NHS pay 

banding for the financial year 2018-2019 (NHS Staff Council, 2019). To help to protect 

participants anonymity, job banding was identified using a dichotomous variable, bands 1-5 

or bands 6 and above. Within the forensic service, job roles in the band 1-5 category include 

roles such as registered mental health and learning disability nurses, healthcare assistants, 

occupational therapy assistants, healthcare practitioners and psychology assistants among 

others. Job roles in the band 6 and above category include deputy ward manager, ward 

manager, occupational therapist, physiotherapist, speech and language therapist, 

clinical/forensic psychologists, and modern matrons among others.  

Procedure 

 The study was approved by the University of Liverpool Central University Research 

Ethics Committee A (application number 4555; see Appendix 9), the Health Research 

Authority and Health and Care Research Wales (Integrated Research Application System 
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(IRAS) Number: 255715; see Appendix 10). Capability and Capacity for the research was 

approved by the Research and Development (R&D) Department of the NHS Trust from 

which participants were recruited (see Appendix 11). Design and recruitment decisions were 

taken after considering the British Psychological Society’s Ethics Guidelines for Internet-

Mediated Research (2017). 

The study was advertised only to those clinical staff who worked for the identified 

NHS forensic service, primarily via the Trust intranet and recruitment e-mails that were 

circulated by a gate keeper (an administrative member of staff who had access to relevant 

mailing lists) (see Appendix 12). Clinical staff were defined as those who have current 

clinical face to face contact with service users and/or families. Posters were also placed 

around the hospital in locations only accessible to healthcare professionals (see Appendix 

13). All adverts contained access to a link to the online survey (hosted by Qualtrics), where 

participants were provided with a participant information page detailing the study aims and 

estimated completion time, data protection arrangements, and procedure for withdrawal (see 

Appendix 14). After viewing this information, participants were invited to provide their 

informed consent by responding affirmatively to a number of items before being able to 

proceed with the study. Participants affirm their understanding that because all responses 

were provided anonymously, it would not be possible to later identify their own responses for 

the purposes of the study withdrawal. 

Once participants had provided informed consent, they were asked to complete the 

demographic items, before completing the main self-report questionnaires of ProQoL, PTSD 

symptoms, emotional intelligence and emotion regulation. After each questionnaire, 

participants were made aware that they could end their participation by choosing “no” when 

asked if they would like to continue with the study. Participants who chose not to continue 

with the study would then be taken to the de-brief screen.  
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Following completion of the study, participants were thanked for their time and 

invited to submit their e-mail address to enter a prize draw and/or to receive a copy of any 

reports arising from the study. Debrief information was made available to all participants, and 

included detailed signposting information to staff support services/employee psychology 

services, as well as contact details for the research team (see Appendix 15).  

All participants who completed the survey were eligible for entry into a prize draw for 

the chance to win one of two £50 gift vouchers.  

Data Analysis Procedure 

All data were analysed using Statistical Package for Social Science (IBM SPSS  

Statistics software version 24.0). There were a number of different stages of data analysis. 

Firstly, descriptive statistics were computed, including frequencies and percentages for 

categorical data and means and standard deviations were used for continuous variables. Then 

tests for normality (Shapiro-Wilk) were conducted and skewness and kurtosis values were 

consulted to assess normality of data distributions for each subscale.  

In order to understand if the outcome measures varied with gender and job banding, 

independent samples t-tests/non-parametric equivalent Mann-Whitney U tests were used, 

while correlations were used to understand relationships with years of forensic experience. 

Pearson’s and Spearman’s rho correlation coefficients were also conducted to explore the 

interrelationships between the study measures (compassion fatigue, compassion satisfaction 

and burnout subscales of the ProQoL, total scores on the LASC, attention, clarity and repair 

subscales of the TMMS and reappraisal and suppression scores of the ERQ).  

Finally, multiple linear regression analyses were undertaken to understand the effects 

of EI and emotion regulation on self-reported ProQoL. Separate analyses were conducted for 

each outcome variable: compassion fatigue, compassion satisfaction and burnout. This 

allowed for further exploration of the relationships of EI and ER with ProQoL, after adjusting 
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for effects of gender, job banding, years of forensic experience and PTSD symptoms. Where 

gender, job banding and years of forensic experience significantly related to the outcome 

variable, they were entered in the first step of the model. Self-reported PTSD symptoms were 

entered into the second step, while scores on the EI subscales (attention, clarity and repair) 

and ER subscales (cognitive reappraisal and excessive suppression) were entered in the third 

step.  

Results 

A summary of means and standard deviations for the study measures can be found in 

Table 5 below.  

