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Abstract 

 

Background: Palliative care professionals work with ongoing emotionally 

and practically challenging situations. These challenges may include dealing 

with complex symptomology, being unable to relieve suffering, patient 

deaths, and having to have difficult end-of-life conversations with patients 

and their family members. Despite these challenges, palliative care 

professionals appear to have similar or lower levels of occupational stress or 

burnout compared to other medical professional groups (e.g. oncology, 

medical-surgical, etc.). The current thesis had three main aims. Firstly, it was 

hoped that this research could lead to better decisions around measuring 

occupational stress in palliative care professionals. Second, this research 

aimed to describe and understand the experiences of palliative care 

professionals and the helpful and unhelpful ways they respond to stress or 

challenges at work. Thirdly, this thesis hoped to explore the role of 

psychological flexibility (i.e. ability to contact the present moment without 

judgment while persisting or changing behaviour in accordance with chosen 

values) in the wellbeing of palliative care and other healthcare professional 

wellbeing. Fourthly, this thesis also aimed at further investigating the 

psychometric properties of the Mindful Healthcare Scale (MHS; Kidney, 

2017), a new measure of psychologically flexible helping. To address these 

aims the research in this thesis made use of multiple research methodologies 

including a systematic review, a qualitative framework analysis study, and a 

longitudinal survey design. 

Study 1 method and results: The first study was a systematic review of 

occupational stress measures used with palliative care professionals; it also 

aimed to investigate psychological predictors of occupational stress in this 

population. In this review, the COSMIN was used to rate the quality of the 

studies with respect to the psychometric properties being addressed in each 

study. The results indicated that Maslach Burnout Inventory, Professional 

Quality of Life Scale, and Nursing Stress Scale were the most widely used 
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measures and had the most evidence to support their use with palliative care 

professionals. However, based on the COSMIN criteria the methodological 

quality of the studies was fair overall. In addition, a narrative review of the 

psychological predictors of occupational stress was provided. A number of 

psychological factors identified as protective (e.g. self-efficacy/competence, 

professional social support) and harmful (e.g. psychiatric morbidity, death-

related anxiety) for palliative care professional wellbeing. Overall, this review 

implies that the methodological quality of studies in this area could be 

improved particularly by making hypotheses more explicit, reporting missing 

data information, and using more longitudinal designs to examine 

responsiveness and test-retest reliability of measures.  

Study 2 Method and Results: A qualitative framework analysis study was 

used to describe and understand the experiences of palliative care 

professionals and how they responded in helpful or unhelpful ways to 

challenges at work. Semi-structured interviews were conducted with 9 

employed palliative care professionals. Participants identified being able to 

make a difference to the suffering of others and personal growth as sources 

of meaning and purpose in their work. Participants also highlighted emotional 

challenges in providing palliative care, difficult patient family dynamics, work 

environment factors (e.g. caseload), uncontrollability of patient symptoms, 

having goals blocked and public perceptions of palliative care work as 

stressful as frustrating aspects of their work. They also noted areas in which 

this work had a personal impact such as making them more clear about life 

priorities and being more comfortable with death and dying. In addition, a 

number of helpful (e.g. accepting of challenges, being present) and unhelpful 

(e.g. self-doubt, lack of self-care) responses were explored in relation to their 

wellbeing and performance at work. This study provides further 

understanding of the experiences of palliative care professionals and has 

some implications for the design of interventions/training programs for this 

population. 



 
 

vii 
 

Study 3 Methods and Results: This study was a longitudinal survey study 

of palliative care provision, general psychological flexibility (i.e. 

Comprehensive Assessment of Acceptance and Commitment Therapy 

processes [CompACT]; Francis et al., 2016), psychological flexibility in 

healthcare providers (MHS), self-compassion, self-as-context, and empathy 

in predicting wellbeing in healthcare professionals. Participants were 

recruited through social media (e.g. twitter posts with a link to the study), 

contacting Marie Curie Hospices in Scotland, and word of mouth. Participants 

who completed survey at time point 1 (T1; N = 163) were invited by email to 

take part in the survey at time point 2 (T2; N =83). Data from T1 were used to 

examine the structural validity of a new measure of psychological flexibility in 

healthcare work (Mindful Healthcare Scale [MHS]; Kidney, 2017) and to 

conduct a cross-sectional analysis of the relationships between the 

psychological predictors and the wellbeing outcomes. Data from T2 was used 

to examine the predictive ability of the psychological predictors measured at 

T1 and wellbeing outcomes measured at T2.  

A confirmatory factor analysis (CFA) approach and an exploratory structural 

equation modelling (ESEM) within CFA (EwC) approach were used to 

examine the structural validity of the MHS and its subscales (Engaged, 

Awareness, and Defusion) in healthcare professionals. ESEM is a less 

restrictive approach compared to CFA and allows for the cross-loadings of 

items. Of the 163 participants recruited at T1 one participant was excluded 

for having incomplete MHS response leaving 162 participants in the analysis.  

Two measurement models were tested:  

(1) The original MHS model [Higher order factor: PsychFlex. First-

order factors: Engaged (5 items), Awareness (5 items), and Defusion 

(3 items)] 

(2) a one factor model [i.e. all items loading onto psychological 

flexibility],  
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Results from these analyses suggested that the ESEM approach 

outperformed the CFA approach in terms of model fit for the original model 

but not for the one-factor model. Furthermore, the original model as analysed 

using the EwC approach was the only model that reached satisfactory fit; the 

CFA approach to the original model did not reach a satisfactory fit. The one-

factor model was not considered to have satisfactory fit in either CFA or 

ESEM analyses. These findings suggest that the original model of the MHS 

is a robust measurement of psychological flexibility in healthcare 

professionals. It also suggests that the MHS may be best conceived as a 

multidimensional measure of psychological flexibility with items loading onto 

more than one factor. 

The cross-sectional survey data at T1 were used to examine the role of 

psychological flexibility in predicting wellbeing and burnout in healthcare 

professionals. Based on correlational analyses, psychological flexibility (both 

the generic and healthcare specific measure) appeared to positively correlate 

with general wellbeing and compassion satisfaction and negatively correlated 

with burnout and secondary trauma. However, the defusion subscale of the 

MHS only significantly and negatively correlate with secondary trauma. In 

hierarchical regressions, it was revealed that the subscales of the MHS 

added significant additional variance in the prediction of the outcomes over 

and above the subscales of the CompACT. However, the defusion subscale 

only contributed to additional variance in secondary trauma. Palliative care 

and non-palliative care providers differed on the fantasy subscale of the 

empathy measure but not on any other measures.  

The longitudinal data (including both T1 and T2) were used to examine the 

ability of psychological flexibility to predict wellbeing outcomes in healthcare 

professionals at a six-month follow-up. The MHS total score, engaged 

subscale, and awareness subscale positively correlated with general 

wellbeing and compassion satisfaction and negatively correlated with 

burnout. However, only the awareness subscale and total scale negatively 

correlated with secondary trauma. Defusion was found to only be significantly 
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correlated with compassion satisfaction but in the negative direction (r = -.27, 

p <.05). Therefore, a revised MHS was explored in further analyses (Revised 

MHS = Engaged + Awareness; i.e. without defusion). The revised subscale 

correlated in expected directions with all outcomes. In terms of incremental 

validity across time, the revised MHS explained additional variance for 

compassion satisfaction and burnout over and above the CompACT. 

However, it did not add additional variance for general wellbeing or 

secondary trauma across the six-month interval These findings also suggest 

that psychological flexibility can predict future wellbeing and burnout 

outcomes in healthcare professionals. 

The longitudinal data was also used to examine the test-retest reliability of 

the MHS. Based on the Intraclass Correlation Coefficients (ICC) the test-

retest reliability of the original MHS (ICC = .77, p<.001), defusion subscale 

(ICC = .78, p <.001) and the revised MHS (ICC = .80, p <.001) were 

considered good; whereas the engaged subscale (ICC = .73, p <.001) and 

awareness subscale (ICC = .71, p <.001) were considered moderate. 

Therefore, the MHS appeared to have moderate-to-good test-retest reliability. 

Future research should extend this finding and examine the responsiveness 

or sensitivity to change of the MHS. This would determine whether the MHS 

can detect change in psychological flexible helping due to interventions or 

training. 

Discussion: Based on the current thesis, psychological flexibility is an 

important theoretical construct to consider in the understanding and 

prediction of occupational stress and wellbeing in healthcare and palliative 

care professionals. In particular, the current thesis suggests that the MHS 

may be particularly useful for predicting outcomes and measuring 

psychological flexibility in healthcare and palliative care providers. However, 

the current findings suggest that the Defusion subscale poorly contributes to 

a robust measure of psychological flexibility. Further research should 

determine whether defusion subscale is useful for some healthcare 

professionals (e.g. psychological professionals).  In addition, together the 
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findings from the qualitative and survey studies suggest that an Acceptance 

and Commitment Therapy (ACT) intervention may be particularly useful to 

target wellbeing outcomes in palliative care professionals. Future research 

should use these findings to develop and test an intervention for palliative 

care professionals, should extend the findings of the MHS by exploring 

additional psychometric properties (e.g. measurement invariance), and 

should examine the relationship between psychological flexibility and other 

important outcomes for healthcare providers such as working alliance, client 

satisfaction, and turnover rates. 
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Chapter 1 General Introduction 

In this chapter, models of occupational stress in healthcare professionals will 

firstly be outlined followed by a more thorough discussion of palliative care 

and the experience of stress in palliative care professionals. Subsequently, 

the psychological flexibility model will be outlined ending with a discussion of 

how this model can be applied to understand, predict and influence 

occupational stress in healthcare professionals. Finally, this chapter will end 

by outlining the current aims of this thesis in relation to occupational stress 

and psychological flexibility in palliative care professionals. 

1.1 Occupational Stress 

Early theories of stress typically conceptualised stress as a response to a 

perceived demanding or adverse event (Seyle, 1953), or as a stimulus in our 

environment (e.g. Holmes & Rache, 1967), or as an interaction between a 

stimulus and response (French & Caplan, 1972).  More recently, there has 

been a move to consider stress as a transaction between the person and the 

environment (Folkman et al., 1986; Lazarus, 1990, 1999). Transactional 

models of stress typically emphasise cognitive processes such as appraisals 

and coping strategies such as problem-solving focused (e.g. problem-

solving, time management etc.) and emotional-focused coping (e.g. 

distraction, acceptance etc.) ; these cognitive and coping processes are 

thought to bridge the gap between the stressful environment and the 

emotions that arise (Dewe, O’Driscoll, & Cooper, 2012). Although these 

models are helpful in understanding stress in the general population, specific 

models are required to understand stress in an occupational context 

(Woodhouse, 2015). 

One prominent model of occupational stress is the Jobs Demand Control 

Model (JDC; Karasek, 1979) that posits that occupational stress or job strain 

arises when the demand of a job exceeds the individual’s perceived control 

over that job. There is considerable empirical support for this model 

suggesting that job control has a moderating effect on the relationship 

between job demands and strain (e.g. Beehr, Glaser, Canali, & Wallwey, 

2001). However, the JDC has not resolved certain issues such as whether 
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the interaction between job demands and control have an additive or 

multiplicative effect on stress or whether objective or subjective control 

determine stress (Dewe et al., 2012). 

One revision of the JDC model added social support to the model (Job 

Demands-Control-Support [JDCS]; Johnson & Hall, 1988; Karasek & 

Theorell, 1990). This addition to the model came from the empirical finding 

that social support had a role in reducing occupational stress (e.g. Hausser, 

Mojzisch, Nielsel, & Schulz-Hardt, 2010). However, there is much debate 

about the effect of social support on stress. Social support can have main 

effects on stress (directly reduces stress by providing regular and stable 

positive experiences) or can have a buffering effect (i.e. reduces the impact 

of stressors) (Cohen & Wills, 1985; Kickul & Posig, 2001). However, some 

studies have reported the opposite effect where there was a negative 

association between social support and stress, a phenomenon typically 

referred to as “reverse buffering” (Kickul & Posig, 2001).  

Both the JDC and JDCS have been criticised as they do little to account for 

the role of individual differences in the development or experience of stress. 

For instance, these models cannot account for why individuals with similar 

levels of demands, control and/or support can have very different stress 

outcomes (e.g. Perrewe & Zellars, 1999). In response to these criticisms 

some researchers integrated individual differences into the JDC model; for 

example, one study found that the interaction between job demands and 

control only held for individual high in emotional stability but not for 

individuals low in emotional stability (Rubino, Perry, Milam, et al., 2012). 

Despite the criticisms of these models they have had practical implications 

for the design of interventions for employee wellbeing at work and reducing 

the impact of stress (Dewe et al., 2012). 

1.2  Healthcare Professional Quality of Life 

According to the Compassion Satisfaction – Compassion Fatigue model (CS-

CF; Stamm, 2010; see Figure 1.1), quality of life in caring professionals can 

be influenced by work, client and personal environments. The work 

environment is comprised of organisational factors and tasks carried out by 
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the professional. The client environment encompasses the exposure to 

patients suffering from ill-health or who die in the care of the professional. 

The personal environment consists of the personal characteristics (e.g. 

hardiness) of the professional and what they bring to their work (e.g. their 

beliefs, their history of trauma and/or illness, their families, their financial 

struggles and so on). These factors interact to influence or can 

independently influence professional quality of life that comprises of 

compassion satisfaction and compassion fatigue. 

Compassion satisfaction is thought of as the positive aspects of helping 

others such as deriving pleasure or a sense of meaning and purpose from 

providing care (Stamm, 2010). Although, a poor work environment can 

influence this negatively it is still possible to derive satisfaction from caring 

work and making a difference to others despite poor working conditions 

(Stamm, 2010). At a conceptual level it is possible that professionals can 

experience compassion satisfaction even when the risk of compassion 

fatigue is high (Stamm, 2002). However, in a meta-correlation analysis it was 

reported that in general it appears that compassion satisfaction is negatively 

associated with burnout (r = -.45) and secondary trauma (r = -.23) (Zhang, 

Zhang, Han, et al., 2018). 

In contrast, compassion fatigue is conceptualised by the CS-CF model as the 

negative aspects of caring for others at work such as unhappiness with work, 

dispassionate about work, experiencing trauma or fear due to work and 

feelings of being depleted (Stamm, 2010). In essence, compassion fatigue in 

this model comprises of both burnout and secondary trauma. Critically 

however, some researchers have argued that compassion fatigue is an ill-

defined concept and therefore quite difficult to measure. Sinclair and 

colleagues (2017) suggested that compassion fatigue appears to be an 

evocative concept or euphemism for a host of healthcare provider related 

occupational stress. Despite these criticisms of compassion fatigue, it is 

suggested that the  Professional Quality of Life scale (ProQoL-5; Stamm, 

2010) may be a useful measure of compassion satisfaction, burnout and 
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secondary trauma rather than a measure of compassion satisfaction and 

“compassion fatigue” (see Sinclair et al., 2017). 

Burnout is defined as the “cumulative stress from the demands of daily life, a 

state of physical, emotional, and mental exhaustion caused by a depletion of 

the ability to cope with one’s environment, particularly the work environment” 

(Potter, Deshields, Divanbeigi, et al., 2010: 57). Burnout is characterised by 

emotional exhaustion, depersonalisation, and reduced personal 

accomplishment (Kovacs et al., 2010; Potter et al., 2010). Emotional 

exhaustion is described as a feeling of being “run down” or “used up” 

emotionally (Kovacs et al., 2010). Depersonalisation is described as negative 

and cynical attitudes toward one’s work (Kovacs et al., 2010; Maslach & 

Jackson, 1981; Salanova et al., 2005). Reduced personal accomplishment is 

the perception of low job competence and low self-efficacy beliefs alongside 

a sense of non-achievement (Kovacs et al., 2010; Woodhouse et al., 2015). 

Burnout in healthcare professionals is important to consider as it has been 

associated with poorer health outcomes (e.g. Melamed et al., 2006; Kim & 

Kao, 2011) and poorer patient care practices (Shanafelt et al. 2002). 

Secondary trauma is related to concepts such as “vicarious trauma” 

(Perlman & Saakvitne, 1995) or “secondary victimization” (Figley, 1982). It 

can be defined as “a negative feeling driven by fear and work-related trauma” 

(Stamm, 2010, p. 8). It has been suggested that although some trauma in 

work can be direct or primary that most work-related trauma is secondary 

(i.e. witnessing the suffering of others) (Stamm, 2010). Secondary trauma is 

a consequence of frequent exposure to the suffering and trauma of others 

(Hemsworth et al., 2018). It can involve disrupted sleep due to traumatic 

images or related anxiety, avoidance of patients that arose the traumatic 

experience, and emotional disturbance akin to post-traumatic stress disorder 

(Figley, 1995).  
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Figure 1.1 Stamm’s (2010) Compassion Satisfaction – Compassion Fatigue 
(CS-CF) model of professional quality of life 

  

According to the CF-CS model professional quality of life results from 

balancing between compassion satisfaction and compassion fatigue. This 

hypothesis resulted from the observation that many professionals report 

having compassion fatigue or the negative aspects of providing care but still 

report liking their work and being able to derive meaning or pleasure from it 

(Stamm, 2002). However, it is suggested that if burnout or secondary trauma 

leave the individual with no available energy or dampen down the individuals 

ability to derive a sense of meaning or satisfaction from their work this 

creates poor professional quality of life (Stamm, 2002, 2010).  
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1.3 Palliative Care and the Professional 

1.1.1 Definition and brief history of Palliative Care 
Palliative care is an evolving field of health and social care that emerged in 

the 1960s and 1970s. It was only in 1987 when palliative care became a 

recognised medical speciality in the United Kingdom, while today 

approximately 25 other countries now recognise it (Health and Sport 

Committee, 2015). The primary aim of palliative care is to prevent and 

alleviate suffering that accompanies life-limiting, advanced or terminal illness. 

It is a holistic and multidisciplinary approach with an emphasis on physical, 

social, psychological, and spiritual needs of patients. Palliative care 

specialists have particular expertise in understanding and managing complex 

symptoms that follow from advanced disease, for example pain that is hard 

to control. Palliative care can be provided concurrently along the trajectory of 

a serious illness or can be provided as individuals transition from being 

focused on cure or rehabilitation to a focus on comfort and the maintenance 

of quality of life (Health and Sport Committee, 2015).  

Before the 1960’s hospices were run by mainly religious orders to care for 

the terminally ill. Early hospices in the 11th century were set up by Crusaders 

to provide shelter for people suffering from an incurable illness. In the 14th 

century, The Knights Hospitaller opened a facility aimed at providing refuge 

for travellers and to provide care for the incurably ill. In the middle ages there 

was an increase in hospices provided by religious orders. In 1879, the 

Sisters of Charity opened Our Lady’s Hospice in Dublin, Ireland. This 

hospice cared for thousands of patients dying from tuberculosis and cancer 

and the Sisters of Charity set up similar hospices in several other countries 

including St Joseph Hospice in London where Cicely Saunders developed 

her skills. St Christopher’s Hospice, the world’s first modern hospice was 

opened by Saunders and her colleagues in 1967. This hospice was an 

important setting as it sought excellence in care, education and research.  

Some of the influential clinical research that took place at St Christopher’s 

was on pain control, the mechanisms of action of opiates, and comparison 

studies between hospices and hospitals showing hospices consistently doing 

better in providing psychosocial care (Clark, 2007; Twycross, 1979; Parkes & 
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Parkes, 1984). Due to the success of St Christopher’s Hospice there was an 

increase in the number of hospices set up particularly in the UK. 

UK-based cancer charities were also influential in promoting change and 

contributing to the development of palliative and hospice care: Macmillan and 

the Marie Curie Memorial Foundation. The Macmillan organisation (founded 

in 1911) in the 1970’s became more and more engaged in palliative care 

especially by providing education opportunities, offering specialist 

professional and academic positions, and service development in palliative 

care. However, Macmillan has transitioned into a charity focusing on 

providing support for cancer patients and is now named Macmillan Cancer 

Support (Clark, 2007). In the early 1980s Marie Curie expanded their 

provision of care to encompass not only cancer patients but also other 

patients who would fit the scope of palliative care (Clark, 2007; Marie Curie 

Hospices, n.d.). 

Palliative care and clinical oncology are deeply rooted historically and 

evolved alongside each other. Although nowadays oncology and palliative 

care are perceived as quite closely related; this was not always the case as 

there were tensions between the two disciplines prior to the 1980s 

concerning the ‘quest for cure’ issue (Conner & Mannix, 2015). For example, 

in the 1950s the primary focus of physicians in relation to cancer was the 

potential to cure patients and dying patients were overlooked or abandoned 

(Clark, 2007). However, early research and academic publications in the 

aftermath of WWII (e.g. Saunders, 1960; 1967; Kubler Ross, 1969; Glaser & 

Strauss, 1965) and growing concern over the neglect of terminally ill patients 

by the medical community ignited the spark required for palliative care to 

evolve as a research and professional discipline (see Clark, 2007 for a more 

detailed account of the origins of palliative care in oncology). 

1.1.2 Stress and Burnout in Palliative Care Professionals 
As palliative care professionals (PCPs) care for the terminally ill they are 

faced with a wide range of patient suffering that includes physical symptoms 

(e.g. pain, fatigue, nausea, constipation, oedema, etc.) as well as 

psychological symptoms (e.g. anxiety, depression, concerns about 
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dying/death, confusion, etc.) (Wallerstedt & Andershed, 2007). As PCPs are 

exposed to the deaths and suffering of patients they themselves may be at 

risk of work-related emotional, distress, existential challenges such as re-

evaluating life and death assumptions, and difficult ethical decisions such as 

refraining from resuscitation, withholding or withdrawing treatment, and being 

involved in emotional and complex discussions regarding Do Not Resuscitate 

Orders, and other advanced care plans with patients and family members 

(Chan, Tin, Wong et al., 2016; Pereira, Fonseca, & Carvalho, 2011). 

Furthermore, PCPs can be affected by patients' unrelieved suffering (White, 

Wilkes, Cooper, & Barbato, 2004). This suggests that palliative care work 

may be particularly emotionally taxing and have psychological consequences 

such as stress and burnout.  

Despite having reason to believe that PCPs are susceptible to burnout, the 

literature on burnout rates are mixed, with some authors reporting that PCPs 

do not have higher burnout rates compared to other healthcare professionals 

(Pereira et al., 2011). A number of studies report that burnout rates in 

palliative care professionals are lower compared to other healthcare 

professionals (Pereira et al., 2011). For example, it has been found that 

among physicians engaging in end-of-life care for cancer patients, clinical 

oncologists had significantly higher emotional exhaustion and lower levels of 

personal accomplishment compared with palliative care physicians, but no 

differences were found on the depersonalisation subscale (Asai et al., 2007). 

However, a recent survey of palliative care clinicians in the U.S. found that 

the burnout rate was high with 62% reporting burnout symptoms and over 

50% with a moderate to high chance of leaving the profession in the next 10 

years (Kamal et al., 2016). Furthermore, Koh and colleagues (2015) found 

that among PCPs in Singapore those providing home-based care were more 

at risk of psychological morbidity compared to hospice-based and hospital-

based workers (42% vs 26% vs 18% respectively). Critically however, 

caution is warranted in interpreting such surveys as they appear to be limited 

by low response rates (Cook, Dickinson, & Eccles, 2009). Due to low 

response rates, there is a risk for potentially under-representing 

professionals that do not participate in studies due to time pressures or are 
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experiencing other stressful circumstances. Furthermore, almost all studies 

have relied on cross-sectional designs which limits the studies in terms of 

examining causality. 

It has been suggested that differences between palliative care and curative 

care approaches in medicine can explain why no differences or sometimes 

lower burnout rates are reported despite emotional challenges working in 

palliative care (Pereira et al., 2011). Firstly, PCPs may be less likely to 

question their competence as a practitioner upon a patient’s death compared 

to the curative approaches (e.g. oncology, cardiology, and so on) (Pereira et 

al., 2011). Also, palliative care adopts a multidisciplinary approach that can 

benefit professionals by enhancing communication and understanding, and 

reducing barriers between professionals (Pereira et al., 2011). Furthermore, 

the holistic or person-centred care feature of the palliative care approach 

may also increase job satisfaction and sense of personal accomplishment 

and reduce emotional exhaustion in professionals (Van Den Pol-Grevelink et 

al., 2011). Given that stressors in palliative care and other healthcare 

contexts are unavoidable (e.g. patient suffering, difficult conversations with 

patients and their families around topics such as DNR) it has been 

suggested that research needs to expand focus beyond the work 

environment and explore psychological styles at work (e.g. Bond, Flaxman, 

van Veldhoven, & Biron, 2010). This line of inquiry may shed light on 

additional differences between PCPs and other healthcare professionals 

focusing on curative approaches.  

1.1.3 Wellbeing Interventions for palliative care professionals 
Given that PCPs are faced with numerous emotional challenges that can 

lead to psychological distress it is surprising that very few psychosocial 

intervention studies have been reported in the literature. In a recent 

systematic review, Hill and colleagues (2016) included only 9 psychosocial 

interventions, that included an organisational level intervention, stress-

reduction programme, group-based music therapy, psycho-existential 

training, group-based cognitive behavioural sleep intervention, and art 

therapy. Only 2 studies were RCTs, 4 were one-group pre-post designs, 2 

were two-group quasi-experimental designs, and 1 was a process evaluation 
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study. Both RCTs and the majority of the other studies failed to improve PCP 

wellbeing or reduce psychological distress. Only art therapy and the group 

based music therapy appeared to moderately improve psychological 

outcomes but were methodologically weak; both studies were two-group 

quasi-experimental designs. In addition, outcome measures used to assess 

psychological distress or wellbeing were inconsistent across studies making 

it difficult to compare studies. This also highlights an issue regarding the 

selection of outcome measures for PCPs. Based on these findings, there is a 

clear need for better quality psychosocial intervention studies, more 

consideration about outcome measurement and also the careful 

development of such interventions for PCPs. Interventions could be refined 

by integrating existing research literature with data acquired using qualitative 

methods. For example, Perez and colleagues (2015) reported that PCPs 

expressed a desire for training in mind-body skills (e.g. meditation), stress 

education, and cognitive strategies to reduce ruminative thoughts and 

negative self-talk. Based on this finding cognitive behavioural interventions 

such as Acceptance and Commitment training could be well suited for PCPs. 

1.4 Acceptance and Commitment Therapy (ACT): The 
Psychological Flexibility model and application to 
healthcare professionals 

1.4.1 The Acceptance and Commitment Therapy (ACT) 
Model: Psychological Flexibility and the 6 core 
processes 

Acceptance and Commitment Therapy (ACT; Hayes, Stosahl, & Wilson, 

2012) is described as a contextual cognitive behavioural therapy that aims to 

increase psychological flexibility through mindfulness and behaviour change 

processes. In general, contextual cognitive behavioural therapies target the 

context and function of psychological events (e.g. thoughts, emotions, 

sensations etc.) instead of the form and the content of such events. They aim 

to establish broad and flexible behavioural response repertoires, rather than 

focus on eliminating symptoms, they encourage practitioners to use the 

same techniques in their own lives, build on existing behavioural and 

cognitive therapy approaches, and try to deal with complex issues of concern 
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in other traditions (such as spirituality, sense of self, values etc.) (Hayes, 

2004; Hayes, Villatte, Levin, & Hildebrandt, 2011). 

The psychological flexibility model is the central model of ACT (Hayes et al., 

2012). Psychological flexibility can be defined as the “ability to consciously 

contact the present moment and the thoughts and feelings it contains more 

fully without needless defence, and based on what the situation affords, to 

persist or change in behaviour in the service of chosen values” (Hayes, 

Villatte, Levin, & Hildebrandt, 2011, p.155). Typically, psychological flexibility 

is conceptualised as being comprised of six core overlapping and 

interdependent processes with corresponding problematic manifestations: 

acceptance/experiential avoidance, defusion/fusion, being 

present/domination of conceptualised future or past, self-as-

context/attachment to a conceptualised self narrative, values/problems with 

values and committed action/inaction, impulsivity, persistent avoidance 

(Hayes, Luoma, Bond, Masuda, & Lillis, 2006; Hayes et al., 2012; Hayes, 

Pistorello, & Levin, 2012). The interdependence of these processes have led 

to presentations in which pairs of processes can be described as three 

broader response styles, titled ‘Open’ [acceptance/defusion], ‘Centred’ [being 

present/self-as-context], and ‘Engaged’ [values/committed action] (See 

Figure 1.2). This is often referred to as the “Triflex Model” (Harris, 2009; 

Hayes et al., 2012) 
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Figure 1.2 Psychological Flexibility model of psychological health, human 
functioning and behaviour change 

Acceptance in ACT is conceptualised as “the voluntary adoption of an 

intentionally open, receptive, flexible and nonjudgmental posture with respect 

to moment-to-moment experience. Acceptance is supported by a 

‘willingness’ to make contact with distressing private experiences or situation, 

events, or interactions that will likely trigger them” (Hayes et al., 2012, p. 

272). ACT distinguishes acceptance from tolerance or resignation by clearly 

defining acceptance as an active process that includes a willingness element 

(Hayes et al., 2012). Acceptance is seen as the direct opposite of the 

pathological process experiential avoidance (EA; the unwillingness to have 

certain experiences such as thoughts or feelings and deliberately trying to 

control the frequency, form, and/or content of such experiences). Acceptance 
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is promoted in ACT using metaphors, exercises that encourage contact with 

the previously avoided experiences, or shaping (Hayes et al., 2012). 

Defusion is the disruption or weakening of the behaviour regulatory influence 

of cognitive or verbal events (i.e. fusion) (Gillanders et al., 2014). Although, 

cognitive defusion is still not fully understood there has been some attempts 

to understand how defusion techniques bring about therapeutic change. For 

example, Blackledge (2007) identified the following ways defusion 

techniques may bring about their effects: (1) encourages more of a focus on 

the process and not the content of thinking (i.e. viewing thoughts as just 

thoughts and not buying into what they say), (2) some techniques encourage 

a violation of speech parameters or styles (e.g. repeating thoughts rapidly, 

using a comical voice to say thoughts aloud, sing thoughts using a well-

known melody), (3) some defusion techniques may work by helping 

distinguish between formal (i.e. what can be directly observed using the 

senses - descriptions) and arbitrary (i.e. not directly observable through the 

senses – evaluations) stimulus properties, and (4) some defusion exercises 

help clients let go of problematic reason giving and the need for coherence 

(e.g. “I did not do it because I was too anxious”).  

Being Present involves developing an awareness and an openness to the 

present moment that includes external (e.g. environment) and internal (i.e. 

psychological) events (Hayes, Luoma, Bond et al., 2006, p. 9). This process 

can also be termed present moment contact. By drilling into this process 

ACT promotes the experience of thoughts (e.g. “I am not good enough”) or 

feelings as what they are (e.g. just a thought) rather than what they claim to 

be and also develop an ability to notice that these experiences come and go 

(Ciarrochi, Bilich & Godsel, 2010). It is also hoped that by promoting being 

present that a person is able to make choices and take action given what the 

situation affords that is in line with their chosen values (Hayes et al., 2012). 

To promote this process ACT uses mindfulness and other attentional control 

techniques. 

Self-as-context involves building an awareness of a locus point from which 

all experiences are observed from (also termed “observer self”) and letting 
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go of conceptualisations of oneself (e.g. “I am a bad person” also referred to 

as the conceptualised self). In other words, self-as-context is the place in 

which content of experiences is observed from. It is suggested that there is a 

constant and stable “I” that contains or can observing self-statements and 

other experiences (McHugh, 2015). This process involves what RFT 

theorists refer to as “deictic” relations in which a person can build an 

awareness of the I-HERE-NOW perspective that is stable and constant and 

free of self-statements that usually evaluate the “I” with respect to another 

time (past or future) and place (I-THERE-THEN perspective) (McHugh, 

2015). According to RFT it also involves what are called “hierarchical” 

relations in which experiences (e.g. thoughts, feelings, memories) is 

something that the “I” has or contains but that these experiences do not 

define the self or I. Self-as-context is therefore deeply linked to spirituality 

and self-transcendence. 

Values are defined as “freely chosen, verbally constructed consequences of 

ongoing, dynamic, evolving patterns of activity which establish reinforcers for 

that activity that are intrinsic in engagement in the valued behavioural pattern 

itself” (Wilson & Du Frene, 2009, p.66). Values in the ACT model are 

unattainable but present in the action an individual chooses to engage in that 

is in accordance with such values (e.g. When a person spends time with their 

children as they value their relationship to their children). Problems with 

values arise when a person is unaware of what it is they value or when 

fusion or EA make behaving in accordance with values less likely (Hayes et 

al., 2012). Therefore, ACT helps people clarify what they value and to 

choose to be willing to have difficult experiences if doing so is necessary to 

engage in valued actions (Hayes et al., 2012). 

Committed action is a “values-based action designed to create a pattern of 

action that is itself values based” (Hayes et al., 2012, p.95). In ACT 

“commitment” is thought of as a moment-to-moment process; thus, if 

commitment action slips (e.g. inactivity, avoidance, impulsivity) occur the 

person is encouraged to take responsibility of the slip and try again to 

commit to behaving in accordance to their chosen values. To encourage 
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movement in this process ACT uses a variety of techniques that have 

originated in behaviour therapy such as exposure, skills training, shaping and 

goal setting techniques (Hayes et al., 2006). 

A criticism of psychological flexibility theory from traditional psychology is 

that there is no clear consensus on how to conceptualise psychological 

flexibility and measure this process. For example, it is argued that 

psychological flexibility can be one process, consists of three processes as in 

the Triflex model or consists of the six processes as outlined above (often 

referred to as the “hexaflex” model). A functional contextual approach allows 

for this debate and conceptual flexibility as it is assumed that we can never 

know the true nature of reality and what it consists of (Ciarrochi, Zettle, 

Borckman, et al., 2016). Furthermore, from this perspective psychological 

measures capture samples of a behaviour in a particular context and thus 

are not assumed to reflect the true nature of the construct being measures. 

Factor analysis can be used by functional contextualists to reveal patterns of 

responding to questionnaire items (rather than discovering true factors that 

make up a psychological event)  in order to divide the measure up for 

pragmatic purposes. For example, having a clear measurement model allows 

the researcher or clinician to ask questions such as “if in therapy or training 

defusion is targeted will there also be an increase in valued action” or “which 

psychological flexibility processes are being changed by an intervention and 

do these changes predict outcomes?”. This approach does not sit well within 

traditional psychology where the aim is to uncover the true nature of reality 

and objectively measure constructs that are resistant to change (Ciarrochi et 

al., 2016).

1.4.2 The basic science linked to the ACT/PF model: 
Relational Frame Theory 

ACT has co-evolved with a basic behavioural theory of human language and 

cognition (Zettle, 2005); Relational frame theory (RFT; Hayes, Barnes-

Holmes, & Roche, 2001). RFT’s main premise is that relational framing, or 

more technically arbitrary applicable relational responding (AARR), is at the 

core of human language and cognitive abilities (e.g. understanding analogies 

and metaphors, problem solving, rule-following, perspective taking). 
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Relational framing is a generalised operant, meaning that it is learned 

through operant conditioning (e.g. antecedent, consequential and 

motivational sources of control) and the word “generalised” is used to 

emphasis this as an operant behaviour which cannot be thought of 

topographically but only functionally. This theory posits that we can learn 

relations between events based on nonarbitrary features (i.e. physical 

properties of stimuli) as some animals can (e.g. Harmon, Strong, & Pasnak, 

1982); however what makes human abilities unique is our ability to relate 

events governed by arbitrary (i.e. based on social convention) contextual 

control (Torneke, 2010). For example, a verbally able human child can say a 

2p coin is bigger than a 5p coin based on physical size but an older child can 

say that a 5p coin is bigger than a 2p coin based on the social convention of 

monetary value. 

Relational framing has three basic functional properties: mutual entailment, 

combinatorial entailment, and transformation of stimulus functions. Mutual 

entailment (sometimes called symmetry or bidirectionality) involves 

derivation of a stimulus relation without explicit training after one stimulus 

relation has been established. For example, if “A is the same as B” is trained 

then the untrained relation of “B is the same as A” will be derived from that 

trained stimulus relation (i.e. a phenomenon called derived stimulus 

relations). Mutual entailment is difficult but not impossible to demonstrate in 

non-humans (see Lionello-DeNolf, 2009). Combinatorial entailment is an 

extension of mutual entailment whereby if two or more stimulus relations are 

learned this can lead to the emergence of one or more derived stimulus 

relations. For example, if the relations “A is the same as B” and “B is the 

same as C” are learned then it is possible for the learner to derive these 

relations:  “A is the same as C”, “C is the same as A”, “B is the same as A”, 

and “C is the same as B” (Hayes et al., 2001). Importantly, this is a natural 

property of learning in all verbally able humans from around the age of 2 

years (see Hayes & Sandford, 2014). To the best of my knowledge only 

humans can show combinatorial entailment. The third key feature of 

relational framing is transformation of stimulus function. This is the process 

through which stimulus functions (i.e. the function of a stimulus in relation to 
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behaviour in context) can be influenced (e.g. lose or acquire new functions) 

by derived relations. For example, if A-B are trained and A is paired with an 

aversive stimulus then B would also acquire aversive stimulus functions as a 

result of being mutually entailed with A through the process of transformation 

of stimulus functions. Transformation of stimulus functions has been 

demonstrated in a wide range of stimulus functions including reinforcement 

(Hayes, Kohlenberg, & Hayes, 1991), mood (Barnes-Holmes, Barnes-

Holmes, Smeets, & Luciano, 2004), sexual arousal (Roche, Barnes-Holmes, 

Barnes-Holmes, Smeets, & McGeady, 2000), self-discrimination (Dymond & 

Barnes, 1995), avoidant (Roche, Kanter, Brown, Dymond, & Fogarty, 2008; 

Dymond, Roche, Forsyth, Whelan, & Rhoden, 2008), approach (Gannon, 

Roche, Kanter, Forsyth, & Linehan, 2011), and extinction (Dougher, 

Augustson, Markham, Greenway, & Wulfert, 1994). 

In RFT, two types of contextual cues (see Table 1 for examples) are 

specified that determine which stimuli are related and in the way in which 

they are related (relational contexts or “Crels”). A second type of contextual 

cue determines which psychological function(s) are transformed by the 

relations (functional contexts or “Cfuncs”). A wide range of relational types 

can emerge under the control of Crels and include relations of coordination, 

distinction, opposition, causality, comparison, temporality, hierarchy, and 

deictic (or perspective taking) (Hughes, Barnes-Holmes, & Vahey, 2012). 

These types of relations can also be combined to form more complex 

relational networks that give rise to complex cognitive abilities such as 

analogical framing (analogies and metaphors), storytelling, narratives, rule 

and instruction following (Villatte, Villatte, & Hayes, 2016). As mentioned in 

the previous paragraph, there are a wide range of psychological or stimulus 

functions that can be transformed via relational frames under the control 

Cfuncs. Cfuncs are the cues that give meaning to sentences and without 

them sentences are meaningless or arbitrary (Hayes et al., 2001).   

Table 1.1                                                                                                            
Types of contextual cues, definitions, and examples 

Types of Contextual Cues 

Type 1: Relational contextual cues (Crels) 
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Definition: Specify the relation between stimuli 

Examples: Coordination: “is”, “same as”,  

 Distinction: “is not”, “is different to” 

 Opposition: “is the opposite of” 

 Causal: “if….then…” 

 Hierarchical: “is the container of”, “is 

comprised of” 

Type 2: Functional contextual cues (Cfuncs) 

Definition: Specify what stimulus functions will be 

transformed 

Examples: Fear/Avoidance functions: “Snakes are 

dangerous and deadly” 

 Appetitive functions: “Apple pie is delicious” 

 “Use” functions: “A knife could be used as a 

kitchen utensil or as a weapon” 

 Mood functions: “I feel sad when I hear that 

song”, “I feel happy when I’m around my 

friends” 

 “Letting go of struggling” functions: 

“Struggling with anxiety is like struggling in 

quicksand” 

 

RFT is the view of cognition adopted by ACT (Hayes, Stosahl et al., 2012). In 

contextual behavioural science there has been an explicit effort to create a 

reticulated model between basic and applied theory (Hayes. Barnes-Holmes, 

& Wilson, 2012). A reticulated model in CBS is “a model of scientific and 

practical development, in which theoretical and technological progress 

occurs at multiple levels but in an interconnected way, with differing 

standards of progress appropriate to the particular level of the work given 

what else is known (Hayes, Barnes-Holmes, & Wilson, 2012, p. 6). To this 

end, there has been a significant effort to bridge the gap between RFT 

technical concepts and the psychological flexibility processes. For example, 

there has been attempts to interpret defusion (see Blackledge, 2007), the 

self (see McHugh, 2015), values (see Plumb, Stewart, Dahl, & Lundgren, 

2009), and psychological flexibility (see Torneke, Luciano, Barnes-Holmes, & 

Bond, 2016) using the technical precision of RFT terms. Critically however, 
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there is some debate about the usefulness of this reticulated approach 

especially concerning the scientific and clinical utility of middle-level terms 

(i.e. non-technical terms) that comprise the psychological flexibility model 

(See Barnes-Holmes, Hussey, McEnteggart, Barnes-Holmes, & Foody 

(2016) for a more detailed overview of the debate).  

As an illustration of the problems translating ACT middle-level terms using 

RFT, consider defusion. Blackledge and Barnes-Holmes (2009) interpreted 

defusion in RFT terms as “well established verbal stimulus transformations 

being disrupted via the displacement of contextual conditions that control 

relational responding in general”.  Despite this RFT interpretation, it has been 

argued that this has not led to a clear functional or experimental analyses of 

relational responding that demonstrate defusion as a process. Much of these 

translation attempts have been clinical analogue studies in which a defusion 

procedure is selected to investigate its effects on a particular outcome (e.g. 

Masuda, Twohig, Stormo et al., 2010; Heally, Barnes-Holmes, Barnes-

Holmes, et al., 2008). However, Barnes-Holmes et al (2016) pointed out that 

numerous errors occur in clinical analogue studies of defusion that seem to 

only demonstrate that a certain defusion procedure works for a certain 

outcome but does not point to why the procedure works (i.e. identifying a 

functional process). In other words, using analogue studies as evidence of a 

functional process appears to conflate procedures with processes. This issue 

has not been resolved; however ambitious researchers are still working on 

bridging the divide between RFT and ACT terms (see Villatte, Villatte, & 

Hayes, 2018). 

1.4.3 The philosophy of science of ACT and RFT: Functional 
Contextualism 

The underlining philosophy of Contextual Behavioural Science including ACT 

and RFT is functional contextualism. The primary focus or unit of analysis for 

functional contextualists is the act-in-context. For functional contextualists 

the analyst cannot fully separate the act or behaviour from its context. It 

suggests that in order to understand the on-going action of an individual or 

group the analyst must consider the history, antecedents and consequences 

of that action (Hayes, Barnes-Holmes, & Wilson, 2012). At a practical level, 
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analysts will conduct a functional analysis focusing on observing the 

influence of the context on behaviour to make predictions of that behaviour 

and manipulate the context (e.g. provide training to establish a learning 

history and alter antecedents and/or consequences of the behaviour) in an 

effort to modify that behaviour (e.g. Torneke, 2010). 

The functional contextual approach adopts a pragmatic truth criterion (i.e. a 

standard used to assess validity of analysis). This means that statements 

that allow scientists to achieve practical goals are considered true whereas 

statements that do not allow the scientists to achieve practical goals are 

rejected (Hayes, Barnes-Holmes, & Wilson, 2012).  In other words, the truth 

criterion of functional contextualism is “successful working” whereby an 

analysis is true if it assists the scientist in achieving a priori stated goals 

(Biglan & Hayes, 2016). The explicit, unified goal of CBS is to predict-and-

influence behaviour with precision (use of unambiguous and precise 

concepts), scope (use of a small number of concepts that can be applied to a 

broad range of phenomena), and depth (use of concepts that are coherent 

with other levels of analysis such as anthropology, neuroscience and 

evolutionary science) (Biglan & Hayes, 2016).  

Functional contextualism also takes a principled a-ontological stance (i.e. 

disinterest in ontology/reality). Although natural sciences focus on what is out 

there in reality to be discovered through scientific investigation, the functional 

contextualist focuses on the act-in-context and what works in facilitating 

desired consequences (Hayes, Strosahl, et al., 2012). This does not mean 

that functional contextualists are anti-ontology (i.e. believe that the world and 

the things in the world are not real or don’t exist). Instead functional 

contextualists treat all language (including statements about the world and 

within contextual behavioural science) as acts-in-context (Hayes, Strosahl, et 

al., 2012). 

In summary, the philosophical assumptions of functional contextualism are 

(1) the act-in-context as the primary unit of analysis, (2) the pragmatic truth 

or “successful working” criterion, and (3) the a-ontological stance. It allows 

researchers and clinicians to not only focus on why someone is suffering or 
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how can this suffering be alleviated but expands the focus on the act or 

behaviour in its context and then uses this analysis to move closer to the 

pragmatic goals of the researcher, clinician and the client (Hayes, Strosahl, 

et al. 2012). It should be noted here that RFT, ACT and the psychological 

flexibility model explicitly adopt the functional contextual assumptions in how 

they view the world and the problems of their clients. In the subsequent 

sections, the empirical support for ACT and its model will be explored.  

1.4.4 Brief Overview of the Empirical Evidence base of the 
Psychological Flexibility Model 

Survey studies  

The psychological flexibility or ACT model has been examined in 

correlational studies and experimental studies of psychological flexibility and 

inflexibility components (Hayes, Luoma, Bond et al., 2006). In correlational 

studies, the evidence appears to suggest that psychological flexibility as 

measured by the Acceptance and Action Questionnaire (AAQ; Hayes, 

Strosahl, et al., 2004) and its variants are moderately positively correlated 

with better psychological outcomes and quality of life (Hayes et al., 2006). A 

review of correlational evidence between 2006 and 2010 demonstrated that 

the weighted correlation between experiential avoidance and symptoms of 

depression and anxiety were large (Ruiz, 2010). Furthermore, in a review of 

longitudinal and mediational studies, Ruiz (2010) reported that the ACT 

model was able to predict and mediate important outcomes in chronic pain, 

that experiential avoidance predicted wellbeing and performance in work 

settings, and that experiential avoidance mediated the relationship between 

stressful events and adaptation. These findings suggest that the ACT model 

has support from cross-sectional and longitudinal studies in suggesting that 

psychological flexibility or inflexibility plays a significant role in wellbeing and 

mental health. 

Critically however, a significant limitation of the current survey findings 

reported in these reviews were highlighted by Hayes and colleagues (2006). 

The authors suggested that this research is limited by the small range of 

measures examining psychological flexibility and its processes and by the 
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overreliance on the AAQ. They recommended that researchers should try 

develop more measures of processes such as fusion and also consider the 

connection between psychological flexibility and other related concepts such 

as distress tolerance (Hayes et al., 2006). Furthermore, as will be discussed 

in more depth in the “measurement of psychological flexibility” section, the 

AAQ appears to be a problematic measure of psychological flexibility. This 

has led to the development of several new measures of psychological 

flexibility such as the Comprehensive Assessment of ACT processes 

(CompACT; Francis et al., 2016) and individual process measures such as 

the Cognitive Fusion Questionnaire (CFQ; Gillanders, Bolderston, Bond et 

al., 2014). 