 

Table 5 

Means and Standard Deviations of Key Measures 

Measure  M (SD) 

ProQoL – Burnout  25.18 (5.46) 

ProQoL – Compassion Fatigue  22.55 (6.89) 

ProQoL – Compassion Satisfaction  36.68 (6.07) 

LASC – PTSD Symptoms 

TMMS - Clarity 

 14.55 (12.67) 

37.78 (7.73) 

TMMS - Attention  46.50 (8.15) 

TMMS - Repair  21.64 (4.20) 

ERQ – Cognitive Appraisal   27.84 (6.15) 

ERQ – Expressive Suppression   14.41 (4.88) 

Note. ProQoL: Professional Quality of Life Scale; LASC: Los Angeles Symptom Checklist; 

TMMS: Trait Meta-Mood Scale; ERQ: Emotion Regulation Questionnaire 

 

Normality Testing 

Normality of data distributions for each measure was assessed using the Shapiro-Wilk 

Test. Appendix 16 indicates that the variables of compassion satisfaction, burnout, repair, 

clarity and attention were normally distributed, but, the variables compassion fatigue, PTSD 
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symptoms, expressive suppression and cognitive reappraisal were not normally distributed. 

There were no extreme outliers identified therefore no cases were removed from the dataset. 

Skewness and kurtosis values were also examined for the three outcome variables, and were 

found to fall within the values -1.96 and 1.96 (Field, 2005). To assess for problems with 

multicollinearity, the variance inflation factors (VIF) and tolerance statistics were examined. 

All VIF were lower than 10 and all tolerance values were greater than 0.2 (Myers, 1990), 

indicating that there were no problems with multicollinearity. Secondly, the assumptions of 

random distribution of residuals and homoscedasticity were explored from a scatterplot of 

standardised residuals and standardised predicted values. These investigations found that the 

assumptions to conduct a hierarchical multiple regression analysis were met.  

Correlates of Professional Quality of Life 

To determine if there were gender differences between males and females on scores 

across ProQoL subscales, two Independent Samples t-tests were conducted for the subscale 

of burnout and compassion satisfaction. A Mann-Whitney U test was conducted for the 

subscale of compassion fatigue. The results are presented in Table 6 below and revealed no 

statistically significant differences between males and females for any of the subscale scores. 

As gender demonstrated no impact on the levels of burnout, compassion fatigue or 

compassion satisfaction, it was not adjusted for in the regression model. 

To determine if there were any differences between staff working within bands one to 

five and those working at bands six and above across scores on the ProQoL subscales, two 

Independent Samples t-tests was conducted for the subscale of burnout and compassion 

satisfaction. A Mann-Whitney U test was conducted for the subscale of compassion fatigue. 

The results are presented in Table 6 and revealed that similarly to gender, there were no 

statistically significant differences between job bands one to five and six and above for any of 

the ProQoL subscale scores and therefore was not adjusted for in the regression model.  
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Table 7 shows the results of the correlational analyses.  Years of forensic experience 

was not significantly related to any of the ProQoL subscales and as a result was not adjusted 

for in the regression model.  

To explore the relationship between subscales of the ProQoL measure (burnout, 

compassion fatigue and compassion satisfaction) and the study variables including self-

reported PTSD symptoms, EI and ER strategy, Pearson’s correlations were carried out for 

those variables that were normally distributed and Spearman’s rho correlations were 

conducted for those variables that were not normally distributed (see Table 7). Self-reported 

PTSD symptoms were found to strongly positively correlate with burnout and compassion 

fatigue. Conversely, compassion satisfaction was found be moderately negatively correlated 

with self-reported PTSD symptoms.  

All subscales of EI were found to significantly negatively correlate with the ProQoL 

subscales of burnout and compassion fatigue and positively with compassion satisfaction. 

A significant positive correlation was also identified between the ProQoL subscales of 

burnout and compassion fatigue and the ER strategy of expressive suppression but not 

cognitive reappraisal. Furthermore, compassion satisfaction was found to significantly 

positively correlate with the ER strategy of cognitive reappraisal but not with expressive 

suppression.
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Table 6 

Independent Samples T-Tests/Mann Whitney U Tests  

 Whole Sample 

(n=100) 

M 

Whole 

Sample 

(n=100) SD 

Males 

(n=18) M 

(SD) 

Females 

(n=82)  

M (SD) 

t, p 

 

 

 

Bands 1-5 

(n=29) 

M (SD) 

Bands 6 and 

above (n=71) 

M (SD)  

t, p 

 

 

 

 

Burnout 

 

25.18 

 

 

5.46 

 

25.11 (5.41) 

 

25.20 (5.50) 

 

t= -.059, p= .953 

 

 

25.14 (6.78) 

 

25.20 (4.87) 

 

t= -.049, p= .961 

 

 

Compassion 

Satisfaction 

 

36.68 

 

6.07 

 

35.33 (6.38) 

 