Experimental studies 

Laboratory evidence of the components of psychological flexibility have also 

been evaluated in a meta-analysis (Levin, Hildebrandt, Lillis, & Hayes, 2012). 

Firstly, this review found that psychological flexibility processes (acceptance, 

defusion, present moment, values, mixture of mindfulness components, 

values with mindfulness components) manipulated in component studies had 

significant positive effects compared to inactive control groups.  Secondly, 

psychological flexibility component interventions had larger effect sizes for 

outcomes that were theoretically consistent (e.g. believability of thoughts, 

persistence, and willingness) compared to changing frequency or intensity of 

undesired thoughts and feelings. Thirdly, experimental interventions distinct 

from psychological flexibility (e.g. experiential control, cognitive fusion) were 

less effective (and at times detrimental) in comparison to psychological 

flexibility components. Finally, as predicted by the model experiential 

exercises were more effective compared to just simply providing a rationale. 

Although this review did not include the self-as-context component in 

isolation, since its publication a number of studies have been conducted 

examining self-as-context and found theoretically consistent evidence in 

reducing distress (e.g. Foody, Barnes-Holmes, Barnes-Holmes, & Luciano, 

2013) and increasing pain tolerance (Carrasquillo & Zettle, 2014). Therefore, 

it appears that published component studies support the usefulness and 
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coherence of the psychological flexibility model in understanding human 

functioning and behaviour change. 

Meta-analyses of Randomised Controlled Trials investigating the efficacy of 

ACT 

ACT based intervention studies have exploded in the last decade, 

particularly using Randomised Controlled Trials (RCTs). Several systematic 

reviews and meta-analyses have been conducted to try and parse out how 

effective ACT is for mental and physical health problems. For example, A-

Tjak, Davis, Morina and colleagues (2015) conducted a meta-analysis of the 

efficacy of ACT for mental and physical health problems that indicated that 

ACT outperformed control conditions at post-treatment and follow-up time 

points and appeared to be as effective as CBT.  In addition, Ruiz (2012) 

compared ACT to CBT in a meta-analysis and reported that ACT 

outperformed CBT at post-treatment for depression, quality of life and ACT 

based processes of change (e.g. psychological flexibility, experiential 

avoidance) but no differences were found for anxiety. In a sequential meta-

analysis Hacker, Stone and MacBeth (2016) reported that the evidence for 

ACT for anxiety and depression had reached statistical sufficiency for which 

further RCTs comparing ACT to control groups are no longer necessary. 

However, the authors suggested there was insufficient evidence from RCTs 

that ACT is more efficacious in comparison to existing evidence-based 

treatments in treating anxiety or depression. 

In stark contrast to the aforementioned findings, a meta-analysis conducted 

by Ӧst (2008) reported that ACT had a mean effect size of 0.68 but noted 

that ACT at the time was not yet a well-established evidence-based 

treatment for any psychological disorder. In an updated meta-analysis Ӧst 

(2014) repeated this conclusion. Furthermore, in 2014 Ӧst reported that the 

mean effect sizes for ACT had decreased from 0.68 to 0.42. Ӧst also 

claimed that the methodological quality of RCTs on ACT did not significantly 

improve between 2008 and 2014. The author criticised the methodological 

quality of ACT RCTs as being weakened by the use of treatment as usual as 

a comparison, lack of a power analysis prior to the study, not reliably 
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diagnosing patients, and the use of just one or two therapists in the RCTs. 

However, the picture painted by Ӧst’s (2014) review was somewhat 

contradicted by the findings of A-Tjak , Davis, Morina et al (2015). A-Tjak et 

al (2015) used the same methodological quality assessment scale but 

reported that ACT based RCTs were improving in methodological quality. In 

a commentary, Hertenstein and Nissen (2015) suggested that the differences 

between these two reviews in terms of quality of methodology was 

concerning and suggested that a critical investigation of these reviews was 

necessary.  

Atkins, Ciarrochi, Gaudiano and colleagues (2017) responded to Ӧst’s 

(2014) review by laying out an argument for why this review should be put 

aside and recommended an update of how to conduct systematic reviews of 

psychotherapy. It was found that there were factual errors made by Ӧst for 

46 of the 60 included studies (80%). For instance, it was claimed that for five 

studies there was no follow-up data when in fact there was follow-up data. In 

addition, the authors highlighted problems related to the selection of studies, 

the rating scale used to evaluate the methodological quality, and the 

subjective evaluation of the state of ACT’s evidence overall and for specific 

conditions (e.g. Ӧst’s suggestion that ACT is probably efficacious for chronic 

pain and possibly efficacious for depression and so on). Therefore, it was 

recommended that Ӧst’s (2014) review is set aside in the evaluation of the 

evidence base of ACT given the numerous errors pointed out by Atkins et al 

(2017). To improve the quality of systematic reviews of ACT and other forms 

of psychotherapy, the authors recommended that such systematic reviews 

should: (1) rely upon reviews conducted by numerous scholars and not 

single individuals, (2) make the resulting data from reviews available for 

inspection, (3) quality criteria should be determined by numerous scholars 

and not single individuals, (4) that a shift towards transdiagnostic studies 

needs to be appreciated as a purely diagnostic approach loses dominance, 

and (5) that reviews should consider data that evaluates the theoretically 

consistent mediating processes. 
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In a rebuttal, Ӧst (2017) suggested that his 2014 systematic review should 

not be set aside based on the criticisms provided by Atkins et al. (2017). He 

suggested that selection of studies did not meaningfully impact the mean 

effect size or increase variability in methodological quality. He reports that his 

rating scale of methodological quality has been shown to be reliable and 

accurate. With regards to his subjective judgements of the quality of 

evidence Ӧst (2017) argued that he used the APA Division 12 criteria to 

make these judgments.  He went further to suggest that the paper by Atkins 

et al. (2017) was a “plea made by 10 researchers, having strong allegiance 

with ACT, who also have various conflicts of interest; royalties from books, 

fees for workshops, training courses and therapy” (Ӧst, 2017, p. 279). 

Despite Ost’s critiques of ACT and ACT proponents, it can be argued that 

ACT is still an evidence-based treatment option given that it appears to 

consistently outperform control conditions and is found to be at least as 

effective as other active treatments such as CBT in the available literature. In 

addition, ACT also has value as it appears to work in theoretically consistent 

ways based on experimental studies and mediation of change studies. 

However, to firmly settle this issue ACT researchers should focus on 

enhancing the methodological quality of studies investigating ACT compared 

to other active control conditions.  

Mediation of change studies 

The CBS approach has placed a lot of emphasis on understanding the 

processes or mechanisms of change that empower ACT treatment (e.g. 

Ciarrochi, Bilich, & Godsell, 2010; Hayes, Barnes-Holmes, & Wilson, 2012; 

Hayes et al., 2006) based on the psychological flexibility model. Hayes et al 

(2006) had found that ACT processes mediated the treatment effect of ACT 

consistently. However, this review relied on poor methodological quality and 

a limited scope of process measures. To provide an updated review of 

mechanisms of change, Stockton, Kellet, Berrios, and colleagues (2019) 

conducted a systematic review of ACT mediation studies published between 

2006 and 2015. They also found that mediation was generally consistent with 

the psychological flexibility model. However, they report that the evidence 
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base is somewhat weakened by studies being under powered or not 

reporting power calculations, a lack of reporting on the reliability of mediator 

and/or outcome measures, and a failure to consistently measure the six core 

processes of the psychological flexibility model (e.g. no studies examined 

self as context). They conclude that better quality research is required to 

examine mediation of change in ACT intervention studies. 

Studies examining the relationship between psychological processes 

There are only a handful of studies that have explored the relationship 

between the components of the ACT model. However, much of the available 

evidence supports the Triflex model, as described above (see Christodoulou, 

Michaelides, & Karekla, 2019). For example, in a structural equation 

modelling study of the ACT model in chronic pain conducted by Vowles, 

Sowden and Ashworth (2014) the six factor morel of psychological flexibility 

(i.e. the Hexaflex model) was compared with the Triflex model. It was found 

that the Hexaflex model did not fit the data very well; however, analyses 

revealed a good fit for a three-factor model of “acceptance/defusion”, 

“values/committed action” and “be present/self-as-context”, as predicted by 

the Triflex model. However, this study has been criticised by Christodoulou 

and colleagues (2019) for using measures that were not specifically 

designed to tap into specific psychological flexibility process. For example, 

the defusion/acceptance factor consisted of three subscales (self-judgement, 

isolation, and overidentification) that were taken from the self-compassion 

scale (Neff, 2003) (Christodoulou et al., 2019). 

In addition, it has already been stated that, for each psychological flexibility 

process there is a psychological inflexibility process or problematic 

manifestation in the ACT model. For example, the polar opposite of 

“cognitive defusion” is “fusion”. However, recently there has been a 

realisation that the presence of psychological flexibility does not infer the 

absence of inflexibility processes occurring simultaneously or across various 

situations (Rogge et al., 2019). Therefore, with higher levels of defusion it 

cannot be inferred that fusion is low, and vice versa. Rogge and colleagues 

found that some pairs of processes were only moderately correlated (e.g. 
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Acceptance and Experiential Avoidance; r = -.29, p<.05) suggesting that it 

may not be appropriate to conceptualise these processes as polar opposites 

of one another along a continuum (Rogge et al., 2019). The researchers 

recommended that psychological flexibility and inflexibility processes may be 

best understood as distinct dimensions. 

1.4.5 Psychological Flexibility and ACT for health 
professionals and palliative care professionals 

Only a handful of survey studies have examined the role of psychological 

flexibility in healthcare professionals. One such study was conducted by 

Duarte and Pinto-Gouveria (2017) who studied psychological flexibility in 

oncology nurses working in Portugal. This study revealed that psychological 

inflexibility was negatively correlated with compassion satisfaction and 

positively correlated with burnout and compassion fatigue. However, in 

hierarchical multiple regressions psychological inflexibility did not predict 

compassion satisfaction; but it did predict burnout and compassion fatigue 

when controlling for age, years of experience, perspective taking, empathic 

concern, personal distress in interpersonal settings, and self-compassion. In 

another study, psychological flexibility moderately correlated with life 

satisfaction in medical residents (Palladino, Ange, Richardson, et al., 2013). 

Experiential avoidance has also been found to largely correlate with 

emotional exhaustion and depersonalisation in Spanish critical care nurses 

(Losa Iglesias, Becerro de Bengoa Vallejo, & Salvadores Fuentes, 2010). 

Furthermore, Kent, Hochard, and Hulbert-Williams (2019) found that 

acceptance, mindfulness, and values were unique predictors of work-related 

wellbeing in nurses employed by the NHS. Critically, given that all of these 

studies examined the relationship between psychological flexibility or 

inflexibility and occupational wellbeing in cross-sectional survey designs 

inferences about causality are limited. 

In addition to cross-sectional studies, research has also examined the 

efficacy of ACT for enhancing healthcare professional wellbeing and 

reducing burnout. In randomised controlled trials, ACT has been shown to be 

effective in enhancing the wellbeing of substance abuse counsellors (Hayes, 

Bissett, Roget, et al., 2004), social workers (Brinkborg, Michanek, Hesser, & 
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Berglund, 2011), nursing students (Frögéli, Djordjevic, Rudman, et al., 2015), 

and support staff working with individuals with intellectual disabilities (Bethay, 

Wilson, Schnetzer et al., 2013; McConachie, McKenzie, Morris, & Walley, 

2014). Furthermore, there have been some non-randomised intervention 

research demonstrating that ACT appears to improve self-care and stress 

management in clinical psychology trainees (Pakenham, 2015; Stafford-

Brown & Pakenham, 2012).  

A growing number of studies have found that ACT may be useful for burnout 

in PCPs (Ruiz, Rios, & Martin, 2008; Gerhart, O’Mahony, Abrams, et al., 

2016). For example, Ruiz et al (2008) demonstrated that the ACT 

intervention produced significant differences in depersonalisation and 

personal accomplishment on the Maslach Burnout Inventory (MBI, Maslach 

& Jackson, 1981) in Spanish palliative care nurses. In addition, Gerhart et al 

(2016) examined an ACT based communication training program for PCPs in 

a small pilot study. They found that the intervention reduced cognitive fusion, 

depression, depersonalisation (as measured by the MBI), and PTSD re-

experiencing symptoms. However, both of these studies were limited by 

using simple pre-post design without randomisation or a control group 

comparison. However, together these studies appear to suggest that ACT 

may be a promising intervention for PCPs. 

In addition to enhancing personal wellbeing in healthcare professionals, ACT 

has the potential to enhance the practitioner-client relationship. According to 

psychological flexibility theorists, an effective therapeutic relationship or 

practitioner-client relationship is inherently a psychological flexible 

relationship (Hayes, Strosahl et al., 2012; Pierson & Hayes, 2007). A 

psychologically flexible practitioner-patient relationship is characterised by 

practitioners adopting an observer perspective (i.e. instead of questioning the 

clients issues out of defensiveness or condescension the practitioner 

observes what is present and functionally considers it), approaching (and not 

avoiding) difficulties that may arise as opportunities for growth, being open to 

contradiction and uncertainty, being able to empathise with clients, being 

willing to selectively disclose, openness to spirituality, radical respect, 
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honouring diversity and community, using humour and irreverence 

effectively, and tracking different features of the clients context and how 

these influence behaviour, with the intention of using or changing those 

features to help the client to develop more effective ways of living (Hayes, 

Strosahl, et al., 2012). It is also suggested that the mindfulness-based 

processes can reduce secondary trauma or compassion fatigue by creating a 

more flexible relationship with psychological or empathetic content, 

enhancing noticing of process, and encouraging a stable sense of self that 

transcends threat (Atkins, 2013). However, empirical research considering 

psychologically flexible therapeutic relationships is in its infancy. 

1.4.6 Measurement of Psychological Flexibility 

The most widely used measure of psychological flexibility or inflexibility has 

been the Acceptance and Action Questionnaire – II (AAQ-II; Bond et al., 

2011). This measure treats psychological flexibility as a single dimension 

measure of psychological (in)flexibility. However, this measure has been 

criticised for demonstrating poor discriminant validity and having issues with 

incremental validity. Problems with discriminant validity were found with the 

AAQ-II as it overlapped considerably with negative affect and neuroticism 

(Gamez, Chmielewski, Kotov, et al., 2011). In another study, CFA analyses 

suggested that the AAQ-II items were correlating more strongly with 

depression, anxiety, and stress compared to another measure of experiential 

avoidance (Tyndall, Waldeck, Pancani, & Whelan, 2018). Additionally, 

Vaughan-Johnston, Quickert, and MacDonald (2017) revealed that the AAQ-

II failed to predict internal reactions to a romantic jealousy threat over and 

above mood demonstrating that the AAQ-II did not show good incremental 

validity.  

With the criticisms of the AAQ-II in mind there has been a considerable effort 

to develop new measures of psychological flexibility and inflexibility such as 

the Comprehensive Assessment of Acceptance and Commitment Therapy 

processes (CompACT; Francis et al., 2016) The CompACT measures 

psychological flexibility as comprising of three subscales (openness to 

experience, behavioural awareness, and valued action) that can be 
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combined to form a measure of psychological flexibility. The factors of the 

CompACT are conceptually similar to the 3 response styles (open, 

awareness and engaged) that characterise psychological flexibility 

suggested by Hayes, Villatte, Levin et al. (2011). To date this measure has 

demonstrated good structural validity, internal consistency, construct validity, 

and incremental validity (Francis et al., 2016). These findings suggest that 

the CompACT may be a good alternative measure of psychological flexibility 

and a measure of the three response styles. However, the CompACT has 

not been as researched as the AAQII and only investigated in a smaller set 

of samples (e.g. mainly non-clinical samples). 

In addition, context or population specific measures of psychological 

flexibility have also been developed in order to increase the precision of 

psychological flexibility measurement. For example, the AAQ has been 

adapted to form the Body Image Acceptance and Action Questionnaire (BI-

AAQ; Sandoz et al., 2013), Chronic Pain Acceptance Questionnaire (CPAQ; 

McCracken et al., 2004), Parental Acceptance and Action Questionnaire 

(PAAQ; Cheron, Ehrenreich, & Pincus, 2009), and Work-Related Acceptance 

and Action Questionnaire (WAAQ; Bond, Lloyd, & Guenole, 2012) among 

other variations. In a systematic review of the adaptations of the AAQ, it was 

found that context/population specific measures generally outperformed the 

generic measure in terms of incremental validity and treatment sensitivity 

(Ong et al., 2019). This suggests that there is a need to adapt psychological 

flexibility measures to the aims of the researcher in order to enhance 

precision of measurement across different contexts and populations. 

1.4.7 The Mindful Healthcare Scale: Development and initial 
validation 

Recently, the Mindful Healthcare Scale (MHS) was developed and initially 

validated by Kidney (2017). It was designed to measure psychological 

flexibility in healthcare or helping professionals. In this study 196 working 

healthcare professionals were recruited using an online platform. It was 

found that the MHS had good factor structure (First order factors: Engaged [5 

items], Awareness [5 items] and Defusion [3 items]; Higher order factor: 

Psychological Flexibility) with the model reaching good fit (Chi-Square (59) = 
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71.96, p = .12, Normed Chi-Square = 1.22, CFI = .98, IFI = .98, RMSEA 

= .03, SRMR = .05) in a confirmatory factor analysis (CFA). Furthermore, the 

measure appeared to have good internal consistency with Cronbach’s alphas 

for the subscales being 0.74 (Engaged), 0.71 (Awareness), and .74 

(Defusion). The total scale had a Cronbach’s alpha of 0.79 which also 

indicated good internal consistency. The MHS appeared to have good 

construct validity as it correlated well with burnout, self-compassion, 

empathy, and a general measure of psychological flexibility (CompACT). 

However, as this was only a preliminary investigation further research of its 

psychometric properties such as test-retest reliability and incremental validity 

is warranted. 

1.5 The Current Research 

This thesis has several aims linked to the experience of occupational stress 

in palliative care professionals. In the first study, a systematic review 

(Chapter 2) of the literature was conducted in order to provide a 

comprehensive list of occupational stress measures used with palliative care 

professionals and the psychometric properties of such measures examined 

with this professional group.  A secondary aim of this systematic review was 

to explore psychological predictors of occupational stress in palliative care 

professionals. This systematic review of occupational-related stress 

measures in palliative care has implications for the selection of appropriate 

outcome measures in order to address the problem of heterogeneous 

measures being used in palliative care staff intervention research (e.g. Hill et 

al., 2016). The use of heterogeneous measures of occupational stress in 

intervention research makes it difficult to compare studies directly. 

Secondly, a qualitative study (Chapter 3) was conducted in order to describe 

and explore the experiences of palliative care professionals while also 

identifying how they respond to stress in their occupation. This study was 

conducted to get an understanding of how palliative care professionals 

remain resilient and satisfied in their job despite being faced with human 

suffering on a daily basis. It was hoped that this qualitative study of palliative 
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care professionals would be beneficial in the development of future 

interventions and measures tailored to their experience. 

In the remaining chapters (Chapter 4, 5 & 6) the focus was on evaluating the 

psychometric properties of the MHS and add to the findings of Kidney 

(2017). In Chapter 4 the structural validity of the MHS was re-examined 

using Confirmatory Factor Analysis (CFA) and Exploratory Structural 

Equation Modelling (ESEM). It was expected that the original model would 

demonstrate good fit. Furthermore, it was also expected that the ESEM 

approach would perform better than the traditional CFA approach given the 

multidimensional nature of psychological flexibility.  

In Chapter 5, the construct validity of the MHS was further examined in a 

cross-sectional study. It was expected that the MHS and its subscales would 

strongly correlate with a general measure of psychological flexibility, self-

compassion, self-as-context, empathy, general wellbeing, and professional 

quality of life (Compassion satisfaction, burnout, and secondary trauma). 

Furthermore, the incremental validity of the MHS was examined to test the 

hypothesis that it can explain additional variance in wellbeing outcomes.  

In Chapter 6, a longitudinal study with a 6-month interval is presented. This 

study aimed to examine the test-retest reliability of the MHS using Intraclass 

Correlation Coefficients. Furthermore, this study also explored how well the 

MHS predicted future wellbeing outcomes in competition with other predictor 

variables. Additionally, incremental validity of the MHS across the 6-month 

interval was examined in comparison to a general measure of psychological 

flexibility. In both Chapters 5 and 6 comparisons between palliative care and 

non-palliative care professionals were explored. The hypothesis was that 

palliative care professionals may have better wellbeing outcomes and higher 

levels of psychological flexibility.
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Chapter 2 Systematic Review of Occupational 
Stress Measures and their 
Psychological Predictors in 
Palliative Care Professionals  

2.1 Introduction 

Occupational stress and burnout in healthcare professionals have been 

linked to poorer practitioner health (Melamed et al., 2006) and poorer quality 

of care provided to patients (Shanafelt et al., 2002; Poghosyan, Clarke, 

Finlayson & Aiken, 2010). Palliative care professionals (PCPs), in particular, 

are at risk of occupational stress and burnout as they face numerous sources 

of stress and emotional challenges in their work. These stressors include 

physical and psychological symptoms experienced by patients (Wallerstedt & 

Andershed, 2007), patient’s unrelieved suffering (White, Wilkes, Cooper, & 

Barbato, 2004), and difficulties around the death of patients (e.g. Chan, Tin, 

Wong et al., 2016; Pereira, Fonseca, & Carvalho, 2011; Sinclair, 2011). 

Despite all of these patient-related stressors experienced by palliative care 

professionals it has been found that palliative care professionals either have 

similar levels of occupational stress or score lower on occupational stress 

measures compared to other healthcare professionals (e.g. Dréano-Hartz et 

al., 2016; Ostacoli et al., 2010; Kalicińska et al., 2012; Pereira et al., 2011).  

It is generally found that the experience of patient deaths in healthcare 

contexts increases the risk of burnout in healthcare professionals. For 

example, in a recent study of direct care workers the number of patient 

deaths predicted higher levels of emotional exhaustion and 

depersonalisation (Sansone & Sansone, 2012). The finding that palliative 

care and hospice professionals experience equivalent or less levels of 

burnout is unusual as there are more patient deaths in hospice or palliative 

care services compared to general wards in hospitals. Furthermore, in that 

same study it was reported that the experience of grief after a patient’s death 

predicted depersonalisation over and above other factors associated with 

staff, patients, and the work environment. Similarly, in another study it was 
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found that negative attitudes towards expressing emotions upon a patient’s 

death predicts burnout in oncologists (Granek et al., 2017).Therefore, patient 

deaths accompanied by ineffective coping strategies or substantial grief may 

exacerbate the development of burnout. It is suggested that palliative care 

professionals experience equivalent or less rates burnout as they may be 

more resilient (Ablett & Jones, 2007), live more in the present (Sinclair, 2011) 

and are more able to balance the death and suffering of patients with a 

sense of purpose in their work (e.g. Pereira et al., 2011; Pereira et al., 2012). 

However, in one study of palliative care physicians it was revealed that the 

number of patient deaths significantly predicted a lower sense of personal 

accomplishment (Asai et al., 2007). To explore this issue further, this review 

aims to identify psychological risk and protective factors of occupational 

stress in palliative care professionals.  

To date there has only been one published systematic review exploring 

predictors of burnout in palliative care professionals and was conducted by 

Pereira and colleagues in 2011. This systematic review limited its scope to 

burnout and to studies published between 2007 and 2009. Pereira et al.’s 

(2011) review identified the following risk factors: time pressure that reduced 

effective communication, problems associated with delivering bad news 

when related to the inefficacy of curative treatment, dealing with the suffering 

and death of patients, the length of experience in professional practice (e.g. 

having more than 5 years of experience), and concerns about patients ability 

to pay for treatment were predictive of higher levels of burnout. Conversely, 

the following protective factors were identified: individual or team prevention 

strategies, having time to spend with patients to foster effective 

communication, having coping strategies to deal with patient deaths, viewing 

patients deaths as a positive contribution, personal enrichment related to 

caring for dying patients, and personal gratification derived from their work 

was protective against burnout.  

This review aims to add to findings of the review conducted by Pereira and 

colleagues (2011) by expanding the focus to occupational stress more 

generally and focusing on studies between 1987 and 2016 (when the current 
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review was carried out). Furthermore, this review will also focus on 

measurements of occupational stress used with palliative care professionals. 

2.1.1 Measurements of Occupational Stress in Palliative Care 
Professionals 

Evaluating psychometric properties of measures of occupational stress in 

palliative care professionals has implications for the use of these measures 

in empirical research and also for the application of these measures in 

palliative care contexts. In a systematic review of psychosocial interventions 

for palliative care professionals, Hill and colleagues (2016) highlighted that 

there was no consistent use of any one measure of occupational stress but 

that the most widely used measures were the Maslach Burnout Inventory 

(MBI; Maslach and Jackson, 1981), the Professional Quality of Life Scale 

(ProQoL; Stamm, 2002; 2010) and the Nursing Stress Scale (NSS; Gray-Toft 

& Anderson, 1981). Pereira and colleagues (2011) also found that the MBI 

was the most commonly used measure of burnout in palliative care 

professionals. In order to inform best practice in research and stress-

management interventions it is important to consider the reliability and 

validity, and how these relate to their use in palliative care professionals. For 

instance, it may be that palliative care professionals require more specific or 

context sensitive measures to capture their experiences of occupational 

stress meaningfully. 

According to Classical Test Theory, measures need to demonstrate good 

psychometric properties in order to be considered for use in research 

settings (Barker, Pistrang, & Elliot, 2016). A measure needs to demonstrate 

validity to show that it is measuring the construct it was designed to measure 

(e.g. occupational stress) and needs to demonstrate reliability to show that it 

produces consistent measurement data. To date, there has been very few 

reviews of occupational stress or burnout measures and these tended to be 

non-systematic reviews (e.g. Schaufeli, Enzmann, & Girault, 1993). 

Therefore, one of the aims of this review will be to identify what occupational 

stress measures have been used with palliative care professionals and to 

examine whether their use with this population is acceptable.  
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2.1.2 Aims of this Review 

The primary aim of this systematic review is to provide guidance on the 

selection of occupational stress measures for future research and also the 

selection outcome measures for future intervention research with palliative 

care professionals. This will involve providing a comprehensive list of 

occupational stress measures used with palliative care professionals and 

critically appraise the methodological quality of the studies included in the 

review based on measurement properties. The secondary aim of this review 

is to assess the relationship between psychological factors and occupational 

stress in palliative care professionals. This will involve extracting 

correlational, odds ratio and regression data to identify potential 

psychological risk and protective factors. 

 

2.2 Methods 

2.2.1 Design, Protocol and Registration 

A systematic review was conducted to identify occupational stress and 

burnout measures used in research involving palliative care practitioners, to 

evaluate the psychometric evidence of the use of these measures for 

palliative care practitioners, and to assess the methodological quality of the 

identified studies. As a secondary aim, this review aimed to examine the 

relationship between occupational stress and psychological processes. The 

protocol for this systematic review was registered on PROSPERO: 

http://www.crd.york.ac.uk/PROSPERO/display_record.asp?ID=CRD4201604

1984 

2.2.2 Definition of Occupational Wellbeing-Related Outcomes 
and Palliative Care Practitioner 

Occupational stress-related outcomes in this review refers to any outcome 

measure that specifically measures stress related to one’s occupation or the 

palliative care working environment (e.g. compassion fatigue, burnout, 

occupational stress, caregiving stress). Outcome measures that were not 

necessarily attributable to one’s occupation or work in palliative care contexts 

http://www.crd.york.ac.uk/PROSPERO/display_record.asp?ID=CRD42016041984
http://www.crd.york.ac.uk/PROSPERO/display_record.asp?ID=CRD42016041984
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(e.g. death anxiety, spiritual wellbeing and so on) and that may only act as a 

predictor of wellbeing (e.g. job satisfaction, perceived job control etc.) were 

not considered. 

It is also important to consider what is meant by palliative care practitioner in 

this review. This is particularly an issue as it can be said that palliative care is 

provided by most healthcare staff even if they are unaware of it. However, for 

this review a palliative care practitioner is defined as an employed 

professional in a context identified as a palliative care context (e.g. hospice, 

community palliative care, palliative care ward etc.) with the aim of 

preventing and alleviating the suffering that is associated with life-limiting 

illnesses. In addition, this review will only focus on professionals working with 

adults (18 years +) and not focus on professionals exclusively working with 

children in a palliative care context. 

2.2.3 Search Strategy  

The following electronic databases were systematically searched: 

EBSCOHost (incorporating CINAHL) and Ovid (incorporating PsycINFO, 

Embase Classic + Embase, Epub Ahead of Print, In-Process & Other Non-

Indexed Citations, Ovid MEDLINE(R) Daily and Ovid MEDLINE(R)). All 

publications available prior to the date of the search in September 2016 and 

after 1987 were included in the search. Only articles published after 1987 

were included as palliative care was unrecognised as a subspecialty in the 

UK until this point. Terms were searched as key terms in all fields to 

maximise hits. See Appendix 1 for search terms used for each database. 

2.2.4 Inclusion Criteria 

See Table 2.1 for the inclusion and exclusion criteria applied in the selection 

of the studies to be a part of this systematic review. 
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Table 2.1                                                                                               
Inclusion and Exclusion criteria for the selection of studies in the systematic 
review 

Inclusion criteria Exclusion criteria 

• Published between 1987 – 

September 2016 

• Published in English 

• Measures occupational stress 

• Included palliative care 

practitioners working primarily with 

adult patients 

 

• Were not published research (e.g. 

dissertations) 

• No English translation available 

• Retrieval of paper was not possible 

• If palliative care staff in the study 

exclusively worked with children 

and/or adolescents 

• If the study did not measure 

occupational stress 

 

2.2.5 Data extraction and Quality Assessment 

The software EndNote was used to download all the titles and abstracts of 

the identified studies in the searches and to remove duplicates. After 

duplicates were removed the study titles and abstracts were screened by the 

chief investigator in accordance with the inclusion and exclusion criteria. 

Afterwards the full articles were retrieved or requested and were again 

screened on the basis of the inclusion and exclusion criteria. The remaining 

studies were then subject to data extraction and a quality review using the 

Consensus-based Standards for the Selection of Health Measurement 

Instruments list with a 4 point scale (COSMIN; Terwee et al., 2009; Terwee 

et al., 2011; Mokkink et al., 2010). Data extraction in the COSMIN is primarily 

concerned with the interpretability (i.e. the degree to which one can assign 

meaning to an instrument’s scores) and generalisability (i.e. the 

characteristics of the study population and sampling procedures) of the 

studies. 

The quality of the studies and the psychometric evidence was also examined 

using the COSMIN. The COSMIN allows researchers to base methodological 

quality assessment on the psychometric properties examined in the study in 

question. The COSMIN checklist involved four steps as shown in Figure 2.1. 

Step 1 involved marking boxes (A through to I) identifying what psychometric 

property was being assessed in the study. The nine psychometric properties 
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assessed by the COSMIN are as follows: A = internal consistency, B = 

reliability, C = measurement error, D = content validity, E = structural validity, 

F = hypothesis testing, G = cross-cultural validity, H = criterion validity, I = 

responsiveness.  Each box associated with a psychometric property contains 

a number of items evaluating the methodological quality such as the design 

requirements and statistical methods. Step 2 involved determining whether 

the statistical methods used are based on Classical Test Theory (CTT) or 

Item Response Theory (IRT). However, step 2 of the COSMIN was not 

necessary for the current review as none of the studies identified used IRT 

methods. Step 3 involved rating the study from poor to excellent for each 

psychometric property assessed in the study. In this review studies were 

given a score of 1 for poor, 2 for fair, 3 for good and 4 for excellent. The 

overall score for each psychometric property examined was determined by 

the lowest score. For example, if assessing internal consistency any of the 

items were given a score of 1 (i.e. indicating poor quality) then 1 was the 

overall rating for that study even if all the other scores were fair to excellent. 

Step 4 involved extracting data based on interpretability and generalisability 

for each psychometric property identified in step 1. The COSMIN checklist 

was completed by two reviewers and Cohen’s kappa coefficient was 

calculated to assess inter-rater agreement.  

A decision was made to calculate the percentage of excellent ratings that 

were given for each psychometric property in order to get a better 

understanding of the scoring ranges similarly to McAndrews, Richardson, 

and Stopa (2018). This decision was motivated by the fact that the COSMIN 

employs a “lowest score counts” approach to rating the overall quality of 

studies. This can potentially misrepresent high-quality studies in giving them 

a low-quality rating when they have only scored low on one item (e.g. low 

scores given for not reporting missing data).  

Additionally, correlation coefficients, beta coefficients from regression 

analyses and odd ratios were also extracted. This was done to identify 

psychological factors that correlate or predict occupational stress in palliative 

care practitioners.  
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Figure 2.1 Four step procedure to complete the COSMIN Checklist (Adapted 
from Mokkink et al., 2010)  
 

2.2.6 Synthesis 

A best evidence synthesis (Slavin, 1986; 1995) strategy was employed in 

this review. This involves incorporating the strengths of traditional narrative 

reviews and meta-analytic methods. This method was chosen to identify 

meaningful information and pool effect sizes across studies (if appropriate) to 

examine the relationship between occupational stress and psychological 

processes in palliative care practitioners. 

 

2.3 Results 

2.3.1 Included Studies 

The electronic searches identified in total 1677 records. After duplicates were 

removed 1341 records remained. Screening of the titles and abstracts 

resulted in an elimination of 1241 records leaving 98 records remaining. Full-

articles were retrieved for 83 of the 98 articles; 14 of these articles were 
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conference abstracts or theses and one study was not retrievable through 

the University of Edinburgh library. There was also one study (Kamal et al., 

2016) added to the search at this stage as it was the published version of a 

brief supplement paper (i.e. Kamal et al., 2016) that was not detected by the 

search. Of the 85 full-articles retrieved 40 were included and met the review 

inclusion criteria. The main reasons for exclusion were that the study did not 

involve an occupational stress measure (N = 18), the article was not written 

in English (N = 9), did not involve palliative care practitioners (N = 4), was a 

qualitative study (N = 4), and did not use a standardised measure or multi-

item measure (N = 8). Figure 2.2 presents a PRISMA flow chart that 

summarises the selection of studies for inclusion. 

 

Figure 2.2 PRISMA flow chart of the different phases of the systematic 
review 
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In the 40 articles included, 14 measures of occupational stress were found to 

be used with palliative care practitioners and these were grouped into 5 

categories for this review. These categories included the Maslach Burnout 

Inventory (MBI; Maslach & Jackson, 1981), Nursing Stress Scale (NSS; 

Gray-Toft & Anderson, 1981), Professional Quality of Life Scale (ProQoL; 

Stamm, 20010), other standardised measures infrequently used (e.g. 

Copenhagen Burnout Inventory, Burnout Measure, Occupational Stress of 

Nurses Working with Dying Patients Scale), and adapted versions of 

occupational stress measures (e.g. Perceived Work Stress Scale). For an 

overview of the measures included See Table 2.2. 

Table 2.2                                                                                                        
An overview of the occupational stress measures used with palliative care 
professionals. 

Measure Items Response 

Scale Type 

Subscales Target Population 

Maslach 

Burnout 

Inventory (MBI; 

Maslach & 

Jackson, 1981) 

22 7-point scale Emotional 

exhaustion (9 items), 

depersonalisation (5 

items), and personal 

accomplishment (8 

items) 

Professionals in 

human services 

Professional 

Quality of Life 

Scale (ProQol; 

Stamm, 2002; 

2009) 

30 5-point scale Compassion 

satisfaction, 

compassion fatigue, 

and burnout 

Care giving 

professionals 

Nursing Stress 

Scale (NSS: 

Gray-Toft & 

Anderson) 

34 5-point scale 7 subscales for 

stressful situations: 

(1) death and dying, 

(2) conflict with 

physicians, (3) 

inadequate 

preparation in 

dealing with the 

emotional needs of 

Nursing 

professionals 
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patients and their 

families, (4) lack of 

staff support, (5) 

conflict with other 

nurses and 

supervisors, (6) 

excessive workload 

and (7) uncertainty 

concerning treatment 

of patients. Some 

versions assess 

frequency and 

intensity of these 

subscales. 

Copenhagen 

Burnout 

Inventory (CBI; 

Kristensen et 

al., 2005) 

19 5-point scale Personal burnout (6 

items), work-related 

burnout (7 items) 

and client-related 

burnout (6 items) 

Professionals in 

human services  

Shirom-

Melamed 

Burnout 

Measure 

(SMBM; Shirom 

& Melamed, 

2006) 

 

16 7-point scale Physical fatigue, 

emotional 

exhaustion and 

cognitive weariness 

Working 

populations 

Positive and 

Negative 

Occupational 

Stress 

Inventory 

(PNOSI: 

Barbier, Peters, 

& Hansez, 

2009) 

 

19 4-point scale Negative stress (11 

items: “I feel 

demoralised by my 

work”) and Positive 

stress (8 items; “I am 

very active at work”) 

Working 

Populations 

Burnout 

Measure (BM; 

21 7-point scale No subscales; 

scores split into 4 

categories: very 

Working 

populations 
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Pines & 

Aronson, 1988) 

good to good (< 3), 

alarming (3-3.9), 

burnout (4 – 5) and 

acute crisis (> 5). 

Occupational 

Stress of 

Nurses 

Working with 

Dying patients 

(Plante, 1993) 

 

39 unclear Subscales: (1) 

clinical status of the 

patients dying from 

cancer, (2) emotional 

status of the family 

and (3) the working 

environment. 

Healthcare 

professionals 

working with 

cancer patients 

Staff Burnout 

Scale for 

Health 

Professionals 

(SBS-HP; 

Jones, 1980) 

30 

(seems 

to vary 

across 

studies) 

7-point scale Focuses on 

cognitive, emotional, 

psychophysiological, 

and behavioural 

reactions that 

comprise burnout. 

Healthcare 

Professionals 

The Link 

Burnout 

Questionnaire 

(Santinello, 

2007) 

24 6-point scale 4 dimensions: (1) 

Psycho-physical 

exhaustion, (2) 

deterioration of the 

relationship with 

patients, (3) 

perceived 

professional 

competence, and (4) 

disillusionment  

Healthcare 

Professionals 

Adapted 

Occupational 

Stress Scale 

for Palliative 

Care 

Professionals 

(Hulbert & 

Morrison, 2006) 

29 Likert scale 3 subscales: 

Occupational 

demand, 

occupational control, 

and interpersonal 

stress 

Palliative Care 

Professionals 

Stress measure 

developed for 

palliative care 

nurses 

(Terakado & 

26 4 point scale 6 factors: (1) 

difference in ways of 

thinking about care 

among team 

members, (2) 

Palliative care 

nurses 
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Watanabe, 

2012) 

inability to resolve 

patient and family 

distress, (3) patient 

and family rejection 

of care, (4) lack of 

competence of self 

or nursing team, (5) 

inadequacy of 

nursing management 

systems in the 

workplace, and (6) 

encounters with the 

patient’s life being 

endangered. 

Adapted 

Perceived Work 

Stress (Yancik, 

1984) 

8 Tick box 

(yes/no) 

None – only used to 

indicate awareness 

of discomfort  

Hospice staff 

2.3.2 Measurement properties, methodological quality and 
inter-rater reliability 

In this review it appeared that most studies assessed hypothesis testing 

(39/40 studies). Some studies examined internal consistency (5/40), 

responsiveness (4/40), content validity (2/40), and structural validity (1/40). 

Although there were a few studies looking at translated versions of some of 

the measures in this review they did not examine cross-cultural validity of 

those measures. Criterion validity was also not examined in any of these 

studies included in this review; this may be due to there being no consensus 

on which occupational stress measure can be considered the ‘gold standard’ 

despite the COSMIN suggesting that comparing a shortened version to a 

longer version of a measure can be used to examine criterion validity. Test-

retest reliability and measurement error were also not examined in any of the 

studies which may be due to the lack of longitudinal study designs in 

research with palliative care professionals. 

The majority of studies were rated as fair in methodological quality; this was 

mainly because of a failure to report on how missing data were handled. This 

is particularly problematic as a “worst score counts” method is used to 
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determine the overall quality in the COSMIN which may penalise too harshly 

otherwise well conducted research. To better capture the quality of studies, 

an evaluation of the percentage of excellent ratings for each measurement 

property assessed was examined. This is similar to the method employed by 

McAndrews, Richardson, and Stopa (2018) in their systematic review of 

measures of psychological acceptance. For hypothesis testing, the 

percentage of excellent ratings ranged from 0 to 62.5% with the majority of 

studies having 50% or less excellent ratings (33 studies out of 39).  

A second reviewer (a clinical psychology doctorate student) was given 12 

studies (29% of the papers included in the systematic review) selected by a 

random number generator to rate using the COSMIN. Cohen's kappa (κ) was 

run to assess the agreement between the main reviewer and second 

reviewer on overall scores for hypothesis testing and internal consistency 

given to the 12 studies rated by the second reviewer. Cohen’s k can be 

interpreted as none to little agreement with values ≤ 0, fair with 0.21-0.40 

values, moderate with 0.41-0.60 values, substantial with 0.61-0.80 values, 

and almost perfect with values ranging from 0.81-1.00 (McHugh, 2012). For 

overall scores across the psychometric properties assessed there was a 

substantial agreement between both reviewers scores (κ = .659, p <.001). 

Hypothesis testing was examined in all 12 studies included in the second 

review and there was moderate agreement between both reviewers (κ = .58, 

p < .01). In particular, there was poor agreement on item 9 of Box F of the 

COSMIN. For internal consistency there were only 3 studies rated by the 

second reviewer and perfect agreement between reviewers was found (κ = 1, 

p = .083).  

Maslach Burnout Inventory  

The MBI was the most widely used measure of occupational stress in 

palliative care professional research and was used in 16 out of the 40 studies 

included in this review as can be seen in Table 2.3. Generally, it is a 22-item 

questionnaire with 3 subscales: emotional exhaustion, depersonalisation and 

personal accomplishment. Burnout is characterised by high emotional 

exhaustion and depersonalisation and/or low sense of personal 
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accomplishment (Maslach & Jackson, 1981; Maslach et al., 1986). In this 

review, many translations of the MBI were used, including Portuguese, 

Spanish, Japanese, Italian, French and potentially Chinese. The majority of 

the studies were cross-sectional designs with the exception of two mixed 

methods designs and one pre-post intervention study. It appeared to be used 

in research with all professional categories and settings of palliative care. 
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Table 2.3   

Study characteristics and quality rating for studies employing the MBI  

Study Design Study Sample Country Language of 

the instrument 

N + response rate 

(Rr) 

COSMIN score & 

Excellence ratings (%) 

Dréano-Hartz 

et al. (2016) 

Cross-sectional 

survey 

Palliative care 

physicians 

France French N = 309,  

Rr = 61.8% 

Hypothesis testing = Fair (Exc 

= 37.5%) 

Pereira et al. 

(2012) 

Mixed-methods: 

questionnaire and 

interviews 

Palliative care 

nurses 

Portugal Portuguese N = 73 

Rr = 62% 

Hypothesis testing = Fair (Exc 

= 12.5%) 

Asai et al. 

(2007) 

Cross-sectional 

survey; secondary 

analysis 

Palliative Care 

Physicians 

Japan Japanese N = 697, 

Rr =49.6% 

Internal Consistency = Good 

(Exc = 55.6%) 

Hypothesis testing = Fair (Exc 

= 12.5%) 

Gama et al. 

(2014) 

Cross-sectional 

survey 

End of Life nurses Portugal Portuguese  N = 360,  

Rr = 70.6% 

Internal consistency = Fair 

(Exc = 66.67%) 

Hypothesis testing = Fair (Exc 

= 25%) 

Hunnibell et al. 

(2008) 

Cross-sectional Oncology & 

hospice nurses 

US English N = 736, Rr = 

36.9% 

Internal consistency = Good 

(Excellence = 71.43%) 

Hypothesis Testing = Fair 

(Exc = 37.5%) 
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Kalicińska et 

al. (2012) 

Cross-sectional 

survey 

Midwives & 

Hospice nurses 

Poland Polish N = 117, Rr = n/a Hypothesis Testing = Fair 

(Exc = 62.5%) 

Kamal et al. 

(2016) 

Cross-sectional 

survey 

Mixed Hospice 

and Palliative 

Clinicians 

US English N = 1056, Rr =30% Hypothesis testing = Fair (Exc 

= 37.5%) 

Koh et al 

(2015) 

Cross-sectional 

survey 

Mixed Palliative 

Care Practitioners  

Singapore English N = 273, 93.2% Hypothesis testing = Fair (Exc 

= 25%) 

Ostacoli et al. 

(2010) 

Cross-sectional 

survey 

Hospice nurses & 

hospital oncology 

nurses 

Italy Italian N = 92, Rr = 82.1%  Hypothesis testing = Poor 

(Exc = 50%) 

Payne et al. 

(2001) 

Cross-sectional 

survey 

Hospice nurses 

and nursing 

assistants 

UK English N = 82, Rr = 51% Hypothesis testing = Good 

(Exc = 50%) 

Potash et al. 

(2014) 

Quasi-experimental 

design – pre-post 

intervention 

Mixed End of Life 

practitioners 

China Not reported N = 132 Hypothesis testing = Fair (Exc 

= 50%) 

Responsiveness = Poor (Exc 

= 58.82%) 

Quinn-Lee et 

al. (2014) 

Mixed methods – 

Interviews & Cross-

Sectional survey 

Hospice Social 

Workers 

US English N = 290, Rr = 

72.5% 

Hypothesis testing = Fair (Exc 

=62.5%) 

Ramirez et al 

(1995) 

Cross-sectional 

survey 

Medical 

oncologists, 

clinical 

UK English N = 393, Rr = 83% Hypothesis testing = Fair (Exc 

= 40%) 
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oncologists, & 

palliative care 

specialist  

Sardiwalla et 

al. (2007) 

Cross-sectional 

survey 

Hospice workers South Africa English N = 78 Hypothesis testing = Fair (Exc 

= 50%) 

Gomez-

Cantorna et al. 

(2015) 

Cross-sectional 

survey 

Palliative care 

nurses 

Spain Spanish N = 162 Internal Consistency = Poor 

(Exc = 55.56%) 

Hypothesis testing = Fair (Exc 

= 25%) 

Lobb et al. 

(2010) 

Cross-sectional 

survey 

In-home palliative 

care nurses 

Australia English N = 59, 58% Hypothesis testing = Fair (Exc 

= 25%) 
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In terms of the psychometric properties assessed for the MBI in the palliative 

care context all studies examined hypothesis testing or construct validity, 

internal consistency was examined by four studies, and responsiveness was 

examined in only one study. For hypothesis testing, the quality of studies 

ranged from poor to good. The majority of studies received a “fair” rating; 

however, this was mainly due to the handling of missing items question of 

the COSMIN (Box F, Q2 “Was there a description of how missing items were 

handled?). Percentage of excellence ratings ranged from 12.5% to 62.5%. 

Problems tended to arise with the formation of testable hypotheses as many 

of these studies were exploratory in nature and refrained from making 

predictions. Another issue that tended to be prominent was that other 

theoretically related measures often did not accompany the MBI and thus 

items assessing convergent validity were not appropriate in the hypothesis 

testing block of the COSMIN. Furthermore, of the 16 studies that examined 

hypothesis testing it was found that only four of these studies successfully 

and clearly used the MBI to test hypotheses (Kalicinska et al., 2012; Ostacoli 

et al., 2010; Potash et al., 2014; Quinn-Lee et al., 2014). 

There were four studies examining internal consistency. For this 

psychometric property quality ratings ranged from poor to good overall; 

however, the excellence ratings ranged from 50 to 62.5%. The main issue 

with these studies was identified as unclearly reporting and handling missing 

values. In a study using a Japanese version of the MBI the depersonalisation 

subscale did not reach acceptable internal consistency with a Chronbach’s 

alpha of .68 but the other subscales were above .80 (Asai et al., 2007). In 

another study, the Chronbach’s alpha was found to be satisfactory for the 

MBI as a whole but the Chronbach’s alpha was not provided for each of the 

subscales (Gomez-Cantorna et al., 2015). The remaining 2 studies found 

clear support for the internal consistency of the MBI and each of its 

subscales. 

There was one study that used a pre-post intervention design and therefore 

could have potentially examined the responsiveness of the MBI (Potash et 

al., 2014). This study was given an overall poor rating for assessing 

responsiveness in the COSMIN assessment. However, the percentage of 
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excellence ratings was 57.14%. Critically, this study was limited in providing 

evidence of responsiveness of the MBI to art therapy as this was not an 

explicit aim of the study. Rather the aim was to examine the effect of the 

intervention rather than valid change scores of the MBI.  

Professional Quality of Life Scale 

The ProQoL was another popular measure in palliative care practitioner 

research with 6 studies identified by this review (see Table 2.4 for overview 

and COSMIN rating). Many versions of the ProQoL are available to be used 

however the most widely used version of this scale in a palliative care 

context was the ProQoL-Revision III (Stamm, 2004). The ProQoL-VI and 

Spanish and French translation of ProQoL were also used in the identified 

studies. The most recent version ProQoL-5 (Stamm, 2009) is comprised of 

30 items and 3 subscales: compassion satisfaction, burnout and secondary 

trauma. In this review, the majority of the studies were cross-sectional in 

nature with the exception of a 2-group quasi-experimental intervention study 

(Wlodarczyk et al., 2013). It appeared to be used with all palliative care 

professionals. 
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Table 2.4                                                                                                                                                                                         
Study Characteristics and quality ratings for the ProQoL 

Study Design Study Sample Country Language of the 

instrument 

N + 

Response 

Rate (Rr) 

COSMIN assessment & 

Excellence ratings (%) 

Abendroth & 

Flannery (2006) 

Cross-sectional survey Hospice/ palliative 

care professionals 

US English N = 216, Rr = 

37% 

Hypothesis testing = Fair 

(Exc = 25%) 

Alkema et al. 

(2008) 

Cross-sectional survey Home hospice 

professionals 

US 

 

English N = 37, Rr = 

74%  

Hypothesis testing = Fair 

(Exc = 37.5%) 

Sansó, N., et al. 

(2015) 

Cross-sectional survey Hospice and 

palliative care 

professionals 

Spain Spanish N = 385, Rr = 

33.07% 

Hypothesis testing = Fair 

(Exc = 50%) 

Slocum-Gori, S., 

et al. (2013) 

Cross-sectional survey Palliative Care 

Professionals 

Canada English or French N = 630 Content validity (French 

version) = Good (Exc = 

80%) 

Hypothesis testing = 

Good (Exc = 37.5%) 

Whitebird et al. 

(2013) 

Cross-sectional survey Hospice 

Professionals 

US English N = 547, Rr = 

60% 

Hypothesis testing = Fair 

(Exc = 50%) 

Wlodarczyk 

(2013) 

2 group quasi-

experimental study 

Hospice 

professionals 

US English N = 68 Hypothesis testing = 

Good (Exc = 50%) 

Responsiveness = Poor 

(Exc = 64.29%) 
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Psychometric properties assessed were hypothesis testing, content validity, 

and responsiveness. Ratings associated with hypothesis testing ranged from 

fair to good and the percentage of excellence ratings ranged from 25 to 50%. 

Studies tended to fall in quality as a result of not providing adequate 

information regarding the handling of missing values, not making hypotheses 

explicit a priori, and not providing enough information regarding comparative 

instruments for assessing convergent validity. Of the 6 studies that examined 

hypothesis testing using the ProQoL there were 3 studies that found clear 

support for using this measure to test hypotheses and find expected results 

and 2 studies that provided unclear support for using the ProQoL to test 

hypotheses. However, there was one study using the ProQoL that confirmed 

less than 75% of its hypotheses (e.g. Wlodarczyk et al., 2013). 

Content validity was also assessed for the French version of the ProQoL by 

Slocum-Gori and colleagues (2013). This study was rated as good with an 

80% excellence rating for assessing content validity. It assessed whether 

items were relevant to the construct being measured and if they were also 

relevant to the population. Moreover, the study explored whether all of the 

items together reflected professional quality of life.  This provides support for 

the content validity of the French ProQoL in palliative care clinicians in 

Canada. 

Responsiveness of the ProQoL was also examined in one study by 

Wlodarczyk (2013). This study was rated as poor mainly due to the lack of 

change detected on the ProQoL despite participants receiving the 

intervention and because correlations or area under the curve were not 

calculated across assessment times. However, it received a 64.29% 

excellence rating for responsiveness. Despite the relatively high excellence 

ratings, it was found to provide unclear support for the responsiveness of the 

ProQoL to a group music intervention. 

Nursing Stress Scale 

The NSS was the second most widely used instrument identified by this 

review with 7 studies included (see Table 2.5 for characteristics and quality 

ratings of the studies). All studies were in English and only one study 
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modified the NSS to suit the experience of home hospice workers (i.e. 

Martins, 2009). All studies were cross-sectional designs with the exception of 

a mixed-method, pre-post intervention study (i.e. Bruneau & Ellison, 2004). 

This instrument as the name suggests was only used with nurses and nurse 

assistants and tended to be used to compare hospice/palliative care nurses 

with other nursing specialities. 

Hypothesis testing and responsiveness were the only psychometric 

properties examined using the COSMIN. Hypothesis testing ratings ranged 

from poor to good and percentage of excellence ratings ranged from 10 to 

50%, similar to the MBI and ProQoL. The main issues with studies examining 

hypothesis testing was that hypotheses were often vague or not explicitly 

stated, sample size was moderate in one study, and not enough information 

was reported for comparator instruments for the assessment of convergent 

validity. In one study the reporting was somewhat unclear particularly around 

sample size and response rate (i.e. Martens, 2009). One study examined 

responsiveness (i.e. Bruneau & Ellison, 2004) however this study was rated 

poor (with 37.71% excellence rating) as the sample size was particularly 

small, no change was detected as a result of the intervention on the NSS, 

and correlations across assessments were not calculated. Overall, the NSS 

appears to be useful in examining stress in nurses and comparing between 

specialities and care contexts however, in relation to responsiveness in 

palliative care professionals more research is required. 
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Table 2.5                                                                                                                                                                                         
Study characteristics and quality ratings for the NSS 

Study Design Study Sample Country Language of the 

instrument 

N + Response Rate COSMIN Assessment 

Payne et al. 

(2001) 

Cross-sectional 

survey 

Hospice nurses 

and nursing 

assistants 

UK English N = 82,  

Rr =51% 

Hypothesis testing = Good 

(Exc = 50%) 

Bruneau & 

Ellison (2004) 

Mixed methods, 

pre-post 

intervention study 

Nurses working in 

inpatient hospital 

wards (incld. 

Palliative care) 

UK English N = 18 Responsiveness = Poor (Exc 

= 35.71%) 

Hypothesis testing = Poor 

(Exc = 25%) 

6. Foxall et al. 

(1990). 

Cross sectional 

survey 

Hospice, ICU, and 

medical-surgical 

nurses 

US English N = 138,  

Rr = 55% 

Hypothesis testing = Fair (Exc 

= 25%) 

10. Hawkins et 

al (2007) 

Cross-sectional 

survey 

Hospice nurses UK  English N = 84, 

Rr = 39% 

Hypothesis testing = Fair (Exc 

= 50%) 
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24. Power et al 

(1988) 

Cross-sectional 

survey 

Learning Disability 

Nurses & Hospice 

Nurses 

UK English N = 206, Rr = 96% 

for hospice nurses, 

72% for mental 

handicap nurses 

Hypothesis testing = Fair (Exc 

= 10%) 

40. Bené & 

Foxalle (1991) 

Cross-sectional 

survey 

Hospice nurses & 

medical-surgical 

nurses 

US English N = 70, 

Rr = 47%  

Hypothesis testing = Fair (Exc 

= 20%) 

18. Martens 

(2009) 

Cross-sectional 

survey 

Hospice Nurses US English N = between 130 and 

142, Rr between 

48% and 58%. 

Unclear reporting. 

Hypothesis testing = Fair (Exc 

= 25%) 
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Infrequently Used Measures 

Infrequently used measures of occupational stress for palliative care 

practitioners were the Copenhagen Burnout Inventory (CBI), Shirom-

Mealmed Burnout Measure (SMBM), the Positive and Negative Occupational 

Stress Inventory (PNOSI), Jones Staff Burnout scale, Burnout measure 

(BM), and the Link Burnout measure (LBM) (See Table 2.6 for overview). All 

of these studies examined hypothesis testing and all were rated as fair with 

the exception of one study rated as good (Holland & Neimeyer, 2005). 

Overall, most of these measures have demonstrated good psychometric 

properties elsewhere: the CBI (Kristensen et al., 2005), the SMBM (e.g. 

Shirom & Mealmed, 2006) and the PNOSI (Barbier et al., 2009; Barbier et 

al., 2008; Barbier et al., 2012). However, the use and examination of these 

measures with palliative care professionals appears to be limited.  

The CBI was assessed by Chan and colleagues (2015). This study was rated 

as fair for testing hypotheses by the COSMIN but had 60% excellent ratings. 

However, the study was only rated as fair one item due to a lack of clarity 

around how it handled missing data. Moreover, it found support for the use of 

the Chinese version of the CBI to support hypotheses related to self-

competence in death work. 

The SMBM was used in one cross-sectional study conducted by Holland and 

Neimeyer (2005). This study was rated as good on the hypothesis testing 

measurement property with excellent ratings of 62.5%. This study was also 

found to provide support for its hypotheses using measure; specifically they 

found that daily spiritual experiences and number of hours of end of life 

training was negatively related to burnout. 

The PNOSI was also examined in one study conducted by Longpré and 

colleagues (2014). This study was rated as fair for evaluating hypothesis 

testing; although, its excellent ratings were 62.5%. Again, this fair rating was 

due to the lack of clarity around reporting missing data. Moreover, it was 

found that the PNOSI was successfully used to test hypotheses concerning 

the level of integration of care and positive and negative stress in nurses. 
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Table 2.6 Study characteristics and quality ratings for Infrequently used measures of occupational stress with palliative care staff 

 Measure Design Study Sample Country  Language of 

Instrument 

N + Rr  Cosmin Assessment 

Chan et al. 

(2015) 

Copenhagen 

Burnout 

Inventory (CBI; 

Kristensen et al., 

2005) 

Cross-sectional 

survey 

Death work 

professionals 

China Chinese N = 151 Hypothesis testing = Fair 

(Exc = 60%) 

Holland & 

Neimeyer 

(2005) 

Shirom-

Mealmed 

Burnout 

Measure 

(Shirom & 

Melamed, 2006) 

Cross-sectional 

survey 

Mixed End of 

Life 

professionals 

US English N = 80 Hypothesis testing = 

Good (Exc = 62.5%) 

Longpré et 

al. (2014) 

Positive and 

Negative 

Occupational 

Stress Inventory 

(PNOSI: Barbier 

et al., 2009) 

Cross-sectional 

survey 

Mixed 

healthcare 

professionals 

(incl. palliative 

oncology staff) 

 

Canada English N = 107, 

Rr = 54% 

 

Hypothesis testing = Fair 

(Exc = 62.5%) 
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Pavelková,  

& Bužgová 

(2015) 

Burnout 

Measure (BM; 

Pines & 

Aronson, 1981) 

Cross-sectional 

survey 

Mixed Hospice 

Healthcare 

workers 

Czech 

Republic 

English N = 241 

Rr = 60% 

Hypothesis testing = Fair 

(Exc = 37.5%) 

Larson 

(1986) 

BM (Pines & 

Anderson, 1988) 

Pilot intervention  Voluntary and 

employed staff 

in hospice 

US English N = 20 Hypothesis testing = Poor 

(Exc = 0%) 

Responsiveness = Poor 

(Exc = 14.29%) 

Plante & 

Bouchard 

(1995) 

Jones Staff 

Burnout Scale – 

French version 

(Jones, 1980) 

Cross-sectional 

survey 

Palliative care 

and oncology 

nurses 

Canada French N = 76 

Rr = 72% 

Hypothesis Testing = Fair 

(Exc = 50%) 

Bram & Katz 

(1989) 

Jones Staff 

Burnout Scale 

(Jones, 1980) 

Cross-sectional 

survey 

Hospice and 

hospital 

oncology nurses 

US English N = 57 Hypothesis testing = Fair 

(Exc = 37.5%) 

Vaes & 

Muratore 

(2013) 

The Link 

Burnout 

Questionnaire 

(LBQ; 

Santinello, 

2007) 

Cross-sectional 

survey 

Mixed 

Healthcare 

professionals 

(incld. Hospice 

workers)  

Italy English N = 78 Hypothesis testing = Fair 

(Exc = 25%) 
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For BM there was two studies that examined hypothesis testing and 

responsiveness in palliative care professionals. The study conducted by 

Pavelková and Bužgová (2015) only examined hypothesis testing and was 

rated as fair with 37.5% excellent ratings. However, it is unclear whether this 

study found support for its hypotheses using the BM as hypotheses were not 

clearly reported. Larson (1986) examined hypothesis testing and 

responsiveness of the BM to a staff support group training program. 

However, it was rated as poor for hypothesis testing with 0% excellent 

ratings and was rated as poor for responsiveness with 14.29% excellent 

ratings. It was not clear that hypotheses were confirmed in this study. 

Furthermore, responsiveness of the BM to this intervention was not 

supported as participants were not changed by the intervention and 

correlations or AUC were not calculated.  

The Jones Staff Burnout Scale was used in 2 studies identified in this review 

examining hypothesis testing (Plante & Bouchard, 1995; Bram & Katz, 1989). 

Both of these studies were rated as fair for hypothesis testing. The Plante 

and Bouchard (1995) study achieved excellent ratings of 50% and was only 

rated as fair due to inadequately reporting missing data. This study found 

support for hypotheses showing a relationship between burnout and 

professional support. The Bram and Katz (1989) study achieved excellent 

ratings of 37.5% with only scoring fair due to not reporting on how missing 

data were handled in the study. Hypothesis testing of this measures gained 

mixed supported by this study. It found a positive correlation between 

perception of support (r = .45, p<.05) and burnout and also found a 

difference in burnout scores between hospice and hospital oncology nurses 

with hospices nurses scoring lower than oncology nurses; However, 

unexpectedly there was no relationship between burnout and some of the 

other work-related variables for the total sample (role-discrepancy, hours of 

direct contact, number of patient deaths, expression of feelings, and patient 

to staff ratio). 
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For the LBQ, Vaes and Muratore (2013) evaluated hypothesis testing 

concerning humanness in healthcare professionals and its relationship to 

burnout. It was rated as fair with 25% excellent ratings. Although, it only 

scored fair on the item evaluating how the study reported missing data. They 

found support for their hypotheses suggesting that humanising a suffering 

patient predicted having a sense of professional inefficacy, disillusionment, 

psychological exhaustion and relationship deterioration especially among 

those with more patient contact. 

Adapted or Newly Designed Measures 

In a handful of studies identified in this review, the researchers adapted 

existing measures or developed new measures to measure stress in 

palliative care professionals. These studies examined a range of 

psychometric properties including hypothesis testing (3 studies), internal 

consistency (1 study), content validity (1 study), and structural validity (1 

study). See Table 2.7 for an overview of these studies and their associated 

quality rating. 
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Table 2.7                                                                                                                                                                                                    
Study Characteristics and quality review of adapted measures of occupational stress in palliative care staff populations 

Study Measure Design Study Sample Country Language N + Rr COSMIN 

Assessment 

12. Hulbert & 

Morrison (2006) 

Occupational Stress 

measures (Biggam 

et al., 1997; Searle 

et al., 1995) 

adapted for 

palliative care  

Cross-

sectional 

survey 

Mixed Palliative 

Care 

Professionals 

UK English N = 36 

Rr = 27.3% 

Hypothesis testing = 

Fair (Exc = 50%) 

30. Terakado & 

Matsushima (2015) 

Stress measure 

designed for 

palliative care 

wards 

Cross-

sectional 

survey 

Palliative Care 

nurses 

Japan Japanese some 

English (unclear) 

N = 240,  

Rr = 59.7% 

Hypothesis testing = 

Fair (Exc = 40%) 

31. Terakado & 

Watanabe (2012) 

Stress in nurses 

engaged in 

palliative care 

Cross-

sectional 

survey 

Palliative Care 

nurses 

Japan Assumable 

Japanese 

N = 269 

Rr = 94% 

Internal consistency 

= Fair (Exc = 75%) 

 

Content validity = 

Fair (Exc = 80%) 

 

Structural validity = 

Fair (Exc = 60%) 
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41. Yancik (1984) Perceived work 

stress (adapted 

from Pearlin & 

Schooler, 1978) 

Cross-

sectional 

survey 

Mixed Hospice 

Practitioners 

US English N = 93, 

Rr = 94% 

Hypothesis testing = 

Poor (Exc = 10%) 

37. Plante & 

Bouchard (1995) 

Occupational Stress 

of Nurses Working 

with Dying patients 

(Plante, 1993 – 

unpublished thesis) 

Cross-

Sectional 

survey 

Palliative care 

and oncology 

nurses 

Canada French N = 76 

Rr = 72% 

Hypothesis Testing 

= Fair (Exc = 50%) 
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A measure of stress in nurses in engaged in palliative care was developed 

and evaluated by Terakado and Watanabe (2012). In their article, they 

examined the content validity, internal consistency, and structural validity of 

the measure. In terms of structural validity, they found using EFA that this 

measure consists of 6 factors. For this measurement property the study 

scored fair in quality mainly due to a lack of description of missing data. 

However, on this quality it got 60% excellent ratings. For internal 

consistency, the study was rated as fair as how missing items were handled 

was not made clear; however, the percentage of excellence ratings was 75% 

indicating that it may be considered good in quality for assessing internal 

consistency. In addition, each of the 6 factors were found to be acceptable 

based on Chronbach’s alpha. Content validity was rated as fair as there was 

an absence of a theoretical foundation for the construct of stress among 

nurses engaged in palliative care; however, the percentage of excellence 

ratings were 80% for content validity of this study. In another study included 

in this review (Terakado & Matushima, 2012) this ability to successfully test 

hypotheses was examined; however it was rated as fair with 40% excellent 

ratings as hypotheses were not clearly stated. 

In addition, the remaining three studies were of adapted measures of 

occupational stress. Firstly, Hubert and Morrison (2006) was rated as fair 

with 50% excellent ratings; this fair rating was due to the moderate sample 

size used. Secondly, Plante and Bouchard (1995) was rated as fair with 50% 

excellent ratings; this fair rating was given as missing values were not 

reported in this study. Thirdly, Yancik (1984) was rated poor in quality with 

10% excellent ratings; the poor quality was due to the lack of discussion 

around the psychometric properties of the measures included in the study. 

None of these studies provided clear support for the use of these adapted 

measure of occupational stress to test hypothesis. However, the study 

conducted by Hulbert and Morrison (2006) found that less than 75% of their 

hypotheses were supported suggesting that their adapted measure of 

occupational stress does not demonstrate good construct validity. 

 



66 
 

2.3.3 Narrative review of Psychological Predictors of 
Occupational stress in Palliative Care Professionals 

Self-Care  

There were two studies that included measures of self-care that were used to 

correlate with occupational wellbeing outcomes in palliative care staff. In the 

study conducted by Alkema and colleagues (2008), the Self-Care 

Assessment Worksheet (SCAW; Saakvitne & Pearlman, 1996) was used to 

assess six domains of self-care: physical, psychological, emotional, spiritual, 

workplace, and work-life balance. Burnout (as measured by the ProQoL) was 

moderately negatively correlated with physical (r = -.31, p<.05) and 

psychological (r = -.32, p<.05) self-care and strongly negatively correlated 

with emotional care (r = -.50, p<.05), spiritual (r = -.50, p<.05), workplace (r = 

-.55, p<.05), and balance (r = -.50, p<.05) domains of self-care. Compassion 

fatigue was moderately negatively correlated with psychological (r = -.415, p 

<.05), emotional (r =-.44, p<.05), spiritual (r = -.42, p<.05) and balance (r = 

-.48, p<.05) self-care and strongly negatively correlated with professional 

workplace (r = -.53, p<.05) self-care. Compassion satisfaction on the other 

hand was moderately positively correlated with emotional (r = .38, p<.05) and 

balance (r = .32, p<.05) self-care and weakly positively correlated with 

spiritual care (r = .29, p<.05). However, the small sample size (N = 37) limits 

the ability to draw firm conclusions about the association between self-care 

and professional stress from this study.  

In another study, Sansó and colleagues (2015) examined self-care and 

professional quality of life (assessed using the ProQoL). However, they did 

not use a validated measure of self-care and instead developed their own 

indicators of physical, inner, and social self-care. Burnout was weakly 

negatively correlated with inner (r = -.26, p<.01) and social (r = -.26, p<.01) 

self-care and moderately negatively correlated with physical (r = -.31, p<.01) 

self-care. Compassion fatigue was weakly correlated with all three self-care 

domains: physical (r = -.16, p<.01), inner (r = -.16, p<.01) and social (r = -.20, 

p<.01) self-care. Compassion satisfaction was weakly positively correlated 

with physical (r = .22, p<.05) and inner (r = .24, p<.01) self-care and 

moderately correlated with social (r = .31, p<.01) self-care.  
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Psychological States 

Psychological states were examined in six studies and included psychiatric 

morbidity (depression, anxiety), mood states, and stress.  In terms of 

psychiatric morbidity as measured by the General Health Questionnaire-12 

item version (GHQ-12; Goldberg, Gater, Sartotius, et al., 1997), Asai and 

colleagues (2007) found that high levels of emotional exhaustion and 

depersonalisation and low level of personal accomplishment was associated 

with psychiatric morbidity using odds ratios. In another study using the GHQ, 

it was found that psychiatric morbidity was strongly positively correlated with 

emotional exhaustion (r = .56, p<.0001), moderately positively correlated with 

depersonalisation (r = .34, p<.0001), and poorly negatively correlated with 

personal accomplishment (r = -.13, p<.001) (Ramirez et al., 1995). 

Additionally, using the Hamilton Anxiety and Depression Scale (HADS; 

Zigmond & Snaith, 1983) in multivariate regression analyses Ostacoli and 

colleagues (2010) found that depression predicted higher emotional 

exhaustion and lower levels of personal accomplishment; however, 

depression did not significantly predict depersonalisation and anxiety did not 

predict any of the subscales of burnout.  

One study used the Profile of Mood States (POMS; McNair, Lorr, & 

Droppleman, 1992) to examine the association between stress (using the 

Coping Inventory of Stressful Situations) and mood states among palliative 

care nurses in general wards (Terkado & Matsushima, 2015). They found 

that tension-anxiety, fatigue, and confusion were weakly correlated with total 

stress scores. However, fatigue was the only mood state that significantly 

predicted of higher levels of stress in a multiple regression. Depression-

dejection, anger-hostility, and vigor mood states did not significantly correlate 

with stress.  

Hulbert and Morrison (2006) used an adapted Occupational Stress measure 

specific to palliative care professionals and this strongly correlated with 

perceived stress (r = .66, p<.001) as measured by the Perceived Stress 

Scale – 14 item version (PSS-14; Cohen, Kamarack, & Mermelstein, 1983). 

Similarly, in another study burnout was found to be moderately correlated 



68 
 

with occupational stress (r = .43, p<.001) (Plante & Bouchard, 1995). 

However, both of these studies suffered from relatively small sample sizes of 

37 and 76 respectively.  

Self-Efficacy or Competence 

Self-efficacy or competence in relation to stress was examined in 2 studies. 

Chan and colleagues (2015) developed and validated the self-competence in 

death work scale. They found that work-related burnout was weakly 

negatively correlated with the total score (-.28, p<.01) and the existential 

subscale (-.22, p<.01) and moderately negatively correlated with the 

emotional subscale (-.38, p<.01). Additionally, Martens (2009) found that 

self-efficacy was negatively correlated with stress associated with 

communicating with a patient and family about death (r = -.30, p<.001), 

carrying out unfamiliar duties (r = -.29, p<.001), and caring for emotional and 

spiritual needs of a patient or family (r = -.26, p<.01) as measured by the 

NSS. However, other correlations with other subscales were not reported in 

this study. 

Attachment Style 

Attachment styles in palliative care professionals were explored by 2 studies. 

In a cross-sectional study Gama, Barbosa, and Vieira (2014) found that 

secure anxious and dependent attachment styles correlated with subscales 

of the MBI; personal accomplishment was negatively correlated with anxious 

attachment (r = -.27, p<.001) and positively correlated with secure 

attachment (r = .32, p<.001).The relationship between personal 

accomplishment and dependent attachment style (r = .10, p = .047) just 

about reached statistical significance albeit a weak correlation was found. 

Emotional exhaustion was negatively correlated with secure (r = -.29, 

p<.00001) and dependent (r = -.33, p<.001) attachment styles and 

moderately positively correlated with an anxious attachment style (r = .33, 

p<.001). Depersonalisation was negatively correlated with secure (r = -.29, 

p<.001) and dependent (r = -.28, p<.001) attachment styles. In addition, 

Ostacoli and colleagues (2010), using multivariate regression analyses, 

found that discomfort attachment style significantly predicted emotional 
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exhaustion (β = .28, p<.05), preoccupation with relationships significantly 

predicted depersonalisation (β = .22, p<.05) and none of the attachment 

styles significantly predicted personal accomplishment.  

Death-related anxiety 

Four studies identified by this review explored the relationship between 

stress in palliative care professionals and death-related anxiety.  In a cross-

sectional study Quinn-Lee and colleagues (2014) found that among hospice 

social workers that death anxiety was positively correlated with emotional 

exhaustion (r = .26, p<.001) and depersonalisation (r = .23, p<.001) and 

negatively correlated with personal accomplishment (r = -.17, p<.001). In 

another study Gama and colleagues (2014) [9] found significant correlations 

between MBI subscales and subscales of the revised Death Attitudes Profile 

(DAP-R; Wong, Reker, & Gesser, 1994). Personal accomplishment was 

positively correlated with neutral acceptance of death (r = .13, p <.05) and 

negatively correlated with escape acceptance of death (r = -.11, p<.05); 

emotional exhaustion was positively correlated with fear of death (r = .22, 

p<.001), death avoidance (r = .12, p<.05), and escape acceptance (r = .23, 

p<.0001), and negatively correlated with neutral acceptance (r = -.11, p<.05); 

depersonalisation was positively correlated with fear of death (r = .14, p<.01) 

and escape acceptance (r = .13, p<.05). Similarly, Sanso and colleagues 

(2015) [27] found that the Coping with Death Scale (Bugen, 1977; 1980-81) 

moderately negatively correlated with burnout (r = -.41, p<.01) and 

compassion fatigue (r = -.37, p<.01) and moderately positively correlated 

with compassion satisfaction (r = .41, p<.01). Critically however, Bene and 

Foxall (1991) [40] found that death anxiety did not significantly correlate with 

either the frequency or intensity of stressors in hospice nurses using the 

NSS. 

Social Support 

Social support was explored in 4 studies identified in this review. In one 

study, Plante and Bouchard (1995) found that burnout was negatively 

correlated with the total score of professional support (r = -.45, p<.001), the 

head nurse support subscale (r = -.42, p<.001) and cohesion between 
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nurses subscale (r = -.30, p<.01). Similarly, Bram and Katz (1989) [42] found 

that the perception of support among staff correlated significantly with 

burnout (r = .45, p<. 05); however, it is unclear how support was scored in 

this study as the positive correlation was framed as a positive finding in the 

discussion and support was measured using a work-related questionnaire 

with very little detail. Furthermore, Hulbert and Morrison (2006) found that 

satisfaction with support was strongly correlated with the interpersonal stress 

subscale (r = -.60, p<.01), however it was not significantly correlated with 

other subscales (occupation demands or occupation control) or the 

occupational stress total score.  In a study of hospice nurses and midwives in 

Poland conducted by Kalicinska and colleagues (2012) it was found that 

using Pearson’s correlations personal accomplishment was significantly but 

weakly correlated with support from superiors (r = .26, p<.05) among the 

hospice nurses. However, support from superiors was not significantly 

correlated with emotional exhaustion or depersonalisation. In the regression 

analysis of the whole sample it was found that support from superiors 

negatively predicted emotional exhaustion (β = -.58, p<.01) and 

depersonalisation (β = -.43, p<.01) but did not predict personal 

accomplishment. Interestingly, the authors noted that social support 

appeared to be more important in relation to alleviating burnout among 

midwives than for hospice nurses.  

Coping Styles 

The current review found 3 studies that explored the relationship between 

coping styles and occupational stress or burnout. However, it should be 

noted that each of these studies used a different measure of coping style: [1] 

Terakado and Matsushima (2015) used the Coping Inventory for Stressful 

Situations (CISS; Endler et al., 1990), [2] Payne (2001) used the Ways of 

Coping scale (Folkman & Lazarus, 1981), and [3] Sardiwall et al (2007) used 

The Cope Scale (Carver et al., 1989).Therefore, caution is warranted in the 

interpretation of these as these measure may conceptualise coping in 

different ways and limit the possibility of direct comparisons.  
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Interestingly the use of emotional coping strategies produced mixed findings. 

Emotion-focused coping was positively correlate with work stress (r = .23, 

p<.01) in one study (Terakado & Matsushima, 2015). In another study, low 

positive reappraisal predicted low personal accomplishment (Payne, 2001). 

However, Payne (2001) also found that the emotion-focused strategy of 

accepting responsibility was a predictor of higher emotional exhaustion (β 

= .34, p<.001). In another study, emotional focused strategies did not 

correlate significantly with work-related stress (Sardiwalla et al., 2007).  

The relationship between problem-focused coping and occupational stress 

also appeared to produce conflicting findings across the three studies that 

examined this relationship. In one study problem-focused coping was 

positively correlated with emotional exhaustion (r = .27, p<.05), 

depersonalisation (r = .38, p<.05), and interestingly personal 

accomplishment (r = .32, p<.05) (Sardiwall et al., 2007). In another study low 

planful problem-solving predicted higher depersonalisation (Payne, 2001). 

Finally, Terakado and Matsushima (2015) found that problem-focused coping 

did not significantly correlate with work-related stress among palliative care 

professionals.  

Ineffective coping strategies (e.g. denial, behavioural disengagement, 

substance use, self-blame, venting) were explored in two studies. Sardiwall 

and colleagues (2007) found that ineffective coping was moderately 

positively correlated with emotional exhaustion (r = .38, p<.01) and 

depersonalisation (r = .25, p<.05). However, Terakado and Matsushima 

(2015) found that avoidant coping was non-significantly correlated with work-

related stress.  

Other Psychological Factors 

Six psychological variables that were examined in only 1 study were grouped 

under this heading and consisted of meaning in life, optimism, mindful 

attention, self-transcendence, daily spiritual experiences, and dehumanizing 

the suffering of a patient. 

Gama and colleagues (2014) found that finding meaning in life was positively 

correlated with personal accomplishment (r = .40, p<.0001) and negatively 
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correlated with emotional exhaustion (r = -.46, p<.0001) and 

depersonalisation (r = .30, p<.0001). They also demonstrated that meaning 

or purpose in life significantly and negatively predicted emotional exhaustion 

(β = -.39, p<.001) and depersonalisation (β = -.23, p<.001) and positively 

predicted personal accomplishment (r = .306, p<.001). Therefore,  

Hulbert and Morrison (2006) found that optimism was negatively correlated 

with total occupational stress (r = -.57, p<.05), the occupational demands 

subscale (r = -.57, p<.05), and the interpersonal stress subscale (r = -.48, 

p<.05); but did not correlate with occupational control. However, these 

correlations were only observed in the salaried staff and not in the voluntary 

staff or the staff as a whole.  

Mindful attention was explored in relation to professional quality of life in a 

study conducted by Sanso and colleagues (2015). It was found that mindful 

attention was moderately negatively correlated with burnout (r = -.46, p<.01) 

and compassion fatigue (r = -.38, p<.01) and moderately positively correlated 

with compassion satisfaction (r = .41, p<.01).  

In a study of self-transcendence among hospice nurses, it was found that 

self-transcendence negatively correlated with emotional exhaustion (r = -.38, 

p<.01) and depersonalisation (r = -.30, p<.01) and positively correlated with 

personal accomplishment (r = .39, p<.01) (Hunnibell et al., 2008).  

Daily spiritual experiences was found to be negatively correlated with total 

burnout scores (r = -.44, p<.001), physical fatigue subscale (r = -.34. p<.01), 

cognitive weariness (r = -.38, p<.001), and emotional exhaustion (r = -.49, 

p<.001) in a study conducted by Holland and Neimeyer (2005). 

In a study conducted by Vaes and Muratore (2013), it was found that 

humanising the suffering of a patient (i.e. measured by the number of 

inferences a healthcare professional made about unique human emotions 

experienced by a fictitious patient) predicted a sense of professional 

inefficacy (β = .19, p<.05) but it did not significantly predict disillusionment, 

psychological exhaustion, or relational deterioration. However, when 

healthcare professionals identified with having more direct contact with 

patients humanization of patients predicted higher levels of disillusionment (β 
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= .40, p <.01), psycho-physical exhaustion (β = .44, p<.01), and also 

increased their sense of professional inefficacy (β = .40, p<.01); however, it 

did not predict relational deterioration. Therefore, the dehumanization of the 

suffering of patients may actually protect healthcare professionals who have 

more direct patient contact against occupational stress and burnout. 

 

2.4 Discussion 

2.4.1 Summary  

The aim of this systematic review was to identify measures of occupational 

stress used with palliative care staff, to identify how they are typically used 

with this population, and to identify psychological predictors of occupational 

stress in this population. The comprehensive search of the literature 

identified 1677 records, where 40 of these studies met the inclusion criteria. 

Among these 40 studies there was 13 measurements of occupational stress 

identified. However, only 3 measures have been used extensively in 

research with this population; the MBI, the NSS, and the ProQoL. This is 

consistent with Hill and colleagues (2016) who reported that these measures 

were the most frequently used as outcome measures in psychological 

interventions for palliative care staff. It is also consistent with Pereira and 

colleagues (2011) finding that the MBI is the most extensively used measure 

of burnout in palliative care staff. The majority of the studies examined 

hypothesis testing (n = 39), five examined internal consistency, four 

examined responsiveness, two examined content validity, and one examined 

structural validity. There were no studies examining reliability (e.g. test-

retest, interrater, intrarater), measurement error, cross-cultural validity, or 

criterion validity. In relation to psychological predictors of occupational stress, 

the studies in this review explored psychological states, death-related 

anxiety, social support, coping styles, self-care, self-efficacy/competence, 

meaning in life, mindful attention, optimism, self-transcendence, and spiritual 

experiences as predictors of occupational stress. 
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2.4.2 Psychometric Properties for Occupational Stress 
measures used with Palliative Care Professionals 

Hypothesis testing or construct validity was the most extensively assessed 

property in the studies included in this review. This is understandable as 

most studies relied on measures already available for occupational stress 

measurement in healthcare professionals and focused less so on developing 

measures specifically for stress in palliative care professionals or directly 

testing their psychometric properties. In particular, there is a need for 

development of population or context-specific measures as these tend to be 

more sensitive and pick up intervention effects better compared to general 

measures (e.g. Ong, Lee, Levin & Twohig, in press). However, the measures 

(especially the MBI, NSS, and ProQoL) identified in this review appeared to 

demonstrate fair construct validity overall. This suggests that these 

measures are related to other measures that are theoretically expected or 

hypothesised to be related to occupational stress. However, the correlations 

between stress and theoretically related psychosocial variables (e.g. coping, 

psychological states, social support) tended to be weak or moderate 

correlations. Furthermore, as studies were mostly rated as fair (although 

excellence rating percentages ranged from 0 to 62.5% for hypothesis 

testing), better quality studies are needed, particularly by stating hypotheses 

more explicitly in the report of the studies and having larger sample sizes.  

Notably, there was a lack of content validity examination across the studies 

in the review. Only 2 studies examined the content validity of the measure of 

interest. These were for the French version of the ProQoL (Slocum-Gori, S., 

et al., 2013) and a measure developed for stress in palliative care nurses 

(Terakado & Watanabe, 2012). These studies were found to be of good and 

fair quality respectively. This is an important issue as features of 

occupational stress in the palliative care staff experience may be neglected 

or other features given too much emphasis (e.g. death and dying stress in 

the NSS). Indeed, not fully capturing elements of stress or burnout in 

palliative care professionals could partially account for the general finding 

that palliative care professionals tend to report lower or equal levels of 
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burnout compared to other healthcare staff (e.g. Pereira, Fonseca, & 

Carvalho, 2011). 

Only one study conducted by Terakado and Watanabe (2012) examined the 

structural validity of a stress measure they designed specifically for palliative 

care wards in Japan. This new measure they were examining was designed 

to capture stress in nurses engaged in palliative care and principal factor 

analysis with varimax rotation was used as the technique to examine 

structural validity. For their 29 items scale they identified 6 factors. These 

were (1) stress linked to differences in ways of thinking about care among 

team members, (2) stress related to inability to resolve physical and 

emotional pain in patients and their families, (3) stress related to patients’ 

and their families rejecting care, (4) stress related to a lack of ability of 

oneself and team members, (5) stress related to the inadequacy of nurse 

management, and (6) stress related to encounters with patients’ lives being 

endangered. These factors appear to represent the general findings in the 

literature of stress in palliative care including stress from working in teams 

(McNeilly & Gillmore, 2009), difficulties in relieving patient suffering (White et 

al., 2004) and feelings of incompetence (e.g. Chan et al., 2015; Martens, 

2009), Critically, a limitation of  this study was that it was rated as fair for 

examining structural validity as missing values or how they handled missing 

data was not clearly reported. Despite this, the excellence percentage for this 

study relating to structural validity was 60%. It is suggested that future 

research could examine the structural validity of stress measures in palliative 

care professionals in more detail; for example, it would be interesting to test 

whether there is measurement variance between non-palliative care and 

palliative care professionals. It can be argued that some of the measures of 

stress in palliative care or hospice settings lack precision in capturing stress 

in this context as most were developed with mostly non-palliative care 

professionals. 

There were 5 studies included in this review that explored internal 

consistency. Four of these studies examined internal consistency of the MBI 

and its subscales and generally reached acceptable internal consistency with 

a Chronbach’s alpha ranging from .7 to .9 (e.g. Tavakol & Dennick, 2011). 
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However, the Chronbach’s alpha for the depersonalisation scale on a 

Japanese version of the MBI was .68 (Asai et al., 2007). A reason for this 

Chronbach’s alpha falling slightly be below the cut-off for acceptable 

Chronbach’s alpha was not provided but could be due to a cultural or 

language effect. For instance, it has been generally observed that 

depersonalisation is more prevalent in individualist cultures compared to 

collectivist cultures (see Sierra, 2010). Although, in a larger, more general 

sample of nurses in Japan the Chronbach’s alpha of the depersonalisation 

subscale was .80 indicating good internal consistency (Poghosyan, Aiken, & 

Sloane, 2009).The ratings associated with these 4 studies of the MBI ranged 

from poor to good with excellent rating percentages ranging from 55.56 to 

71.43%. The remaining study conducted by Terakado and Watanabe (2012) 

was examining the internal consistency of a new measure of stress in 

palliative care nurses and found support for the internal consistency for all 6 

subscales of this measure. This study was rated as fair for examining internal 

consistency with a 75% excellent rating percentage. Critically, some have 

criticised the use of Chronbach’s alpha to reflect internal consistency as it is 

influenced by the test length and also because it reflects reliability (i.e. ratio 

between the true score and observed score variances) rather than internal 

consistency (i.e. defined as the association between inter-item correlations 

and general factor saturation or closeness to unidimensionality that is 

independent of test length) (Tang, Cui, & Babenko, 2014). Alternatively, it 

has been proposed that the omega coefficient is a better indicator of internal 

consistency compared to Chronbach’s alpha (see Trizano-Hermosilla & 

Alvarado, 2016).  

None of the studies identified appeared to examine reliability (i.e. test-retest 

reliability, inter-rater reliability, or intra-rater reliability) of occupational stress 

in palliative care professionals. In particular, test-retest reliability is an 

important psychometric with clinical implications as it examines the stability 

of a measure across time. Although none of the studies identified in this 

review examined test-retest, measures such as the MBI have been found to 

have good test-retest reliability in other healthcare professional groups 

including physical therapy students (Balogun, Helfemoe, Pellegrini, & 
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Hoeberlein, 1995) and dental students (Montiel-Company, Subirats-Roig, 

Flores-Marti, et al., 2016).  If a measure demonstrates test-retest reliability it 

enhances the confidence of researchers or applied professionals that the 

scores produced by repeated administrations are not contaminated by 

practice effects, measurement error, and other effects (such as maturation, 

history, or statistical regression) ( Coulacoglou & Saklofiske, 2017). In 

particular, it has been suggested that test-retest reliability should be 

examined over a period of time that is analogous to typical intervention 

protocols to be more useful to practitioners (Ciarrochi, Zettle, Brockman et 

al., 2015). Future research should examine test-retest reliability of 

occupational stress measures in palliative care professionals. Preferably, 

researchers should also use Intraclass Correlation Coefficients (ICC) to 

examine reliability (e.g. Berchtold, 2016). 

Responsiveness was explored in four studies included in this review. This 

psychometric property examines whether a measure can capture valid 

change scores in constructs that its designed to measure. The four studies 

examining responsiveness were interventions including art therapy, group 

music intervention, a stress-reduction program and staff support groups. 

However, all of these studies were rated as poor by the COSMIN with 

excellence ratings ranging from 14.29% to 64.29%. This is a major limitation 

as it prevents meaningful conclusions about the potential ability of these 

measures to detect valid significant changes in intervention or longitudinal 

research with palliative care practitioners. Future research in this area should 

be longitudinal in nature in order to examine responsiveness of these 

measures in more detail. Furthermore, although the COSMIN allows some 

flexibility with regards to how responsiveness can be examined statistically it 

is recommended that in order to assess the validity of change scores 

researchers should calculate correlations between change scores with a gold 

standard (e.g. longer version). Effect sizes, standardised response means, 

Norman’s responsiveness coefficient, and relative efficacy statistics are 

considered inappropriate by the COSMIN as these allow for interpretation of 

changes in outcomes rather than reflect the validity of change scores 

(Mokkink, Terwee, Patrick et al., 2012). Paired t-tests were also considered 
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inappropriate as these allow for the examination of significant change and 

not valid change. 

2.4.3 Psychological Predictors 

Consistent with the general literature (e.g. Skovholt, 2001; Figley, 2002; 

Shoji et al., 2016; West, 2015; Escuriex & Labbé, 2011), this review found 

that occupational stress and burnout in palliative care practitioners were 

negatively correlated with self-care domains (e.g. emotional, physical, 

spiritual, social and so on), self-efficacy, self-competence, self-

transcendence, secure and dependent attachment styles, meaning in life, 

coping with death, some emotion-focused coping strategies, optimism, 

mindful attention, daily spiritual experiences and dehumanization of patient 

suffering in staff with more direct patient contact. Furthermore, occupational 

stress was found to be positively correlated with psychiatric morbidity, some 

negative mood states (e.g. tension-anxiety), anxious attachment style, death-

related anxiety, accepting responsibility, some problem-focused coping 

styles, and ineffective coping styles (denial, substance use, self-blame etc.) 

(See Figure 2.3). These correlations were all small to medium in strength. 

Despite these findings, studies on each of these variables were relatively 

scarce for hospice and/or palliative care staff and used cross-sectional 

designs that limit the potential to infer causality. Therefore, better quality 

research is needed in order to draw conclusions that are more meaningful 

from the literature and to allow for the possibility of a meta-analysis to be 

conducted. To improve the quality of the research more longitudinal survey 

designs or experimental designs will be needed to allow us to predict 

outcomes and ascertain causality more confidently. Furthermore, the lack of 

sensitivity or specificity in outcome measurement may be biasing effects in 

these studies (i.e. inflating or not picking up the effects of the full strength of 

the effect). 
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Figure 2.3 Predictors of Occupational Stress in Palliative Care Professionals 

 

Interestingly, the relationship between occupational stress with social support 

and coping styles appeared complex in the identified papers in contrast with 

other healthcare professional groups. In the case of social support, burnout 

was found to be negatively correlated in one study (Plante & Bouchard, 

1995) and positively correlated in another study (Bram & Katz, 1989). 

Interestingly, in a separate study it was found that social support was higher 

in hospice nurses compared to midwives; however social support predicted 

lower burnout rates more significantly in midwives compared to hospice 

nurses (Kalicinska et al., 2012). This suggests that despite the assumed 

emotional demands in palliative care work other factors may be more 

responsible for the relatively low rates of burnout found in palliative care 

practitioners. In light of the review conducted by Pereira and colleagues 

(2011) these additional protective factors for palliative care professionals 

could include having more time to spend with patients and their families, 

having sufficient training in effective communication, having better 

understanding of and coping strategies for dealing with a patient’s death, and 

deriving more meaning and satisfaction from their work. 

Protective factors of Occupational Stress in Palliative Care Professionals

•Self-care

•Self-efficacy/competence

•Secure and Dependent Attatchment Styles

•Neutral Acceptance of Death

•Coping with Death

•Emotion-focused and problem solving coping strategies

•Dehumanization of patient suffering in staff with more direct contact

•Professional Social Support

Risk factors of Occupational Stress in Palliative Care Professionals

•Psychiatric Morbidity

•Some Negative Mood States (e.g. tension-anxiety)

•Anxious Attatchment style

•Death-Related Anxiety

•Accepting responsibility

•Ineffective coping (denial, behavioural disengagement, substance abuse, self-blaming)
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Similar to social support, the relationship between occupational stress and 

coping styles in palliative care professionals also appeared complex and 

inconsistent across the three studies that focused on coping in this review. 