36.98 (5.99) 

 

t= -1.040, p= .815 

 

37.31 (6.66) 

 

 

36.42 (5.84) 

 

t= .662, p= .509 

 

 

 

 

 

Whole Sample 

(n=100) M 

Whole 

Sample 

(n=100) SD 

Males 

(n=18) 

Mean Rank 

Females 

(n=82) 

Mean Rank 

U, p 

 

 

 

Bands 1-5 

(n=29) 

Mean Rank 

Bands 6 and 

above (n=71) 

Mean Rank 

U, p 

 

 

 

 

Compassion Fatigue 

 

 

 

22.55 

 

6.88 

 

51.47 

 

50.29 

 

 

 

U= 720.5, p= 

.875 

 

45.45 

 

52.56 

 

 

U= 883, p= .265 

 



PROFESSIONAL QUALITY OF LIFE OF HEALTHCARE STAFF 

 

92 

 

 

 

Table 7 

Correlation matrix of main variables 

 1 2 3 4 5 6 7 

 

8 9 10 

1. Years Forensic 

Experience 

-          

2. Burnout .027 -         

 

3. Compassion 

Fatigue 

 

-.073 

 

.603** 

 

- 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4. Compassion 

Satisfaction 

-.150 -.630** -.157 -       

5. Repair .080 -.478** -.506** .333** -      

6. Attention .073 -.419** -.476** .232** .476** -     

 

7. Clarity 

8. Cognitive 

Reappraisal 

 

 

.033 

 

 

 

 

-.023 

 

-.039 

 

-.519** 

 

 

 

 

-.190 

 

.217* 

 

-.519** 

 

 

 

 

-.163 

 

.250* 

 

.242* 

 

 

 

 

.243* 

 

-.120 

 

.604** 

 

 

 

 

.374** 

 

-.225* 

 

.635** 

 

 

 

 

.272** 

 

-.438** 

 

- 

 

 

 

 

.319** 

 

-.455** 

 

. 

 

 

 

 

- 

 

-.084 

 

 

 

 

 

 

 

 

- 
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 1 2 3 4 5 6 7 

 

8 9 10 

9. Expressive 

Suppression 

 

10. PTSD 

Symptoms 

 

 

 

 

.024 

 

 

 

 

.665** 

 

 

 

 

.726** 

 

 

 

 

-.302** 

 

 

 

 

-.613** 

 

 

 

 

-.486** 

 

 

 

 

-.512** 

 

 

 

 

-.314** 

 

 

 

 

.228* 

 

 

 

 

- 

Note. *Correlation is significant at the 0.05 level (2-tailed) 

**Correlation is significant at the 0.01 level (2-tailed). Note: Pearson correlations between burnout, compassion satisfaction, clarity, repair and attention due to 

being normally distributed. Spearman’s Rho correlation for remaining variables compassion fatigue, PTSD symptoms, cognitive reappraisal and expressive 

suppression, due to being not normally distributed.
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Hierarchical Regression Analyses 

To examine the effects EI and ER on levels of burnout, compassion fatigue and 

compassion satisfaction, adjusting for demographic variables (where significant) and PTSD 

symptoms, a series of hierarchical multiple linear regressions was carried out. For each test, 

demographic variables that were significantly related to the outcome variable were entered in 

step one, PTSD symptoms were entered in step two, and EI and ER subscales were entered in 

step three. All predictors were entered using entry method. The results of all regression 

analyses are reported in Table 8 and Table 9 below.  

Role of Emotional Intelligence 

Burnout 

A hierarchical multiple regression was conducted to predict levels of burnout, with 

self-reported PTSD symptoms included in step one. This model accounted for a significant 

proportion of the variance, R²adj.= .400, F(1, 98), 66.879, p=.000. This highlights that as self-

reported PTSD symptoms increases so does reported levels of burnout. EI subscale scores 

(repair, clarity and attention) were entered in step two and the model accounted for a greater 

proportion of the variance, R²adj = .443, F(3, 95), 3.576, p=.017. The final model accounted 

for 44.3% of the variance in burnout, with PTSD symptoms and clarity identified as 

significant predictors in the model. The results suggest that as clarity in discrimination of 

feelings ability decreases, levels of burnout increases (see Table 8).  

Compassion Fatigue 

A hierarchical multiple regression was conducted to predict levels of compassion 

fatigue, with self-reported PTSD symptoms included in step one. This model accounted for a 

significant proportion of the variance, R²adj = .471, F(1, 98), 89.284, p<.000. This highlights 

that as self-reported PTSD symptoms increase, so does reported levels of compassion fatigue. 