Firstly, with regards to emotional coping, Terakado and Matsushima (2015) 

found a positive correlation between emotional-focused coping and stress in 

palliative care nurses, whereas Sardiwalla and colleagues (2007) failed to 

find any relationship between emotion-focused coping and burnout. 

Secondly, focusing on problem-solving coping, Terakado and Matsushima 

(2015) did not find any relationship between problem-focused coping and 

stress in palliative care nurses, whereas Sardiwalla and colleagues (2007) 

reported a positive relationship between problem-focused coping and all of 

the subscales of the MBI. Thirdly, with regards to ineffective coping, 

Sardiwalla and colleagues (2007) found that this positively correlated with 

emotional exhaustion and depersonalisation whereas Terakado and 

Matsushima (2015) did not find a relationship between avoidant coping and 

stress in palliative care nurses. Interestingly, both of these studies were rated 

as fair in quality for hypothesis testing by the COSMIN. Critically however, 

these equivocal findings may be explained by the heterogeneity of the 

measures used in both of these studies; Terakado and Matsushima (2015) 

used a newly developed measure designed to assess stress in palliative care 

nurses and used the Coping Inventory for Stressful Situations (CISS) to 

examine coping styles; in contrast Sardiwalla and colleagues (2007) used 

the MBI to examine burnout and the Cope Scale (Carver et al., 1989) to 

examine coping styles. On a conceptual level, the MBI is a measure of 

burnout and the stress measure in palliative care nurses is a tool to assess 

sources of stress; therefore, these measures tap into different constructs of 

occupational stress and may not be directly comparable.  

The findings that dehumanisation may be helpful in reducing burnout could 

be considered surprising. In one study humanisation or attributing uniquely 

human or secondary emotions (e.g. shame, sorrow, hope etc.) to patients 

appeared to predict higher levels of burnout when practitioners had more 

direct contact with patients (Vaes & Muratore, 2013). Indeed, Haque and 

Waytz (2012) suggested that dehumanisation in medicine has functional 
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causes that allows healthcare providers to deliver good quality care. These 

functional causes include (1) mechanisation that can aid diagnosis, identify 

areas of pathology, and  medical problem solving, (2) empathy reduction that 

can reduce the impact of emotion contagion and facilitate efficient problem 

solving, and (3) moral disengagement that can help practitioners rationalise 

the pain inflicted from certain medical procedures. However, Haque and 

Waytz also identified non-functional causes of dehumanisation including (1) 

de-individuating practices, (2) perceiving patients as having impaired agency, 

and (3) practitioner-patient dissimilarity. Therefore, dehumanisation may be 

an important functional response in some contexts that allows healthcare 

professionals to do their job effectively; however, in other contexts it can 

promote negative consequences such as interpersonal conflict through 

deindividuation (Prentice-Dunn & Rogers, 1980). Future experimental 

research could delineate in which contexts dehumanisation is helpful and 

where it is unhelpful in order to inform the development of interventions to 

target functional and non-functional dehumanisation. 

2.4.4 Limitations and Future Research 

There are several limitations identified with this review. Firstly, there was only 

one reviewer involved in conducting the search, identifying studies and 

screening 1677 records for eligibility to be included in the current review that 

could have potentially lead to some selection bias. Furthermore, limiting the 

review to studies reported in English could have resulted in selection bias 

and restricted the possibility of examining cross-cultural validity. Although, 

this review did include many translated versions of some of the measures. 

For example, this review included French, Portuguese, Japanese, Polish, 

Italian, and Spanish translated versions of the MBI. Finally, as this review 

focused on studies that examined occupational stress in palliative care 

professionals it is potentially limited in scope. For example, this precludes a 

review of the psychometric properties of these measures in their own right or 

how they are used in healthcare professionals more generally. Furthermore, 

this also implies that potential occupational stress measures, such as the 

Oldenburg Burnout Inventory (OBI; Demerouti, Bakker, Vardakou, & Kantas, 

2003), were not identified and included in this review. With this limitation in 
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mind it is recommended that a future review of occupational stress or 

burnout measures evaluating their psychometric properties more broadly 

should be conducted. 

Given that the majority of the studies identified for this review were cross-

sectional studies or poorly designed intervention studies there appears to be 

a need for more longitudinal investigations of occupational stress in palliative 

care professionals. This will allow for a deeper understanding of the test-

retest reliability and responsiveness of these measures as they relate to 

palliative care clinicians. In addition, using longitudinal designs will allow 

researchers to identify what psychological variables can predict stress or 

burnout over time. Furthermore, in line with the conclusions of Hill and 

colleagues (2016) it is recommended that there needs to be more research 

conducted on improving wellbeing and reducing occupational stress in 

palliative care professionals by developing stronger interventions and 

investigating their effectiveness using high-quality research designs and 

population specific measures. 

The COSMIN is quite a newly developed tool for examining measures in 

systematic reviews and thus its limitations may not be fully acknowledged. 

Some have criticised the COSMIN for placing too much weight on missing 

data handling (McAndrws et al., 2018; Park, Reilly-Spong, & Gross, 2013). 

Therefore, there is a risk of negatively misrepresenting the quality of some 

studies that have not reported or unclearly reported how missing data was 

handled. However, in an attempt to overcome this limitation excellent 

percentage ratings were used in this review as recommended by McAndrews 

and colleagues (2018). These were used to capture what percentage of 

items on a specific measurement property had a study scored excellent on 

and compare this to the overall score received on the COSMIN. The 

discrepancy between these indicators is evident by only a moderate 

correlation between the overall score on the COSMIN and excellence ratings 

at least for hypothesis testing (r = .41, p<.05, n = 39). 
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2.4.4.1 Psychological flexibility and Occupational Stress in Palliative 
Care Professionals 

As introduced in Chapter 1, psychological flexibility is a potential target for 

psychological interventions for palliative care professionals (Ruiz et al., 2008; 

Gerhart et al., 2016) and appears to be associated with wellbeing in 

healthcare professionals more generally (e.g. Duarte & Pinto-Gouveria, 

2017; Kent et al., 2019). However, it is surprising that there were no studies 

identified in this systematic review that explored this construct and how it 

related to occupational stress in a palliative care context. Despite the lack of 

focus on psychological flexibility specifically in this review a number of 

studies examined the role of related constructs such as mindful attention 

(Sanaso et al., 2015), self-transcendence (Hunnibell et al., 2008), and finding 

meaning in life (Gama et al., 2014). Despite these exceptions, there is a 

need to conduct studies examining the role of psychological flexibility and its 

processes on occupational stress in palliative care professionals 

more specifically. Furthermore, developing a measure of psychological 

flexibility that is context specific (i.e. a measure of psychological flexibility in 

healthcare work) will allow for a more in-depth and precise investigation of 

the role of psychological flexibility in relation to occupational stress and 

burnout in palliative care staff. Chapters 5 and 6 of this thesis are devoted to 

exploring this issue in a cross-sectional and longitudinal study respectively.  

2.4.5 Conclusion 

Overall, the findings in this review suggests that the tools that currently have 

the most evidence supporting their use in research with palliative care 

professionals are the MBI, the ProQoL, and the NSS. However, significant 

limitations in using these measures particularly in evaluating occupational 

stress in intervention research has been identified. For example, no measure 

had satisfactory responsiveness or test-retest reliability in order to detect 

clinically significant change. Additionally, the relationship between 

psychological variables and burnout in palliative care were examined; 

interestingly the literature is mixed with regards to coping styles and social 

support. However, the relationships between the psychological predictors 

and occupational stress were only examined using cross-sectional designs. 

Commented [SF4]: Subsection added to address #2 
 
Discusses the lack of identified studies that investigated 
psychological flexibility and its processes (although some 
related constructs measured) and sets the stage for the 
other chapters 



84 
 

Taking these findings together a number of suggestions for future research 

has been identified: (1) Psychometric properties (e.g. test-retest reliability, 

responsiveness etc.) of occupational stress/burnout measures still need 

more exploration for palliative care practitioners. (2) The measures identified 

may need to be adapted to the specific features of the experience of stress in 

the palliative care setting to become more context specific and demonstrate 

content validity. (3) A review examining the psychometric properties of 

occupational stress or burnout more generally needs to be conducted. (4) 

There remains a need for empirical work investigating the predictive and/or 

influential role of psychological factors in palliative care practitioner burnout 

and wellbeing using longitudinal research designs. 
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Chapter 3 The Experiences of Palliative Care 
Professionals and their Responses 
to Work-Related Stress 

3.1 Introduction 

There is a continued interest in recent literature to understand and prevent 

burnout in palliative care professionals. Qualitative research on the 

experiences of palliative care professionals have typically focused on 

aspects of palliative care work that are stressful. These studies have 

identified the following aspects of palliative care work as challenging: 

exposure to a variety of physical and psychological symptoms (Wallerstedt & 

Andershed, 2007), unrelieved patient suffering (White, Wilkes, Cooper, & 

Barbato, 2004), family members blocking professionals from being truthful to 

patients (Noble, Price, & Porter, 2015), how to react to patients expressing a 

desire for hastened death (Galushko, Frerich, Perrar, et al. 2016), having 

discussions around end-of-life issues (Fields, Finucane, & Oxenham, 2013; 

Low, Finucane, Mason, & Spiller, 2014), issues around patient deaths (e.g. 

Sinclair, 2011; Ablett & Jones, 2007) and busy periods when work felt 

unmanageable (Ablett & Jones, 2007). However, despite these challenges 

many professional in this area appear to be resilient (e.g. Albett & Jones, 

2007) and are capable of deriving meaning from their work in the face of 

patient deaths (e.g. Sinclair, 2011). Furthermore, a systematic review of 

burnout in palliative care professionals found that this population generally 

do not have higher levels of burnout compared to other healthcare 

professionals (Pereira, Fonseca, & Carvalho, 2011). 

Despite the review conducted by Pereira and colleagues (2011) more recent 

quantitative work highlights that burnout is still a significant issue for palliative 

care professionals. For example, a large survey of palliative care clinicians in 

the U.S. found that the burnout rate was high with 62% reporting burnout 

symptoms and over 50% reporting a moderate to high chance of leaving the 

profession in the next 10 years (Kamal et al., 2016). Furthermore, Koh and 

colleagues (2015) found that among palliative care professionals those 

providing home-based care were more at risk of psychological morbidity 
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compared to hospice-based and hospital-based workers (42% vs 26% vs 

18% respectively). These results are important to consider as burnout 

appears to be associated with poorer patient care practices (Shanafelt et al., 

2002) and poorer health outcomes (Melamed et al., 2006). 

According to the Compassion Satisfaction – Compassion Fatigue model (CS-

CF model; Stamm, 2010) professional quality of life is determined by: 

compassion satisfaction (i.e. characterised by the feeling of being satisfied 

by one’s profession and from helping others) and compassion fatigue (i.e. 

characterised by the negative aspects of providing care to highly suffering 

patients which includes experiences such as burnout and secondary 

traumatic stress). These two components are influenced by factors such as 

the work environment, the client environment and the personal environment 

(Stamm, 2010). It is undeniable that work environment related stressors (e.g. 

case overload) need to be addressed at the organisational level. However, it 

is arguable that some stressors, especially concerning the client environment 

(e.g. patient suffering, death, family dynamics), are inevitable in the provision 

of healthcare. Therefore, it has been suggested that research needs to 

expand its focus beyond the work environment and explore psychological 

styles or responses to stress at work (e.g. Bond, Flaxman, van Veldhoven, & 

Biron, 2010).  

In addition to aspects of palliative care work that are stressful, several 

qualitative studies have identified self-care strategies that palliative care 

professionals use to manage stress.  One of these qualitative studies 

conducted by Mills, Wand, and Fraser (2017) identified self-care strategies 

including those used inside of work (e.g. reflective practice, work-life 

harmony, social support received from the team) and strategies used outside 

of work (e.g. separation of work and home life, meditation, health 

behaviours). Furthermore, Perez and Colleagues (2015) identified the 

following coping strategies in palliative care professionals: engaging in health 

behaviours, having hobbies, and seeking support from colleagues and 

friends. Similarly, Albett and Jones (2007) identified offloading to colleagues, 

use of humour, having a healthy work-life balance, and having a good social 
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life outside of work as strategies used by palliative care professionals that 

have a positive impact on their stress levels. Although these studies provided 

useful information about what self-care strategies palliative care 

professionals use they do not shed light on how these are helpful and do not 

identify potentially unhelpful responses to challenges or stress.  

From a contextual behavioural science (CBS) perspective it is important to 

consider overt and internal behaviours, the impact of these behaviours on 

wellbeing and the contextual features that influence these behaviours 

(Hayes, Villatte, Levin, & Hilderbrandt, 2011). The focus is on the 

consequences of producing that behaviour (i.e. what is the short-term and 

long-term impact of this behaviour). Villatte (2016) suggests there are three 

main categories of unhelpful behaviours: avoidance behaviours - when doing 

so does not work or increases contact with aversive events (e.g. avoiding 

suffering patients to avoid feelings of helplessness), approach behaviours - 

when doings so impairs overall wellbeing (e.g. the use of drugs or alcohol to 

onset the satisfactory experiences that can lead to long-term health and 

interpersonal problems), and lack of action to promote wellbeing (e.g. not 

seeking social support from colleagues when doing so might be helpful). 

Furthermore, the CBS approach also encourages the identification of 

effective or helpful behaviours that also requires a consideration of 

contextual features. Helpful behaviours are seen as behaviours that help 

achieve a stated purpose or goal such as promoting wellbeing, sustainability 

and productivity. A CBS interpretation of responses to challenges may help 

in identifying targets for psychological interventions designed to promote 

wellbeing, productivity and the derivation of purpose and meaning in 

palliative care work. For example, a CBS interpretation can lead to the 

construction of clinical metaphors to target specific behaviours such as trying 

to control feelings of anxiety (see Foody, Barnes-Holmes, Barnes-Holmes, et 

al., 2014). 
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3.1.1 Aims of the Current Study 

The current study aims to explore and describe the experiences of palliative 

care professionals in terms of the challenges they encounter, as well as the 

aspects of the work that provide meaning and purpose. This study will seek 

to identify the personal impact of working in palliative care, to identify what 

palliative care professionals do in order to manage this impact, and the 

consequences of those responses. This will involve conducting in-depth 

semi-structured individual interviews among palliative care professionals 

working in hospice and community settings. Additionally, this research may 

inform the development of psychological measures suitable for palliative care 

professionals by capturing the experience of this population. It will also 

address the concerns of Hill and colleagues (2016) in assisting in the careful 

development of an intervention to improve wellbeing outcomes in palliative 

care professionals. 

 

3.2 Methods 

3.2.1 Recruitment 

With the use of purposive sampling (i.e. selection of participants that are 

relevant to the research question) a relatively homogenous group of 

individuals capable of reflecting upon their experience of working in a 

palliative care context were recruited (Smith & Osborn, 2003). Participants 

were recruited through a hospice with the assistance of the research lead 

and administrative staff employed by that hospice. Participants were 

contacted initially by the research lead or administrative staff (via email) at 

the hospice of employment to invite them to take part in a study involving a 

semi-structured interview that focused on their experience of working as a 

palliative care practitioner. They subsequently got in contact with the 

research lead, administrative staff or the chief investigator to try organise a 

suitable time for an interview. The sample size was not decided upon a priori 

but data collection continued until data saturation had been reached (i.e. 

where no new information was being discovered). 
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3.2.2 Procedure and Data Collection 

Interviews were semi-structured in nature and lasted approximately 40 

minutes on average. Interviews took place in a private room at their place of 

work. An interview schedule was constructed to help guide the interviews 

with open-ended questions; however, the interview was flexible to adapt to 

the interviewees experiences and interests (See Appendix 2 for interview 

schedule). Interviews were audio recorded and transcribed verbatim by the 

chief investigator. As suggested by Brocki and Wearden (2006), a 

contemporaneous journal was maintained in which reflections on the 

interview process, content and interaction were recorded. This quality 

assurance process afforded depth of analysis, greater likelihood of 

transparency and fidelity to the participants’ accounts.  

3.2.3 Ethical Approval and Considerations 

Ethical approval was granted by the University of Edinburgh, School of 

Health in Social Science and also by Marie Curie Hospice Edinburgh 

Research Governance Group. All participants were given an information 

sheet detailing the nature of the study (See Appendix 3). Upon reading the 

information sheet participants were asked for any questions they had 

regarding the study and subsequently invited to provide written consent if 

they wished to take part in the study. It was emphasised at this point that 

participants could withdraw at any stage of the study. Confidentiality of 

participants was ensured by given participants a participant number to 

identify them that was only known to the chief investigator and the removal of 

any personally identifying information (including profession indicators, family 

information, and so on). Furthermore, a contact was provided to participants 

if they wished to seek help regarding psychological distress. Additionally, a 

contact was provided to participants if they felt the research study caused 

significant distress or if they had any complaints to make about the research. 

3.2.4 Analysis: Framework Method 

The framework method of analysis was chosen as it provides clear structure 

for analysis and is useful to compare and contrast data across and within 

accounts (Ritchie & Spencer, 1994; Gale, Heath, Cameron, Rashid, & 
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Redwood, 2013). Firstly, data were transcribed verbatim and familiarisation 

with the interviews took place. Secondly, open coding was completed for all 

cases to code anything that may be of relevance and this was also used to 

inform the development of a working analytical framework. This step involved 

constructing a set of codes to subsequently apply to the data set and 

underwent several iterations throughout the analytic process. The framework 

was applied to the data set by indexing the transcripts using the categories 

and codes. Indexing involves assigning a number or abbreviation to each 

code to allow for ease of identification (e.g. Sources of meaning and purpose 

– Making a difference was assigned the ID of 1a). Upon completion of 

indexing, the data was charted into the framework matrix (i.e. a spreadsheet 

with cases entered in the rows and codes entered in the columns). This 

involved taking meaningful quotations from the transcripts and placing them 

into the framework matrix to correspond with both case and code. The final 

stage involved writing up the results and interpreting the data. 

In order to ensure the credibility of the analysis conversations with 

supervisors (Dr David Gillanders and Dr Nuno Ferreira) took place in which 

the interpretations of the data were discussed and re-examined and 

feedback was provided. In addition, a summary of the key findings was 

provided to the hospice and feedback was sought. This was conducted as 

part of the process to show immersion in the data, transparency and 

checking whether interpretations were credible. 

3.2.5 Epistemological and Ontological Reflexivity 

The researcher and therefore the research question, procedure and analysis 

was influenced by a functional contextual epistemology. Functional 

contextualism concerns itself primarily with the act-in-context (i.e. an on-

going action that is functionally tied to its context). For a functional 

contextualist the main goal of research is to understand, predict and 

influence behaviour with precision, scope and depth. Additionally, this 

approach adheres to a pragmatic truth criterion in which theories that do not 

achieve practical goals or that do not allow for the prediction and influence of 

events are rejected (Hayes, Barnes-Holmes, & Wilson, 2012; Hughes, 
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Barnes-Holmes, & Vahey, 2012). Functional contextualism is by principle a-

ontological, meaning that it does not argue for or against the existence of a 

true reality and never claims to have discovered an “ontological truth” 

(Barnes-Holmes, 2000). 

Functional contextualism allows for flexibility in methodology as long as the 

main goal is to contribute to the prediction and influence of behaviour (Biglan 

& Hayes, 1996). Qualitative research can contribute to the prediction and 

influence of behaviour by helping the functional contextualist gain an 

understanding of the phenomenon of interest and to help generate theories 

and hypotheses about these events. The current research aimed to describe 

the experiences of palliative care professionals but also identify helpful and 

unhelpful responses to stress as part of their work.  Looking at these 

responses as acts-in-contexts and focusing on their workability grounds this 

research in functional contextual perspective. Furthermore, it should be 

noted that interpretation of the results was mainly influenced by functional 

contextual theories (e.g. Relational Frame Theory and the Acceptance and 

Commitment Therapy Model). 

3.2.6 Personal Reflexivity  

The purpose of this section is to explore how the interaction between the 

researcher and participants may have influenced the research findings and 

how this research impacted on me as the researcher.  Ideally researchers 

and participants should have shared attributes and experiences that would 

potentially augment the richness of the findings. However, it has been noted 

that this is impractical as it is impossible to match participants and 

researchers on all attributes (e.g. ethnicity, age, gender, sexual orientation 

etc.) (Archer, 2002). Critically, the interviewer was not a palliative care 

practitioner and therefore naïve to the experiences of palliative care 

professionals. There are several disadvantages of not being a palliative care 

professional in conducting these interviews. One disadvantage of not being a 

palliative care professional may have been its impact on the interview rapport 

that may have been strengthened if the interviewer had some common 

shared experiences in palliative care to bring into the conversation where 
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appropriate. Furthermore, having experience as a palliative care professional 

may have positioned the researcher to be better suited to analyse, interpret 

and reflect on the data to add to its richness. Another disadvantage is the 

possibility that staff unconsciously may have wanted to protect the 

researcher from knowledge of what it is like to provide care to people who 

are dying. Indeed some participants reported that they do not talk about work 

at home to protect their family members from knowledge of the difficult 

aspects of providing palliative care. 

Not being a palliative care professional may also have had 

some advantages. As a result of the researchers naivety, 

participants in this study seemed very willing to take on an 

“educator” role, directed the interviews in useful and meaningful ways, and 

tended to describe their experiences in detail. It is possible that if it were a 

palliative care practitioner conducting the interviews, participants may have 

left out certain unspoken, everyday experiences and therefore different 

results may have been obtained. The naïve interviewer may have also asked 

questions that palliative care professionals had taken for granted and 

otherwise would not have brought up in conversation. Furthermore, being 

naïve to the palliative care context may have been advantageous as it made 

the researcher more curious and sensitive in conversation with the staff and 

enabled the researcher to bring a beginners mind to the topic. 

A second issue that should be noted was the age (23) of the researcher at 

the time of the interviews. This may have been a factor that potentially 

influenced how much participants disclosed to me about the nature of their 

work (Underwood, Satterthwait, & Barlett, 2010). Throughout the interviews it 

was mentioned that many participants would not discuss palliative care work 

at home with their own families as they felt that it could place a potential 

burden that comes with the knowledge that not all deaths are “settled” deaths 

and other aspects of the work (particularly emotionally triggering aspects). 

Therefore, participants may not have been fully forthcoming about certain 

aspects of their experience of working in palliative care. Despite this, all 
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participants discussed emotional challenges, their responses to these 

challenges, and also death at least to some degree.  

3.3 Results 

3.3.1 Description of participants 

This study managed to recruit nine participants from a hospice. The study 

sample consisted of a variety of professionals including physicians, nurses, 

healthcare assistants, occupational therapists, and other healthcare 

provides. On average the participants had 9 years of experience in working 

in palliative care.   

3.3.2 Overview of the Analytic Framework 

In the final analytic framework 5 master themes were identified and explored. 

These were (1) sources of meaning and purpose, (2) sources of stress, (3) 

personal impact, (4) unhelpful responses, and (5) helpful responses. These 

will be further explored in the subsequent sections. For an overview of these 

themes and subthemes see Table 3.1. 

Table 3.1                                                                                                                                
An overview of the analytic framework 

Master themes Subthemes 

Sources of Meaning and 

Purpose 

• Personal growth 

• Making a difference 

Sources of stress • Emotional challenges 

• Patient family dynamics 

• Having goals blocked 

• Work environment 

• Public perception of palliative care 

• Uncontrollability of symptoms and distress 

Personal impact of palliative 

care work 

• Life engagement  

• Perceptions of death 

Unhelpful responses • Self-doubt 

• Emotional Supression 

• Rumination 

• Overidentifying with patients 

• Lack of self-care (or awareness of) 
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Helpful responses • Acceptance of difficult challenges 

• Being present 

• Perspective taking 

• Being able to switch off 

• Social support 

• Active self-care 

 

3.3.3 Sources of Meaning and Purpose 

“What motivates palliative care professionals to keep showing up to the 

suffering of patients with terminal illness?” was a central question in this 

research. Sources of meaning and purpose refers to the aspects of working 

in palliative care that provide staff members with “intrinsic and inexhaustible 

sources of satisfaction” (Villatte, Villatte & Hayes, 2016, p.209). By asking 

participants what they found most rewarding in working in palliative care 

several themes emerged that shed light on the sources of meaning and 

purpose they extract from their work. In the interviews, it appeared that 

working in palliative care provided the opportunity for personal growth and 

also to make a difference to the experience of the patients and their loved 

ones. Related to the idea of making a difference it was also indicated that 

being a good practitioner, being a part of Marie Curie and connecting with 

service users seemed to be very important to the participants in this study. 

Furthermore, several participants found receiving validation from patients 

and their relatives rewarding (see Figure 3.1).  
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Figure 3.1 Sources of Meaning and Purpose 

 

1a) Personal Growth 

Participants identified areas in which they felt that they had developed in as a 

result of working in palliative care. These included maintaining and 

developing caring skills, achieving a more in-depth medical understanding, 

building on communication skills, being challenged by the changing 

dynamics of the work, building problem-solving skills, and challenging your 

own assumptions. 

“I think I enjoyed the learning curve; not just in palliative care but 
that in the communication and feeling like you actually got the time to 
speak to people and all that; you can see the people skills building up. 
And then actually ‘maybe I’m okay at this, I’m quite good at this’ [laughs]. 
So I think that was- I think ‘ohh yes I want to keep building on that’.” [P7] 

1b) Making a Difference 

The staff in this study almost all reported a sense of “making a difference” to 

patients with terminal illness and finding that element of their work incredibly 
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rewarding. Even making small changes to patients and their loved ones was 

enough to act as a source of satisfaction for the staff. 

“I felt I made a difference to people, you know, at the end of life but 
also that journey towards end of life as well. So decided that’s where I’m 
going to stay.” [P8] 

Also, staff appeared to value aspects of their work that appear to contribute 

to their ability to make a difference. Staff members appeared to strive to be a 

good practitioner that is strongly linked to making a difference to patients and 

patient families. Being a good practitioner seemed to be related to being 

person-centred in their approach to care, being compassionate, and doing 

your best to contribute to a “good death” for patients and their loved ones:  

“I like to give patient centred care. It’s patients’ choice really; 
it’s not my choice it is theirs. Yeah, yeah that’s important to me to 
make sure that they’re clean and comfortable… one of my 
philosophies is if you can’t do a job properly, don’t do it at all. That’s 
what I mean by giving it a 1000 percent. From top to toe.” [P3] 

“So I, I tend to say it’s being allowed to work in a certain way 
which feels very natural to me and I see it’s very natural to a lot of my 
colleagues which is that really person-centred, holistic care where you 
are very much expected, not omitted, but expected to ask the question 
“what is the best thing for this person today?” and “How can we 
reasonably make that happen?” rather than - yeah a very different 
mentality.” [P9] 

 

“Connecting with service users” can also be associated with making a 

difference to patients and their loved ones. It should be noted however that 

connecting with service users may also be viewed as a potential source of 

stress, as it brings with it emotional challenges for staff.  

“You build up great relationships with people, you know, there 
is some people, I mean, so I have been here doing this job and some 
people there I’ve known them for the time I’ve been here and ehm, 
and you get, you know they actually, the things, you know, they get to 
know about, they get to know about me as well because I think you’ve 
got to give part of yourself, you know, you know, to be able to do the 
job well” [P1].  
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Additionally, “being a part of Marie Curie” can also be seen as making a 

difference not only at the individual level but also at the level of the 

organisation devoted to making a positive impact on the lives of the 

terminally ill and their families:  

“…but also hoping that you have contributed to the overall staff, 
or the overall effectiveness of how Marie Curie operates to make sure 
that patients and family are cared for and supported. So walking out of 
here in the evening you hope that you have contributed to that care. 
And inadvertently or advertently” [P5]. 

“Validation from patients and their relatives” also emerged as a theme. This 

was interpreted as a potentially rewarding consequence of making a 

difference in which the signals and signs of improvement for the distress in 

patients and family were detected and functioned as a source of satisfaction. 

Validation was often received through facial expressions, verbal praise, 

seeing distressing symptoms improve, and contributing to a peaceful death. 

Some staff members described that seeing the difference or getting feedback 

that you have made a difference to the distress of patients and families was 

rewarding: 

“I think you’ve got to kind of see your results… And I think if 
you can see if you, you know, rewarding when you get people’s 
symptoms under control or you know you are not- because people 
always say “ohh that sounds” you know it’s “you’re not getting people 
better so how can that be rewarding” but you are making people feel 
better. So if you did some changes and seeing that that was making 
some improvement it’s really rewarding.” [P7] 

“We have so much feedback from patients and from families 
and you kind of… it’s easy to forget how unusual or how important 
that is. But you have this constant kind of rewarding thing of almost 
everyday hearing back that you made a difference in that moment or a 
couple of months ago when you’ve looked after someone’s mom and 
you didn’t even feel like you’ve did that much but you get this kind of 
feedback from people’s families further down the line or sometimes 
patients themselves. So that’s- yeah, that’s incredibly rewarding.” [P9] 

Another member of staff talked about what they described as a “beautiful 

death” and that they felt elated that they had somehow contributed to that:  

“I remember a long, a very long time ago we had a husband 
and wife in here; together, on the same floor, not in the same room 
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though. And ehh so anyway the wife died … he was dying … So I sat 
with him and I just said to him you know “[Patient’s name] it’s time to 
go, you know, what are you hanging on for” …  So I said “She’ll be 
waiting for you” and it must’ve been- I don’t know how much later … 
he kinda tilted his head and there was a smile on his face- like a semi 
smile, his face had obviously changed and there was kind of a smile 
on his face and he had the biggest sigh and then he died. And I just 
thought “ohh my goodness what a lovely death”. I just- that really- it 
lifted- you know, I was really lifted by that. Really touched you know. 
And I thought and it was lovely because I shared that with him, you 
know, whether or not it had anything to do with what I was saying to 
him or, you know ehm he, that’s, that’s the way he died and that was 
just lovely” [P3] 

3.3.4 Sources of Stress  

Sources of stress in this analysis were centred on any factors that may have 

a negative impact on the wellbeing or performance of staff members in 

palliative care. The identified sources of stress in palliative care work were 

emotional challenges, family dynamics, having goals blocked, the work 

environment, the public’s perception of palliative care, and uncontrollability 

(as shown in Figure 3.2).  

 

Figure 3.2 Sources of Stress 

2a) Emotional Challenges in Palliative Care work 
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Emotional challenges in doing palliative care work were reported by all 

participants in some form. Patients dying was one such challenge that was 

evident and this was made more challenging if there was a stronger bond 

between the staff member and the patient, if they’ve died in an unpleasant 

way or if the patient was younger: 

“Another difficult aspect of the job is seeing patients dying on the 
inpatient unit and, and ehm… in particularly unpleasant ways.” [P1] 

“When, when theyre young. And like a mother. We have a young 
mother in just now, we have a young girl who hasn’t got any family, she’s 
32 at the moment and she’s imminently dying so that’s very sad. But we 
also have a young mum who has got three children; and she is, she is 
dying and that’s really, really sad, emotionally leaving the children behind. 
And her, one of her- the youngest child was in last Saturday and crying 
on the balcony clearly upset saying “why is my mummy so ill?”. You 
know? And that’s really very, very sad.” [P3] 

“I would say becoming attached to patients and families, and them 
dying in your care. On one hand it’s, it’s – you know, you are given this 
opportunity to support the family and to be with them in the most terrible 
time in their lives but at the same time because we are human we often 
become emotionally involved with the family, and the extended members, 
and with the patient. So for me it hurts when somebody dies.” [P6] 

Absorbing distress on an ongoing basis was also identified as emotionally 

taxing by some participants. For example, one participant explained:  

“You don’t get admitted to a specialist palliative care unit unless 
you got a, yeah, a disease that is terminal that is causing you significant 
problems. Ehm, and it’s easy to forget that, that that’s actually what we 
work with every single day and it’s really distressing and it’s really 
upsetting. Ehm, and you do, you get incredibly used to it. But it’s just 
being up against that all the time. It’s just seeing that degree of human 
suffering, ehm, on such a frequent basis. That’s the bit that is really 
difficult” [P9].  

It’s also important to note that some staff members also described the 

influence of emotional challenges occurring at home that can impact on their 

ability to work effectively:  

“… we’re human like everybody else and have our own 
challenges at home and you know perhaps mentally, you know, your 
mental health is kind of… if you’re sad, you know, and sort of the 
impact of somebody else’s grief on how you’re feeling and sort of 
having to deal with that can be quiet difficult at times” [P8] 
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2b) Patient Family Dynamics 

Stress in working in palliative care can also derive from the family of the 

patient under care. This includes unrealistic demands from family members, 

often aggressive reactions that stem from complicated grief, and dealing with 

complicated relationships within the family. As one participant describes: 

“You know what I mean s that’s like, that- it can be hard when 
you’re, when you’re getting- not abuse but you’re just in the firing line. 
And it isn’t really our fault and it is frustrating for us because we can’t 
maybe give the hours of help that they need like that’s - I think that’s 
quite hard.” [P2] 

Another participant described a situation in which a patient’s relative was 

physically aggressive, however acknowledged that such an occurrence is 

rare: 

“Someone many, many years ago- a female actually, her mum 
was dying and ehm I said- she was in the corridor and she was clearly 
upset and I put my arm around her and said “is there anything I can 
do for you? Do you want to go into a quiet room or something?” and 
she swung around and put my head against a wall in the corridor 
[Putting both hands around her throat] and said “I want you to make 
my mum better”. And I said “I wish I could”. At the time, although I did 
feel very threatened at that moment I think because I didn’t get upset 
or kind of push her away or anything I just kind of ehm just said very 
quietly, you know, that I wish I could. She kind of mellowed after that.” 
[P3] 

 

2c) Having Goals Blocked 

Another source of stress can arise from situations where a staff member 

feels like they “cannot do the job [they] want to do” [P9]. This may involve 

simply having patients reluctant to have certain conversations, giving families 

what they need, a lack of closure to the patient-professional relationship or 

for some reason they are removed from the care of a patient.  

“I sometimes find it frustrating that we can’t provide as much care 
as what families maybe need and want.” [P2] 

 “quite often sometimes you know, they’ll leave and end up, maybe 
having had, you know, some kind of event at the weekend, end up in an 



 
 

101 
 

acute hospital or sometimes they have got unwell, ehm, and they can’t 
come in anymore. And then what happens is the community team go out 
and see them. And you don’t actually see them again. I personally don’t 
see them again. The staff nurse sometimes does; she’ll go to their house 
and visit ‘em. Ehm, so I don’t know, there’s no closure from that 
[frustration in voice].” [P1] 

 

2d) Work Environment Stressors 

Work environment factors appear to be a significant source of stress for staff 

members. Findings from this research indicate that minor conflict with other 

staff members, workload related issues (e.g. the intensity and amount of 

issues to be addressed by a small team), lack of or slow positive changes 

within the organisation and struggling to strike the right balance of 

dependence-independence from colleagues. 

“Whereas in palliative care it’s, you know, it’s a small team. So, 
you know, we all work together well but it can be an overwhelming 
amount of…. Issues that come to us because we’ve not just got the family 
to look after, we’ve got all the relatives as well.” [P6] 

“Ehm, there’s always a more senior [professional] on, but 
sometimes it depends on who is in the building and who is more senior. 
So there is colleagues to ask and somebody more senior who you should 
be contacting but sometimes you don’t want to be doing that 
unnecessarily as well [laughs]. So its trying to get that balance.” [P7] 

 

2e) Public Perception of Palliative Care 

A number of staff members’ described frustration with the public assumption 

that working in palliative care or a hospice is predominantly negative. For 

instance, many of the staff described being met with the assumption that 

working in palliative care or a hospice “must be a really sad place to work” 

[P6]. They reported that there is stigma around death and dying and that 

there is sort of a rejection of people working in palliative care:  Also, it was 

suggested that these public assumptions of palliative care are based on fear 

and have a negative impact on the provision of palliative care. As one staff 

member notes:  
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“I think there’s so much emphasis on your coming into the 
world. But there’s nothing on when you leave. Do you know what I 
mean like people pay so much money to have private midwives and 
all this kind of stuff and theres NCT classes and- which is absolutely 
right like there should be that in place. But why is there not for when 
you leave? I mean some people you think well they died like they lived 
whatever ninety odd years, they put so much in, why is it so, like not 
frown- it’s not the right word, it’s not frowned upon it’s just people don’t 
want to deal with it. That death is going to happen and it’s going to 
happen to us all.” [P2] 

 

2f) Uncontrollability of symptoms/distress 

Staff members reported struggling with how uncontrollable and 

unpredictable the distress of patients and their relatives are. This was the 

case when they made decisions that did not appear to lead to symptom 

improvement, when patients appeared to get worse rather than better, and 

when they were not able to guard patient’s relatives from witnessing the 

suffering of their loved ones. Some acknowledged a feeling of helplessness 

in situations where there does not appear to be a fix to the problem.  

 “When patients have symptoms that are difficult to control or if you 
have a very, very agitated patient that you can’t settle and it causes a lot 
of distress for the patient but also the family. That’s upsetting and you feel 
you have failed in that respect if this patient doesn’t have a peaceful or a 
good death because you have not managed to, with the best will in the 
world, settle this patient and give the family that peace for watching their 
loved one.” [P6] 

“I think people always think it’s that sad bit, the patients’ dying, 
that’s the hardest bit but I think that I probably – its more the stress about 
if you’ve not got on top of somebody’s symptom or clinically the stress is 
that you missed something or not” [P7] 

 

3.3.5 Personal Impact of Palliative Care Work 

Personal impact here refers to the personal consequences of working in a 

palliative care context. It appeared that working in palliative care affected the 

way participants engaged with life and their perception of death. Generally, 

staff members became more comfortable with and around death, but also 

had to face their concerns about death and dying on a regular basis. In 
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relation to life engagement, many staff members felt tired or exhausted as a 

result of the work, reported implications for their work-life balance, and 

interestingly tended to report greater clarity about life priorities or values. 

Overall, the personal benefits of working in palliative care appear to outweigh 

the downsides or struggles accompanied by the work. 

 

Figure 3.3 Personal Impact of Working in Palliative Care 

 

3a) Becoming more comfortable with and around death 

Many participants reported that from working in palliative care they now 

understand the process involved in death and dying and are therefore less 

fearful of that process.  

“It’s something I’m more familiar with. So better understanding you 
know something that from going from not much experience to you know 
having seen the process and being able to be a bit more sure in my 
experience I think.” [P7] 

 



104 
 

Moreover, one participant describes being more confident in being around 

death: 

“It’s made me, this is very obvious, but it’s made me much 
more confident yeah people in my family or people that I knew who 
were dying I would be much more confident being around that, being 
part of that, being - yeah just being around it and being part of it.” [P9] 

 

3b) Having Concerns about Death and Dying 

Interestingly, although staff members reported becoming more comfortable 

with death many of them still had concerns about their own mortality and the 

mortality of their loved ones. One participant noted that potentially “we’re 

programmed as human beings to not think too much about death and 

dying … because we don’t really know how to integrate it within our lives” 

[P5]. However, in palliative care work or any form of death work it appears 

difficult to avoid thinking about death and dying. One staff member admitted 

that “you do become a little bit self-obsessed about death” [P1]. 

Many participants described the idea of death as something frightening: 

“Because it is a bit daunting to think that one minute you are here 
and the next you’re not. And you’re like ‘ohhh’ sort of ‘what’s the point’ 
almost. If you just go away one day and you’re never going to comeback. 
Do you see what I mean? So I think there’s like, I suppose I was a bit 
frightened before too. I mean I still probably am a bit.” [P2] 

Others were more concerned about the nature of their death: 

“What I don’t really want is to linger, you know, like they do 
here; you know, they linger on and … I would absolutely not want to 
get cancer. I don’t think many people would but I would not want to die 
of cancer, going through all the treatments when, you know, and 
sometimes, you know, there are good outcomes, a lot of the time 
there aren’t. Going through all your treatments and they’re taking all 
the morphine and stuff in your body and, ehmmm, and they’re lying 
there kind of like a vegetable. I wouldn’t really want that for myself or 
any of- well I’m saying not for any of my family” [P3] 

 

3c) Place of Death concerns 
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Staff members tended to describe how working in palliative care has shaped 

their place of death preferences. The majority of participants reported that 

being at a hospice was preferable especially compared with acute hospital 

wards: Dying at home was mixed as some viewed it as potentially 

problematic and complex.  

“Definitely want to be at home. I think yeah, yeah I’ve just learned 
like I think from what I can see… I think home is, or hospice for some, I 
just think out, I just think away from the hospitals. I just don’t. Unless it’s 
like a specific palliative ward I just don’t. I just would stay away.” [P2] 

Critically however, one participant mentioned that the place of death was not 

the biggest issue and instead they believed that having close ties or a strong 

bond with the professional carers was more important than the place of 

death. 

“I think for some patients it’s alright to die in an acute setting. 
So if they’ve had very close links with that setting … that’s where their 
relationships are. If we have time to build that relationship with them 
then that’s fine or if somebody wishes to have all interventions even if 
they acknowledge that it is not going to be successful then that’s 
alright and its alright for families as well.” [P8] 

3d) Feeling Tired or Exhausted 

A number of the participants mentioned that their work influenced their 

energy levels in a negative way. This tiredness appeared to stem from 

workload and from the emotional challenges of the work. 

“I suppose when you have got a tough day and you’ve had like 
lots of deaths and you’ve had crying relatives on the phone or face to 
face you can’t be- it’s like, like draining. It’s quiet draining.” [P2] 

 

3e) Work-Life Balance 

Work-Life balance refers to the ability to give appropriate energy to one’s 

occupation and also personal life and being able to keep some separation. 

Findings from this sample of palliative care staff were mixed regarding being 

able to maintain a healthy work-life balance.  Some participants felt that their 

homes lives often suffered as a result of devoting too much energy at work: 
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“I find the work-life balance difficult. Because I find that I, when I’m 
working I find that my home life suffers actually. And that, ehm, you know, 
the running of the house. Ehm, you know, just trying to keep on top of 
stuff. … you know, making the tea [sighs], sometimes that gets quiet 
wearing.” [P1] 

Others reported being able to maintain a healthy balance between work and 

personal life:  

“Yeah it’s fine…. I’m very busy out of work as well. My mum has 
got sort of the start of dementia so I’m busy with her. And my daughter 
has got sort of very busy young children [Laughs]. So I help her out with 
them.” [P3] 

Furthermore, it was also evident that sometimes difficulties in staff’s personal 

life could affect their ability to carry out certain tasks at work. One participant 

described: 

“we’re human like everybody else and have our own challenges 
at home and you know perhaps mentally, you know, your mental 
health is kind of… if you’re sad, you know, and sort of the impact of 
somebody else’s grief on how you’re feeling and sort of having to deal 
with that can be quiet difficult at times.” [P8] 

 

3f) Clarification of Life Priorities  

A particularly positive personal impact of working in palliative care was the 

clarity about life priorities and values it brought to several participants. This 

involved an apparent focus on what matters. As one participant describes: 

“it’s strange I went through fits of these -  its like reflection of so 
I’ve seen my friends and people who I know have been through things 
where I know someone close to them has died or they’ve been really 
unwell and they may get that sudden re-evaluating with their priorities … 
and sometimes we talk about those things as staff in the way that we 
support each other is probably quite to the point, matter of fact, and 
probably we’d quite easily turn around to each other and say “yeah but 
what are the priorities?” or “what really matters?” ehm yeah…. So I feel 
more set on what my priorities are in life having met so many people at 
the end of their lives.” [P9] 

Additionally, some participants described that working close with those at the 

end of their lives made them change the way they lived their lives by putting 

things they cared about more into action. As one participant described: 
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“It’s just probably makes you think about putting things more 
into action. Before I actually put my flat up for sale and im looking to 
buy a house which I’ve thought about for ages but not really done 
anything. So it’s making you more forward planning and know what 
you want to do…  Do you know it’s like rather than “can I actually 
afford that” and “can I do this” … because like I say when you 
question your own “oh my god, what’s going to happen?” it is 
important to do things you enjoy now.” [P4] 

 

3.3.6 Unhelpful Responses 

Unhelpful responses in this section are described as behavioural or 

psychological responses that prevent appropriate adaptation/adjustment to 

internal (e.g. thoughts, emotions, memories etc.) or external (e.g. team 

conflict, difficult patients, etc.) contexts (Hayes, Strosahl, & Wilson, 2012). 

The analysis identified attention rigidity (that comprised of self-doubt, 

dominance of the immediate past, and over-identifying with patients), 

emotional suppression and lack of self-care (or awareness of) as the main 

unhelpful responses that appeared in the data (See Figure 3.4).  

 

Figure 3.4 Unhelpful Responses 
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4a) Self-Doubt 

Self-doubt presented itself in data as the staff member’s uncertainty in 

themselves and their abilities to perform well in the care of the patients. For 

one participant there seemed to be uncertainty in how they respond 

appropriately to surviving friends and family of a deceased patient: 

“it’s quite difficult because like what do you say to people, you 
know, so and so has just died. I find that quiet challenging actually. Ehm, 
what are the right words to say and, and I don’t know actually. I really 
don’t know. What are the right words to say. You don’t want to come off 
feeling insensitive or glib or, you know… it’s very, very difficult.” [P1] 

Furthermore, self-doubt often centred on their practice and whether they 

were doing the right thing for their patients. For example, one participant 

explained: 

“It’s the should you be doing something or, you know, are you 
doing the right thing for them? … You’re always in doubt - could I have 
done more? But you know, it is such a fine balance so… so I think that’s 
the- yeah- hardest bit.” [P7] 

Interestingly however, one participant noted that they found the uncertainty 

of working in palliative care as frustrating at times but overall one of the 

aspects of their work they enjoyed: 

“It is difficult to work in uncertainty as well but I’m not…. I don’t 
know. Maybe I’m not kind of realising it or thinking about it in the right 
way but I don’t know if its one of the things that particularly gets to me 
but I think it used to when I first came here. It felt really difficult to do 
things; you are not sure of the effect of what you do it is going to have 
or you are not sure that it is the right thing. But actually now that has 
become one of the things that I really like doing.”[P9] 

 

4b) Emotional Suppression 

Emotional suppression was defined here as an attempt to control or minimise 

emotional responses. It seems important to differentiate the functions of 

emotional suppression strategies in order to determine whether or not this 

was helpful or unhelpful. For example, emotional suppression for the 

purpose of controlling psychological content or experiential avoidance 
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appears to be unhelpful or counterproductive in the literature (Aldao, Nolen-

Hoeksema, & Schweizer, 2010); however, emotional suppression with the 

purpose of productivity or sustainability may be helpful at least to some 

degree (Hayes, Wilson, Gifford et al., 1996). Some participants appeared to 

use emotional suppression strategies in order to continue to perform their 

duties but then later the emotions they were trying to supress may emerge. 

For example, one participant described: 

“…like sometimes if you do feel a bit upset for them; you just have to 
swallow it and get on and then deal with the next sort of patient and their 
relatives and you’ve got home and you say ‘ohh’.” [P2] 

However, some staff members tried to supress their emotions at times where 

it may have been unnecessary and when emotional expression or 

acceptance might have been more helpful. One participants seemed to 

attempt to supress emotions even when doing so was not directly linked to 

productivity or sustainability and where alternative strategies may have been 

appropriate: 

“So for me it hurts when somebody dies. You know, you have to 
discipline yourself to- when you walk out the door you leave it behind. 
You don’t always do it and I’ve often driven home and you know not being 
able to see because you are upset but you have to be able to control that 
and I do control it most of the time.” [P6] 

Moreover, another participant appeared to be somewhat unwilling to engage 

in conversations about their experience and appeared to suggest it was in 

order to prevent having certain thoughts relating to palliative care work and 

its challenges: 

“… a lot of people like to share or open up and other people find 
that very useful whereas I find that [small pause] I find the sharing thing 
harder [slows speech and then laughs] so there’s no use in talking about 
it [laughs] because it makes you think ‘ohhh’ and think about things that I 
try not to think about [laughs].” [P7] 

Other participants appeared to use emotional tolerance in order to somehow 

lessen or become numb to their experiences. This could be useful especially 

when your job is emotionally taxing but can be counterproductive when it is 

only in the service of emotional control: 
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“I think, it’s you get used to it but I have no sense of becoming 
immune to it or that kind of… I think some people talk about the 
concept of having a thick skin. So you become slightly more numb to 
things… I’ve no sense of that happening to me but I guess in a way.” 
[P9] 

 

4c) Rumination 

Rumination here was defined as the inability to let go of or repetitively 

focusing on negative experiences that may be associated with what is going 

on that day or week at work and which that potentially takes away from their 

experience of the present moment (Aldao, Nolen-Hoeksema, & Schweizer, 

2010; Hayes, Strosahl,  et al., 2012). This also usually occurred when the 

staff members had left work and had gone home where it may be unhelpful 

to focus on work-related stress excessively. For example, one participant 

describes difficulty in letting go of uncertainty when they were at home: 

"when I’m feeling particularly sort of stressed or you know 
somedays you’re really busy and there’s …. you just feel …. you know 
sometimes things just sit with you. You sort of think things around your 
head; more of that sort of did I do the right thing, ehmm, a lot of that. I 
guess that is sort of the bit that I take home more.” [P7] 

Another participant explained that it can be difficult if they are not being fully 

present at work and when they have other concerns (e.g. personal issues in 

their home lives) in the background: 

“…that can be very challenging as well because again you’re 
listening to the person sharing their grief with you … if your head is not in 
the right place sometimes it’s quite difficult.” [P8] 

Another participant described that thoughts related to their work might arise 

when they are at home. Critically however, they seemed to respond 

appropriately to those thoughts and actively try not have work thoughts at 

home: 

“Doesn’t happen all the time. There are times where, ehm, 
maybe something at work will come through when I’m at home and if 
that happens I recognise that as well it must be important and I give it 
a little bit of attention. But I try not to have my home life about my 
work” [P5] 
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4d) Over-Identification with Patients 

A tendency to absorb distress more from particular patients was revealed. 

This appeared to be to occur when the professional related to certain 

aspects of those patients (e.g. age, occupation, family similarities and so on) 

was classified as over-identification in this study. For example, for some 

participants the impact that some patients had in terms of bringing up 

thoughts of their own mortality or a loss in their lives: 

“But definitely when that patient just died the other week, she was 
the same age as me and that… obviously, it does, it does strike a chord 
because obviously it is going to when it’s somebody the same age as 
yeah and… aye, it’s difficult because you question your own mortality.” 
[P4] 

“And I suppose you relate their loss to like a loss I’ve had 
potentially” [P2] 

Another staff member highlighted the importance of barriers and that having 

younger patients or patients the same age was difficult because it seemed to 

reduce that barrier. According to this participant the “barrier” was needed in 

order to keep themselves from being too emotionally invested and to 

promote their personal sustainability: 

"So it’s- particularly for patients of a similar age or a bit younger, 
you know, that you think ‘ohh you are somebody that I could easily know’. 
It’s always a bit difficult if there is somebody that you do know or know of 
cause its suddenly ‘oh no but I need that barrier’.” [P7] 

"I think I am aware that sometimes what I do is slightly withdraw 
from that sort of, to make it sustainable, from that sort of personal. So it’s 
that sort of trying not to get too involved on a personal level. And just to 
keep a little bit of a barrier there" [P7] 

“I think for them its they’re in the whole experience for the time but 
when you are seeing so many people over such a long period of time 
then you just can’t sustain that sort of emotional attachment. So you have 
to have a little bit of a detachment to sustain it.” [P7] 

4e) Lack of Self-Care (or awareness of) 
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A lack of self-care or lack of awareness of what they do that might prove 

helpful in preventing or reducing stress was evident in some staff members’ 

accounts. One participant noted that other people have said that they do not 

care for themselves and that they were not the kind of person to need to take 

care of themselves: 

“There is definitely so many people that have said to me that I 
don’t really care for myself; Like I need to have time for me. I’ve never 
been like that even before I was doing my [professional role].” [P2] 

Other participants were not aware of any strategies that they might be 

using or if they use any at all: 

"Ehmm yeah. I’m trying to think of what do I do [to manage difficult 
emotions]. I don’t know what I do actually when I’m in the job." [P8] 

“That’s a good question. I’ve no [sighs and thinks] you know, I 
don’t really know.” [P7] 

 

3.3.7 Helpful Responses 

Helpful responses here referred to responses that appear to promote 

psychological flexibility, wellbeing or contribute to their ability to do their job 

well. Psychological flexibility has been defined as “the ability to notice and 

react to your thoughts, feelings, and other behaviour in order to give you the 

opportunity to take action toward important ends” (Zettle, Hayes, Barnes-

Holmes & Biglan, 2015, p. 258). These helpful responses included accepting 

difficult challenges, being present, perspective taking, being able to switch 

off, social support and having a self-care plan (as shown in Figure 3.5). 
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Figure 3.5 Helpful Responses 

 

5a) Acceptance of Difficult Challenges 

Acceptance has been defined as “the voluntary adoption of an intentionally 

receptive, flexible, and non-judgmental posture with respect to moment-to-

moment experience” (Hayes, Strosahl, et al., 2012). Staff members 

appeared to acknowledge the difficulties within palliative care, sometimes 

see the usefulness of self-doubt for growing as a practitioner and were willing 

to have difficult feelings such as uncertainty. One participant talked about 

accepting uncertainty and trying to help others accept it also: 

“Quite often when you’re communicating the uncertainty of 
something to patients or the team … ehm, so you get questions about 
prognosis or outcomes or how well somebody is going to be in three 
weeks’ time and just learning that you never know the answer and 
helping other people to hold that uncertainty as well so.” [P9] 

Helpful 
Responses

Acceptance of 
Difficult 

Challenges

Being Present

Perspective 
taking

Being able to 
switch off

Social Support

Active Self-Care



114 
 

Other staff members appeared to acknowledge that having difficult 

experiences with the work they do was ok or even healthy: 

“It’s healthy if it resonates, if a death resonates or if a particular 
thing happening in the hospice resonates with a staff member. I think 
it is healthy.” [P5] 

“I think it’s kind of healthy to doubt and question yourself to 
ehhhhm…. You know, because you should always be asking.” [P7] 

One participant in particular described the usefulness of accepting difficulties 

with work and also the impact the work had on their energy levels. It 

appeared that acceptance was an alternative to a critical or harsh stance 

towards their experience and also allowed them to explore other helpful 

responses like allowing others to support them: 

“One for me is being accepting of that bit and being a bit okay 
with it....and saying ‘well actually I’ll take from this what I can rather 
than being disappointed that work has tired me out’ ehm because it is 
the nature of what we do and letting other people help you with that. 
And letting other people say, you know, ‘why don’t I do whatever it is, 
make dinner, or whatever’” [P9] 

 

 

5b) Being Present 

Being present at work, with patients and with whatever experience arises 

came out as an important theme in the analysis. Being present involved 

staying with the experience no matter how difficult it was to do so and to do 

what works in that moment (Hayes, Strosahl, et al., 2012). One participant 

described the usefulness of being present with patients but also 

acknowledged that this can be quite difficult to do at times: 

“I think you have to be very present with people and when they 
are really in their concerns and fears too. It’s being present for them 
and being a support. I think giving people the opportunity to have a 
conversation because it is very important. And sometimes you have to 
remain standing and present when you would far rather not do that. 
Ehm, so you really have to kind of gauge an appropriate sense of 
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being present with people and how best to respond to them. So ehm, 
and that’s not always the easiest thing to do.” [P5] 

Being present was considered helpful in the sense that it allowed staff to 

provide good quality and compassionate care to their patients: 

“I think that to generate sensitivity or to generate a presence of 
being with people you have to learn to still yourself. And not to be 
quick to give people answers. Not quickly, but to give time for people 
to formulate the questions themselves and to be able to reply to them 
appropriately. And I think that, that … so that’s what I mean by … I 
think that’s part of the good delivery of good care.” [P5] 

Similarly, other participants reported that they simply just listened or sat with 

a patient’s distress when it came up in the situation, allowing the patient or 

family member to offload and for them to feel they were contributing to their 

care:  

“You have to just listen and that’s the key. I think that 
sometimes they don’t even speak because they’re so upset. But I 
think then it is even more important just to listen to the silence. 
Because I know that is awful and it is agonising for them a bit as well 
but I think it is quite important because I don’t want anybody to think 
I’m cutting their upsetness off. They need to be upset and it tends to 
be… they can be upset with us because they don’t want to show it at 
home in front of other relatives.” [P2 

“You still need to be person centred and listen to what they’re 
saying too rather than just trying to do this, this and this.” [P4] 

One staff member described that often being present with patients and 

listening to their distress and grief was challenging but felt that it was 

sometimes appropriate to share that with their clients and acknowledge their 

distress with them: 

“Sometimes I do feel quiet emotional when I’m with either the 
patient or the family member. And I believe it’s alright to share, you 
know, if I am a bit upset. It would be wrong for me to lose control 
completely but when somebody is sharing their grief or distress with 
you, you know, it is quite difficult to not be affected by that…it would 
be futile to try and say “no that’s not going to be the case for you” 
when you know that is actually, that it is true, but trying to do that in a 
sensitive manner and with compassion and empathy, ehm, for the 
situation and for their grief.” [P8] 
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5c) Perspective Taking 

Having the ability to take a different perspective appeared to be a protective 

strategy employed by many staff members. This usually took the form of 

taking the perspective of distressed, grieving family members to understand 

and not take personally their sometimes aggressive behaviours. This also 

appeared helpful in guiding how they responded to the distress of the 

patient’s family member. As two participant explained: 

“I try to be as diplomatic as possible and I try to keep at the 
back of my mind that this is not normal behaviour. They are normal 
because they’re going through a difficult time. Ehm, but I try to reason 
and I acknowledge often their anger and their distress because it is 
genuine it’s not- they’re not shouting at me because they hate me, 
they’re shouting at me because they hate the situation they find 
themselves in. They’re not being rude to me because it’s the same 
reason it’s the situation that they find themselves in and difficulty. And 
often it’s more a case of me listening and talking and venting how they 
feel.” [P6] 

“a challenge I suppose is when relatives get annoyed and they 
get frustrated but I don’t think it’s necessarily aimed at me personally; 
I think it is probably the situation. And I actually find that quite 
rewarding is being able to sort of peal back the layers and find out 
what is the cause of this, sort of, frustration because 9 times out of 10 
it is the fact that they’re grieving and getting ready to grieve and they 
don’t know how to deal with it.” [P2] 

One staff member reported that being able to acknowledge a distinction 

between a patient’s or a patient’s family member’s distress was not their own 

was important to help them continue doing their work: 

“You can kind of in your head say “well that’s their grief; that’s 
not mine. Okay, I can meet them in it rather than absorb lots of it”. [P9] 

Perspective taking also appeared to be useful in allowing staff members to 

manage their experiences by promoting self-compassion. As one participant 

described: 

“So I think yeah there is two sides of it: what it’s like here on the 
ground and what it’s like with you. And just being aware of both of 
those things. You often can’t change it, often it doesn’t make it any 
better but you can say “of course this week feels hard” and sometimes 
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that’s just a massive help because you can think next month probably 
won’t feel quite like this and that’s just really helpful.” [P9] 

 

5d) Being Able to Switch Off 

Being able to switch off involved attention control that allowed staff members 

to shift attention away from thoughts about death and their work when it was 

not useful to have these thoughts. Typically, this response was used when 

staff members had left their work and were at home. Several participants 

mentioned that listening to music, simply the drive home, or other self-care 

strategies helped or assisted the switch off process. As one participant 

described: 

“So I either listen to music for an hour and a bit to go home or 
take the dog for a walk right away and then going home. I know that 
sounds silly but… because sometimes in my last job, again, because I 
lived 30 seconds away I’d arrive home and I’m still like ‘Oh my god, I 
can’t believe that happened’ and then you be pacing … I know it 
sounds silly but you see the hour and half drive home or whatever 
where you’re just listening to music and driving… you’re mind has 
gone off.” [P4] 

One participant set aside time to reflect and then eventually switch off as 

they were finishing their day at the hospice: 

“Well there is a time, and I do it in the morning. I will take a half 
an hour where I am not doing anything. So it’s like a reflection where it 
is about 30 minutes before I come into work where I just sit and 
probably think about anything. And it’s a time which is very important 
for what I do. And then I have that time again between here and when 
I go home which is a time for me to kind of reflect but also to let it go” 
[P5] 

Being able to switch off from thoughts appears to help in terms of promoting 

sustainability overtime: 

“I think just over time, and you know I’ve been working for a 
while now, you just learn to kind of… it’s just not sustainable to kind 
of … yeah, think about things too much. Just have to, I don’t know 
what psychologists say but you know you do have to 
compartmentalise and be like put things to the side.” [P7] 
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One participant explained the importance of distraction as a strategy to 

switch off from thoughts about death. This was again linked to job 

performance: 

“But you have to have some kind of distraction; you can’t think 
about death and dying all the time because it is not normal. And you 
couldn’t do your job. You know, I’m not the Grim Reaper” [P6] 

 

5e) Social Support 

Using social support emerged from most of staff member’s accounts and 

appeared to be helpful against many of the sources of stress identified in 

working in palliative care. When considering social support it is important to 

note the structure of the support (e.g. group membership, family, friends, 

colleagues, etc.) and the function of the support (e.g. emotional support, 

maintenance of cognitive coherence) (Cohen & Wills, 1985). The structure of 

support or who the support was coming from seemed to be important to 

many participants. For instance, many felt it more appropriate to seek 

support from colleagues at certain times rather than from their family or 

friends. This was driven by a fear that they might “burden” their loved ones 

with what happens in palliative care: 

“I can’t go home and speak to my husband about it or my 
family. I mean I can speak in broad terms, loosely about what kind of 
day I had. But my husband doesn’t want to hear about the sorrow and 
the distress and I don’t want to burden him with it, I don’t want to 
burden my family.” [P6] 

Another participant felt as though it was wrong to seek support from 

colleagues too much and emphasised the importance of having a balance: 

“But sometimes it feels that you should be able to, you 
know…shouldn’t always be just running to somebody else. It can be 
frustrating when you can’t manage it yourself but yeah you got to yeah 
strike the right balance there.” [P7] 

 

Regarding the function of social support there were many ways in which 

social support was helpful. Social support particularly from colleagues in 
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palliative care seemed to help staff offload emotional distress, provided 

clarity, aided decision making, facilitated perspective shifts, provided 

reassurance, facilitated learning and personal growth, and encouraged 

humour. For example, one participant described how social support from the 

team was useful against self-criticism by providing a more compassionate 

perspective: 

“‘I could have done better; I should’ve done better’. When you 
meet or discuss it with colleagues “no you couldn’t have” because 
they give you that rational perspective. You can see “yeah, you’re 
right I couldn’t have I was just beating myself up for something I even 
couldn’t have changed”. So you know, I think, being part of the team 
being a part of the team and having the support of the team is very 
important.” [P6] 

Another participant described needing to vent or offload with other members 

of staff: 

“so within that team there is good kinda just venting as well so 
ah-ha. So I think you need that.” [P4] 

It was evident that some participants used professional social support in 

efforts to find humour in the challenges they have in their work especially 

with difficult patients: 

“we often talk about like difficult patients we’ve had or and we 
know ehm we obviously wouldn’t do it to X, Y, Z in public or you know 
but within our little MDT room, you know, you can say things and have 
a laugh about things where other people would be really offended but 
we’re not because we know what we are talking about and you know 
about people who have died, you know, we’ll say little flippant things. 
But we know, at the end of the day it’s not meant badly.” [P3] 

5f) Active Self-Care 

Active self-care can be defined as the active and intentional use of strategies 

to promote personal wellbeing. Having a self-care plan involves deliberately 

employing strategies that foster personal wellbeing at times when they are 

required. These strategies are important because they may serve to reduce 

the impact of unhelpful responses (e.g. self-doubt etc.) and promote further 

the effectiveness of other helpful responses (e.g. being present). Some of 

the strategies used include taking the dog for a walk, listening to music, 
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playing sports, surrounding yourself with friends and family, keeping busy at 

home, and treating yourself (e.g. buying something for yourself, going out for 

a meal etc.). 

“I’ve become - recognising the importance for people to 
develop a good self-care programme… And being able to kind of 
ensure that you know that the work balance is important. You recreate 
in order to generate the work that you do. If you do not have a healthy 
lifestyle outside of here then I don’t know how it is possible to operate 
or to generate the work in here that we do. You need to have that 
other part… that is very important to have other interests … you know, 
- when I leave here in the evening sometimes what I do is I will put on 
my music. [Small pause] And it’s like an opportunity to kind of let go of 
the day. I try not bring the day home with me. And I think that’s 
important to.” [P5] 

In some instances these strategies were helpful in that they allowed you to 

switch off temporarily and potentially lead to better productivity or supported 

awareness or a sense of coherence. As one participant described: 

“I do I guess I just do sports and stuff for the fun of it but 
actually I realise there is something really sustaining in it as well and a 
lot of the stuff I do needs your complete head to be in it so it’s actually 
really useful because it kind of switches you off and it would either be 
that when you switch almost back on again you realise that “ohh its 
these three things that I need to talk about or do something with” or 
you just realise that all you needed to do is have some switch off time 
and actually you end up in quite a different place and there’s always 
kind of the endorphins thing among those other things. So yeah I do 
those things.” [P9] 

 

3.4 Discussion 

In this study 5 master themes emerged that provide insight into the 

experience of being a palliative care clinician. Firstly, sources of meaning 

and purpose emerged, with making a difference and personal growth being 

identified as the main rewarding aspects of palliative care work. Secondly, 

sources of stress were explored and included emotional challenges, patient 

family dynamics, having goals blocked, work environment factors, public 

perception of palliative care and uncontrollability. Thirdly, participants 

reported that working in palliative care impacted practitioners’ ability to fully 

engage in life and also altered their perception of death and dying. Fourthly, 
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the study identified several unhelpful responses to stressors in palliative care 

work such as self-doubt, over-identifying with patients, rumination, emotional 

suppression, and lack of self-care. Finally, the study identified that responses 

such as perspective taking, being present, being able to switch off, 

acceptance of difficult challenges, social support, and active self-care were 

helpful in promoting productivity and sustainability. An interpretation of these 

themes, their links to existing research and recommendations for 

psychological interventions involving palliative care staff will follow. 

3.4.1 Interpretation: Sources of Meaning and Purpose 

In contrast to the perception of palliative care in the general public as an 

overall sad line of work that would provide a lack of meaning because cure is 

not the goal and some of the patients will die under your care, many of the 

participants reported finding meaning and purpose in their work. This is in 

line with previous qualitative studies such as McConnell and Porter (2017) 

who found that staff providing end-of-life care to children found meaning and 

purpose in their job through making a difference. Moreover, in a report 

conducted by Scottish Care (2017) it was revealed that providing palliative 

care was seen as a privilege and installed a sense of self-worth and purpose 

in care staff. Similarly to this study, the report conducted by Scottish Care 

(2017) revealed that acknowledgment, appreciation or validation from 

patients and their families was very rewarding for palliative care 

professionals.   

Finding meaning in one’s work has been correlated with work-related (e.g. 

job satisfaction, motivation to work, less absent days) and general (e.g. life 

satisfaction, lower anxiety, lower depression) wellbeing outcomes (Steger, 

Dik, & Duffy, 2012). In a cross-sectional study of nurses that provide end of 

life care it was found that finding meaning in life was positively correlated 

with personal accomplishment and negatively correlated with emotional 

exhaustion and depersonalisation (Gama, Barbosa, & Viera, 2014). 

Therefore, it seems that finding meaning and purpose in your work is a 

predictor of wellbeing and potentially work performance outcomes. These 

findings also suggest that interventions that target finding meaning in one’s 
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work or exploring work-related values would be beneficial to the wellbeing of 

palliative care professionals. 

According to Relational Frame Theory (RFT; Hayes, Barnes-Holmes, & 

Roche, 2001), we find meaning and purpose in our lives or our work by 

linking our behaviour to “intrinsic and inexhaustible sources of satisfaction” 

(Vilatte, Villatte, & Hayes, 2016, p. 213). In ACT, linking behaviour to sources 

of meaning and purpose is fostered through value clarification exercises and 

these values are then put into action using committed action or behavioural 

change techniques (Hayes et al., 2012). Interventions that target values and 

foster committed action may have a positive impact on professional 

wellbeing and the motivation to work more effectively. For example, in a 

multiple baseline study examining the effects of a values clarification and 

committed action in staff involved in the care of people with severe 

developmental disabilities it was found that the intervention increased 

instances of staff engagement with clients (Castro, Rehfeldt, & Root, 2016). 

However, no intervention study that isolates or focuses solely on values and 

committed action has evaluated these processes in relation to professional 

wellbeing or burnout.  

3.4.2 Interpretation: Sources of Stress 

Although participants overall found their work to be a very rewarding and 

positive experience many of them were able to identify sources of stress. 

The findings of this study appear to support and add to the findings of 

previous qualitative research interested in the experience of stress in 

palliative care practitioners. For example, Albett and Jones (2007) identified 

organisational factors (e.g. busy workloads, working shifts, staff shortages 

and working with inexperienced staff were stressful aspects of working in 

palliative care) and working with death factors (e.g. communicating the death 

of a patient, the impact of a patient’s death on other patients) as stressful 

aspects of the job. Interestingly they reported that many staff thought of this 

as “frustration” rather than stress. Scottish Care (2017) listed dealing with the 

realities of death (being unprepared to be around it and discuss it, fears in 

dealing with death especially when lone working), aspects of pain 
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management (pressure to give someone a comfortable, pain free death), 

managing emotions (e.g. being unsure about when is most appropriate to 

display emotions), and certain enduring memories (self-doubt, traumatic 

memories, and guilt) as particularly stressful in palliative care work contexts. 

However, the current study adds public perception of palliative care as a 

potential source of stress or frustration. This is important because palliative 

care practitioners today, at least in Western Society, operate within a “death 

denying” culture (e.g. Zimmermann & Rodin, 2004)  and receive a subtle 

rejection from the general public if discussing their work (e.g. the assumption 

that their work is always sad, or pointless as it is not cure directed). 

Among healthcare professionals, sources of stress have already received 

extensive study in the literature. The popular Nursing Stress Scale (Gray-Toft 

& Anderson, 1981) assumes that stress among nurses largely stems from (1) 

workload, (2) treatment uncertainty, (3) conflict with other nurses, (4) conflict 

with physicians, (5) inadequate emotional preparation, (6) death and dying 

issues, and (7) lack of support. The Job Demands-Resources model (JD-R; 

Demerouti, Bakker, Nachreiner, & Schaufeli, 2001) of burnout suggests that 

high job demands and limited job resources lead to feelings of exhaustion 

and low motivation. The current study revealed that the work environment 

sometimes was a source of stress in terms of job demands (e.g. workload, 

emotional challenges, dealing with distressed families) and occasionally a 

lack of certainty concerning job resources (e.g. feeling they need to get the 

right balance of dependence-independence from colleagues). 

Given that many of the sources of stress identified are inevitable or 

unavoidable (e.g. patients will die causing an emotional reaction within a 

caring practitioner, some patients will have symptoms that may be 

uncontrollable, sometimes difficult patient family dynamics will arise, etc.) it is 

suggested that the focus should be on the practitioner’s response to these 

stressors (Bond, Flaxman, van Veldhoven, & Biron, 2010). These responses 

will be discussed further in the subsequent sections.  
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3.4.3 Interpretation: Unhelpful and Helpful Responses 

According to RFT due to our symbolic relational capabilities and the 

bidirectional nature of relational responding, virtually anything (including 

positive experiences) can become a source of psychological pain (Villatte, 

VIllatte, & Hayes, 2016; Barnes-Holmes, Barnes-Holmes, McHugh, & Hayes, 

2004). For RFT/ACT theorists how we respond to our own responding is vital 

in either adding to or minimising psychological suffering. For example, it is 

generally observed that all living organisms attempt to avoid sources of pain 

and danger; however humans take this further by attempting to avoid 

symbolic sources of pain or threats which sometimes becomes 

counterproductive as the avoided content re-emerges through the process of 

derivation of relations (e.g. Trying to think of a peaceful scenery when you’re 

having a distressing thought will strengthen the relation between that 

distressing thought and the peaceful scenery) (Villatte et al., 2016). However, 

CBS posits that it is ultimately the function of the response that determines 

the overall workability of the response. For example, emotional control 

strategies for the purpose of experiential avoidance will be counterproductive 

but the same strategies for the purpose of productivity and sustainability may 

be viewed as more useful (Aldao, Nolen-Hoeksema, & Schweizer, 2010; 

Hayes, Wilson, Gifford, et al., 1996). 

Unhelpful Responses 

1. Emotional Suppression 

In the current study participants sometimes used emotional suppression 

strategies in order to promote sustainability however at times it appeared that 

some of these strategies might have been overused, especially when they 

were not clearly linked to sustainability or performance at work. Emotional 

suppression can be considered a form of “experiential avoidance” in which 

there is an attempt to avoid or control emotional experiences. Responding to 

symbolic sources of pain with experiential avoidance is often seen as 

counterproductive, as relational responding and learning in general only 

works by addition and not by subtraction; we cannot remove or avoid 

symbolic sources of pain and often by engaging in experiential avoidance we 
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simply add to or expand the same relational network that we are trying to 

avoid (Villatte et al., 2016). Experiential avoidance has gotten some attention 

in the empirical literature. In a study of critical care nurses, experiential 

avoidance was shown to be positively correlated with depersonalisation and 

emotional exhaustion; interestingly, experiential avoidance was also 

positively correlated with personal accomplishment albeit weakly (Losa 

Iglesias, Vallejo, & Fuentes, 2010). Gerhart, Vaclavik, Lillis and colleagues 

(2017) conducted a daily diary study of palliative and oncology nurses and 

found that experiential avoidance was associated with higher scores of 

negative affectivity and emotional lability. Psychological interventions should 

help staff identify when it is useful and when it is not useful to engage in 

experiential avoidance and provide alternative responses. 

2. Self-Doubt 

 In this study participants reported experiencing significant self-doubt 

concerning their effectiveness as a practitioner and the decisions they made 

trying to make a difference to their patients and their families. Scottish Care 

(2017) also found that self-doubt was problematic as professionals often 

recounted traumatic memories in their work and questioned what they could 

have done better. According to RFT/ACT problems related to the “self” come 

from an over-attachment to self-labels or “self-as-content”; self-problems are 

particularly troublesome when people strive for coherence by behaving in 

accordance with self-labels or evaluations that lead to a narrowing of 

behavioural repertoires. In ACT this is typically referred to as “self-as-

content” where a person buys into the literal meaning of the psychological 

content their mind presents to them and where they describe and evaluate 

themselves in terms of that content (Hayes et al., 2006; Hayes, Strosahl, et 

al., 2012). As an alternative ACT suggests promoting self-as-context (i.e. an 

acceptance and transcendence of psychological content). 

Self-doubt about their care abilities may also be interpreted as an effort to 

avoid feelings of helplessness or fear that may arise when caring for dying 

people with complex symptoms. For example, one participant reported 

doubting their abilities to say the right thing to patients’ families in order to 
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avoid “feeling insensitive or glib” [P1]. This is in line with another qualitative 

study that found that dementia palliative care specialists feel a degree of fear 

around the hazards of providing this care such as difficulties with 

prognostication, unpredictable disease trajectories, feeding patients, and 

communicating a decline in cognitive abilities. The wish to avoid these 

feelings can be seen as another example of “experiential avoidance” in the 

ACT model where the professional is unwilling to have certain negative 

experiences that may arise in their work and uses avoidance tactics that may 

create harm in the long-run (Hayes et al., 1996). Therefore, interventions that 

reduce experiential avoidance (particularly of feelings of fear and 

helplessness) and promote acceptance or willingness to have certain 

experiences that typically arise in palliative care work may be a helpful 

alternative to self-doubt. 

Critically however, it has been suggested that self-doubt or criticism can be a 

healthy practice at times but excessive amounts are linked to 

psychopathology (see Kannan & Levitt, 2013). Indeed, one participant in this 

study reported that the uncertainty or self-doubt was one aspect of the job 

they enjoyed. Moreover, a study of psychotherapy professionals found that 

there is an interaction between therapist self-affiliation and their professional 

self-doubt in positively predicting patient outcomes; self-affiliation alone did 

not predict patient outcome (Nissen-Lie, Ronnestad, Hoglend, et al., 2017). 

This suggests that professional self-doubt may make professionals better at 

making a difference to patients especially when coupled with self-

compassion. Although, it is yet to be demonstrated that professional self-

doubt improves patient outcomes in palliative care contexts, in light of these 

findings, it is recommended that interventions for palliative care professionals 

include self-compassion exercises, exercises fostering creative 

hopelessness to reduce the need to be in control or to be right, and to build 

willingness to have professional self-doubt to potentially improve their 

practice and also their wellbeing. 

3. Over-identifying with Patients 
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Furthermore, participants in this study often experienced distress that could 

be attributed to over-identifying with certain patients especially those younger 

or those who they were similar to on some level (e.g. age, occupation, and 

family similarities). This response can be explained through RFT’s account of 

empathy. As empathy involves the transformation of emotional functions 

through deictic relational frames (i.e. relational frames that specify relations 

in terms of the speaker) it can lead practitioners to have some sense of the 

suffering of their patients (McHugh, 2015). Moreover, a study of nurses 

revealed that emotional contagion (i.e. sharing or feeling the emotions of 

patients) contributed significantly to emotional exhaustion, low personal 

accomplishment and lower levels of occupational commitment (Omdahl & 

O’Donnell, 1999).  This effect may be strengthened when participants 

perceived others to be like them (Batson, Lishner, Cook, & Sawyer, 2005) or 

if they had shared past experiences (e.g. Gerace, Day, Casey, & Mohr, 

2015).  

However, ACT provides numerous suggestions for responding more 

effectively when practitioners are struggling with feeling the suffering of their 

patients. Firstly, mindfulness interventions have already been found to 

reduce the tendency in nurses to take on or experience the negative 

emotions of patients (Beddoe & Murphy, 2004; Leonard, Campbell, & 

Gonzalez, 2018) but also appear to improve physician empathy towards their 

patients (Krasner, Epstein, Beckman et al., 2009) and therefore could be 

used with palliative care professionals. Secondly, willingness exercises could 

help palliative care professionals lean into the feelings of being moved by a 

patient and foster a stronger professional-patient relationship. This may also 

have an impact on the professional’s wellbeing as it has been found that a 

good professional-patient relationship is predictive of less stress (e.g. 

Graham, Ramirez, Cull et al., 1996) Thirdly, self/other-as-context exercises 

may assist practitioners in transcending the content or labels they attach to 

themselves and their patients and allow for acceptance of the pain that may 

arise in taking the patient’s perspective. This may also strengthen the 

practitioner’s ability to respond compassionately to patients without the 

necessity of avoiding patients that they feel they might identify more with. 
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4. Rumination 

Rumination is considered generally problematic as it is related to and 

predicative of depression, anxiety, alcohol abuse in women, and eating 

disorders (Aldao, Nolen-Hoeksema, & Schweizer, 2010). In this study, 

ruminating over events that had occurred recently at work was a common 

response style among participants. In this study, rumination appeared to 

mostly impact professionals when they were at home. Ruminating at home is 

unhelpful as it is likely to disturb life outside of work and lead to exacerbated 

job-related stress and burnout. Similar to the findings of the current study, 

rumination as an emotional processing style was found in palliative care 

nurses in a grounded theory study conducted by Sandgren and colleagues 

(2006). The authors suggested that rumination was problematic for palliative 

care nurses as it leads to emotional overload, can significantly impact their 

social life and can lead to personal and professional problems (e.g. divorce, 

burnout). Therefore, understanding and giving palliative care professionals 

ways to reduce rumination seems important. 

 According to RFT, rumination occurs when individuals apply relational 

networks or the problem-solving mode of mind to situations when direct 

contact with contingencies or the present moment may be more appropriate 

(Villatte et al., 2016). In ACT, present moment contact is targeted using 

mindfulness exercises in order to increase attentional control and reduce 

unhelpful thought patterns such as rumination (Hayes et al., 2012). It has 

been reported that mindfulness may be beneficial in relation to rumination as 

measures of mindfulness have been found to be negatively associated with 

rumination (e.g. Raes & Williams, 2010) and mindfulness as an intervention 

has gained empirical support for reducing rumination (e.g. Hawley, Schwartz, 

Bieling et al., 2014). Therefore, it is recommended that future interventions 

include mindfulness components to strengthen present moment contact 

(especially encouraging professionals to use mindfulness skills at home) may 

help reduce rumination and improve wellbeing in palliative care 

professionals. 

5. Lack of Self-Care 
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Although there is an emphasis on the importance of encouraging self-care 

plans among healthcare professionals (e.g. Sanchez-Reilly et al., 2013) to 

the best of the author’s knowledge no research has explored lack of self-care 

or self-neglect in healthcare professionals. In this study it became clear that 

some participants struggled to identify self-care strategies to maintain their 

wellbeing or simply reported not having any strategy to relieve stress. Having 

no self-care plan may be potentially problematic as self-care has been found 

to protect professionals from the negative impact of work-related stress. For 

example, in a cross-sectional study among hospice professionals conducted 

by Alkema et al. (2008) it was found that all self-care domains (emotional 

care, physical care, spiritual care, workplace self-care, and balance) were 

negatively correlated with compassion fatigue and burnout.  

Helpful Responses 

1. Acceptance of Difficult Challenges 

Acceptance of difficult challenges in palliative care work was found to be 

helpful for many participants. It appeared in this study that acceptance of 

challenging aspects of palliative care work promoted wellbeing by reducing 

the impact of uncertainty, promoted personal growth by allowing some self-

doubt or questioning of one’s abilities, and promoted self-compassion by 

accepting the impact the work had on oneself. This supports the ACT model 

in suggesting that acceptance is an important process in psychological 

health especially as an alternative, more useful response to experiential 

avoidance (e.g. Hayes, Levin, Plumb-Vilardaga, et al., 2013). Furthermore, 

this study corroborates with some empirical studies that have found that 

acceptance was negatively correlated with emotional exhaustion among staff 

who worked with adults with learning disabilities (Noone & Hastings, 2011) 

and negatively correlated with burnout among Chinese nurses (Yao et al., 

2013). Therefore, this study and previous studies suggest that enhancing 

acceptance in palliative care professionals may be an important aspect of an 

intervention. Acceptance of difficulties can be encouraged using ACT-based 

experiential exercises and metaphors (Hayes et al., 2012). 
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2. Being Present 

Also, related to a core process in the psychological flexibility model was the 

subtheme of being present. Participants appeared to respond with openness 

and centeredness when patients were distressed. Hayes, Luoma, Bond et al 

(2006) stated that being present involves an “ongoing non-judgemental 

contact with psychological and environmental events as they occur” (p. 9). It 

is theorised that being present can be beneficial in that it promotes 

behavioural flexibility and can help in making actions more congruent with 

personal values. Therefore, palliative care staff who are more “present” at 

work and at home may be more adequately able to be the practitioner they 

want to be and adapt effectively to demanding, complex situations that may 

arise as part of providing palliative care. Fostering being present at home 

and also at work has the potential to reduce burnout (e.g. Luken & 

Sammons, 2016) and also have a positive impact on the professional-patient 

relationship (e.g. Leonard, Campbell, & Gonzalez, 2018), relationships at 

home (e.g. Barnes, Brown, Krusemark, et al., 2007; Wachs & Cordova, 

2007; Karremans, Schellekens, & Kappen, 2017), and work-family balance 

(Allen & Kiburz, 2012; Kiburz, Allen, & French, 2017). In one study present-

moment awareness facilitated adaptive responses to stress even when 

controlling for negative affect and stress-related appraisals (Donald, Atkins, 

Parker et al., 2016). 

3. Perspective Taking 

It also emerged from the data that participants often took the perspective of 

patients and their families that tended to help reduce the emotional impact of 

the job and also seemed to guide how they responded to the distress of 

others. This theme is interesting as there seems to be a need to balance 

over identifying with patients and being able to take their perspective to 

navigate patients’ distress especially when this distress was directed towards 

the professional (e.g. family members getting angry or aggressive at 

professionals as part of their grief). Moreover, spatial and temporal 

perspective taking can be seen to facilitate “being able to switch off” or letting 

go of work-related stress depending on the context (e.g. the drive home). 
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Perspective taking could also be seen as an active ingredient for useful 

social support where professionals gain perspective from others in order to 

reduce self-doubt and stress. 

This relates to the concepts of a flexible self or perspective in RFT (Villatte et 

al., 2016). According to RFT, having a flexible sense of self or perspective 

involves basic deictic relational responding skills (I-YOU, HERE-THERE, and 

NOW-THEN – if I were you, where would I be?), transformation of emotional 

functions via deictic relational responding (i.e. empathy – If I were you, how 

would I feel?), and using hierarchical framing to promote conceptualising the 

self as a container or context (i.e. noticing that you are the one who has or 

contains psychological experiences “I have thoughts and feelings about work 

and I am big enough to contain all of them, they do not define who I am and 

they do not overwhelm me”) (McHugh, 2015; Villatte et al., 2016). Therefore, 

interventions that promote a flexible self in palliative care staff that may be 

beneficial to problems related to self-labels (e.g. “I’m not a very good 

practitioner”), reduce the psychological impact experienced by professionals 

when faced with the anger or hostility from grieving family members and help 

professionals to let go of stress related to work when going home using 

spatial and temporal perspective taking (e.g. helping professionals to operate 

from the I-HERE-NOW perspective). For example, exercises that specifically 

encourage self-as-context or self-compassion may be particularly helpful. 

4. Being able to switch off 

Participants in this study reported active efforts to switch off from work-

related thoughts especially when at home using self-care strategies (e.g. 

listening to music, going for walks etc.) to become more present at home and 

less caught up mentally in work. This may be related to the process of 

attentional deployment whereby attentional focus is shifted away from or 

towards particular evocative stimuli (Ferri, Schmidt, Hajcak et al., 2013; 

Gross, 1998; Gross & Thompson, 2007). Despite the evidence from a recent 

meta-analysis suggesting that attentional deployment had no impact on 

emotional outcomes (Webb, Miles, & Sheeran, 2012) it may be that 

attentional deployment in the included studies were functionally unhelpful 
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(e.g. promoted experiential avoidance). According to RFT, avoidance can 

sometimes be functional especially when it protects us from harm (Hayes et 

al., 1996; Villatte et al., 2016). It is suggested that in the current study 

participants switching off from work-related thoughts was a functional form of 

avoidance rather than pathological avoidance; the purpose of switching off 

was not solely an emotional control strategy but a strategy promoting 

productivity, sustainability and a healthy work-life balance. 

5. Social Support 

In line with previous qualitative research (e.g. Ablett & Jones, 2007), social 

support has been identified as a useful way to cope with demands of 

providing palliative care. However, the current study looked at both the 

structure and function of social support. It emerged that social support for 

work-related concerns was provided mainly from other work colleagues and 

rarely from staff members’ families due to the perceived burden it would 

cause to discuss palliative care outside a hospice environment. Social 

support functioned as a means for emotional offloading, gaining coherence, 

personal growth, using humour, and shifting perspective (e.g. shifting from a 

self-critical to a more compassionate mode of mind). 

According to Cohen and Wills (1985) social support can have main effects 

(e.g. provide regular and stable positive experiences and social rewards) 

and/or buffering effects (e.g. reduce of prevent a stress appraisal or influence 

the physiological stress response) on the experience of stress. In 

organisational settings it has been found that social support moderates the 

negative effects of high strain characterised by high job demands and low 

perceived control (Häusser, Mojzisch, Niesel, & Schulz-Hardt, 2010). These 

findings along with the current findings support the suggestion that 

professional support groups within palliative care professional teams should 

be encouraged in order to maintain wellbeing and job satisfaction (Hulbert & 

Morrison, 2006; Woodhouse, 2015).  

Critically however, caution is warranted for interventions that have a group 

social feature as it has often not been beneficial or has backfired when there 
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is a mismatch between received and desired social support. For example, 

one study of a social support intervention for breast cancer patients found 

that women benefited if they had low levels of social support but did not 

benefit if they already had high levels of social support (Helgeson, Cohen, 

Schulz & Yasko, 2000). Furthermore, it is generally found that people who 

have low levels of social support and a high desire for social support are 

likely to reap the benefits of social support whereas those who do not desire 

more social support (even when received support is low) will not benefit 

(Linden & Vodermaier, 2012) or have poorer psychological adjustment 

outcomes as a result of social support (Reynolds & Perrin, 2004). 

Interestingly, in the current study one participant felt it was inappropriate to 

be constantly seeking social support especially from their more senior 

colleagues. Therefore, in order to facilitate wellbeing in palliative care 

professionals a healthy level of social support matching the need between 

received and desired support between work colleagues needs to be available 

as well as the opportunity to develop skills to deal with common stressors in 

this context to minimise the necessity of excess amounts of social support. 

6. Active Self-Care 

Self-care especially in staff dealing with patients with terminal illness on a 

daily basis has been identified as an important target to prevent or minimise 

symptoms of burnout and to promote wellbeing (e.g. Sanchez-Reilly et al., 

2013). In addition, self-care strategies have been identified as important in 

order to enhance the ability of professionals to provide care to their patients 

(Mills, Wand, & Fraser, 2017). The majority of participants in this study were 

able to identify self-care behaviours they already engaged in and 

acknowledged the importance of these behaviours. These self-care 

strategies were identified as taking the dog for a walk, listening to music, 

playing sports, being with family and friends, keeping busy at home, and 

indulging oneself (e.g. buying oneself something, going out for a meal). 

However, as it was already discussed in the unhelpful responses section 

some participants either lacked a self-care plan or were not aware of 

strategies they could use in the service of self-care. Therefore, it seems 
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important that future interventions may capitalise on the self-care behaviours 

already present in some professionals or, help those with a lack of 

awareness of self-care strategies or who demonstrate self-neglect to engage 

in self-care behaviours.  

Additionally, research of the factors that may promote or hinder professionals 

from engaging in self-care is also an important area of research. In a 

qualitative study conducted by Mills et al (2017) the barriers and enabling 

factors of self-care in palliative care nurses and doctors were investigated. 

They found that an unsupportive working environment (limited availability of 

holidays), stigma associated with self-care (e.g. selfish), business related to 

workload, not planning or prioritising self-care plans, bring work home, and 

problems related to self-criticism and low self-worth that undermine 

prioritising self-care were identified as barriers to self-care. Enabling factors 

included acknowledging the importance of self-care, having and prioritising 

self-care plans, having self-awareness (reflection and self-assessment), a 

supportive work environment and leadership, positive emotions and 

relationships, and intrapersonal strengths (e.g. gratitude, positive perspective 

taking, self-compassion, self-advocacy, and self-acceptance). Therefore, 

given the findings of Mills and colleagues and the current study it appears 

that interventions that reduce barriers to self-care and promote the adoption 

self-care plans and implementation will enhance the wellbeing of palliative 

care professionals. 

3.4.4 Interpretation: Personal Impact 

Encountering sources of stress on an ongoing basis can have a significant 

personal impact on those providing palliative care to patients with life-limiting 

illnesses and highly distressed families (Wallerstedt & Andershed, 2007). 

The effect of the stress may be worsened unnecessarily or minimised 

depending on their response to those stressors (e.g. Bond et al., 2010). 

Additionally, the practitioner’s ability to manage or their willingness to 

experience those stressors can be influenced by whether they can link their 

care or practice to sources of meaning and purpose even when work gets 

stressful or emotionally difficult (e.g. Hayes et al., 2012). Therefore, it may be 
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that the other master themes revealed by this study help shape the personal 

impact of palliative care work.  

The experience of burnout may stem from numerous sources of stress and 

inadequately addressing these stressful aspects of work at an organisational, 

interpersonal or personal level. Related to the construct of “emotional 

exhaustion” in the burnout literature, some participants acknowledged that at 

times they felt drained or tired and that this stemmed from job demands such 

as workload and the emotional challenges involved in the work. This 

supports previous qualitative findings that suggest that providing palliative 

care and managing the emotions that naturally arise in the work can lead to 

feelings of being drained or depleted (Scottish Care, 2017). Therefore, an 

intervention that helps palliative care practitioners more effectively manage 

or organise their emotional responses to their work may lead to 

improvements in professional wellbeing and resilience. 

However, the impact of working in palliative care on the professional was not 

always emotionally negative. Indeed, some participants reported being more 

clear about life priorities and appeared motivated to take action in pursuit of 

what matters to them. This supports the findings from an ethnographic study 

of palliative and hospice professionals that revealed that for many 

participants the act of working with death and dying highlighted what was 

important for them in their lives (Sinclair, 2011). Furthermore, these findings 

can be related to “Valued Living” (Plumb, Stewart, Dahl, & Lundgren, 2009) 

in the ACT literature where a person is living in accordance with his or her 

values which are defined as “freely chosen, verbally constructed 

consequences of ongoing, dynamic, evolving patterns of activity, which 

establish predominant reinforcers for that activity that are intrinsic in 

engagement in the valued behavioural pattern itself” (Wilson & DuFrene, 

2009, p. 64). Thus, it might be fruitful for future intervention research with 

palliative care and other healthcare professionals to include valued or 

engaged living as an outcome measure and not simply focus on symptoms 

of burnout as the primary outcome. 
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It is also important to examine work-life balance as some studies suggested 

that healthcare professionals in general struggle more to maintain a healthy 

work-life balance compared to the general population (e.g. Shanafelt, Boone, 

Tan, et al., 2012). Overall, participants in this study reported having a 

satisfactory balance between work and personal life. However, certain 

participants mentioned that sometimes because of tiredness that stemmed 

from work their home life would suffer and others reported that stress in their 

personal lives could affect their ability to perform well at work. Other 

qualitative work in this area tended to focus on maintaining a work-life 

balance as a coping strategy rather than as something that is influenced by 

palliative care work (e.g. Ablett & Jones, 2007). However, some have argued 

against the idea or possibility of work-life balance or being able to keep these 

spheres separated (e.g. Warhust, Eikhof, & Haunshchild, 2008; Duxbury & 

Smart, 2010) 

More critically, Warhust et al (2008) identified empirical and conceptual 

caveats with the debate of work-life balance: (1) increasingly working hours 

are being reduced and flexibility in working hours is also more available, (2) 

workers often derive satisfaction from their work, and (3) research of the 

“chattering classes” (i.e. intellectuals and artists) in which the work-life 

boundary is blurred suggests that work and life spheres cannot be fully 

separated and are interpenetratable. However, they drew from the work of 

Bourdieu (1990) and suggested that the relationship between work and life 

can be more fruitfully conceptualised as work-life patterns produced by the 

individual. From this framework work-life patterns are influence by work 

practices, structural factors, individual practices or lifestyles, and context-

specific logics (e.g. altruism, love, or hedonism) (for a more extensive review 

see Bourdieu, 1990). In addition, in the current data it appears that 

participants found it helpful to try and separate work and life but also it 

appeared to be sometimes difficult to maintain this separation as work-

related thoughts would at times “come through” at home. Therefore, it may 

be useful to promote healthy work-life patterns by getting professionals to 

respond in a relation of hierarchy with these spheres rather than a relation of 

distinction or separation between these spheres and to identify sources of 
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satisfaction and meaning from both spheres: For example, “You have one 

life, in which you sometimes are working and sometimes you are not. It is all 

behaviour - how much joy does behaving in the different spheres of your life 

bring you?” could be used to encourage viewing work and life patterns as 

part of life and to more readily derive satisfaction from both of these spheres. 