EI subscale scores (repair, clarity and attention) were entered in step two and the model 
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accounted for a greater proportion of the variance, R²adj = .518, F(3, 95), 4.158, p=.008. The 

final model accounted for 51.8% of the variance in compassion fatigue and PTSD symptoms 

and clarity were identified as significant predictors. The results suggest that as clarity in 

discrimination of feelings ability decreases, levels of compassion fatigue increases (see Table 

8).  

Compassion Satisfaction 

A hierarchical multiple regression was conducted to predict levels of compassion 

satisfaction with self-reported PTSD entered in step one. This model accounted for a 

significant proportion of the variance, R²adj = .091, F(1, 98), 10.936, p= .001. The results 

highlight that as self-reported PTSD symptoms increase, level of compassion satisfaction 

decreases. EI subscale scores (repair, clarity and attention) were entered in step two and this 

model was non-significant, R²adj ²= .100, F(3, 95), 5.754, p=.268 (see Table 8).  

Role of Emotion Regulation 

Burnout 

A hierarchical multiple regression was conducted to predict levels of burnout, with 

self-reported PTSD symptoms included in step one. This model accounted for a significant 

proportion of the variance, R²adj = .400, F(1, 98), 66.879, p=.000. This highlights that as self-

reported PTSD symptoms increases so does reported levels of burnout. ER strategies 

(cognitive reappraisal and expressive suppression) were entered at step two and this model 

was non-significant, R²adj = .391, F(2, 96), .337, p=.714 (see Table 9).  

Compassion Fatigue 

A hierarchical multiple regression was conducted to predict levels of compassion 

fatigue, with self-reported PTSD symptoms included in step one. This model accounted for a 

significant proportion of the variance, R²adj = .471, F(1, 98) , 89.284, p<.000, R²adj = .471. 

This highlights that as self-reported PTSD symptoms increase, so does reported levels of 
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compassion fatigue. ER strategies (cognitive reappraisal and expressive suppression) were 

entered at step two and this model was non-significant, R²adj = .476, F(2, 96), 1.425, p=.246 

(see Table 9).  

Compassion Satisfaction 

A hierarchical multiple regression was conducted to predict levels of compassion 

satisfaction with self-reported PTSD symptoms included in step one. This model accounted 

for a significant proportion of the variance, R²adj = .091, F(1, 98), 10.936, p= .001. The results 

highlight that as self-reported PTSD symptoms increase, level of compassion satisfaction 

decreases. ER strategies (expressive suppression and cognitive reappraisal) were entered in 

step two and this model was non-significant, R²adj = .097, F(2, 96), 1.340, p=.267 (see Table 

9).



PROFESSIONAL QUALITY OF LIFE OF HEALTHCARE STAFF 

 

97 

 

 

 

 

Table 8 

Predicting Professional Quality of Life from Subscales of Emotional Intelligence  

 

 Unstandardised B SE Standardised β t p 95% CI 

Burnout       

       

Step 1 

 

      

PTSD Symptoms .274 .033 .637 8.178 <.001* .207 - .340 

Step 2 

 

      

PTSD Symptoms .208 .041 .484 5.106 <.001* .127 - .289 

Repair -.046 .135 -.035 -.340 .735 -.313 - .222 

Clarity -.170 .077 -.241 -2.212 .029* -.323 - -.017 

Attention -.025 

 

.067 -.037 -.375 

 

.708 -.157 - .107 

 

Compassion Fatigue 

 

Step 1 

 

PTSD Symptoms 

 

 

 

 

 

 

 

.374 

 

 

 

 

 

 

 

 

.040 

 

 

 

 

 

 

 

 

.690 

 

 

 

 

 

 

 

 

9.449 

 

 

 

 

 

 

 

 

<.001* 

 

 

 

 

 

 

 

 

.296 - .453 
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 Unstandardised B SE Standardised β t p 95% CI 

Step 2 

 

PTSD Symptoms 

 

Repair 

 

Clarity 

 

Attention 

 

 

Compassion Satisfaction 

 

Step 1 

 

PTSD Symptoms 

 

Step 2 

 

PTSD Symptoms 

 

Repair 

 

Clarity 

 

Attention 

 

 

.324 

 

.104 

 

-.297 

 

.058 

  

 

 

 

 

 

-.151 

 

 

 

-.083 

 

.300 

 

-.004 

 

.044 

 

 

.048 

 

.158 

 

.090 

 

.078 

 

 

 

 

 

 

.046 

 

 

 

.058 

 

.190 

 

.109 

 

.094 

 

 

.597 

 

.063 

 

-.333 

 

.068 

 

 

 

 

 

 

-.317 

 

 

 

-.173 

 

.208 

 

-.004 

 

.060 

 

 

6.759 

 

.658 

 

-3.288 

 

.738 

 

 

 

 

 

 

-3.307 

 

 

 

-1.432 

 

1.579 

 

-.032 

 

.473 

 

 

 

.<.001* 

 

.512 

 

.001* 

 

.462 

 

 

 

 

 

 

.001* 

 

 

 

.155 

 

.118 

 

.974 

 

.637 

 

 

.229 - .419 

 

-.210 - .417 

 

-.476 - -.118 

 

-.097 - .213 

 

 

 

 

 

 

-.242 -.061 

 

 

 

-.197 - .032 

 

-.077 - .678 

 

-.219 - .212 

 

-.142 - .231 

 

Note. *. Correlation is significant at the 0.05 level (2-tailed). Burnout: R² = .406 for step one, R²= .466 for step two; Compassion Fatigue: R² = 

.477 for step one, R²= .537 for step two; Compassion Satisfaction: R² = .100 for step one, R²= .137 for step two. 
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Table 9 

Predicting Professional Quality of Life from Subscales of Emotion Regulation 

 

 Unstandardised B SE Standardised β t p  95% CI 

Burnout        

        

Step 1 

 

       

PTSD Symptoms .274 .033 .637 8.178 <.001*  .207 - .340 

        

Step 2 

 

       

PTSD Symptoms .268 .036 .624 7.367 <.001*  .196 - .341 

Cognitive Reappraisal .001 .074 .001 .011 .991  -.145 - .147 

Expressive Suppression .074 .090 .066 .814 .418  -.106 - .253 

 

Compassion Fatigue 

 

Step 1 

 

PTSD Symptoms 

 

 

 

 

 

 

 

.374 

 

 

 

 

 

 

 

.040 

 

 

 

 

 

 

 

.690 

 

 

 

 

 

 

 

9.449 

 

 

 

 

 

 

 

<.001 * 

 

 

  

 

 

 

 

.296 - .453 
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 Unstandardised B SE Standardised β t p  95% CI 

Step 2 

 

PTSD Symptoms 

 

Cognitive Reappraisal 

 

Expressive Suppression 

 

 

Compassion Satisfaction 

 

Step 1 

 

PTSD Symptoms 

 

Step 2 

 

PTSD Symptoms 

 

Cognitive Reappraisal 

 

Expressive Suppression 

 

 

.387 

 

.124 

 

.073 

 

  

 

 

 

 

-.151 

 

 

 

-.124 

 

.162 

 

-.044 

 

 

 

.048 

 

.086 

 

.106 

 

 

 

 

 

 

.046 

 

 

 

.049 

 

.100 

 

.122 

 

 

 

 

.714 

 

.111 

 

.051 

 

 

 

 

 

 

-.317 

 

 

 

-.259 

 

.165 

 

-.035 

 

 

9.087 

 

1.444 

 

.687 

 

 

 

 

 

 

-3.307 

 

 

 

-2.516 

 

1.629 

 

-.360 

 

 

 

<.001* 

 

.152 

 

.494 

 

 

 

 

 

 

.001* 

 

 

 

.014* 

 

.107 

 

.719 

 

 

 

 

.302 - .472 

 

-.047 - .296 

 

-.137 - .283 

 

 

 

 

 

 

-.242 - -.061 

 

 

 

-.222 - -.026 

 

-.035 - .360 

 

-.287 - .199 

 

Note. *Correlation is significant at the 0.05 level (2-tailed). Burnout: R² = .406 for step one, R²= .410 for step two; Compassion Fatigue: R² = 

.477 for step one, R²= .492 for step two; Compassion Satisfaction: R² = .100 for step one, R²= .125 for step two.
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Discussion 

The present study examined the ways in which discrete factors such as gender, job 

banding, years of work experience, self-reported PTSD symptoms, EI and ER impact on both 

the positive (compassion satisfaction) and negative components (burnout and compassion 

fatigue) of professional quality of life of those working in a forensic healthcare setting. The 

key aims were to explore whether ER strategy as assessed by the Emotion Regulation 

Questionnaire (Gross & John, 2003) or EI as assessed by the Trait Meta-Mood Scale 

(Salovey et al., 1995), contributed to higher levels of compassion satisfaction and lower 

levels of burnout and compassion fatigue, over and above the effects of self-reported PTSD 

symptoms in this population.   

There has been a growing interest in researching professional quality of life with the 

progression of more validated measurement tools in the context of those working within 

healthcare professions. Whilst there is a large amount of research which has focused upon 

burnout in this population, the dimensions of compassion fatigue and compassion satisfaction 

are relatively new. Such factors are identified as important aspects when considering the 

negative psychological and physical impact on healthcare professionals and the possible 

negative consequences for the quality of care delivered to patients (Kaur, Sambasivan & 

Kumar, 2013). 