Furthermore, there was an interesting impact of working in palliative care on 

the practitioners’ relationship with thoughts of death and dying. On one hand 

some participants reported becoming more comfortable with death; however, 

some of the same participants and others reported having concerns around 

the nature of their death, the deaths of loved ones and the place of death. 

Becoming comfortable with and around death and dying in general and 

having concerns about one’s own death can be related to the concepts of 

cognitive defusion and fusion in the ACT literature. From an RFT/ACT 

perspective, defusion involves contexts under which the transformation of 

functions are disrupted or limited such that cognitive content has less of a 

regulatory role to play in behaviour (Blackledge, 2007). Becoming 

comfortable around death and dying may be seen as an instance of defusion 

as behaviour is less regulated and the death of patients has less of an 

impact on the emotional or behavioural status of the practitioner. Conversely, 

cognitive fusion involves contexts whereby verbal transformations of 

functions occur readily and behaviour is regulated in accordance with the 

thoughts or verbal rules (Gillanders et al., 2014). Having concerns about 

one’s own death, the death of loved ones and place of death may involve 

cognitive fusion as behaviour and emotional status is impacted by the verbal 

content (e.g. verbally constructing hospitals as bad places to die may 

facilitate the process of rule-governed behaviour and lead to emotional 

reactions and a behavioural resistance to hospital based end-of-life care). 

 

3.4.5 Strengths and Limitations 

This study has a number of strengths relating to the guidelines of Henwood 

and Pigeon (1992) and Elliot, Fischer and Rennie (1999). First of all, 

evidence or quotes from the participant’s accounts were provided for each 
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theme to show that the analytic framework used or the themes generated fit 

the data well. Secondly, coherence was achieved by using an analytic 

framework in which subthemes were theoretically organised into 5 master 

themes while also ensuring that “negative examples” or nuances in the data 

were also reflected. Thirdly, the research engaged in reflexivity in which the 

role of the researcher and his contextual behavioural science perspective in 

shaping the interpretation of the data was explicitly acknowledged 

throughout. By being aware of the contextual behavioural science 

perspective adopted here to interpret this data readers are encouraged to 

consider potential alternative perspectives. Fourthly, credibility checks were 

sought from other researchers(Dr David Gillanders and Dr Nuno Ferreira), a 

friend who is a palliative care nurse and researcher, and discussing these 

findings with attendees at an End Of Life Studies workshop in Dumfries. 

These credibility checks were done in order to check whether the 

interpretations of the data were credible and reflected the experiences of 

palliative care professionals. In qualitative research credibility checks are 

often sought from the participants; for this study this was not possible as no 

contact information for participants was shared; however, a summary of the 

findings was shared with the hospice where the research took place. Fifthly, 

in order to ensure transferability of the present study to other palliative care 

work contexts the participants background information were provided so that 

readers can be confident of the relevance of participants accounts; although 

many details were not provided in order to protect the anonymity of 

participants given that participants were recruited from only one hospice. 

Sixthly, the current study accomplished its general goals in exploring and 

describing the experiences of palliative care professionals but also its 

specific goals in identifying helpful and unhelpful responses to challenges in 

this work. Critically, these goals potentially were made more attainable as the 

interviewer did not have a palliative care background. This may have made 

participants keener to describe their experience in depth, leaving out nothing 

that might have been assumed had the interviewer came from a similar 

professional background.  
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It is interesting that it appears that the participants’ accounts directly mapped 

onto the processes of the psychological flexibility model (e.g. being present, 

perspective taking and so on).Even though participants were naïve to the 

psychological flexibility model or the contextual behavioural perspective, their 

personal accounts still appeared to map onto these processes without being 

steered to talk in this way. The fact that CBS or the psychological flexibility 

model can readily make sense of these accounts suggests that the 

psychological flexibility is generally applicable to areas of human concern. 

This suggests that the psychological flexibility has scope in understanding 

the human condition (Hayes, Barnes-Holmes, & Wilson, 2012) and can be 

used to understand and potentially build on these elements of behaviour that 

seem already present in palliative care professionals by making them more 

explicit and reliable.  

This study has a number of limitations. Firstly, the perspective portrayed in 

this study population comes from voluntary participants who were likely 

comfortable or at least willing to talk about their experience of working in 

palliative care, including stressors and burnout. As such participants who 

struggled with stress and who were less open to discussing emotions may 

not have volunteered. Secondly, the current study was limited to individuals 

who could take timeout from a busy environment to participate in an 

interview. Thus, it is possible that staff who experienced burnout due to a 

demanding workload may not be fully represented in this study. Thirdly, the 

current findings may not be generalizable as all participants were recruited 

from a single hospice site. Fourthly, participant’s unconscious defences may 

have influenced their accounts such as protection of the self and interviewer 

from difficult feelings. Related to this is the influence of social desirability on 

the participants’ willingness to mention certain behaviours they might engage 

in response to stress (e.g. overindulging in alcohol). Fifthly, the need to make 

sense and to be coherent might have biased the accounts in several ways 

such that participants strived to maintain coherence and to portray a stable 

self-image to the interviewer in order to avoid feelings of distress or 

instability. This relates to the Self-Discrepancy theory (Higgins, 1987) that 

suggests that people are motivated to maintain coherence between various 
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self-perceptions or constructs and can get distressed when discrepancies 

emerge regarding the self. Finally, the fact that qualitative research relies on 

introspection can be viewed as a limitation as research has revealed that 

people have flawed self-knowledge with regards to acknowledging the 

influences of or predicting their own behaviour or feelings (e.g. Nisbett & 

Schachter, 1966; Wilson & Gilbert, 2003).  

3.4.6 Conclusion 

Given the emotional nature of working in palliative care it was surprising to 

find that most participants in this study did not excessively struggle with 

stress and appeared to be psychologically flexible in some ways. A 

psychologically flexible carer would be able to link their caring behaviour at 

work to sources of meaning and purpose and respond to stress and 

adversity with awareness, openness and persistence. Related to 

psychological flexibility in palliative care practitioners two hypotheses arise 

that may be worthwhile testing in future research: (1) palliative care 

practitioners are highly psychologically flexible enabling them to face 

adversity effectively and link their behaviour to purpose and meaning, (2) 

palliative care practitioners who are more psychological flexible are more 

likely to remain in this line of work as they have the psychological space for 

being around and making a difference to the suffering and deaths of patients 

and are less at risk of developing symptoms of burnout, (3) interventions that 

target psychological flexibility in palliative care staff may reduce turnover, 

burnout and improve patient-care practices, (4) something about working in 

palliative care contexts supports and encourages psychological flexibility in 

staff already (perhaps more psychologically flexible people are drawn to 

palliative care), and (5) that this context could be further enhanced with an 

evidence based behaviourally oriented framework that capitalises on what is 

already there by making it more explicit, shared, and reliable.
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Chapter 4 A Confirmatory Factor Analysis and 
an Exploratory Structural Equation 
Modelling Approach to the 
Dimensionality of the Mindful 
Healthcare Scale  

4.1 Introduction 

The psychological flexibility model is a model of psychopathology, 

psychological health and intervention that is central to Acceptance and 

Commitment Therapy (ACT; Hayes et al., 2012). Psychological flexibility 

involves consciously contacting the present moment without needless 

defence or judgment and persisting or changing behaviour in accordance 

with chosen values (Hayes et al., 2006; Bond et al., 2010). This model of 

psychological flexibility comprises of 6 overlapping and interdependent 

processes with corresponding problematic manifestations: (1) 

Acceptance/experiential avoidance, (2) defusion/fusion, (3) present moment 

contact (or self-as-process)/lack of present moment contact, (4) self-as-

context/attachment to self-as-content, (5) chosen values/problems with 

values, and (6) committed action/inaction, impulsivity, and persistent 

avoidance. The psychological flexibility processes can be further organised 

into three interlinked response styles: open (acceptance and defusion), 

centred (self-as-context and present moment contact) and engaged 

(committed action and values) (Hayes et al., 2011; Hayes et al., 2012). 

In terms of measurement, general psychological flexibility is typically 

assessed using the Action and Acceptance Questionnaire II (AAQ-II; Bond et 

al., 2011) and the Comprehensive assessment of Acceptance and 

Commitment Therapy processes (CompACT; Francis, Dawson, Golijani-

Moghaddam, 2016). These measures appear to measure the same construct 

with large correlations found between them (r = .79; Francis et al., 2016). 

However, several measures of the specific processes involved in 
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psychological flexibility have been developed and validated. The Cognitive 

Fusion Questionnaire (Gillanders et al., 2014), Engaged Living Questionnaire 

(Trompetter et al., 2013), and the Self-as-Context Scale (Zettle, Gird, 

Webster, et al., 2018) are examples of such specific process measures. 

Moreover, specific psychological flexibility measures have been designed for 

specific populations (e.g. Chronic Pain Acceptance Questionnaire; CPAQ; 

McCracken, Vowels, & Eccleston, 2004) and contexts (e.g. Work-related 

Acceptance and Action Questionnaire; WAAQ; Bond, Lloyd, & Guenole, 

2013). These specific psychological flexibility measures are designed to 

increase the precision and potentially the predictive power compared to 

general measures. 

Recently, a measure of psychological flexibility in healthcare professionals, 

the Mindful Healthcare Scale (MHS; Kidney, 2017; See Appendix 4 for copy 

of the MHS) has been designed and initial psychometric properties 

have been examined. For instance, the structural validity of the MHS was 

examined using confirmatory factor analysis providing support for a model 

with 13 items loading onto 3 first-order factors (engaged, awareness and 

defusion) and 1 higher-order factor (psychological flexibility). In the MHS, 

psychological flexibility consists of engaged, aware, and defused response 

styles in healthcare professionals towards their work that promotes 

professional productivity and wellbeing. An engaged response style in 

healthcare refers to being able to derive meaning and purpose from ones 

healthcare work and linking this work to overarching goals or freely chosen 

values (e.g. being able to make a difference to people’s suffering). An aware 

response style in healthcare professionals can be thought of as an ability to 

nonjudgmentally contact the present moment and remain centred or calm in 

the presence of unwanted experiences that may arise in carrying out 

healthcare professional duties. A defused response style in healthcare 

professionals involves adopting an openness stance to thoughts and 

experiences that can arise in healthcare work. This original model of the 

MHS gained support in Kidney’s (2017) initial CFA analysis with acceptable 

fit indices. Moreover, preliminary findings suggest that it appears to be a 

valid and reliable measure that correlates well with theoretically related 
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measures such as general psychological flexibility, burnout, self-compassion, 

and empathy. 

4.1.1 CFA versus ESEM/EwC: A brief overview 

Structural validity in psychometrics is the extent to which scores on an 

assessment or measure reflect the construct being measured. One important 

element in evaluating the structural validity is understanding the factor 

structure or dimensionality of a measure. This involves the identification of 

items or groups of items which may belong together or tap into the same 

construct, typically using factor analysis methods (e.g. exploratory or 

confirmatory factor analysis) (Bech, 2012). Factor analysis methods allow 

researchers to explore whether items on a measure are redundant or are 

indeed indicators of a common construct. In addition, factor analysis allows 

researchers to identify the factor structure or the factors that make up or 

contribute to the measurement of a particular concept (e.g. intelligence). In 

order for the factor structure to be valid it must be in line with theory around 

the structure of the construct it attempts to tap into (Coulacoglou & 

Saklofske, 2017). Thus, understanding the factor structure of a measure is 

important as it aids the interpretation of scores based on the identified 

factors. On a practical level, understanding the factor structure of a measure 

is important because it allows applied researchers to identify which factors of 

a measure may predict particular outcomes and to identify factors that are 

influenced by intervention. Therefore, it is both scientifically and practically 

important to examine the factor structure of the MHS extensively. 

In a symposium on ACT measurement studies at the ACBS World 

Conference in Berlin in 2015, discussant Dr Helen Bolderston described the 

relationship between measurement studies and theory building as “Going 

hand in hand, because without adequate measures we cannot test our 

theories” (Bolderston, 2015). Thus, using factor analysis to reveal the 

structure of a psychological measure can also play a role in refuting or 

supporting psychological theories or models. As an illustration, psychological 

flexibility is often conceptualised as comprising of six processes, possibly 

three processes and sometimes only one process. If effort is placed on 

generating items to reflect all of these processes and to test these items on a 
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large representative sample we can then use factor analysis to test theories 

of what psychological flexibility consists of and identify the number of factors. 

In other words, factor analysis can be used to support or refute particular 

versions of psychological flexibility theory (i.e. one process, three processes 

or six processes). 

CFA is a popular and important statistical method used in clinical and applied 

psychology to examine the factor structure of measures (e.g. Tomarken & 

Waller, 2005). It allows researchers to analyse relationships between items 

and latent variables and to correct for measurement error. Furthermore, CFA 

can also be used to examine if a measure or scale has measurement 

invariance across groups and time. While, CFA is the most widely used 

statistical method to examine a measures internal structural validity 

(Joreskog & Sorbom, 1979; Meredith, 1993) some have argued that it is too 

restrictive to provide applied researchers support for even the most well-

established measurements after an exploratory factor analysis (EFA) (e.g. 

Marsh, Morin, Parker, & Kaur, 2014). In particular, CFA models are too 

restrictive in not allowing items to cross-load onto more than one factor. It is 

suggested that items typically cross-load onto more than one factor in 

applied psychological measurements due to being theoretically related (e.g. 

constructs overlapping or interrelated), the item content may reflect more 

than one factor (e.g. method effects), and may be due to another source of 

measurement error (Marsh et al., 2014). This restriction of items to one-

factor may lead to over-inflated correlations between factors in the traditional 

CFA approach (Asparouhov & Muthén, 2009; Marsh et al., 2014; Marsh, 

Lüdtke, Nagengast, Morin, & Von Davier, 2013).  

It may be theoretically justifiable that measurements of psychological 

flexibility have considerable degree of cross loading due to the overlapping 

and interrelated nature of psychological flexibility processes (e.g. Hayes et 

al., 2012). Furthermore, Ciarrochi, Zettle, Brockman, Duguid, and colleagues 

(2015) suggested that contextual behavioural scientists should be interested 

in the idea that scales and items may be associated with “common variance” 

(i.e. the shared variance of all the items on a scale) and “unique variance” 

(i.e. the variance not shared between the items on a scale). This suggests 

Commented [SF8]: #6 
 
Why it matters to investigate the factor structure of the MHS 
or measures in general 
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that scales are typically multidimensional and reflect various kinds of 

behaviours as any unique variance is assumed to be due to specific variance 

(i.e. variability in the scale that is due to a form of behaviour or unique 

variance different to the form of behaviour or common variance measured by 

the scale). 

Exploratory Structural Equation Modelling (ESEM; Asparouhov & Muthén, 

2009) is an integration of exploratory factor analysis (EFA) and CFA. It 

shares many features with CFA such as allowing researchers to test 

relationships between latent variables after correcting for measurement error, 

examine method effects, examine unique variance, and test for 

measurement invariance across groups and time to name a few (Marsh et 

al., 2014). One of the most important difference between CFA and ESEM is 

that ESEM does not restrict items to load onto just one factor. This may 

reduce the bias due to over-inflated factor correlations and lead to better 

discriminative validity and representation of the potential multidimensional 

nature of measures (Marsh et al., 2014). Furthermore, it has been 

demonstrated that ESEM often produces better fit indices compared to CFA 

for well-established measurements that often do not reach adequate fit in 

CFA analyses. One example in the literature where this was demonstrated 

has been with the NEO Five Factor Inventory (NEO-FFI; Costa & McCrae, 

1992; McCrae & Costa, 2004); although in EFA analyses it has a well-

established five-factor factor structure, the model fit is often unsatisfactory in 

CFA analyses (e.g. Vassend & Skrondal, 1997). Marsh, Lüdtke, Muthén, and 

colleagues (2010) demonstrated that although CFA was not a satisfactory fit 

for the NEO-FFI the ESEM analyses suggested that the model was 

approaching acceptable fit. Therefore, recently Marsh and colleagues (2014) 

recommended that researchers developing a new measure should compare 

CFA and ESEM models in order to identify which is more suitable for 

subsequent analyses. 

Despite these benefits, ESEM has one limitation of particular importance in 

relation to the MHS and other psychological flexibility measures; it cannot be 

used to analyse measurement models with higher-order factors (Marsh et al., 

2014). However, recently an ESEM-within-CFA (EwC; Marsh, Nagengast, & 
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Morin, 2013; Morin & Asparouhov, 2018) approach has been developed in 

an attempt to address this limitation. In EwC, all parameter estimates are 

taken from the ESEM analysis and used as starting values in order to obtain 

EwC estimates. The same number of restrictions as the ESEM model are 

used in the EwC analysis. A total of 𝑚2 (where m = the number of factors) 

constraints are used in the model in order for it to be identified. With EwC the 

degrees of freedom, goodness of fit, and parameter estimates are equivalent 

to the ESEM solutions. However, the EwC gives the researcher more 

flexibility in terms of modifying the model compared to ESEM as it allows 

researchers to examine higher-order factors in measurement models. 

However, the limitations of this approach have not been fully explored and 

very few studies have employed this technique to date (Marsh et al., 2014). 

Therefore, caution is warranted when analysing findings based on EwC. 

4.1.2 Aims of this study 

The aim of this study is to re-examine the structural model of the MHS and 

compare whether a CFA or an ESEM/EwC approach is more suitable for 

subsequent analyses involving the MHS. In this study two models will be 

tested: (1) the original MHS model (First order factors: Engaged, Awareness, 

and Defusion; Higher order factor: psychological flexibility) put forward by 

Kidney (2017) and (2) a one-factor model [One factor: Psychological 

Flexibility]. The original model was tested to examine whether the MHS 

measurement model would be replicated in a different sample of healthcare 

professionals. The one factor model was tested to examine how a one-factor 

psychological flexibility model compares to the original model and also to 

examine the direct contribution of each item to a measure of psychological 

flexibility. It was hypothesised that an ESEM/EwC approach will be more 

suitable to capture the multidimensional nature of psychological flexibility 

processes in healthcare professionals. For example, based on the content of 

the item “I get caught up in trying to "rescue" or being overprotective of my 

clients” it is possible that this item will load onto Awareness but also the 

Defusion factor. It was also expected that the original model would fit the 

data better than the one-factor model based. This study will have 

implications for the use of the MHS in future research, how it may be used in 
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applied settings and our understanding of the dimensionality of psychological 

flexibility measurement in healthcare professionals. 

4.2 Methods 

4.2.1 Design and participants 

This study was an online survey conducted as part of a larger longitudinal 

survey study examining the role of psychological flexibility in healthcare 

professional wellbeing. Participants’ responses at time point 1 were used in 

the analysis in this study. After ethical permission was granted, participants 

were recruited through social media, through two Marie Curie Hospices, and 

word of mouth. Participants were eligible to take part if they were paid 

healthcare professionals and had role in providing direct care with clients or 

patients. Healthcare professionals providing palliative care were particularly 

encouraged to participate.  

4.2.2 Ethics considerations 

Prior to recruitment, ethical approval was sought and granted by the 

University of Edinburgh and also the NHS Lothian Research and 

Development granted approval for this study (application reference: 

2017/0289). Various ethical issues were considered and appropriately 

addressed. Getting informed consent was sought by providing participants 

with a clear information sheet (see Appendix 5) that was presented on the 

first page of the online study. Participants read through this information sheet 

and clicked “agreed” if they consented to take part. Confidentiality was 

ensured by allowing participants to come up with their own username that 

was suggested to be their initials and the last four digits of their phone 

number. This was done in order to link their time point 2 data with their time 

point one data confidentially. Furthermore, confidentiality was ensured by 

encrypting all data files and storing these on a secure university computer. 

Email addresses provided by participants were securely stored and only 

accessible to the primary researcher (Shaun Fisher). Email addresses were 

only recorded so that a link to the time point 2 survey could be sent to 

participants after 6 months.  
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Although it was considered unlikely, there was a small risk that emotional 

distress could be caused due to the contents of the questionnaires. However, 

to minimise any discomfort that could have been caused there was an option 

to quit the study on all pages on the survey. Furthermore, participants were 

fully informed of the nature of the study, and upon completion or withdrawal 

the study participants were debriefed and given contacts for the researcher 

and contacts for an independent advisor if they wished to make a complaint. 

4.2.3 Measure: Mindful Healthcare Scale 

The Mindful Healthcare Scale (MHS) is a new measure of psychological 

flexibility in healthcare professionals and was developed by Kidney (2017). 

The final measure is comprised of 13 items organised into three subscales: 

defusion, awareness, and engaged. Kidney (2017) provided support for the 

measures structural validity using a preliminary CFA, construct validity with 

self-compassion, empathy and burnout, convergent validity using the 

Comprehensive Assessment of Acceptance and Commitment Therapy 

processes (CompACT; Francis et al., 2016), and internal reliability with a 

satisfactory Cronbach’s alpha (>.7). Kidney (2018) suggested that this 

measure may be important in evaluating the impact of ACT training on 

healthcare professionals and may also increase our understanding of the 

role of psychological flexibility in healthcare professional wellbeing and 

burnout.  

4.2.4 Statistical Analyses 

The main focus of the analyses were on the application of traditional 

confirmatory factor analysis (CFA) and exploratory structural equation 

modelling (ESEM) to examine the structural validity of the MHS. Analyses 

were conducted using R version 3.5.1 (R Core Team, 2018) and Mplus 

(Version 6: Muthén & Muthén, 1998-2010). Preliminary analyses and 

traditional CFAs were conducted on R, while ESEM loadings were obtained 

using Mplus. Later the unstandardized factor loadings obtained from ESEMs 

run in Mplus were used as starting values in the R programme in order to 

conduct ESEM-within-CFA analyses. In both R and Mplus, the robust 

maximum likelihood estimator was used as the data was found to violate 

assumptions of univariate and multivariate normality (See Section 4.3.2). 



 
 

149 
 

Confirmatory Factor Analysis 

CFA is a form of structural equation modelling (SEM) used to examine 

relationships between indicators (e.g. items on a questionnaire) and their 

associated latent variable (i.e. theoretical construct or subscale) that are 

hypothesised a priori. It can be used to verify the hypothesised measurement 

model (e.g. examining the number of factors and the relationship between 

these factors and the indicator variables or items, and looking at indicator 

errors) and the structural model (e.g. examining how the latent variables are 

related to each other).  In a CFA three sets of parameters are of interest: (1) 

the factor loadings – these represent the relationship between the indicator 

and its associated latent variable, (2) variance and covariance coefficients for 

each latent variable, and (3) variance and covariance coefficients for the 

measurement error or the unique variance of each indicator (Coulacoglou & 

Saklofske, 2017). 

For the CFA analyses, the Lavaan version 0.6-3 package (Rosseel, 2012) 

was used and semPlot (Epskamp, Stuber, Nak, & Veenman, 2017) was used 

to generate graphs in R. As the chi-square is influenced by many factors 

such as sample size and can increase the risk of making Type I or Type II 

errors it has been recommended that combining one of the relative fit indices 

(e.g. CFI, IFI, TLI) with either SRMR or RMSEA to examine the model (Hu & 

Bentler, 1999). Therefore a number of model fit indices, alongside chi-

square, were computed for this study including Comparative Fit Index (CFI), 

Tucker-Lewis index (TLI), Bollen’s Incremental Fit Index (IFI), Akaike’s 

Information criteria (AIC), Root mean square error of approximation 

(RMSEA), and Standardised Root Mean Square Residual (SRMR) were 

calculated. Recommendations for cut-offs for each index provided by Hu and 

Bentler (1999) and Jackson, Gillaspy and Purc-Stephenson (2009) were 

followed in evaluating the models in this study (see Table 4.1). 

Table 4.1                                                                                                         
Acceptable Fit Indices  

Index Acceptable values 

Comparative Fit Index (CFI) >.95 

Incremental Fit Index (IFI) >.95 
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Tucker-Lewis Index (TLI) >.95 

Root Mean Square Error of 

Approximation (RMSEA) 

<.06 

Standardised Root Mean Residual 

(SRMR) 

<.08 

 

Exploratory Structural Equation Modelling (ESEM) analyses 

ESEM was used here to run confirmatory tests of the hypothesised structure 

of a measure and to examines the relationship between indicators and latent 

variables in the one factor model of the MHS. However, as ESEM cannot 

examine higher-order factors, an ESEM-within-CFA (EwC; Morin, Marsh, & 

Nagengast, 2013) analysis was used to examine the original model of the 

MHS. The parameter estimates generated by the ESEM analysis were used 

as starting values in the EwC analysis. In this study the estimated values 

from the ESEM were extracted from Mplus and the following steps were 

followed in R: 

(1) From the ESEM model the parameter estimates generated are used 

as starting values. 

(2) One indicator per factor was chosen as referent indicator in which it 

had a large factor loading for the target factor it was designed to 

measure and small cross-loadings with non-target factors it was not 

designed to measure. In this analysis, these were items eleven (for 

Defusion), seven (for Engaged), and five (for Awareness). These 

items were constrained to be exactly equal to their estimated values 

from the ESEM analysis for the first-order factors. 

(3) The first-order factors are freely estimated; however, the higher-order 

factor is fixed to one. 

The same packages as the CFA were used to run EwC and generate plots. 

Furthermore, the same fit indices were extracted and the same cut-off points 

as presented in Table 4.1 were used to evaluate these. The respective CFA 

and EwC/ESEM models were compared based on their AIC values to identify 

models that were more efficient or parsimonious. In addition, fit indices were 

also compared to explore whether ESEM fits data better than CFA (e.g. 

Marsh, Lüdtke, Muthén et al., 2010). 

Models 
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In this study, two measurement models of the MHS were examined using 

CFA and ESEM. The first model was the original model proposed by Kidney 

(2018). This model puts forward a hierarchical model in which there are three 

first-order factors (Engaged, Awareness, and Defusion) that load onto a 

second-order factor (Psychological Flexibility). The second model 

investigated was a one-factor model to examine the measurement model 

when all the indicators are loaded onto a single factor (Psychological 

Flexibility). These models were then compared based on parsimony 

(comparing the AIC values) and fit. 

 

4.3 Results 

4.3.1 Characteristics of participants 

Participants were 163 working healthcare professionals and were recruited 

using social media (n = 87), word of mouth (n = 54), two Marie Curie 

hospices (n = 5), and from other sources (n = 22). The recruited sample was 

88.3% female (n = 144) and 11.7% male (n = 19). The average age of 

participants was 41.19 and ranged from 21 to 62. Participants had an 

average 17.5 years’ experience ranging from a half a year to 40 years’ 

experience. Participants indicated the degree to which they provided 

palliative care in their work: not at all, infrequently, sometimes, frequently and 

all of the time. It was found that 43 participants identified with “None of the 

time” (26.4%), 39 participants identified with “infrequently” (23.9%), 28 

identified with “Sometimes” (17.2%), 28 identified with “Frequently” (17.2%), 

and 25 identified with “All of the time” (15.3%). One participant was removed 

from the analysis because their responses on the Mindful Healthcare Scale 

were completely missing leaving a final sample of 162 participants with no 

further missing data on the MHS. 

4.3.2 Multivariate and Univariate Normality 

Before conducting the analyses, multivariate and univariate normality 

assumptions were checked using the MVN package in R. This is important 

because Maximum Likelihood estimation assumes multivariate normal 

distribution. However, parameter estimates appear to remain reliable if there 
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is a large sample size and the model is specified appropriately (Bollen, 

1989). Despite this, the standard error estimates and fit indices may be 

affected by non-normality especially in the case of excessive kurtosis (Flora 

et al., 2012). It is recommended that when conducting CFA on non-normal 

distributed data that robust Maximum Likelihood estimation (MLM) is used 

(Brown, 2006; Satorra & Bentler, 1994). MLM uses a mean adjusted χ² called 

the Satorra-Bentler scaled test (Satorra & Bentler, 1994) with maximum 

likelihood parameter estimates and standard errors (Brown, 2006; Flora et 

al., 2012). Based on Mardia’s test, Henze-Zirkler’s test, and Royston’s test of 

multivariate normality it was found that the data violated the assumption of 

multivariate and univariate normality and therefore the estimator MLM was 

used throughout the analyses. 

4.3.3 Confirmatory Factor Analysis 

➢ The Original Model 

The original model with the original correlated errors put forward by Kidney 

(2017) was tested to see if it was replicated in this study sample. This model 

was found to not reach an acceptable fit for the current study’s data (Chi-

square (59) = 126.943, p <.001; Normed chi-square = 2.152; CFI = 0.879; 

TLI = .879; IFI = .883; RMSEA = .084; SRMR = .085; AIC = 5929.014). 

Modification indices and covariances among the stated correlated error 

variances stated in the original model were reviewed. Some of the correlated 

error variances were removed as their covariances were not significant with 

the exception of one (i.e. MHS4 ~~ MHS13) and based on modification 

indices further correlated error variances were added to the model. 

Additionally, problems were identified with fixing the factor loadings of 

Defusion on MHS2 and Awareness on MHS5. Therefore, the factor loadings 

of Awareness were subsequently fixed to MHS6. However, Defusion was 

allowed to stay fixed to MHS2 as fixing this factor to either of the other two 

indicators did not remedy the issue (i.e. modification indices suggested these 

were problematic also and had larger MI values). This model can be seen in 

Figure 4.1 and was found to be a better fit compared to Kidney’s version of 

the original model, albeit still less than adequate (Chi-Square (54) = 85.830, 

p<.01; Normed Chi-Square = 1.589; CFI = 0.943: TLI = .918; IFI = .946; 
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RMSEA = .060; SRMR = .072; AIC = 5897.902). Critically, there were a few 

issues with this model identified; the Defusion subscale was negatively 

loading onto the general factor PsyFlex possibly suggesting a 

misspecification of the model (Kolenikov & Bollen, 2012). 

 

Figure 4.1 Confirmatory factor analysis of the original model 

 

➢ One Factor Model: Psychological Flexibility 

Given that the 3-factor model with correlated errors was found to adequately 

fit the data but was not a perfect fit, a goodness of fit test was run to test a 

one-factor model for comparison. This model without correlated errors did 

not adequately fit the data (Chi-square (65) = 340.021, p <.001; Normed Chi-
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Square = 5.23; CFI = .511; TLI = .413; IFI = .522; RMSEA = .162; SRMR 

= .140; AIC = 6130.093). Including the correlated errors added to the original 

model the one-factor model improved but was still not a satisfactory fit (Chi-

Square (57) = 195.895, p <.001; CFI = .753; TLI = .662; IFI = .762; RMSEA 

= .123; SRMR = .114; AIC = 6001.967). However, upon removing the non-

significant correlated errors (i.e. z values of below 1.96) and reviewing 

modification indices and adding the appropriate correlated errors to the one-

factor model it became an acceptable fit (Chi-square (43) = 46.692, p = .323; 

Normed Chi-Square = 1.086; CFI = .993; TLI = .988; IFI = .994; RMSEA 

= .023; SRMR = .047; AIC = 5880.764). The factor loadings and correlated 

errors can be seen in Figure 4.2. 

 

Figure 4.2  One factor model with correlated errors 
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As can be seen in Figure 4.2 the model was over-fitted with too many 

correlated errors allowed in this model. Problems with allowing correlated 

errors in structural equation models was summarised by Hermida (2015): (1) 

it may allow models to reach good fit without removing variables but it does 

not explain the influence of extraneous variables that may be causing the 

measurement error correlations, (2) significant correlated errors may be due 

to sampling error and therefore modified models may represent a model that 

is not generalizable to the true population, and (3) may bias parameter 

estimates. However, guidelines suggest that parameters should not be freed 

or allowed in models without being justified on the basis of prior research or 

theory (Brown, 2006). Therefore, revisions were made to reduce the number 

of correlated errors in the model. Firstly, using the original model’s theoretical 

framework correlated errors were allowed and this produced an inadequately 

fitted model (Chi-square (55) = 93.944, p = .001; Normed Chi-Square = 

1.708; CFI = .931; TLI = .902; IFI = .933; RMSEA = .066; SRMR = .073; AIC 

= 5904.015). Subsequently further correlated errors were allowed as some 

items although not placed in the same factor could be conceptually similar. 

This was the case for the correlated errors between MHS5 and the 

previously defined “Defusion” indicators. For example, MHS5 (“I get caught 

up in trying to "rescue" or being overprotective of my clients”), MHS9 (“I try 

hard to avoid negative thoughts about my therapeutic work”) and MHS 11 (“If 

an unpleasant thought about a client comes into my head, I try to get rid of 

it”) could be considered as efforts to avoid negative thoughts about work. 

Furthermore, MHS5 and MHS2 (“It is harmful to have negative thoughts 

about a client”) could be considered Fusion items. This improved the model 

fit but was still not satisfactory (Chi-square (52) = 81.694, p<.01; Normed 

Chi-Square = 1.571; CFI = .947; TLI = .921; IFI = .950; RMSEA = .059; 

SRMR = .060; AIC = 5897.765). This model is displayed in Figure 4.3. It is 

interesting to note that factor loadings for all items were 0.30 or above with 

the exception of the Defusion items (items 2, 9, and 11). 
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Figure 4.3 The one factor model with factor loadings and theoretically based 
correlated errors. 

 

➢ Dealing with the “Heywood cases” 

“Heywood cases” (i.e. Negative variance estimates) were found in both the 

models above. Interestingly these only involved all of the Defusion items. As 

a result, the reversal of these items were double-checked but the negative 

variance estimates remained. Therefore, tests were run to determine 

whether these Heywood cases were due to chance or a model 

misspecification. Based on recommendations in the literature (Kolenikov & 

Bollen, 2012; van Driel, 1978) confidence intervals of the maximum likelihood 

estimated standard errors and the z-tests were examined to determine the 

potential source of these Heywood cases (i.e. whether it was due to 
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sampling fluctuation or model misspecification). It was determined that 

because their confidence intervals contained 0 that these were due to 

sampling fluctuations or chance rather than a model misspecification.  

 

4.3.4 Exploratory Structural Equation Modelling: Within-CFA 
models and a one-factor model 

➢ Original Model 

As suggested by Morin and Asparouhov (2018), an ESEM-within-CFA 

analysis was run to examine the fit of the original model of the MHS. It was 

found to have inadequate fit without correlated errors added to the model 

(Chi-square (42) = 86.73, p<.001; Normed Chi-Square = 2.065; CFI = .920, 

TLI = .852; IFI = .925; RMSEA = .081; SRMR = .049; AIC = 5922.796). 

However, when the correlated errors were added to the model, after 

reviewing the modification indices, the model fit improved and became a 

satisfactory model fit (Chi-Square (38) = 51.385, p = .072; Normed Chi-

Square = 1.352; CFI = .976; TLI = .951; IFI = .978, RMSEA = .047; SRMR 

= .037; AIC = 5895.456; See Figure 4.4). However, as can be seen in Figure 

4.6, Defusion poorly contributed to the general factor. 

There appeared to be a several negative error variances between the items 

and the first-order factors. To examine whether these negative error 

variances were due to model misspecification or the result of chance due to 

sampling error the confidence intervals from the estimated standard errors 

and z-tests were examined as before (see Kolenikov & Bollen, 2012). Again, 

in this case, the Defusion were found to be due to sampling error or chance. 

This may suggest that the Defusion subscale does not contribute much to a 

robust measure of psychological flexibility in healthcare professionals.  

In addition, according to factor loadings (see Table 4.2) item 6 (“When 

working with clients, I pay attention to what is occurring in the moment 

between us”) and item 12 (“I am able to move on from negative thoughts 

about my therapeutic work”) appeared to load more strongly onto the 

Engaged subscale rather than loading onto the Awareness factor as in the 
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original model. Furthermore, item 3 appeared not to load well (above .30) 

onto any factors.  

  

 

Figure 4.4 ESEM-within-CFA pathway analysis of the original model with 
correlated errors 
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Table 4.2                                                                                                   
Factor Loadings between items and first order factors in the ESEM within 
CFA analysis of the original model of the MHS  

Item Engaged Awareness Defusion 

7 Motivation .795 .041 .048 

1 Value .580 .204 -.065 

3 Purpose .279 .144 .166 

4 Role .379 .270 .057 

13 Shoulds .319 .128 .126 

5 Rescue .045 .483 .222 

6 Moment .590 -.160 .111 

8 Big picture .226 .393 -.041 

10 Worries -.071 .813 -.025 

12 Move on .401 .379 -.104 

11 Get rid .029  .060 .883 

2 Harmful thoughts -.057 .064. .766 

9 Avoid thoughts .041 .199 .763 

Note: factor loadings in bold indicate factor loadings above 0.30.  

See Appendix 4 for items 

 

➢ One Factor Model ESEM 

A one-factor model was also run using ESEM in MPlus. This model fit was 

found to be inadequate (Chi-Square (65) = 300.343, p<.00001; Normed Chi-

Square = 4.621; CFI = 0.477; TLI = .373; RMSEA = .149, SRMR = .131; AIC 

= 6156.093). However, when correlated errors were added in the model fit 

improved but was still not satisfactory (Chi-Square (57) = 94.998, p <.01; 

Normed Chi-Square =1.667; CFI = .916; TLI = .884; RMSEA = .064; SRMR 

= .069; AIC = 5939.801). However, based on the AIC values this model did 

worse than the CFA one-factor model with correlated errors (AIC = 

5897.765). For the factor loadings between the items and the psychological 

flexibility factor see Table 4.3. All items were found to be 0.30 or above with 

the exception of item 5 and the defusion items (2, 9, and 11). As with the 

other models, Heywood cases or negative variance estimates found for the 

defusion items were determined to be due to chance. 
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Table 4.3                                                                                                  
Factor loadings and correlated errors for the ESEM analysis for the one 
factor model 

Items Psychological Flexibility  

1 0.709 

2 -0.036 

3 0.324 

4 0.525 

5 0.266 

6 0.403 

7 0.735 

8 0.483 

9 -0.182 

10 0.417 

11 -0.235 

12 0.671 

13 0.331  

Correlated Errors  

9 ~~ 2 0.859 

9 ~~ 5 0.207 

10 ~~ 5 0.297 

11 ~~ 2 1.080 

11 ~~ 5 0.226 

11 ~~ 9 1.205 

12 ~~ 8 0.291 

13 ~~ 4 0.249 
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4.3.5 Comparing Respective Models 

This study aimed at comparing the respective CFA and ESEM/EwC models 

of the MHS to examine whether ESEM models provide a better fit than the 

traditional CFA models. Models were compared based on their Akaike’s 

information criterion (AIC) values which can be used as an indicator of how 

parsimonious or efficient the model represents the data with lower values 

suggesting better models. From Table 4.2 it can be deduced that for the 

original model the EwC approach was more efficient compared to CFA when 

examining the original model. It also performed better based on goodness-of-

fit statistics. For the one factor solution, the ESEM model was less efficient 

compared to the CFA and produced slightly worse goodness-of-fit statistics. 

In addition, it can be gleamed from Table 4.2 that the EwC approach to the 

original model was the best performing model in terms of fit. 
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Table 4.4                                                                                                                                                                                      
Goodness-of-Fit Statistics summary comparing the CFA and ESEM models 

Model 𝝌𝟐 p 

value 

df Normed 

𝝌𝟐  

CFI TLI RMSEA SRMR AIC values 

Original Model 
 

 
 

 
    

 

CFA 85.83 <.01 54 1.60 .94 .92 .06 .07 5897.902 

ESEM-within-CFA 51.39 .07 38 1.35 .98 .95 .05 .04 5895.456 

One-Factor Model 
 

 
 

 
    

 

CFA 81.69 <.01 52 1.57 .95 .92 .06 .06 5897.765 

ESEM 95.00 <.01 57 1.67 .92 .88 .06 .07 5939.801 
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4.4 Discussion 

4.4.1 CFA versus ESEM/EwC approaches to the MHS 

The purpose of this study was to re-examine the structural validity of a 

measure of psychological flexibility in healthcare professionals and to add to 

the growing body of research interested in the MHS. Kidney (2017) proposed 

that the original model of the MHS had three first order factors (Engaged, 

Awareness, and Defusion) and one higher-order factor (psychological 

flexibility) and this reached good fit in that study (Chi-square (59) = 71.962, p 

= .12; CFI = .980, IFI = .980, RMSEA = .033, SRMR = .046). However, in line 

with previous findings in the personality literature (e.g. Marsh et al., 2010), in 

the current study the original model did not reach a good fit in the traditional 

CFA analysis; however it did reach good fit in the EwC analysis supporting 

the original model. 

Interestingly, the CFA analysis for the one-factor model in this study was 

found to be a better fit compared to the ESEM analysis of this one factor 

model. This finding is in contrast to the suggestions of ESEM developers 

(Asparouhov & Muthén, 2009; Marsh et al., 2014) that ESEM provides better 

fit when compared to CFA. However, as Marsh and colleagues (2014) 

suggest, an ESEM analysis that examines one-factor models are almost 

equivalent to traditional CFA. Furthermore, Marsh and colleagues suggest 

that if CFA fits the data better compared to ESEM then CFA is preferable 

based on its parsimony or Occam’s razor (i.e. they are more simple models 

with good explanatory predictive power). However, the CFA of the one factor 

model appeared to fall short of acceptable fit. Furthermore, the AIC values 

suggest that this CFA model performed slightly worse compared to the EwC 

original model. Therefore, it can be argued that the original model 

outperformed the one-factor model especially using the EwC approach. 

To our knowledge, this is the first study using an ESEM/EwC approach to 

explore the dimensionality of a psychological flexibility measure. The finding 

that the EwC approach to the original model was the best fitting model 

implies that EwC may be more suitable to capture the multidimensional 

nature of items reflecting psychological flexibility. Psychological flexibility 

theorists have already suggested that the constructs or processes that 
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comprise psychological flexibility are overlapping and interrelated (Hayes, 

Luoma, Bond, Masuda, & Lillis, 2006; Hayes et al., 2012). CFA being too 

restrictive may not be suitable to reflect the multidimensionality nature of 

certain items tapping into more than one psychological flexibility processes. If 

only a CFA approach is considered this could result in discarding 

measurement models in which allowing items to cross-load is theoretically 

justifiable. This was the crisis faced by several personality measures such as 

the NEO-FFI in which EFA analyses consistently produced five factors but 

CFA analyses were unsatisfactory (Vassend & Skrondal, 1997; Marsh et al., 

2010). Therefore, it is recommended that researchers examining the 

structure of psychological flexibility measures should run CFA and 

ESEM/EwC analyses. 

4.4.2 Exploring the Factor Loadings in the EwC analysis 

Further support for the original model was found in the factor loadings in the 

EwC analysis.  In Table 4.2, it can be seen that factors are predominantly 

and more strongly loaded by their target items; to a lesser extent factors 

were also loaded by non-target items. These findings suggest that the 

original model of the MHS appears to be consistent across samples. 

However, item 3 (“I feel little sense of purpose in my job”) did not load onto 

any factors above the level of 0.30 but came close with the Engaged factor 

(0.28) which is consistent with the original model.  

Interestingly item 6 (“When working with clients, I pay attention to what is 

occurring in the moment between us.”) loaded upon the Engaged factor 

(0.59) rather than the Awareness factor (0.16). In addition, item 12  (“I am 

able to move on from negative thoughts about my therapeutic work”) of the 

“Awareness” factor appeared to load onto both the Engaged and Awareness 

factors above the level of 0.30. These findings may be partially accounted for 

by the marker indicator used for each latent variable. In EwC, marker 

indicators are indicators chosen to be fixed to their ESEM unstandardized 

loadings and act as a reference point to determine the relationship between 

all other indicators with that latent factor. Thus, marker indicators can have 

an impact on how other indicators relate to that factor in CFA and EwC 

analyses. For example, the marker indicator for the Engaged factor was item 
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7 (“I know what motivates me in my work with clients”) and at the content 

level this item appears to be tapping into engaged processes but also into an 

awareness of motivation for working with clients. Therefore, it is unsurprising 

that some awareness items were related to the Engaged factor.  

These findings also illuminate the special relationship between awareness 

and engaged processes. According to Hayes, Strosahl, and Wilson (2012) 

problems that arise with living in accordance with chosen values often 

involve problems with present-moment awareness processes. In other 

words, healthcare professional experiencing problems with being engaged at 

work may be lacking awareness of the meaning and purpose of their work or 

the moment-by-moment opportunities available for engaging in their work in 

a meaningful way. This professional may ruminate on past failures or 

mistakes instead of being fully present. Furthermore, by encouraging values 

and commitment processes (i.e. the engaged response style) a willingness to 

be fully conscious during difficult moments can also be facilitated.  For 

example, a healthcare professional who is clear about their values in work 

may be more willing to be fully present during highly evocative tasks (e.g. 

difficult conversations around DNR, dealing with complex symptoms, being 

present to the suffering of others) as this is in the service of these values 

(e.g. making a difference to others). 

4.4.3 The Contribution of Defusion to Psychological 
Flexibility in Healthcare professionals 

In the current study the first-order factor of defusion appeared to poorly and 

negatively load onto the higher-order factor of psychological flexibility in both 

CFA and EwC analyses. In the CFA analysis of the one factor model all 

items were found to load onto psychological flexibility saliently with the 

exception of all of the defusion items. Defusion items and factor appeared as 

negative variance estimates or “Heywood cases” in every model but 

appeared to be due to sampling error or chance rather than a model 

misspecification. Therefore, in the current sample, caution is warranted in 

interpreting the Defusion subscale as it does not seem to contribute strongly 

to a robust measure of psychological flexibility. In Kidney’s (2017) CFA 
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analysis defusion also loaded weakly onto psychological flexibility (0.26); 

however, in contrast to the current study this was in the positive direction.  

Critically however, the role of defusion in healthcare professionals has also 

been questioned elsewhere in the literature.  In a recent study conducted by 

Kent, Hochard, and Hulbert-Williams (2019) cognitive defusion (as measured 

by the Cognitive Fusion Questionnaire [CFQ]; Gillanders et al., 2014) did not 

appear to contribute to work-related wellbeing when entered into a standard 

regression model with other psychological flexibility predictors (acceptance, 

mindfulness, and values). Therefore, the findings from Kent et al (2019) and 

the current study may suggest that defusion does not contribute a great deal 

to the overall functioning of healthcare professionals especially compared 

with other psychological flexibility processes. Based on CBS theory, fusion 

and avoidance are not always counterproductive and in some instances can 

protect us from harm (e.g. Hayes et al., 1996; Villatte et al., 2016). Several 

studies have suggested that avoidance can be used by nurses to cope with 

job-related stressors (e.g. Martins, Chaves, & Compos, 2013; Akbar, Elahi, 

Mohammadi, & Khoshknab, 2016). Consider the MHS item, “I try to avoid 

negative thoughts about my therapeutic work” (item 9). This item could be 

seen as functional or helpful fusion or avoidance in that avoiding negative 

thoughts about clients may provide healthcare professionals with a certain 

driven, motivated quality.  

Alternatively, it can also be argued that the CFQ and the defusion subscale 

of MHS may require further psychometric exploration and development as 

they are relatively new measures of defusion. This is particularly true for the 

Defusion subscale of the MHS as it consists of only 3 items that are all 

reversed scored. It is arguable that this subscale is tapping into reversed 

scored fusion items rather than the process of defusion itself. It may not be 

assumed that reversed fusion items accurately captures defusion. Therefore, 

it may be fruitful to develop the defusion subscale with more carefully worded 

items in an attempt to capture the process of defusion. 
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4.4.4 Implications for Future Research using the MHS 

Based on a functional contextualist approach to measurement (Ciarrochi et 

al., 2016), responses to items are viewed as instances of verbal behaviour 

that can be influenced by the current context and one’s learning history. It is 

therefore likely that there would be measurement variance across healthcare 

professional groups on defusion with differing degrees of exposure to the 

ACT/psychological flexibility model. For example, it is possible that defusion 

contributes to psychological flexibility for one group of healthcare 

professionals such as clinical psychologists but does not contribute to 

psychological flexibility for general nurses. Psychologists (especially ACT 

trained psychologists) may view defusion as beneficial as it may be part of 

their training, whereas  nurses who do not have this training may rely on the 

common sense model that avoiding or supressing negative thoughts of 

patients is more beneficial in order to do a good job or provide good quality 

care to patients. Measurement invariance was impossible to examine in this 

study as the profession (e.g. doctor, nurse, psychologist, social worker etc.) 

of the participants was not recorded. However, future research could explore 

the measurement (in)variance of the MHS and its subscale across 

professional groups or levels of training in ACT. In addition, future research 

could also examine the impact that ACT training has on the structure of the 

MHS, particularly the relationship between defusion and psychological 

flexibility. 

Furthermore, defusion may not contribute strongly to a measure of 

psychological flexibility in healthcare contexts, however, it may be useful in 

conjunction with the engaged and awareness subscales in demonstrating 

“treatment utility” (Ciarrochi, Zettle, Brockman et al., 2016; Hayes, Nelson, & 

Jarrett, 1987). Treatment utility is defined as “the degree to which 

assessment is shown to contribute to beneficial treatment outcome” (Hayes 

et al., 1987, p. 963). A measure demonstrates treatment utility if it can 

empirically be shown to influence the treatment outcome in a useful way. 

Therefore, future research could investigate whether the defusion/fusion 

items contributes to the usefulness of the MHS by: (1) examining whether 

retaining these items leads to better prediction of outcome variables in cross 
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sectional and longitudinal analyses, (2) examining whether these items help 

predict what treatment for a specified problem is likely to be beneficial, and 

(3) testing if these items can help explain or account for change observed 

due to an intervention. It also may be the case that a scale based on the 

awareness and engaged items together with a scale based on the defusion 

items might be better in practice rather than a single scale based on 

engaged, awareness, and defusion.  

4.4.5 Limitations 

Comparing the current study to Kidney (2017) study it can be argued that 

Kidney’s model is preferable as it had only three correlated errors included in 

the model. In the present study, there were upward of four correlated errors 

suggesting that the models (especially in the CFA approach) are potentially 

over-fitted. Correlated errors between indicators suggested that the 

covariance between these indicators was not accounted for by the latent 

variables but were due to some exogenous variable such as method (e.g. 

similarly worded, reverse-scored items etc.) or sampling errors (Brown, 

2006). It is possible that the difference in the number of correlated errors 

between these two studies could be due to the differences in the samples 

recruited. In defence of allowing correlated errors in CFA or SEM models 

Brown (2006) suggested that correlated errors can be included in CFA 

models if there is a substantive conceptual and empirical justification 

provided for these correlated errors being added and if the expected change 

(EPC) values are also taken into consideration. In this study, the theoretical 

framework provided by the original model was used to justify all correlated 

errors as well as ensuring that by adding the correlated errors the model was 

improved.  

Furthermore, the use of ESEM-within-CFA (EwC) may potentially be a 

limitation of this study. As very few studies have employed the EwC 

approach and because it is a relatively novel approach the limitations of 

using this approach to examine the structure of a measure have not be fully 

explored to date (Marsh et al., 2014). Therefore, caution is warranted in 

interpreting these findings. 



 
 

169 
 

4.4.6 Conclusion 

In practical terms, if a user wishes to have a measure psychological flexibility 

in healthcare work, then based on the current findings the original model of 

the MHS put forward by Kidney (2017) appears to be robust across samples. 

Furthermore, the findings in the current study suggest that the MHS is best 

thought of as multidimensional measure containing items that tap into more 

than one factor as the EwC approach outperformed the CFA approach. In 

addition, caution is warranted as the Defusion items/subscale of the MHS 

appeared to not contribute very strongly to a measure of psychological 

flexibility in the current sample of healthcare professionals. However, if the 

user is interested in the subscales then the defusion subscale may have 

some utility. The current analysis cannot address the degree to which the 

current subscales are useful for the purposes that a user may wish to use 

them and does not permit an examination of the relationship of these 

subscales to existing measures of the same construct or theoretically related 

constructs. However, in subsequent chapters this will be explored in more 

depth. 
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Chapter 5 A Cross-Sectional Exploration of 
the Mindful Healthcare Scale and 
the Role of Psychological factors in 
Palliative and Non-Palliative Care 
Professional Wellbeing 

5.1 Introduction 

Professional wellbeing in social and health care practitioners can influence 

the quality of care received by patients (Shanafelt et al., 2002; Poghosyan et 

al., 2010) and also the physical health of the professional (Melamed et al., 

2006; Kim, Ji, Kao, et al., 2011). For example, doctors working in the UK 

were found to have high rates of burnout (i.e. high levels of emotional 

exhaustion and depersonalisation and low levels of personal 

accomplishment) and psychiatric morbidity (Imo, 2017). Prevalence of 

psychiatric morbidity ranged from 17-52%, high levels of emotional 

exhaustion ranged from 31-54%, high levels of depersonalisation ranged 

from 17-45%, and low levels of personalisation ranged from 6-40%. This is 

particularly problematic as burnout is associated with quality of healthcare 

and accuracy among physicians (Dewa, Loong, Bonato, & Trojanowski, 

2017). Among doctors, burnout increased the odds of alcohol abuse or 

dependence (Oreskovich, Kaups, Balch, et al., 2012), suicidal ideation 

(Shanafelt, Balch, Dyrbye et al., 2011; van der Heijden, Dillingh, Bakker, & 

Prins, 2008), and being involved in vehicle crashes or near-miss events 

(West, Tan, & Shanafelt, 2012). Therefore, research that focuses on how to 

support healthcare professionals is vital to promote their capacity to provide 

care and maintain their health and wellbeing.  

Palliative care practitioners face a variety of challenges at work (particularly 

stemming from working with clients) that may put them at risk of occupational 

stress and burnout. Some of these challenges include having to deal with a 

variety of physical and psychological symptoms (Wallerstedt & Andershed, 

2007), unrelieved or uncontrollable patient suffering (White, Wilkes, Cooper, 

& Barbato, 2007; See Chapter 3 in this thesis), family members blocking 

professionals from being truthful to patients (Noble, Price, & Porter, 2015), 
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having patients express desire for hastened death (Galushko, Frerich, 

Perrar, et al., 2016), having end-of-life discussions (Fields, Finucane, & 

Oxenham, 2013; Low, Finucane, Mason, & Spiller, 2014). Despite this 

palliative care professionals appear to not report higher levels of burnout 

compared to other healthcare professionals and at times report lower levels 

of burnout (Pereira, Fonseca, & Carvalho, 2011). However, very few 

empirical studies have investigated why palliative care professionals appear 

to be protected against the negative impact such as burnout that one would 

suspect given the list of aforementioned stressors associated with the 

provision of palliative care. 

Psychological Flexibility, Self-as-Context, Self-Compassion and 

Empathy in Healthcare Professionals 

According to the Compassion Satisfaction – Compassion Fatigue model 

(Stamm, 2010) professional quality of life is comprised of compassion 

satisfaction (i.e. deriving pleasure from caring work), burnout (i.e. feelings of 

hopelessness and facing difficulties in doing caring work), and secondary 

trauma (i.e. secondary exposure to stressful events experienced by 

patients/clients). Traditionally, research on professional quality of life in 

healthcare professionals has focused on the work environment and the client 

environment (Stamm, 2010). Environmental factors that may reduce 

professional quality of life include demands (e.g. case load, work patterns), 

job control, relationships, role (conflict and ambiguity), organisational change 

and support (e.g. managerial commitment to professionals) (McCloskey & 

Taggart, 2010; Woodhouse, 2015). Client related factors could include an 

increase in patient deaths (Gupta & Woodman, 2010), absorbing distress on 

an ongoing basis and dealing with difficult patient family dynamics (see 

Chapter 3). However, as many of these stressors in the work and client 

environment are inevitable, it may be worthwhile to investigate psychological 

styles that can have a positive influence on the wellbeing of the professional 

and their capacity to provide care.  

One such psychological style of interest in the current study is that of 

psychological flexibility. As discussed in Chapter 1, the Psychological 
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Flexibility model is a model of psychological health that is also the central 

model of Acceptance and Commitment Therapy (ACT; Hayes et al., 2012). 

Psychological flexibility can be defined as “contacting the present moment as 

a conscious human being, fully and without needless defence- as it is and 

not as it says it is – and persisting with or changing behaviour in the service 

of chosen values” (Hayes et al., 2012, p. 96-97). This model of psychological 

flexibility comprises of 6 core overlapping and interdependent processes with 

corresponding problematic manifestations: (1) Acceptance/experiential 

avoidance, (2) defusion/fusion, (3) present moment contact (or self-as-

process)/lack of present moment contact, (4) self-as-context/attachment to 

self-as-content, (5) chosen values/problems with values, and (6) committed 

action/inaction, impulsivity, and persistent avoidance. Some of these core 

processes are more interrelated than others and have been grouped into 

three response styles: (1) open response style [acceptance and defusion], 

(2) centred response style [present moment contact and self-as-context], and 

(3) engaged response style [committed action and values].  

Despite the large body of evidence linking psychological flexibility to 

psychopathology there appears to be very few published empirical studies 

examining the relationship between psychological flexibility and professional 

quality of life in healthcare professionals. However, some recent studies 

have identified the importance of psychological flexibility in Portuguese 

oncology nurses (Duarte & Pinto-Gouveria, 2017), Spanish critical care 

nurses (Losa Iglesias et al., 2010) and nurses employed by the NHS in the 

UK (Kent, Houchard, & Hulbert-Williams, 2019) in predicting wellbeing and 

burnout. Targeting psychological flexibility in interventions for healthcare 

professionals may be beneficial in terms of (1) enhancing their ability to cope 

with the demands of a stressful work environment, (2) enhancing their 

relationships with patients/clients (Hayes et al., 2012; Pierson & Hayes, 

2007), (3) promoting helpful empathy in which the professional does not take 

on the negative experiences of their clients (e.g. Beddoe & Murphy, 2004; 

Leonard, Campbell, & Gonzalez, 2018), and (4) enhance wellbeing and 

reduce burnout. Furthermore, as detailed in Chapter 3, psychological 
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flexibility may account for why palliative care professionals appear to be 

resilient against the abundance of stressors they face on an on-going basis. 

One of the 6 core process of psychological flexibility is self-as-context or the 

transcendent self (Hayes et al., 2012). This can be defined as “the point of 

view or locus from which events are experienced” (Atkins, 2013). It is said to 

be transcendent as we can never observe this perspective from another 

perspective as all we have is the I-Here-Now perspective (Torneke, 2010). 

This process promotes wellbeing as it allows us to transcend psychological 

content and encourages an acceptance of that content (McHugh, 2015).  

Compared to other psychological processes there is a dearth of research on 

self-as-context, especially its measurement. However, recently the self-as-

context scale (Zettle et al., 2018) has been created in order to stimulate more 

research on this important process of psychological flexibility. In the 

development of this scale it was found that self-as-context correlated with 

higher satisfaction with life and lower psychological distress. Related 

research on self-transcendence in healthcare professionals indicates that 

this process may be helpful for healthcare professionals especially those that 

work with dying patients. For example, Hunnibel and colleagues (2008) 

reported that self-transcendence correlated with lower emotional exhaustion, 

lower depersonalisation, and higher sense of personal accomplishment in 

hospice and oncology nurses. However, self-transcendence was defined 

slightly differently to self-as-context; it was defined as the search for meaning 

of life and death and the development of a new perspective or understanding 

(Reed, 2003). 

Contextual behavioural researchers have also suggested that psychological 

flexibility is related to self-compassion as the processes of ACT appear to 

implicitly target self-compassion (see Luoma & Platt, 2015; Vowles, 

Witkiewitz, Sowden, & Ashworth, 2014; Yadavaia, Hayes, & Vilardaga, 

2014). Self-compassion can be defined as “a basic kindness, with a deep 

awareness of the suffering of oneself and others” (Gilbert, 2009, p. xiii). 

According to Neff (2003) it comprises of self-kindness, common humanity, 

and mindfulness. Self-compassion has been shown to negatively related to 



 
 

175 
 

burnout and positively related to compassion satisfaction in community 

nurses in the UK (Durkin, Beaumont, Hollins Martin, et al., 2016). In another 

study self-compassion positively correlated with professional quality of life in 

nurses employed in public hospitals of Portugal (Duarte, Pinto-Gouveia, & 

Cruz, 2016). Furthermore, this study found that self-kindness moderated the 

relationship between empathic concern and compassion fatigue and 

common humanity moderated the relationship between personal distress in 

interpersonal settings and compassion fatigue. It is suggested that self-

compassion can be particularly useful for healthcare professionals as it can 

potentially buffer the effects of work-related stress and it may increase 

healthcare professionals’ capacity to be compassionate towards others (e.g. 

Raab, 2014). 

Empathy appears to be associated with mindfulness and other ACT based 

constructs (Atkins, 2013; Pallidino, Ange, Richardson et al., 2013; Lamothe, 

McDuff, Pastore, et al., 2018). Empathy can be thought of as a 

multidimensional construct particularly comprising of perspective taking (i.e. 

the ability to adopt another person’s perspective), empathic concern (i.e. the 

tendency to experience feelings of compassion and sympathy for others), 

personal distress in interpersonal settings (i.e. tendency to take on the 

distress of others) and fantasy (i.e. the tendency to identify with fictitious 

situations and characters). Healthcare professional empathy towards patient 

contributes to a good patient-practitioner relationship and patient satisfaction 

with interpersonal care (e.g. Epstein et al., 2007). However, there are costs 

to professionals in feeling the emotions of patients or in being empathic as it 

has been related to burnout and compassion fatigue (Figley, 2002; 2012; 

Stamm, 2010). Furthermore, in Chapter 2, over-identification with patients 

appeared to be unhelpful for palliative care professionals; however, in 

contrast taking the perspective of patients and their family members was 

found to be a helpful response at times. Duarte et al. (2016) have found that 

perspective taking and empathic concern were related to positive 

professional quality of life whereas personal distress was correlated 

negatively with professional quality of life. Therefore, empathy is an 

important variable to consider in healthcare professionals as it can be both 
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harmful and helpful for the healthcare professional. However, it has been 

suggested that appropriate emotion regulation strategies such as 

mindfulness can not only enhance empathy towards patients (Krasner, 

Epstein, Beckman, et al., 2009) but also can help in reducing the experience 

of negative emotions of patients (Beddoe & Murphy, 2004; Leonard, 

Campbell, & Gonzalez, 2018). 

The Mindful Healthcare Scale 

Recently, the Mindful Healthcare Scale (MHS; Kidney, 2017) has been 

developed as a measure of psychological flexibility in healthcare contexts. It 

consists of 3 subscales: engaged, awareness and defusion. This factor 

structure is consistent with the three response styles of psychological 

flexibility but were labelled to reflect the items more accurately. Initial findings 

suggest that the MHS has acceptable psychometric properties including 

good internal consistency, convergent validity, and structural validity. Thus, 

this measure maybe a particularly useful measure of psychological flexibility 

in healthcare contexts. However, as discussed in Chapter 5 the Defusion 

subscale is particularly problematic as it appeared to be negatively loading 

onto the general factor of psychological flexibility and was identified as a 

model misspecification. Furthermore, in Kidney (2017) defusion was the 

weakest of the subscales in correlating with burnout, general psychological 

flexibility (as measured using the CompACT), self-compassion, and 

empathy. However, the defusion subscale of the MHS did correlate 

moderately well with the openness subscale of the CompACT (r = .41, p<.01) 

which is in line with the prediction of the three response style model of 

psychological flexibility. Therefore, there is a need to evaluate the defusion 

subscale and its contribution to the MHS in correlating with related constructs 

and predicting wellbeing outcomes. 

5.1.1 Aims and Objectives of the Current Study 

The primary aim of the current study was to replicate the findings of Kidney 

(2017) and re-examine the construct validity (concurrent and convergent 

validity) and incremental validity of the MHS. To examine concurrent validity 

(i.e. the degree to which scores on a new measure relate to scores of a 
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previously established measure) the relationship between the MHS and its 

subscales with a general measure of psychological flexibility (the CompACT; 

Francis et al., 2016) and it’s subscales will be examined. In particular, it was 

hypothesised that there would be a strong positive correlation between the 

total scales of these measures of psychological flexibility. In terms of 

subscales, it was hypothesised that the MHS engaged subscale should 

correlate strongly with the CompACT valued action subscale, the MHS 

awareness subscale would strongly positively correlate and the CompACT 

behavioural awareness subscale due to conceptual similarity. Furthermore, 

as defusion is considered to be a feature of the openness response style in 

psychological flexibility theory it was hypothesised that the MHS defusion 

subscale would moderately positively correlate with the CompACT openness 

subscale. The other relationships between each of these subscales (e.g. 

MHS engaged with CompACT openness, MHS awareness with CompACT 

engaged) should be correlated but to a lesser extent. 

Convergent validity (i.e. the degree to which a measure relates to constructs 

or measures it theoretically should relate to) of the MHS will be examined by 

investigating the relationships between the MHS and its subscales with 

general wellbeing, professional quality of life, self-compassion, self-as-

context, and empathy. It was hypothesis that the MHS and its subscales 

should correlate with self-compassion and self-as-context as these are 

theoretically related constructs. Furthermore, it was expected that the MHS 

and its subscales would positively correlate with general wellbeing and 

compassion satisfaction but would negatively correlate with burnout and 

secondary trauma consistent with previous literature suggesting that 

psychological flexibility is moderately correlated with wellbeing outcomes in 

rehabilitation workers (McCracken & Yang, 2008), satisfaction with life in 

medical students and residents (Palladino et al., 2013), and compassion 

fatigue in oncology nurses (Duarte & Pinto-Gouveia, 2017).  

Given that psychological flexibility involves becoming more comfortable with 

one’s own experiences (whether these are evaluated as positive or negative 

experiences) it was hypothesised that this would relate to an ability to take 
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another person’s perspective, willingness to feel more compassion towards 

others, and relate to reduced distress when witnessing others who are 

suffering. Critically however, previous research has found that psychological 

flexibility does not correlate well with empathic concern (feelings of 

compassion towards others) or perspective taking but does appear to be 

negatively correlated with less personal distress in witnessing the suffering of 

others and positively but weakly correlate with the fantasy subscale 

(Palladino et a., 2013). Similarly, Kidney (2017) found that the MHS and its 

subscales negatively correlated with personal distress in interpersonal 

settings; however, the total scale appeared to weakly correlate with 

perspective taking and the engaged subscale weakly correlated with 

perspective taking and empathic concern. It is expected that a similar pattern 

of correlations will be found in this data set. 

The MHS should demonstrate stronger relationships with professional quality 

of life if it can be called a healthcare context-specific measure of 

psychological flexibility. The specificity of the measure was examined by 

comparing the relative strength of the correlations between the MHS and the 

CompACT with the wellbeing outcome variables. It was expected that the 

MHS would be more strongly related to professional quality of life but not 

necessarily general wellbeing in comparison to the CompACT. Furthermore, 

sensitivity was also examined by examining whether the MHS subscales 

were the strongest predictors of the wellbeing outcomes in multiple 

regression analyses. It was expected that the MHS subscales would be the 

strongest predictors of professional quality of life; for general wellbeing it was 

expected that the subscales would predict significant unique variance but 

may not necessarily be the strongest predictors. 

The incremental validity (i.e. the degree to which the new measure increases 

the predictive ability over and above a previously established measure) of 

the MHS over and above the CompACT was also examined. It was expected 

that the MHS subscales would add incremental variance to compassion 

satisfaction, burnout and secondary trauma but may not add additional 

variance in the prediction of general wellbeing. Given that the Defusion 
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subscale did not contribute to the measure of psychological flexibility in 

Chapter 4 this study also aimed to explore whether the defusion subscale 

would demonstrate incremental validity over and above the Engaged and 

Awareness subscales of the MHS. 

Finally, this study also aimed to examine whether palliative care 

professionals differed on any of the variables measured in this study. It was 

expected that palliative care providers would demonstrate equal levels or 

less burnout consistent with previous literature (e.g. Pereira et al., 2011). It 

was hypothesised that those who provide palliative care would have equal or 

higher levels of psychological flexibility compared to those who do not 

provide palliative care enabling them to work effectively with the suffering 

and deaths of patients with serious illnesses and complex symptoms.  

5.2 Methods 

5.2.1 Design 

This study employed an online cross-sectional survey design. Participants 

completed eight self-report questionnaires that measured professional quality 

of life, general wellbeing, psychological flexibility in healthcare work contexts, 

general psychological flexibility, self-as-context, self-compassion, reactivity in 

interpersonal contexts and demographic characteristics (e.g. gender, age, 

years of experience, and palliative care provision). Ethical approval was 

granted by both the University of Edinburgh and the NHS Lothian Research 

and Development granted approval for this study (application reference: 

2017/0289). 

5.2.2 Participants and recruitment 

Previous research finds medium effect sizes between psychological 

flexibility, self-compassion and empathy with professional quality of life (e.g. 

Duarte & Pinto-Gouveia, 2017; Kidney, 2017). In G*Power, it was estimated 

that a sample size of 114 participants would be needed to detect a medium 

effect size with 10 predictors in a multiple regression at an alpha of .05 and 

power of .80 (Faul, Erdfelder, Bucher, & Lang, 2013). At the end of the study 

163 working healthcare professionals were recruited via social media (n = 
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87, 53.4%), their colleagues or friends (n = 54, 33.1%), Marie Curie Hospices 

(n = 5, 3%), and from unknown sources (n = 22, 13.5%). To be eligible for 

this study participants needed to be working healthcare professionals in any 

field or profession (e.g. medical doctor, nurse, occupational therapist, 

psychologist, social worker). In order to recruit more palliative care 

professionals Marie Curie Hospices in Scotland were asked to circulate the 

study link to their staff. In addition, a twitter account was created specifically 

to recruit more study participants online and to reach out to palliative care 

groups across the UK and Ireland. This twitter account used hashtags such 

as #ProviderWellbeing to attract attention and also reached out to some U.K. 

based healthcare accounts such as the Royal College of Nursing, Marie 

Curie UK, and the Irish Hospice Foundation to retweet a link to the study with 

their followers. Participants completed the survey online via Bristol Online 

Surveys. 

5.2.3 Measures 

Short Warwick-Edinburgh Mental Well-Being Scale (SWEMWBS; Haver, 

Akerjordet, Caputi et al., 2015) 

The SWEMWBS is a shorter version of the WEMWBS (Stewart-Brown, 

Tennant, Tennant, et al., 2009) measure of mental wellbeing in the general 

population. It consists of 7 items that relate to mental functioning and feelings 

(e.g. “I’ve been dealing with problems well” and “I’ve been feeling optimistic 

about the future”). Scores range from 7 to 35 where higher scores 

correspond to higher levels of mental wellbeing. In English speaking samples 

it has been shown to have robust criterion validity, structural validity, 

concurrent validity, internal consistency, and test-retest reliability (e.g. Ng 

Fat, Scholes, Boniface, et al., 2017; Rogers, Dodds, Campbell, & Young, 

2018; Stewart-Brown, Tennant, Tennant, et al., 2009). 

Professional Quality of Life Scale – Version 5 (ProQoL-5; Stamm, 2010) 

The ProQOL-5 was used to measure professional satisfaction, burnout, and 

secondary distress in the current sample. It comprises of 30 items designed 

to reflect 3 subscales: (1) compassion satisfaction, (2) burnout, and (3) 
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secondary trauma. The word “distress” replaced the word “trauma” in the 

present study as it was deemed more suitable for use with healthcare 

professionals in general. Typically, Burnout and Secondary Trauma are 

thought to comprise “Compassion Fatigue” as they share 34% of variance; 

however, they are still considered distinct constructs in the ProQoL (Stamm, 

2010). A 5-Likert scale is utilised by the ProQoL with responses to each item 

ranging from never to very often. For each of the subscales, a score of 22 or 

less suggests low levels, scores between 23 and 41 suggest average, and 

scores 42 or above suggest high levels. The ProQoL has demonstrated good 

psychometric properties with good construct validity and internal consistency 

(Stamm, 2009; Hemsworth, Baregheh, Aoun, & Kazanjian, 2018).  

Mindful Healthcare Scale (MHS; Kidney, 2017) 

A newly developed measure of psychological flexibility for healthcare 

professionals is the Mindful Healthcare Scale (Kidney, 2017). This measure 

comprises of 13 items that reflect 3 subscales: engaged (5 items), 

awareness (5 items), and defusion (3 items). Although the psychometric 

evaluation of this measure is in its infancy, it has shown good initial structural 

validity in a preliminary CFA, construct validity (with measures of self-

compassion, empathy and burnout), convergent validity, and internal 

consistency (Kidney, 2017). However, as suggested in the previous chapter 

there were complications identified with the contribution of the Defusion 

subscale and items to the measurement model in both the CFA and the 

ESEM analyses. For the purpose of this study, the validity of the MHS as 

defined by Kidney (2017) will be examined with particular attention to the 

defusion subscale. 

Comprehensive Assessment of Acceptance and Commitment Therapy 

processes (CompACT; Francis, Dawson, & Golijani-Moghaddam, 2016) 

The CompACT was used in this study as a general measure of psychological 

flexibility and to compare to the MHS in a healthcare professional sample. It 

consists of 23 items (12 items are reversed scored) that comprise 3 

subscales: behavioural awareness (5 items), openness to experience (10 
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items), and valued action (8 items). The measures uses a 7-Likert scale with 

responses ranging from strongly disagree to strongly agree. Total scores can 

range from 0 to 138 with higher scores indicating higher psychological 

flexibility. It has been found to have satisfactory dimensionality using 

exploratory factor analysis, internal consistency (e.g. average inter-item 

correlations for the total scale was .34 in the adequate .15 to .50 range; see 

Briggs & Cheek, 1986), and construct validity (correlated with distress and 

wellbeing variables in expected directions) (Francis et al., 2016).  

Self-Compassion Scale – Short Form (SCS-SF; Raes, Pommier, Neff, & 

Van, 2011) 

The SCS-SF is a 12-item scale designed to measure self-compassion with 

higher levels indicating higher self-compassion. It has been shown to have 

good internal consistency (Cronbach’s alpha ≥ .86), good concurrent validity 

(near perfect correlation with the longer version of this scale; r ≥ .97), and 

good structural validity using confirmatory factor analysis to confirm the 6 

factor structure and a single higher-order factor (Raes et al., 2011). It can be 

separated into 6 subscales: self-kindness, self-judgment, common humanity, 

isolation, mindfulness, and over-identification. However, for simplicity and for 

the purposes of this study it was treated only as a total score.  

Self-as-Context Scale (SACS; Zettle, Gird, Webster, Carrasquillo-

Richardson, et al., 2018) 

The SACS is a recently developed 10 item measure of self-as-context which 

is a key component of psychological flexibility. This measure can be 

organised into two subscales: transcendence (i.e. form of invariant 

perspective taking) and centring (i.e. ability to stay calm when faced with 

unwanted or unpleasant experiences). However, for the purposes of this 

study it was analysed as a total scale where higher scores indicated higher 

self-as-context. This measure was found to have good internal consistency 

(Cronbach’s alpha = .81), test-retest reliability (ICC =.69), construct validity, 

and structural validity using EFA and CFA analyses (Zettle et al., 2018). 

Interpersonal Reactivity Index (IRI; Davis, 1980) 
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The IRI is a multidimensional measure of dispositional empathy (i.e. the 

tendency to take another person’s perspective and experience the feelings of 

others) that consists of 28 items with a 5-likert scale ranging from “does not 

describe me well” to “describes me very well”. It consists of four main 

subscales each containing seven items: perspective-taking, empathic 

concern, personal distress in interpersonal settings, and fantasy. This 

measure has been found to have adequate psychometric properties such as 

good internal consistency with Cronbach’s alpha ranging from .70 to .78 

(Davis, 1980; Baldner & McGinley, 2014) and convergent validity (e.g. Davis, 

1983; Melchers, Montag, Markett, & Reuter, 2015) and structural validity 

(Davis, 1980). However, there are some that argue against the structural 

validity of the original four-factor model suggesting that it might consist of 

three factors: empathy, personal distress, and fantasy (Alterman, McDermott, 

Cacciola, & Rutherford, 2003).  

5.2.4 Statistical analyses 

Prior to analysis the entire data set was examined to identify missing data. 

For the entire data set there were no variables with more than 5% missing 

values. Overall, there was a total of 0.20% of missing data that appeared to 

be randomly spread across variables and participants. Little’s MCAR test 

revealed that the data was missing completely at random (Little’s MCAR test: 

Chi-square = 2688.540, df = 2606, p = .127). Therefore, missing data were 

imputed using expectation maximisation method in accordance with 

guidance on data that is missing completely at random (Enders, 2011). 

All analyses were conducted using IBM SPSS Statistics 24 (IBM Corp, 

2016). Analyses included descriptive statistics, Pearson’s correlation 

analyses, covariate analyses, and a number of regression analyses in order 

to examine the relationships between the predictor and wellbeing outcome 

variables. Tests of violations of linearity, homoscedasticity or 

multicollinearity, singularity and normality were checked where appropriate. 

Pearson’s correlational analyses were run in order to explore the 

relationships between the predictor and demographic variables with the 

wellbeing outcome variables. Predictor variables were the MHS, the 
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CompACT, self-as-context, self-compassion, and the dimensions of 

empathy. Demographic variables included palliative care provision, years of 

experience, gender, and age. Outcome variables were general wellbeing, 

compassion satisfaction, burnout, and secondary trauma.  Pearson’s 

correlations were also run between the MHS and the other predictor 

variables to examine its convergent validity. Furthermore, in order to 

compare the relative strength of the correlations between the MHS and 

CompACT with the outcome variables a number of Z-score tests were run 

based on the method proposed by Meng, Rosenthal, and Rubin (1992).  

As there were no violations of multicollinearity or singularity found in 

collinearity diagnostics, standard multiple regressions were used to assess 

the unique ability of the MHS, the CompACT, self-as-context, self-

compassion, empathy, and demographic variables to predict general 

wellbeing, compassion satisfaction, burnout, and secondary distress. 

Standard multiple regression allows researchers to evaluate the predictive 

power of each predictor variable over and above the other predictive 

variables. Standard multiple regressions provide information on how much 

unique variance in the outcome or dependent variables is explained by the 

predictor variables. For the current study, standard multiple regressions were 

used in order to examine whether the MHS was the strongest predictor of 

professional quality of life and general wellbeing.  

Hierarchical regressions were also conducted to examine the variance 

explained in the outcome variables by the MHS after controlling for the 

CompACT. This analysis was also run to examine the added variance of the 

Defusion subscale after controlling for the Engaged and Awareness 

subscales in predicting the outcome variables.  

To examine the differences between palliative care and non-palliative care 

professionals’ independent samples t-tests were considered. However, as 

the assumptions of normality were violated for the palliative care provision 

variable it was decided that non-parametric Mann-Whitney U tests would be 

run to examine whether there were significant differences between palliative 
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care providers and non-palliative care providers on both the process and 

outcome variables. 

5.3 Results 

5.3.1 Sample characteristics 

The sample of this study comprised of 163 participants. Demographic 

characteristics of these participants are shown in Table 5.1. Among the 163 

participants in this study, 88.3% identified as female (N = 144) and 11.7% 

identified as male (N = 19). The mean age of the sample was 41 years old 

(SD = 10 years) ranging from 21 to 62 years of age. The mean years of 

experience as a healthcare professional was 17.50 years (SD = .86) ranging 

from .5 to 40 years’ experience. For palliative care provision the majority of 

participants reported that they do not provide palliative care in their work 

(26.4%) followed by those who infrequently (23.9%), sometimes (17.2%), 

frequently (17.2%) and all of the time (15.3%) provide palliative care in their 

work. Age was the only variable that was normally distributed based on the 

Kolmogorov-Smirnov test of normality (test statistic =.07, p = .07). 

Table 5.1                                                                                           
Participant characteristics 

Characteristic N % 

Gender identity  

Male 

Female 

Other  

 

19 

144 

0 

 

11.7% 

88.3% 

0% 

Age (years) 

18-39 

40-59 

60-79 

80+ 

Missing 

 

76 

81 

4 

0 

2 

 

46.5% 

49.7% 

2.5% 

0% 

1.2% 

Experience (years) 

1-9 

10-19 

20-29 

30-39 

40-49 

 

43 

50 

35 

29 

4 

 

26.4% 

30.7% 

21.5% 

17.8% 

2.5% 
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Missing 2 1.2% 

Palliative Care provision 

Not at all 

Infrequently 

Sometimes 

Frequently 

All of the time 

 

43 

39 

28 

28 

25 

 

26.4% 

23.9% 

17.2% 

17.2% 

15.3% 

 

5.3.2 Descriptive statistics of survey measures 

Means and standard deviations for the survey measures are presented in 

Table 5.2. Based on Shapiro-Wilks test the ProQoL Burnout subscale, 

ProQol Secondary Distress subscale, MHS total score, CompACT total 

score, CompACT openness subscale, IRI fantasy subscale, and SF-SCS 

total score were normally distributed (p > .05) but the other variables were 

found to be non-normally distributed. 

The mean scores on the ProQoL for Compassion Satisfaction (M = 39.01, 

SD = 5.81), Burnout (M = 23.98, SD = 5.45), and Secondary Trauma (M = 

23.27, SD = 5.85) indicate that this sample had scores in average ranges for 

each of these outcome variables. According to Stamm (2010) scores on 

each of these subscales of 22 or less are low, between 23 and 41 are 

average, and 42 or more are high. 

For the other measures there are no agreed cut-off points available for 

interpretation. Therefore, the mean scores were compared to mean values 

obtained from other studies. The mean score of 25.02 (SD = 3.67) on the 

SWEMWBS is above the English national average of 23.2 reported by Fat, 

Scholes, Boniface and colleagues (2017).  
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Table 5.2                                                                                                  
Means and Standard deviations for professional quality of life, general 
wellbeing, healthcare professional psychological flexibility, general 
psychological flexibility, interpersonal reactivity, self-as-context, and self-
compassion 

Measure Mean (M) Standard Deviation (SD) 

Professional Quality of 

Life 

Compassion Satisfaction  

Burnout 

Secondary Trauma 

 

 

39.01 

23.98 

23.27 

 

 

5.81 

5.45 

5.85 

General Wellbeing 25.02 3.67 

Mindful Healthcare Scale 

Engaged 

Awareness 

Defusion 

Total 

 

23.84 

21.52 

10.92 

56.28 

 

3.40 

3.63 

3.56 

6.89 

General Psychological 

Flexibility (CompACT) 

Openness to Experience 

Behavioural Awareness 

Valued Action 

Total 

 

 

34.66 

14.01 

45.04 

93.71 

 

 

8.70 

6.37 

6.61 

17.26 

Interpersonal Reactivity  

Fantasy 

Empathic Concern 

Perspective Taking 

Personal Distress 

 

13.71 

20.99 

19.52 

9.28 

 

4.91 

4.03 

4.53 

4.77 

Self-as-Context 52.07 9.30 

Self-Compassion 3.01 .79 
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5.3.3 Correlational analysis of the MHS with the other 
psychological variables to examine concurrent and 
convergent validity 

Total MHS score 

The total MHS score strongly, positively correlated with the total CompACT 

score (r = .531, p<.001, 95% BCa CI [.416, .637]) and the CompACT 

openness subscale (r = .505, p<.001, 95% BCa CI [.369, .622]). It was found 

to be weakly positively correlated with behavioural awareness (r = .251, 

p<.01, 95% BCa CI [.108, .390]), and moderately positively correlated with 

valued action (r = .478, p<.001, 95% BCa CI [.342, .606]) subscales of the 

CompACT. This suggests that the MHS as a total score has good concurrent 

validity.  

The MHS as a total score demonstrated satisfactory convergent validity as it 

moderately positively correlated with self-compassion (r = .499, p<.001, 95% 

BCa CI [.386, .606]) and self-as-context (r = .438, p<.001, 95% BCa CI 

[.310, .560]). However, it did not correlate well with empathic concern (r 

= .079, p = .317, 95% BCa CI [-.096, .242]) or perspective taking (r = .066, p 

= .401, 95% BCa CI [-.074, .221]) as measured by the IRI. Furthermore, the 

MHS moderately negatively correlated with personal distress in interpersonal 

settings (r = -.372, p<.001, 95% BCa CI [-.509, -.226]). Thus, the more 

flexible the professional was the less likely they were to get distressed in the 

face of distress of others.   

Interestingly the total MHS score correlated with age (r = .212, p<.01, 95% 

BCa CI [.074, .343]) and years of experience (r = .207, p<.01, 95% BCa CI 

[.066, .337]). This suggests that healthcare professionals may get more 

psychologically flexible with age and experience or alternatively that those 

who are less psychologically flexible leave the profession. 

Within the MHS, the Engaged subscale was strongly, positively correlated 

with Awareness subscale (r = .553, p<.01, 95% BCa CI [.429, .654]). 

However, the Defusion subscale did not significantly correlate with either the 

Engaged (r = -.107, p = .172, 95% BCa CI [-.289, .084]) or Awareness (r = 

-.038, p = .630, 95% BCa CI [-.192, .126]) subscales. This suggests an issue 
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with reliability of the MHS or challenges the contribution of the Defusion 

subscale to the MHS. 

Engaged 

The engaged subscale of the MHS positively correlated with the total 

CompACT score (r = .481, p<.001, 95% BCa CI [.358, .578]) and it’s 

subscales: openness (r = .327, p<.001, 95% BCa CI [.188, .454]), 

behavioural awareness (r = .297, p<.001, 95% BCa CI [.165, .422]), and 

valued action (r = .531, p<.001, 95% BCa CI [.378, .650]). It also correlated 

in the expected direction with self-compassion (r =.344, p<.001, 95% BCa CI 

[.211, .461]), self-as-context (r = .358, p<.001, 95% BCa CI [.214, .484]), 

empathic concern (r = .220, p<.001, 95% BCa CI [.092, .358]), and personal 

distress in interpersonal settings (r = -.350, p<.001, 95% BCa CI [-.508, 

-.175]). However, it was not found to be correlated with perspective taking (r 

= .086, p = .276, 95% BCa CI [-.059, .219]) as measured by the IRI. These 

findings together suggest that the Engaged subscale has good construct 

validity.  

Awareness 

The awareness subscale of the MHS positively correlated with the total 

CompACT scale (r = .502, p<.001, 95% BCa CI [.361, .626]) and it’s 

subscales: behavioural awareness (r = .323, p<.001, 95% BCa CI 

[.179, .456]), openness (r = .370, p<.001, 95% BCa CI [.218, .508]), and 

valued action (r = .514, p<.001, 95% BCa CI [.378. .633]). Additionally, it was 

found that the awareness subscale correlated with the self-compassion (r 

= .499, p<.001, 95% BCa CI [.363, .623]), self-as-context (r = .409, p<.001, 

95% BCa CI [.254, .553]), and personal distress in interpersonal settings (r = 

-.319, p<.05, 95% BCa CI [-.474, -.160]) in the expected directions. However, 

it was not found to significantly correlate with fantasy (r = -.148, p = .059, 

95% BCa CI [-.303, .005]), empathic concern (r = .063, p = .410, 95% BCa 

CI [-.077, .225]) or perspective taking (r = .038, p = .530, 95% BCa CI 

[-.119, .207]) as measured by the IRI. Therefore, the awareness subscale of 

the MHS appears to have good construct validity. 
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Defusion 

The Defusion subscale was only significantly correlated with the CompACT 

openness subscale (r = .283, p<.001, 95% BCa CI [.138, .419]). However, it 

did not significantly correlate with the total CompACT score (r = .055, p 

= .487, 95% BCa CI [-.098, .204]), behavioural awareness (r = -.129, p 

= .100, 95% BCa CI [-.284, .026]) or valued action (r = -.105, p = .182, 95% 

BCa CI [-.240, .029]). In addition, the Defusion subscale did not significantly 

correlate with any of the other variables (see Table 5.3). Critically, significant 

correlations between Defusion and Openness was in the expected direction; 

however, this correlation was weak in strength. This suggests that the validity 

of the Defusion subscale is questionable. 

Table 5.3                                                                                                
Correlations between the MHS and the other psychological variables and 
wellbeing outcome measures. 

 MHS Total MHS Engaged MHS 

Awareness 

MHS Defusion 

CompACT total .531** .481** .502** .055 

Openness 

(CompACT) 

.505** .332** .370** .283** 

Behavioural 

Awareness 

(CompACT) 

.251** .300*** .323** -.129 

Valued Action 

(CompACT) 

.478** .531** .514** -.105 

Fantasy -.055 .053 -.148 -.007 

Empathic 

Concern (IRI) 

.079 .220** .063 -.122 

Personal 

Distress (IRI) 

-.372** -.350** -.319** -.061 

Perspective 

Taking (IRI) 

.066 .113 .086 .008 

Self-as-Context .438** .358** .409** .103 

Self-

Compassion 

.499** .344** .499** .129 

*p<.05 

**p<.01 
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5.3.4 Correlational analysis of the demographic and 
psychological variables with the wellbeing outcome 
variables 

Among both the MHS and CompACT subscales general wellbeing correlated 

positively ranging from moderate to large in magnitude with all subscales 

( .37<r>.59, all p’s<.001) with the exception of Defusion. Compassion 

satisfaction also correlated positively with the MHS and CompACT subscales 

(.17 < r > .67, all p’s <.05) with the exception of the Defusion subscale of the 

MHS and the Behavioural Awareness subscale of the CompACT (r = .13, p 

= .11, 95% BCa CI [-.033, .279]). Burnout was significantly negatively 

correlated with all subscales (-.64 < r > -.36, all p’s <.001) except for the 

Defusion subscale Secondary trauma was significantly negatively correlated 

with all subscales (-.54< r>-.18, all p’s <.05). 

The self-as-context scale was moderately positively correlated with general 

wellbeing (r = .40, p<.001, 95% BCa CI [.243, .558]) and weakly positive 

correlated with compassion satisfaction (r = .18, p<.05, 95% BCa CI 

[.004, .340]). Furthermore, it was moderately negatively correlated with 

burnout (r = -.40, p<.001, 95% BCa CI [-.537, -.255]) and weakly negatively 

correlated with secondary trauma (r = -.294, p<.001, 95% BCa CI [-.437, 

-.134]).  

The short form self-compassion scale was positively correlated with general 

wellbeing (r = .50, p<.001, 95% BCa CI [.379, .608]) and compassion 

satisfaction (r = .22, p<.01, 95% BCa CI [.071, .370]). Self-compassion was 

also moderately negatively correlated with secondary trauma (r = -.423, 

p<.001, 95% BCa CI [-.548, -.288]) and strongly negatively correlated with 

burnout (r = -.508, p<.001, 95% BCa CI [-.612, -.399]). 

The Interpersonal Reactivity Index subscales in general were not well 

correlated with other wellbeing measures. The personal distress in 

interpersonal settings was negatively correlated with general wellbeing (r = 

-.224, p<.01, 95% BCa CI [-.369, -.078]) and compassion satisfaction (r = 

-.227, p<.01, 95% BCa CI [-.354, -.102]) and positively correlated with 
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burnout (r = .288, p<.001, 95% BCa CI [.149, .426]) and secondary trauma (r 

= .282, p<.001, 95% BCa CI [.128, .426]). The fantasy subscale only 

significantly and moderately correlated with secondary trauma (r = .303, 

p<.001, 95% BCa CI [.148, .449]). The empathic concern subscale 

significantly but weakly correlated with general wellbeing (r = .158, p<.05, 

95% BCa CI [-.014, .312]) and burnout (r = -.167, p<.05, 95% BCa CI 

[-.328, .002]); however BCa CI contained zero suggesting that no correlation 

can be inferred. The perspective taking subscale only significantly correlated 

with general wellbeing (r = .161, p<.05). 