Professional Quality of Life and Demographic Variables 

In this study, healthcare staff’s burnout and compassion fatigue were found to be 

relatively low compared with other recent studies. Scores above 22 for burnout and 17 for 

compassion fatigue suggest that when at work, people feel less effective in their roles and 

may feel frightened or unsafe at work (Stamm, 2005). Conversely, levels of compassion 

satisfaction suggest that those in this sample experience a positive level professional 

satisfaction from their work. The highest levels of burnout and compassion fatigue and lowest 

levels of compassion satisfaction were found in participants aged between 18-24 years. These 
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findings are comparable to other studies showing that younger employees’ experience more 

burnout than their older colleagues (Brewer & Shapard, 2004). Interestingly, Salovey and 

Mayor (1997) concluded that EI increases with both age and experience which may perhaps 

in part, explain why younger staff experience greater levels of burnout and compassion 

fatigue than their older colleagues.  

The current study found no significant differences between males and females across 

the ProQoL dimensions of compassion satisfaction, compassion fatigue and burnout and 

previous studies have found mixed results when exploring the role of gender on professional 

quality of life. Whilst some studies have shown gender to be a particularly important 

predictive factor (Purvanova & Muros, 2010) and suggested that burnout in particular is a 

more common experience among females (Maslach et al., 2001), results of the current study 

did not replicate these findings. However, of those studies that have used the ProQoL 

measure, many also failed to find any significant gender differences (Stamm, 2010).  

There were also no significant differences between job banding on the ProQoL 

dimensions which does not support previous findings showing that those staff who had more 

direct contact with patients (i.e. those in job bands 1-5 in the current study) had higher levels 

of burnout (Dyrbye et al., 2017). However, these results may be due to the relatively small 

sample size of forensic staff and specifically, the group of participants in this band were 

underrepresented within the sample.  

Years of forensic experience also had no impact upon professional quality of life. 

Whilst these results contradict previous findings which showed years of experience to be a 

protective factor against burnout (Shen et al., 2015), this is not a consistent finding across 

studies, with many indicating that professional experience is not in fact associated with 

professional quality of life (Gleichgerrcht & Decety, 2013; Stamm, 2010). The results that 

demographic variables only minimally contributed to the overall variance in burnout, 
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compassion fatigue, and compassion satisfaction, also mirrors previous research (Glasberg et 

al., 2007).  

It is also noted that the mean LASC score for this sample was 14.55. To put this in 

context, previous research has provided mean scores for a number of different populations 

who would be expected to show high levels of PTSD. For example, the mean LASC scores 

for a sample of Vietnam war veterans (M = 49.82) (Leskin & Foy, 1993), survivors of 

childhood sexual abuse (M = 31.18) (Lawrence, 1992), and psychiatric outpatients (M = 25. 

21) (Hanley, Piersma, King, Larson & Foy, 1992) were considerably greater than those 

reported in the current sample. However, normative data for LASC scores in the UK general 

population was not available. The LASC measures symptoms of PTSD on a dimensional 

basis, and as such, no cut off score for probable PTSD exists, precluding any comparison of 

the prevalence of PTSD in this sample with that of the general population.  

Professional Quality of Life and Psychological Variables  

When exploring the role of PTSD, the results across all regression models found that 

PTSD symptoms were a significant predictor of professional quality of life and was 

associated with lower levels of compassion satisfaction and higher levels of burnout and 

compassion fatigue. This suggests that higher levels of PTSD symptoms have negative 

consequences for staffs’ sense of meaning and achievement in their working role. Previous 

research has also found positive correlations between these variables (Cohen, Leykin, Golan-

Hadari & Lahad, 2017) and it is suggested that PTSD symptoms overlap with those of 

compassion fatigue and burnout (Meadors et al., 2010). Similarly, Voss Horrell, Holohan, 

Didion & Vance. (2011) suggested that there are similar risk factors relating to patient, 

professional and organisational characteristics which increase the probability of developing 

burnout and compassion fatigue and PTSD-like symptoms. The results also support the well-

established link between exposure to traumatic events and feelings of emotional exhaustion 
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and feelings of distress and dissatisfaction within the context of healthcare (Jeon & Ha, 2012; 

van der Wath, van Wyk & van Rensburg, 2013). A possible explanation for the relationship 

within this population may be that staff who work in forensic settings are regularly exposed 

to a number of traumatic incidents such as patients self-harming and physical assaults 

(MacDonald et al., 2003; Wilstrand et al., 2007) and therefore become somewhat desensitised 

to these events.   

In terms of EI, intercorrelations found that both burnout and compassion fatigue were 

negatively associated with emotional clarity, repair to moods and attention to moods and 

compassion satisfaction was found to be positively associated with all three EI dimensions. 

However, when EI was added to the regression model, after accounting for PTSD symptoms, 

only a negative effect of ‘clarity of feelings’ on both burnout and compassion fatigue was 

identified. Extremera, Rey & Pena (2010) also found that emotional clarity accounted for a 

significant proportion of burnout and highlights the importance of good intrapersonal clarity 

as a personal resource to prevent burnout. Furthermore, in a non-systematic review of the 

literature, Landa et al. (2008) speculated that individuals who experience lower levels of 

burnout are those with higher levels of emotional clarity and repair. They suggested that 

whilst those with higher levels of attention to feelings can lead to or maintain low mood due 

to not being able to respond to them, that those with higher levels of clarity and repair can 

identify their emotions and respond appropriately to them, meaning that they are able to use 

effective coping strategies during stressful situations. The results of the current study 

therefore partially replicate these findings however, it is identified that the work of Landa et 

al. (2008) was based primarily on teachers across various educational settings.  

Intercorrelations revealed that in terms of ER strategy, expressive suppression was 

positively associated with burnout and compassion fatigue and cognitive reappraisal was 

positively associated with compassion satisfaction. However, there is a need for some caution 
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when interpreting these results, with the observed relationships between ER and the ProQoL 

subscales no longer significant after accounting for PTSD symptoms. This suggests that any 

relationship between the use of ER strategies and professional quality of life may better 

reflect traumatic experiences as a general risk factor for problems in regulation emotions and 

the experience of burnout in stressful working conditions. As such, after adjusting for PTSD 

symptoms, there was no support for the hypothesis that use of a particular strategy for ER 

accounts for variance in the ProQoL subscales. The current findings were not able to replicate 

previous studies which have shown a link ER with different work outcomes. Previous 

research has suggested that cognitive reappraisal is associated with greater job satisfaction 

and reduced negative affectivity and the increased use of expressive suppression has been 

linked to lower satisfaction and quality of life (Côte & Morgan, 2002; Goldin, McRae, Ramel 

& Gross, 2008). It is however noted that these studies did not control for PTSD symptoms 

which may explain why they found this relationship and the present study did not. 

Furthermore, Liu et al. (2010) also found that expressive suppression was not significantly 

linked to one’s emotional state at work suggesting that further research is required to 

establish a clearer link between ER strategy and dimensions of ProQoL measure. 

Limitations 

There are a number of limitations of the study which should be noted. Firstly, the use 

of a cross-sectional design places limits on the ability to infer causal relationships between 

variables. Further longitudinal research is required, to examine the nature of the relationship 

between these variables in more detail. The current study also required participants to 

complete self-report questionnaires and it is important to consider the possible implications of 

the sociability desirability bias whereby participants attempt to avoid embarrassment and 

negative consequences of disclosing sensitive information and tend to over report more 

desirable attributes (Tourangeau & Yan, 2007).  
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Furthermore, due to issues of anonymity and confidentiality, the decision was made to 

include only those staff employed under the Agenda for Change system. Whilst this was done 

to reduce the risk of results being identifiable, this meant that a large number of medical 

health care staff were therefore excluded from the research. The inclusion of medical staff 

may have yielded additional interesting results.   

Despite the fact that participants were recruited from a variety of professional groups 

across the secure service, the data collected was gathered from only one clinical site and 

although we met statistical power, the sample size was fairly small. Additionally, the majority 

of participants were female staff working in bands 6 and above. Based on these limitations, 

we urge some caution in generalising these results to other samples and healthcare 

populations. It is hypothesised that due to the front-line nature of those staff working within 

bands 1-5, that they may have had additional strain on their time in order to participate and 

the results may not accurately represent those staff who have more face to face client contact 

as part of their clinical role. Structural barriers to participation are therefore identified 

meaning that those staff who had less control of their own clinical time were more restricted 

in their ability to participate. In an attempt to overcome such barriers, future research should 

consider the use of paper surveys or face to face appointments to collect data to ensure 

inclusion of a wider range of clinical staff. 

It was also observed that there were lower levels of burnout and compassion fatigue 

and higher compassion satisfaction levels identified within this sample than was initially 

expected. The unexpected nature of these findings might suggest that factors also contribute 

to the professional quality of life of this population. Despite the fact that forensic services can 

prove emotionally challenging and stressful, such settings have also been shown to provide 

some protection against burnout. This may be as a result of staff having a greater involvement 

in decision-making and increased support from colleagues as well as being considered more 
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therapeutically enabling environments (Happell, Pinikhana & Martin, 2003; Laschinger, 

Wong & Greco, 2006). These factors may, in part, explain lower levels of burnout and higher 

levels of compassion satisfaction within this population.  

Other methodological limitations include the study response rate of 21%. Low 

response rate for most web surveys estimated to be lower than 11% when compared to other 

survey models (Fan & Yan, 2010). Therefore, in relative comparison, the current study’s 

response rate is less concerning.  Further, there were limitations on the numerical data 

collected within the current study and it may have been beneficial to triangulate findings 

through a qualitative approach to provide a richer level of detail to the findings by collecting 

information about staffs’ experiences. 

Clinical Implications and Future Research 

A forensic work environment is of particular interest in this context given that it is 

acknowledged that staff are often exposed to disturbing social issues and managing clients 

with extreme challenging behaviours (Thorpe et al., 2010; Sullivan, 1993). The findings from 

the current study suggest that self-reported PTSD symptoms predicted higher levels of 

burnout and compassion fatigue and lower levels of compassion satisfaction, all of which 

raise questions about the effectiveness of current staff training and support in working to 

improve quality of life in this population.  

Previous research has demonstrated that specific interventions can result in a 

reduction of burnout symptoms and can improve well-being in forensic staff. The 

development of future intervention and staff training may focus on the development of EI 

skills, specifically around emotional clarity and supporting staff to have a greater 

understanding of how they feel. This, in turn, may reduce levels of burnout and compassion 

fatigue and increase feelings of compassion satisfaction at work. Such findings support 

recommendations that forensic services should be providing their staff with systems which 
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foster an open and honest culture to ensure staff feel supported to openly express their 

feelings about work and learn ways to manage their frustrations more effectively. Similarly, 

given the findings that those in the youngest age bracket of 18-24 years demonstrated greater 

levels of burnout and compassion fatigue, this suggests that this specific group of staff may 

benefit most from such tailored intervention programmes. Future research should consider 

how best to develop and tailor these interventions for this specific population, and through 

the use of rigorous outcome studies to investigate the therapeutic utility of these 

interventions.  

Given the broad range of tools used to measure EI, it will be important to determine 

whether EI is a fixed characteristic or dynamic ability as this will determine the type of 

training that may be beneficial. There is a need for a more systematic exploration of the role 

of EI in healthcare to improve current understanding of its benefits to clinical practice and 

possibility of improved outcomes for patients within the current high pressured and 

challenging landscape of healthcare organisations.  

Moreover, the current study showed that was emotion regulation strategy was 

unrelated to professional quality of life in this population, after adjusting for PTSD 

symptoms. Previous research has shown that staff should be supported to cognitively 

reappraise any unpleasant emotions they experience as opposed to suppressing them, as it has 

been found to reduce negative emotions and development of positive emotions can increase 

work satisfaction and reduce traumatic stress in healthcare staff (Măirean, 2015). Further 

research is therefore suggested to explore the relationship between these two facets in greater 

detail, and to ascertain whether this is an effective strategy to reduce burnout and compassion 

fatigue and increase compassion satisfaction in healthcare staff before organisations employ 

resources into the development of interventions.   
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The results of this study are important to healthcare systems as they indicate an 

increased need to educate, recruit and retain effective leaders and managers. EI is recognised 

as a skill that can be taught and improved and has been shown to be a predictor of leadership 

and management success (Tyczkowski et al., 2015). It is therefore suggested that EI is 

considered as part of recruitment processes in recruiting the strongest applicants into 

leadership roles as those staff high in EI are said to bring out the best in the organisation, 

drive emotions in a positive way as well as connect with others in more meaningful and 

emotional ways (Goleman, Boytazis & Mckee, 2002). 

Finally, the current study focused primarily on interpersonal factors impacting upon 

professional quality of life. It is recognised that systemic pressures are also likely to impact 

the quality of life experienced by healthcare professionals and consequently, the quality of 

care delivered to patients. Whilst it is recognised that healthcare staff strive to respond 

emotionally to their patients, if they are unable to deliver good quality care given the 

increasingly high work demands, they may experience guilt, regret and frustration and may 

be less likely to emotionally engage with patients (Bridges et al., 2013). It is therefore 

highlighted that future research should also focus upon the interplay between the internal and 

external factors that combine to predict professional quality of life within a forensic staff 

population. The current study also highlights the need for further organisational research to 

implement and evaluate the benefits of EI training to support this.  

Conclusion 

This study explored professional quality of life and the role of PTSD symptoms, EI 

and emotion regulation in forensic healthcare staff. Despite the limitations of the current 

study, the findings add to existing literature concerning specific relationships among PTSD 

symptoms, EI, emotion regulation and the dimensions of ProQoL. It expands on previous 

research highlighting that higher self-reported PTSD symptoms result in reduced compassion 
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satisfaction and increased burnout and compassion fatigue which hold a number of negative 

consequences for the individual, the organisation and quality of patient care (Hamer, Batty, & 

Kivimaki 2012; Boyle, 2011; Coetzee & Klopper, 2010). Additionally, it adds to previous 

findings which suggests that EI, specifically clarity of feelings, may represent a target for 

future interventions that aim to reduce burnout and compassion fatigue in a forensic 

healthcare population. 
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