Table 5.4                                                                                               
Correlations between both measures of psychological flexibility (MHS and 
CompACT) and wellbeing outcomes 

 General 

Wellbeing 

Compassion 

Satisfaction 

Burnout Secondary 

Trauma 

MHS total .486** .540** -.591** -.586** 

MHS Engaged .535** .674** -.635** -.422** 

MHS 

Awareness 

.531** 

 

.544** 

 

-.615** 

 

-.539** 

MHS Defusion -.111 

 

-.153 

 

.089 

 

-.182* 

CompACT total .536** .281** -.519** -.404** 

CompACT 

Openness 

.370** 

 

.172* 

 

-.355** 

 

-.356** 

CompACT 

Behavioural 

Awareness 

.340** 

 

.125 

 

-.357** 

 

-.285** 

CompACT 

Valued Action 

.584** 

 

.388** 

 

-.544** 

 

-.313** 

Self-as-Context 

Scale 

.430** .179* -.400** -.294** 

Self-

Compassion  

.503** .222** -.508** -.423** 

Fantasy -.030 -.013 .080 .303** 

Empathic 

Concern (IRI) 

.162^* .144 -.167^* .127 

Perspective 

Taking (IRI) 

.158^* .012 -.136 .049 
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Personal 

Distress (IRI) 

-.224** -.227** .288** .282** 

Years of 

Experience 

(continuous) 

.035 .000 -.099 -.130 

Age 

(continuous) 

.058 .031 -.129 -.087 

^*p<.05 but BCa CI contain 0 

*p<.01 

**p<.001 

5.3.5 Comparing the relative strength of associations 
between the MHS and CompACT with the outcome 
variables  

Z-score tests were run to compare the correlational coefficients of the MHS 

and the CompACT using the method proposed by Meng, Rosenthal, and 

Rubin (1992). In this test a Z-score that is significant suggests that there is a 

statistically significant difference between the magnitude of two measured 

variables (in this study these are the MHS and CompACT) with a third, 

separate variable (in this study this was any of the outcome variables). The 

analysis, as presented in Table 5.5, indicated that there was no difference in 

magnitude between the MHS and CompACT in correlating with general 

wellbeing or burnout. This suggests that although the CompACT appears to 

correlate more strongly with general wellbeing that this is not a significantly 

stronger correlation and although the MHS appears to correlate more 

strongly with burnout this is not statistically significant. However, there were 

significant differences between these two measures of psychological 

flexibility in correlating with Compassion Satisfaction. Therefore, it is 

suggested that the MHS has significantly stronger correlations with 

Compassion Satisfaction compared to the CompACT but not for burnout or 

secondary trauma. 
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Table 5.5                                                                                            
Correlation coefficients of both psychological flexibility measures in 
correlating with the wellbeing outcome measures and their correlation 
magnitude Z scores 

 MHS CompACT Z-score 

Wellbeing .486** .536** -.594 

Compassion 

Satisfaction 

.540** .281** 2.320* 

Burnout -.591** -.519** -0.532 

Secondary Trauma -.586** -.404** -1.327 

*p<.05 

5.3.6 Covariate analysis  

Years of experience as healthcare professional, age and level of palliative 

care provision were added as control variables in a covariate analysis. 

However, none of these variables were found to be significant predictors of 

burnout or general wellbeing. However, palliative care provision almost just 

reached statistical significance in predicting compassion satisfaction (B = .65, 

p = .067, 95% BCa CI [-.054, 1.264]). Therefore, none of these variables 

were added into the subsequent regression analyses. 

5.3.7 Multivariate Analysis: Forced entry regression to 
predict general wellbeing, compassion satisfaction, 
burnout, and secondary trauma 

Based on forced entry regression analysis the MHS subscales, the 

CompACT subscales, self-compassion, self-as-context, and the IRI 

subscales of perspective taking and personal distress altogether explained 

46% of the variance in General Wellbeing (Adj 𝑅2 = .46, F(10, 152) = 14.518, 

p<.001). From Table 5.6 it can be seen that the valued action subscale of the 

CompACT made the largest contribution to the model with a beta value 

of .27 (p<.01, 95% BCa CI [.05, .26]), self-compassion made the second 

largest contribution (β = .26, p<.01, 95% BCa CI [.02, .17]), the engaged 



 
 

195 
 

subscale of the MHS was the third largest predictor (β = .24, p<.01, 95% 

BCa CI [.08, .43]) followed by the awareness MHS subscale (β = .16, p<.05, 

95% BCa CI [.01, .32]). However, self-as-context and the IRI subscale did 

not make a statistically significant unique contribution to the model.  

Forced entry regression was also conducted for compassion satisfaction 

entering the MHS subscales, the CompACT subscales, self-as-context, self-

compassion, and IRI personal distress as predictors. This model as a whole 

explained 50% of the variance in compassion satisfaction (Adj 𝑅2  = .50, F 

(9, 153) = 19.27, p<.001). Beta coefficients revealed the MHS engaged 

subscale made the largest contribution to the model (β = .55, p<.001, 95% 

BCa CI [ .68, 1.21]) and the awareness subscale made the second largest 

contribution (β = .30, p<.001, 95% BCa CI [.21, .70]). However, the other 

predictors entered into the model did not significantly predict unique 

variance.  

The MHS subscales, the CompACT subscales, self-as-context, self-

compassion, and the IRI-personal distress subscale were entered into a 

multiple regression predicting burnout. This model as a whole explained 53% 

of the variance in burnout (Adj 𝑅2  = .53, F (9, 153) = 21.55, p<.001) . Beta 

coefficients revealed that the MHS-engaged subscale was the largest 

contributor (β = -.37, p<.001, 95% BCa CI [-.83, -.34]), the MHS-awareness 

subscale was the second largest contributor (β = -.26, p<.001, 95% BCa CI 

[-.63, -.16], followed by self-compassion (β = -.25, p<.01, 95% BCa CI [-.23, 

-.04]). The CompACT subscales, self-as-context, and the IRI subscale did 

not contribute any significant unique variance to the model. 

To predict secondary trauma the MHS subscales, the CompACT subscales, 

self-as-context, self-compassion, and the personal distress and fantasy 

subscales of the IRI were entered into the forced entry regression. This 

model as a whole explained for 41% of the variance in secondary trauma 

(Adj 𝑅2 = .41, F (10, 152) = 12.35, p<.001). Beta coefficients revealed that 

the largest contributor was the awareness subscale (β = -.32, p<.001, 95% 

BCa CI [-.78, -.25]) followed by the engaged subscale (β = -.25, p<.05, 95% 

BCa CI [-.74 -.13]), then the fantasy subscale (β = .25, p<..001, 95% BCa CI 
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[.125, .467]) and finally the defusion subscale (β = -.20, p<.01, 95% BCa CI 

[-.61, -.10]). In addition, self-compassion almost predicted significant unique 

variance in this model (β = -.17, p = .061, 95% BCa CI [-.21, .015]. However, 

the CompACT subscales, self-as-context, and the IRI personal distress 

subscale did not predict significant unique variance in this model. 

Table 5.6                                                                                                     
Forced entry regressions for predicting general wellbeing, compassion 
satisfaction, burnout, and secondary trauma. 

Variables Statistics 

General 

Wellbeing 

β t p BCa CI 𝑹𝟐  Adj 

𝑹𝟐  

F p 

Engaged 

(MHS) 

.235 3.075 .002 .079, .430 .489 .455 14.518 .000 

Awareness 

(MHS) 

.161 2.042 .043 .011, .319     

Defused 

(MHS) 

-.107 -

1.625 

.106 -.265, .063     

Valued 

Action 

(CompACT) 

.267 3.176 .002 .046, .264     

Awareness 

(CompACT) 

-.038 -.518 .605 -.103, .063     

Openness 

(CompACT) 

.113 1.403 .163 -.027, .106     

Self-As-

Context 

-.057 -.683 .495 -.087, .046     

Self-

Compassion 

.259 2.953 .004 .023, .167     

Personal 

Distress (IRI) 

.105 1.568 .693 -.041, .180     

Perspective 

Taking (IRI) 

-.027 -.395 .693 -.145, .091      

        

Compassio

n 

Satisfaction 

β t p BCa CI 𝑹𝟐  Adj 

𝑹𝟐  

F p 

Engaged 

(MHS) 

.551 7.561 .000 .675, 1.213 .531 .504 19.273 .000 
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Awareness 

(MHS) 

.298 4.065 .000 .198, .700     

Defused 

(MHS) 

-.077 -

1.239 

.217 -.379, .125     

Valued 

Action 

(CompACT) 

.066 .826 .410 -.074, .198     

Awareness 

(CompACT) 

-.122 -

1.759 

.081 -.246, .025     

Openness 

(CompACT) 

-.018 -.243 .809 -.107, .102     

Self-As-

Context 

-.101 -

1.317 

.190 -.167, .046     

Self-

Compassion 

-.016 -.196 .845 -.119, .102     

Personal 

Distress (IRI) 

.002 .037 .970 -.131, .135     

        

Burnout β t p BCa CI 𝑹𝟐  Adj 

𝑹𝟐  

F p 

Engaged 

(MHS) 

-.370 -

5.240 

.000 -.831, -.340 .559 .533 21.550 .000 

Awareness 

(MHS) 

-.264 -

3.713 

.000 -.627, -.162     

Defused 

(MHS) 

.041 .678 .499 -.182, .293     

Valued 

Action 

(CompACT) 

-.099 -

1.277 

.203 -.227, .059     

Awareness 

(CompACT) 

-.019 -.282 .779 -.151, .107     

Openness 

(CompACT) 

-.008 -.115 .909 -.102, .099     

Self-As-

Context 

.044 .591 .555 -.069, .125     

Self-

Compassion 

-.247 -

3.069 

.003 -.230, -.038     

Personal 

Distress (IRI) 

-.048 -.781 .436 -.199, .092     
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Secondary 

Trauma 

β t p BCa CI 𝑹𝟐  Adj 

𝑹𝟐 

F p 

Engaged 

(MHS) 

-.253 -

3.147 

.002 -.736, -.126 .448 .412 12.354 .000 

Awareness 

(MHS) 

-.322 -

3.990 

.000 -783, -.250     

Defused 

(MHS) 

-.215 -

3.157 

.002 -.607, -.095     

Valued 

Action 

(CompACT) 

.060 .683 .496 -.127, .243     

Awareness 

(CompACT) 

-.061 -.790 .431 -.175, .067     

Openness 

(CompACT) 

.031 .372 .710 -.095, .131     

Self-As-

Context 

-.015 -.168 .867 -.126, .098     

Self-

Compassion 

-.171 -

1.889 

.061 -.213, .015     

Personal 

Distress (IRI) 

-.045 -.624 .534 -.256, .128     

Fantasy (IRI) .248 3.609 .000 .125, .467     

 

5.3.8 Multivariate analysis: Hierarchical regression to 
examine the incremental validity of the MHS controlling 
for the CompACT 

Whether the MHS subscales were able to account for any incremental 

variance in wellbeing outcomes over and above the CompACT subscales 

was examined in hierarchical multiple regressions. As shown in Table 5.7 the 

MHS explained additional variance in all wellbeing outcomes over and above 

the CompACT. For general wellbeing, the CompACT subscales explained 

36% of the variance and the MHS subscales explained an additional 9% ( 𝑅2 

change = .09, F change (3, 156) = 8.85, p<.001). For compassion 

satisfaction, the CompACT subscales explained 16% of the variance, 

whereas the MHS explained a further 37% (𝑅2  change = .37, F change (3, 

156) = 40.10, p<.001). For burnout, the CompACT subscales accounted for 
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31% of the variance and the MHS subscales explained a further 21% (𝑅2  

change = .21, F change = 23.44, p<.001). Finally, for secondary trauma the 

CompACT subscales explained 16% of the variance and the MHS accounted 

for a further 21% of the variance (𝑅2 change = .21, F change (3, 156) = 

17.96, p<.001). These results suggest that the MHS subscales have 

incremental validity over and above the CompACT for predicting wellbeing 

outcomes in healthcare professionals. 

As shown in Table 5.7., general wellbeing, compassion satisfaction and 

burnout it appeared that the engaged and awareness subscales were 

consistently emerging as significant independent predictors for all of the 

wellbeing outcomes. The engaged subscale was the strongest predictor for 

general wellbeing, compassion satisfaction, and burnout; whereas the 

awareness subscale was the strongest predictor of secondary trauma. 

However, the defusion subscale only arose as a significant predictor for 

secondary trauma perhaps suggesting that this subscale does not enable the 

incremental explanatory power of the MHS.  
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Table 5.7                                                                                                                                                                                         
Incremental Validity of the MHS 

Steps Variables       

 
General Wellbeing β t p 𝑹𝟐  𝑹𝟐 change p2 

1 Valued Action (CompACT) .510 6.810 .000 .362 .362 .000 

 
Awareness (CompACT) .031 .506 .685 

   

 
Openness (CompACT) .144 1.965 .051 

   

2 Valued Action (CompACT) .311 3.900 .000 .454 .093 .000 

 
Awareness (CompACT) -.002 -.029 .977 

   

 
Openness (CompACT) .118 1.541 .125 

   

 
Engaged (MHS) .201 2.631 .009 

   

 
Awareness (MHS) .213 2.817 .005 

   

 
Defusion (MHS) -.080 -1.218 .225 

   

        

 
Compassion Satisfaction β t p 𝑹𝟐  𝑹𝟐  change p2 

1 Valued Action (CompACT) .036 .432 .666 .157 .157 .000 

 
Awareness (CompACT) -.094 -1.077 .283 
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Openness (CompACT) .418 4.867 .000 

   

2 Valued Action (CompACT) -.042 -.593 .554 .524 .367 .000 

 
Awareness (CompACT) -.138 -2.03 .044 

   

 
Openness (CompACT) .027 .359 .720 

   

 
Engaged (MHS) .549 7.688 .000 

   

 
Awareness (MHS) .283 3.999 .000 

   

 
Defusion (MHS) -.088 -1.429 .155 

   

  
      

 
Burnout β t p 𝑹𝟐  𝑹𝟐 change p2 

1 Valued Action (CompACT) -.130 -1.717 .088 .318 0.318 .000 

 
Awareness (CompACT) -.079 -1.011 .314 

   

 
Openness (CompACT) -.450 -5.826 .000 

   

2 Valued Action (CompACT) -.038 -.533 .595 .530 0.212 .000 

 
Awareness (CompACT) -.056 -.824 .411 

   

 
Openness (CompACT) -.154 -2.079 .039 

   

 
Engaged (MHS) -.345 -4.868 .000 
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Awareness (MHS) -.314 -4.469 .000 

   

 
Defusion (MHS) .016 .261 .795 

   

        

 
Secondary Trauma β t p 𝑹𝟐 𝑹𝟐 change p2 

1 Valued Action (CompACT) -.245 -2.932 .004 .167 .167 .000 

 
Awareness (CompACT) -.100 -1.149 .252 

   

 
Openness (CompACT) -.162 -1.898 .060 

   

2 Valued Action (CompACT) -.044 -.533 .595 .381 .214 .000 

 
Awareness (CompACT) -.135 -1.736 .085 

   

 
Openness (CompACT) .063 .740 .461 

   

 
Engaged (MHS) -.196 -2.405 .017 

   

 
Awareness (MHS) -.413 -5.117 .000 

   

 
Defusion (MHS) -.222 -3.158 .002 
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5.3.9 Multivariate analysis: Hierarchical regression to 
examine the incremental validity of the MHS with and 
without the Defusion subscale 

To examine the contribution of the Defusion subscale to the predictive power 

of the MHS in predicting general wellbeing, compassion satisfaction, burnout, 

and secondary distress, hierarchical multiple regressions were performed 

entering the Engaged and Awareness subscales at step 1 and entering the 

Defusion subscale at step 2. For general wellbeing it was found that 36% of 

the variance was explained by Engaged and Awareness subscales (Adj 𝑅2=  

= .359, F (2, 160) = 46.301, p <.001) but the Defusion subscale did not 

significantly contribute to explaining additional variance (R square change 

= .004, p = .344). For Compassion Satisfaction the Engaged and Awareness 

subscales explained 49% of the variance (Adj 𝑅2= .490, F (2, 160) = 78.804, 

p<.001) whereas the Defusion subscale did not significantly account for 

further variance (𝑅2 change = .008, p = .123). For Burnout the Engaged and 

Awareness subscales explained 50% of the variance (Adj 𝑅2= .497, F (2, 

160) = 81.097, p <.001) however when the Defusion subscale was added to 

the model there was no significant change in variance explained (𝑅2=  

change = .002, p = .382). However, a different picture emerged for 

Secondary trauma; the Engaged and Awareness subscales accounted for 

30% of the variance (Adj 𝑅2 = .304, F (2, 160) = 36.371) and with the 

addition of the Defusion subscale a further 5% of the variance was explained 

(𝑅2change = .048, F change (1, 159) = 11.960, p <.01). The total variance in 

Secondary Distress trauma explained by the model as a whole was 35% 

(𝑅2= .349, F (3, 159) = 29.895, p <.001). 

5.3.10 Group comparisons between palliative care and 
non-palliative care providers 

To compare professionals who do not provide palliative care and 

professionals who do provide palliative care, participants were grouped 

based on their responses to the palliative care provision question in the 

demographic characteristics. Those who responded “none of the time” or 

“infrequently” were placed in the non-palliative care professional group. 

Those who responded who responded “frequently” or “all of the time” were 
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placed in the palliative care group. For simplicity, the 28 participants who 

identified with “sometimes” providing palliative care were removed from this 

analysis. When this was done there were 135 participants left in the analysis 

with 82 participants in the non-palliative care group and 53 participants in the 

palliative care group. Independent t-tests with bootstrapping were performed 

as the assumptions of normality were violated. Palliative and non-palliative 

care professionals were compared on all of the outcome variables and 

predictor variables including subscales. It was revealed that the groups only 

differed significantly on the Fantasy subscale of the IRI (t (133) = 2.13, 

p<.05, 95% BCa CI [.170, 3.20]) with non-palliative care professionals 

scoring higher (M = 14.38, SD = 4.44) than palliative care professionals (M = 

12.60, SD = 5.17). No other significant differences were found on any of the 

other variables, although differences on self-compassion (p = .059) and the 

defusion subscale of the MHS (p = .072) were close to significance. 

5.4 Discussion 

5.4.1 Summary 

This study examined demographic variables (provision of palliative care, 

experience, age and gender), psychological flexibility in healthcare contexts, 

general psychological flexibility, self-as-context, self-compassion, and 

empathy as predictors of general wellbeing and professional quality of life 

(compassion satisfaction, burnout, and secondary trauma). In addition, the 

construct and incremental validity of the MHS was examined and partially 

supported by the current findings. Moreover, correlations and regressions 

between the predictor variables and wellbeing outcome variables were in line 

with expectations. However, none of the demographic variables significantly 

correlated with the wellbeing outcome variables. Furthermore, no differences 

were found between palliative care providers and non-palliative care 

providers on the general wellbeing outcome variables or the predictor 

outcome variables with the exception of the fantasy subscale of the IRI. 

These findings will be discussed more depth in the subsequent sections.  



 
 

205 
 

5.4.2 Implications for the MHS: Validity (concurrent, 
convergent, and incremental) and Specificity 

In general, the findings of the current study provided some support for 

convergent and incremental validity of the MHS in line with the findings of 

Kidney (2017). The MHS demonstrated concurrent validity in correlating with 

general psychological flexibility as measured by the CompACT. The engaged 

subscale largely correlated with valued living and correlated to a lesser 

extent with the other CompACT subscales as expected. However, for the 

MHS awareness subscale and the CompACT awareness subscale the 

relationship was surprisingly moderate and less than the relationship 

between the MHS awareness subscale with the valued action and openness 

subscales of the CompACT. Critically, the CompACT awareness subscale 

items were all reverse scored. Some have argued that psychological 

flexibility and inflexibility may not be polar opposites and that the presence of 

awareness may not be able to be inferred from items that that are framed to 

tap into a lack of awareness (Kashdan & Rottenberg, 2010; Francis et al., 

2016). In addition, the defusion subscale of the MHS was only weakly 

correlated with the openness subscale. This is in contrast to Kidney (2017) 

who reported significant relationships between the defusion subscale and the 

CompACT total and all of its subscales (.16>r<.41, all p’s <.05). However, 

the findings of the current study may be due to the relatively little focus on 

cognitive defusion/fusion items in the CompACT. It may be more appropriate 

to assess the concurrent validity of the defusion subscale with more closely 

related measures such as the Cognitive Fusion Questionnaire (CFQ; 

Gillanders et al., 2014). Therefore, according to the current study the 

concurrent validity of the MHS subscales appears to be mixed. 

Convergent validity was demonstrated by the total score of MHS as it 

appeared to significantly correlate with general wellbeing, compassion 

satisfaction, self-as-context, and self-compassion. However, it did not 

correlate with the empathic concern or perspective taking subscale of the 

interpersonal reactivity index. Although, this is consistent with the findings of 

Palladino et al (2013) who found that empathic concern and perspective 

taking did not correlate with psychological flexibility measured by the AAQII, 
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the mindful attention and awareness scale, or the Cognitive Fusion 

Questionnaire. Therefore, these zero correlations may not be evidence that 

the MHS has poor convergent validity. Furthermore, the MHS was found to 

be negatively correlated with burnout, secondary trauma, and the IRI 

personal distress subscale. This suggests that the MHS has good construct 

validity in line with the findings of Kidney (2017). 

The convergent validity of the MHS subscales was also examined. The 

Awareness and Engaged subscales performed well in terms of correlating 

with related constructs and with each other. The engaged subscale also 

appeared to be correlate with empathic concern suggesting the more a 

professional derives meaning and purpose from their work and are able to 

link their work to chosen values is associated with more feelings of 

compassion to others. This supports Kidney (2017) findings that the engaged 

subscale was the only subscale to correlate with empathic concern. In 

contrast to Kidney (2017) the MHS or engaged subscale did not significantly 

correlate with perspective taking as measured by the IRI in the current study.  

The Defusion subscale did not perform very well in demonstrating 

convergent validity in the current study. It did not correlate with the 

Awareness and Engaged subscales of the MHS, general wellbeing, 

compassion satisfaction, or burnout. However, there was a small significant 

negative correlation between defusion and secondary trauma. This is in 

contrast to the findings by Kidney (2017) that found Defusion significantly but 

weakly negatively correlated with the burnout (measured using the 

Oldenberg Burnout Inventory [OBI]; Demerouti & Baker, 2008) and the IRI 

subscale of personal distress, and positively correlated with self-compassion. 

Together with the evidence in Chapter 4 this suggests that the MHS may not 

benefit from retaining the Defusion subscale. However, more investigation of 

the Defusion subscale will be needed to determine whether retaining this 

subscale strengthens the MHS in a different sample. It is likely that 

differences between the current study and Kidney (2017) are due to the 

different samples; to illustrate, this study may have recruited more healthcare 

professionals who were not psychologists in comparison to Kidney (2017). 
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The defusion subscale could potentially have measurement variance across 

professional groups (psychologist versus medical professionals) as 

discussed in Chapter 4.  

Compared to the CompACT, the MHS correlated more strongly with 

compassion satisfaction and secondary trauma as measured by the ProQoL-

5. This was revealed by comparing the correlation coefficients using the Z 

score test proposed by Meng and colleagues (1992). However, there was not 

a significant difference between the measures in correlating with general 

wellbeing or burnout. In the standard multiple regression analyses, the MHS 

was also the strongest predictor of compassion satisfaction, burnout, and 

secondary trauma. Although the MHS did significantly predict general 

wellbeing it was not the strongest predictor. Instead the CompACT was the 

strongest predictor of general wellbeing. This adds to the findings of Kidney 

(2017) by suggesting that the MHS maybe a context specific measure of 

psychological flexibility in the healthcare professional context and thus 

outperform the general measure of psychological flexibility such as the 

CompACT in predicting professional quality of life outcomes.  

The current study also supported the incremental validity of the MHS 

subscales after accounting for general psychological flexibility as measured 

by the CompACT subscales. The additional variance explained by the MHS 

subscales after controlling for the CompACT was 9% for general wellbeing, 

37% for compassion satisfaction, 21% for burnout, and 21% for secondary 

trauma. For each of these outcomes the engaged and awareness subscales 

accounted for the additional variance explained; whereas the defusion only 

accounted for the additional variance explained in secondary trauma. This 

was supported by further hierarchical multiple regression analyses that 

revealed that the defusion only explained an additional 5% of the variance in 

secondary trauma over and above the engaged and awareness subscales. 

This may suggest that the engaged and awareness subscales are sufficient 

to predict healthcare professional wellbeing outcomes without measuring the 

defusion subscale. 
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Overall, this study suggests that the MHS demonstrates acceptable construct 

validity and incremental validity supporting the findings of Kidney (2017). 

Furthermore, evidence from the Z score tests and forced entry regression 

analyses suggest that the MHS is a context specific measure as it correlated 

more strongly with and predicted professional quality of life among 

healthcare professionals. Together, this supports the literature in suggesting 

that measures of psychological flexibility should be adapted or constructed to 

be more attuned with the experience of certain populations (e.g. Chronic 

Pain Acceptance Questionnaire; McCraken, Vowles, & Eccleston, 2004) or 

contexts (e.g. Work Acceptance and Action Questionnaire; Bond, Lloyd, & 

Guenole, 2013) in order to increase the precision and sensitivity of these 

measures (e.g. Hayes et al., 2004). Additionally, these sensitive and specific 

measures may also be more useful in the clinical setting in understanding 

what mediates the relationship between treatment and outcome. For 

example, recently a study of an ACT-based weight loss intervention found 

that the domain-specific psychological flexibility measures partially mediated 

the effect of treatment on weight loss when a general measure of 

psychological flexibility failed to mediate this relationship (e.g. Schumacher, 

Godfrey, Forman, & Butryn, 2019). 

5.4.3 Psychological Predictors of professional quality of life 
and general wellbeing 

The current study revealed significant relationships between the 

psychological factors and professional quality of life and general wellbeing 

mostly in line with expectations. Both psychological flexibility measures 

correlated well with professional quality of life and wellbeing. However, as 

mentioned above the MHS was more strongly related to professional quality 

of life compared to the CompACT. Furthermore, both measures of 

psychological flexibility were significant predictors of compassion 

satisfaction, burnout, secondary trauma, and general wellbeing. This 

supports the growing body of evidence that suggests psychological flexibility 

plays an important role within a wide range of contexts such as occupational 

wellbeing (e.g. Bond, Hayes, & Barnes-Holmes, 2006), psychopathology 

(e.g. Hayes, Luoma, Bond, et al., 2006), quality of intimate relationships (e.g. 
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Wachs & Cordova, 2007), effective parenting behaviour (e.g. Coyne & 

Murrell, 2009; Coyne & Wilson, 2004) and health (e.g. Kashdan & 

Rottenberg, 2010; Zhang, Leeming, Smith, et al., 2017). 

Self-as-context significantly correlated with higher levels of general wellbeing 

and compassion satisfaction and lower levels of burnout and secondary 

trauma as expected. This corroborates the findings of Zettle and colleagues 

(2018) who found that self-as-context was correlated with higher satisfaction 

with life and lower psychological distress. In addition, it also supports the 

finding that self-transcendence is negatively correlated with emotional 

exhaustion, depersonalisation and positively correlated with personal 

accomplishment among hospice and oncology nurses (Hunnibell et al., 2008) 

However, after controlling for other known predictors in the forced entry 

linear regression it was not identified as a significant predictor of any of the 

wellbeing outcomes. This is in line with findings from Kent et al (2019) when 

self-as-context was entered into a regression model with other psychological 

flexibility process to predict work-related wellbeing in nurses. Although this is 

surprising, it is likely due to the comparison of the SACS to other strong 

predictors and other psychological flexibility measures such as the MHS and 

the CompACT in the standard multiple regression. 

Self-compassion was found to significantly correlate with wellbeing and 

compassion satisfaction and negatively correlated with burnout and 

secondary trauma. This corroborates with the findings of Duarte et al (2016) 

who found self-compassion was correlated with compassion satisfaction an 

negatively correlated with burnout and secondary trauma in a sample of 

Portuguese healthcare professionals (Duarte et al, 2016). When controlling 

for the other predictors in the current study self-compassion was found to be 

a significant predictor of general wellbeing, burnout and secondary trauma 

but not compassion satisfaction. This partially conflicts with the findings of 

Duarte and Pinto-Gouveia (2017) that suggested that self-compassion was a 

significant predictor of all aspects of professional quality of life in Portuguese 

oncology nurses. A potential reason for the discrepancy between these 

findings is that Duarte and Pinto-Gouveia (2017) used hierarchical multiple 
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regressions and the current study compared self-compassion with other 

predictors simultaneously in forced entry regressions. 

Regarding empathy mixed findings for the relationship between the 

dimensions of empathy and the wellbeing outcomes was found. Correlational 

analyses revealed that personal distress was correlated with general 

wellbeing, burnout and secondary trauma but not compassion satisfaction. 

Empathic concern was only significantly associated with compassion 

satisfaction. Similarly, fantasy was only correlated with secondary trauma. 

Perspective taking was not correlated with any of the wellbeing outcomes. In 

the regression analyses, empathic concern predicted compassion 

satisfaction positively. This suggests that experiencing concern for 

unfortunate others contributes to compassion satisfaction in healthcare 

professionals. Furthermore, the fantasy subscale positively predicted 

secondary trauma; suggesting that the more healthcare professionals 

transpose themselves imaginatively into fictitious characters contributes to 

secondary trauma. Previous findings have also reported mixed and 

inconsistent findings on the relationship between dimensions of the IRI with 

professional quality of life. For instance, Duarte and colleagues (2016) found 

that personal distress and empathic concern correlated with all aspects of 

professional quality of life and perspective taking correlated with compassion 

satisfaction and burnout but not compassion fatigue (Duarte et al., 2016). A 

different pattern also emerged in a study of oncology nurses where personal 

distress was related to compassion satisfaction and burnout but not 

compassion satisfaction; empathic concern was related to compassion 

satisfaction and compassion fatigue but not burnout; and perspective taking 

was related to compassion satisfaction and burnout but not compassion 

fatigue (Duarte & Pinto-Gouveia, 2017).  Both of these studies did not make 

use of the fantasy subscale as they viewed this subscale as irrelevant. In 

harmony these studies reveal that this measure seems to be inconsistently 

related to features of healthcare professional wellbeing. 
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5.4.4 Implications for Palliative Care Provision 

This study found a significant difference between non-palliative care and 

palliative care professionals on the subscale of Fantasy in the IRI. It 

appeared that those who did not provide palliative care scored higher on 

Fantasy indicating that palliative care professionals tend to not get 

imaginatively transposed into the experiences of fictitious characters as 

much as non-palliative care professionals. However, the interpretation of this 

finding is difficult. Indeed, some researchers investigating empathy in 

healthcare professionals have omitted the fantasy subscale in their analyses 

as it is perceived irrelevant to healthcare practice (e.g. Duarte et al., 2016; 

Duarte & Pinto-Gouveia, 2017). However, the current study found that 

fantasy was moderately positively correlated with secondary trauma and 

negatively correlated with psychological flexibility; this suggests that this 

tendency to imagine oneself in the shoes of fictitious characters is associated 

with poorer wellbeing outcomes in professionals. This could potentially be 

interpreted as capturing cognitive fusion related tendencies in which an 

individual becomes fused with psychological content of stories or characters 

(e.g. “I really get involved with the feelings of the characters in a novel”). 

However, there were no differences on other variables (MHS, CompACT, 

self-compassion, self-as-context, professional quality of life, general 

wellbeing) observed in the current study. The finding that palliative care 

professionals did not have more or less burnout compared to non-palliative 

care professionals is in line with previous trends in the literature. For 

example, Pereira and colleagues (2011) reported in a systematic review that 

palliative care professionals do not have higher rates of burnout and often 

have lower levels of burnout compared to other healthcare professionals. It is 

unclear what might contribute to this finding from the present study; however, 

Pereira and colleagues suggests that having more time to spend with 

patients, having sufficient communication training, making use of coping 

strategies for dealing with patient deaths, and finding meaning in one’s work 

may protect palliative care professionals from experiencing more burnout. 

Additionally, in the qualitative study reported in Chapter 3 it was revealed 

that palliative care professionals use a variety of helpful responses in the 
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face of challenges or stress at work including using social supports, 

perspective taking, being able to switch off from work, acceptance of 

difficulties, being able to be present at work, and having a self-care plan. 

The current study also did not support the suggestion in Chapter 3 that 

palliative care professionals may be more psychologically flexible compared 

to other healthcare professionals. However, this may simply be due to the 

inclusion of psychological professionals who potentially have training or 

exposure to the psychological flexibility model and likely made up some of 

the “non-palliative care” group. Therefore, future research should control for 

ACT or psychological flexibility training and gather information regarding 

professional status. Furthermore, perhaps in the domain of healthcare there 

is no significant difference between palliative and non-palliative professionals 

but it is likely that in the domain of death and dying palliative care 

professionals would have more psychological flexibility compared to other 

professional groups. 

5.4.5 Limitations and Future Research 

There were a number of limitations associated with this study. Firstly, this 

study utilised a cross-sectional design which does not allow for the 

examination of the relationships between these variables over time and 

therefore limits the potential to make causal inferences. Secondly, the 

reliance on self-report measures can be viewed as a limitation as self-report 

measures are at risk of potential biases such as the social desirability bias 

(e.g. van de Mortel, 2008). In addition, the use of the IRI as a measure of 

empathy was identified as a potential limitation as it has been found to be 

poorly correlated with behavioural measures of empathy (Melchers, Montag, 

Markett, & Reuter, 2015).Thirdly, the sample of healthcare professionals 

recruited for this study was heterogeneous and data on their professional 

status (e.g. doctor, nurse, psychologist) was not recorded. This made 

inferences about differences between professionals on psychological 

flexibility difficult.  

Future research should address these limitations and investigate the 

psychometric properties of the MHS and defusion subscale further. Firstly, a 
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longitudinal study would allow for an examination of the relationship between 

psychological flexibility and professional quality of life in healthcare 

professionals across time. This type of design will also allow researchers to 

investigate the test-retest reliability of the MHS which has not been 

investigated to date. Secondly, researchers can control for the contamination 

effects of social desirability using measures such as the Edwards Social 

Desirability Scale (ESD; Edwards, 1957). This would also be a good 

measure to test for the divergent validity of the MHS. Thirdly, correlating the 

MHS with behavioural measures of empathy in healthcare professionals or 

working alliance with patients would further promote its convergent validity. 

Fourthly, examining whether the MHS has measurement invariance across 

professional groups (e.g. medical professionals versus psychological 

professionals) would be an important line of research. Finally, research 

involving the MHS could examine its responsiveness or sensitivity to detect 

change and treatment utility in intervention research with healthcare 

professionals. 

5.4.5.1 Recruitment and quality of sample 

The recruitment of healthcare professionals who were busy or were not 

motivated to participate in a survey study proved to be challenging. In efforts 

to recruit a sizeable sample size particularly in palliative care professionals 

two research leads employed in hospices were involved in the recruitment 

process (i.e. emailing staff and putting up posters advertising the study); 

however only five participants were recruited using this method in total. As a 

consequence of the lack of recruitment from hospices, only 25 participants 

identified as engaging in palliative care “All the time”. Combining those who 

provide palliative care “all of time” with “frequently” in the analyses above 

may have diminished the differences between those who work in a palliative 

care settings versus those who work in other healthcare settings but still 

have some palliative care focus. However, it was acknowledged that there 

would be fewer palliative care professionals recruited given that there 

are fewer professionals working in palliative care settings in 

comparison to other healthcare settings such as hospitals (e.g. Parola, 

Coelho, Cardoso, et al., 2017). 
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In the end, the majority of the sample was recruited using twitter or other 

social media websites. The use of online surveys may have biased the 

sample further as responses given may only reflect those of people who are 

engaged with social media on a regular basis and have self-selected to be a 

part of the study (Khazaal, van Singer, Chatton et al., 2014). Therefore, it is 

recommended that future research use a variety of methods to recruit 

participants such as in-person, mail and online methods to enhance 

response rates (Brtnikova, Crane, Allison, et al., 2018) and to use probability 

sampling methods where feasible to reduce the impact of selection bias 

(Greenacre, 2016). 

5.4.6 Conclusions 

Although more research is required in this area this study appears to suggest 

that psychological flexibility may be a particularly important target for 

interventions designed to enhance the wellbeing of healthcare professionals. 

For instance, an ACT based intervention may prove to be a fruitful 

intervention in enhancing compassion satisfaction and general wellbeing 

while also reducing burnout and secondary trauma in healthcare 

professionals. In regards to the psychometric properties of the MHS based 

on the findings of the current study it appears that the MHS demonstrates 

good construct and incremental validity. The MHS appears to be an 

important tool in predicting wellbeing outcomes in healthcare professionals 

and may be useful in examining the effects of psychological interventions 

tailored to healthcare professionals. Critically however, there were some 

concerns were raised regarding the Defusion subscale as it poorly correlated 

with other constructs and only demonstrated incremental predictive ability 

over and above the Engaged and Awareness subscales for secondary 

trauma. It may be that removing the Defusion subscale would benefit the 

MHS but further research is required to finalise this decision. Future research 

could address the Defusion subscale issue and further explore the 

psychometric properties of the MHS especially in terms of test-retest 

reliability and measurement invariance across professional groups.
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Chapter 6 A Longitudinal Survey Study of 
Psychological Flexibility, Self-as-
Context, Self-Compassion, and 
Empathy in Predicting Healthcare 
Professional Wellbeing at a Six 
Month Follow-Up 

6.1 Introduction 

In principle, healthcare professionals exemplify and value compassionate 

care. Healthcare professionals tend to report being interested or motivated in 

this line of work with the goal of making a difference or helping others (e.g. 

Fisher, in this thesis; McConnell & Porter, 2017). In the Compassion 

Satisfaction-Compassion Fatigue Model (Stamm, 2010), compassion 

satisfaction refers to the positive feelings associated with helping people and 

being able to do compassionate work well; compassion fatigue on the other 

hand is the negative aspects that may arise in helping people and comprises 

of burnout (i.e. feelings of hopelessness and having difficulties in managing 

work or doing the job effectively) and secondary trauma (i.e. stress 

associated with the exposure to people who have experienced extremely 

stressful events). According to this model, compassion satisfaction and 

compassion fatigue are determined by work, client and personal factors 

(Stamm, 2010). 

Given that many work and client related factors (e.g. patient suffering and 

death etc.) are unavoidable or uncontrollable it may be fruitful to build on 

personal factors that aim to enhance professionals’ resiliency in the face of 

these stressors. In Chapter 5 of this thesis psychological flexibility in general 

and in healthcare contexts, self-as-context, self-compassion, and the 

dimensions of empathy were explored in relation to general wellbeing and 

professional quality of life in a cross-sectional study. It was found that 

psychological flexibility (Hayes, et al., 2012; i.e. the ability to nonjudgmentally 

contact the present moment while persisting or changing behaviour in 
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accordance with valued ends) in general and in healthcare work contexts 

positively correlated with general wellbeing and compassion satisfaction and 

negatively correlated with burnout and secondary trauma.  

Similarly to psychological flexibility, the self-related variables associated well 

with wellbeing outcomes. For instance, self-as-context (Zettle et al., 2018; i.e. 

the ability to transcend psychological content and remain centred while 

having unwanted psychological experiences) was found to be positively 

correlated with general wellbeing and compassion satisfaction and negatively 

correlated with burnout and secondary trauma. Furthermore, the same 

pattern of correlations was found for self-compassion (Neff, 2003; Neff & 

Dahm, 2015; i.e. the ability to be kind to one’s self, accepting of one’s 

humanness, and take a non-judgemental approach to negative emotions).  

In the same cross-sectional analysis, the dimensions of empathy (Davis, 

1980; i.e. involves a tendency to have empathic concern, the ability to take 

another’s perspective, tendency to be transposed into the shoes of fictitious 

characters, and experiencing distress in the face of distress of others) were 

less consistently related to wellbeing outcomes. Personal distress was 

positively correlated with burnout and secondary trauma and negatively 

correlated with general wellbeing but did not correlate with compassion 

satisfaction. Empathic concern subscale only positively correlated with 

compassion satisfaction and the fantasy subscale only positively correlated 

with secondary trauma. The perspective taking subscale did not correlate 

with any of the outcome variables. Despite these findings reported in Chapter 

5, to date there has been no study examining the relationships between 

these constructs and healthcare professional wellbeing over time using a 

longitudinal survey design. 

6.1.1 Aims and Objectives 

This study endeavoured to investigate the impact of demographic and 

psychological factors (psychological flexibility, self-as-context, self-

compassion, and empathy) on professional wellbeing outcomes over a 6-

month interval. Longitudinal designs have an advantage over cross-sectional 

designs as they allow for comparisons within-subjects, treating each 
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participant as their baseline or their own control and to reduce uncertainty 

regarding the effects or relationships of key variables (Haslam & McGarty, 

2003). In addition, as noted in Chapter 2 there are very few longitudinal 

designs conducted with palliative care professionals; the majority of studies 

examining healthcare professionals wellbeing have used cross-sectional 

designs (e.g. Gelsema, van der Doef, Maes, et al., 2006; Rudman & 

Gustavsson, 2012; Linwall, Gerber, Jonsdottir, et al., 2014). It is hoped that 

the findings from the current longitudinal study will inform future 

psychological interventions in suggesting what processes could be targeted. 

It was expected that psychological flexibility would correlate with and be the 

strongest predictor of wellbeing outcomes given the findings from Chapter 5. 

The MHS was expected to be the strongest predictor of professional quality 

of life (compassion satisfaction, burnout, and secondary trauma) compared to 

the CompACT given that it is a more specific measure of psychological 

flexibility in healthcare contexts. In line with the findings from Chapter 5, self-

as-context was expected to correlate well with the wellbeing outcomes but 

was not expected to explain unique variance in these variables in competition 

with the psychological flexibility measures. Similarly, in line with Chapter 5 

and Duarte, Pinto-Gouveia and Cruz (2016), self-compassion was expected 

to correlate well with the wellbeing outcomes and may predict unique 

variance in burnout; however self-compassion was not expected to be 

stronger compared to the psychological flexibility measures in predicting any 

of the outcome variables. Based on findings from Duarte et al (2016) and 

Duarte and Pinto-Gouveia (2017) in relation to the dimensions of empathy, it 

was expected that empathic concern and perspective taking would positively 

correlate with professional quality of life, personal distress would negatively 

correlate with professional quality of life, and fantasy would not be correlated 

with professional quality of life. 

Another aim of this study was to add to the findings of Kidney (2017) by 

examining the test-retest reliability of the Mindful Healthcare Scale (MHS) 

and its subscales (Engaged, Awareness, and Defusion). Test-retest reliability 

is the absolute consistency of test scores across time. Test-retest reliability 
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allows researchers to examine the stability of the test across time that may 

be reduced by practice effects, measurement error and true-score change 

(due to the effects of maturation, history, statistical regression, or 

intervention) (Coulacoglou & Saklofiske, 2017). To be more useful for 

practitioners, this study aimed to assess test-retest reliability across a 6 

month timeframe in order to span a timeframe greater than a typical 

wellbeing intervention protocol (around 12 weeks) (Ciarrochi et al., 2016).  

Professional status was also recorded at the follow-up survey in order to 

compare psychological professional with non-psychological professionals. 

More specifically, this was done to compare these professional groups on the 

MHS. It is expected that psychologists may respond differently to non-

psychologists on psychological flexibility due to more exposure and training 

within this model. In Chapter 4 and 5, it was suggested psychologists may 

differ in how they respond to the Defusion subscale of the MHS in particular. 

Psychologists with more training and education about the benefits of applying 

defusion strategies to negative thoughts about clients may demonstrate more 

defusion and benefit from defusion compared to professionals operating from 

a common sense model. Based on this common sense perspective, some 

professionals may view avoiding negative thoughts about clients as 

necessary to provide good care to patients or as a way to stay driven or 

motivated. In addition, this may have implications for how to score the 

defusion items depending on the population or context of interest in which the 

MHS is being used. 

6.2 Methods 

6.2.1 Design 

This study employed a longitudinal survey design. Participants who were 

recruited at timepoint 1 (T1) were followed-up 6 months later for timepoint 2 

(T2). This current study was the second part of a larger study investigating 

the Mindful Healthcare Scale and the role of Acceptance and Commitment 

Therapy processes in healthcare providers’ quality of life and burnout. In the 

follow-up, participants completed three self-report questionnaires that 

measured professional quality of life, general wellbeing and psychological 
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flexibility in healthcare work contexts. In addition, as the profession of 

participants was overlooked at T1 it was endeavoured to record professional 

status at T2. Predictor variables were the MHS, the CompACT, self-

compassion, self-as-context, and demographic variables (years of 

experience, age). The outcome variables included general wellbeing and 

professional quality of life (compassion satisfaction, burnout, and secondary 

trauma). 

6.2.2 Participants  

The 163 healthcare professionals that were recruited in the first survey (T1; 

see Chapter 5 for further details) were asked to provide email addresses so 

that a link to the second survey (T2) could be sent to them. Out of 163 

participants, 154 had provided their email addresses at T1. Participants were 

sent a maximum of three emails (initial invitation, one-week reminder, and 

one-month reminder) that contained a direct link to the second survey. Out of 

163 participants 83 participants were retained and analysed in the follow-up 

(Response rate = 50.9%, Attrition rate = 49.1%). 

6.2.3 Measures 

At T2 of this survey only the Mindful Healthcare Scale (MHS), Professional 

Quality of Life Scale-5 (ProQoL-5), and the Short Warwick-Edinburgh Mental 

Well-Being Scale (SWEMWBS) were measured. Details for these measures 

can be found in Chapter 5.  

6.2.4 Statistical analyses 

A missing values analysis was run on the follow-up data. There were no 

variables with more than 5% missing values. Overall there was .29% missing 

values across the data, with 9 out of 50 variables having some missing 

values and 8 (out of 84) participants having missing data. Little’s MCAR test 

indicated that the data was missing completely at random (Little’s MCAR test: 

Chi-square = 381.398, df = 339, p = .056). When this test was run after 

merging time 1 and time 2 data it was also found to be missing completely at 

random (Little’s MCAR test: Chi-square = 3342.445, DF = 4026, p = 1.000). 

Therefore, the use of the expectation maximization method was deemed an 

appropriate imputation method for the data. 
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All analyses were conducted using IBM SPSS Statistics 24 (IBM Corp, 2016). 

Analyses included Pearson’s correlations, standard and hierarchical multiple 

regressions, intraclass correlation coefficients (ICCs), Bland-Altman plots, 

and independent t-tests. The data was also analysed to screen for violations 

of linearity, homoscedasticity or multicollinearity, singularity, and normality.  

General wellbeing, compassion satisfaction and secondary trauma at T2 

were found to be non-normally distributed based on Shapiro-Wilks tests. 

Therefore, the robust bootstrap technique (Efron & Tibshirani, 1993) was 

used. Bootstrapping is a technique that deals with the problem of non-

normally distributed data by using the sampling data to estimate the shape or 

properties of the sampling distribution. To do this the sample is treated as a 

population from which bootstrap samples are taken and the parameters such 

as the means for each bootstrap sample are calculated. This process is 

repeated 1000 times resulting in 1000 parameter estimates (Fields, 2013). 

These estimates are then used to calculate the 95% bootstrap confidence 

intervals of the parameters. Furthermore, standard deviations of the 

parameter estimates are also used to calculate the standard error of the 

parameter estimates. The bootstrap option is available for most of the 

statistics used in SPSS (Field, 2013). 

Independent samples t-tests were run to examine differences between 

completers versus non-completers, psychological professionals versus non-

psychological professionals and also compare palliative care versus non-

palliative care professionals on time 2 variables. It was expected that 

psychological professionals would score significantly higher on psychological 

flexibility measures, self-as-context, and self-compassion due to more 

exposure to these concepts in their training. However, differences on the 

outcome variables and empathy were more exploratory as there is not a solid 

reason to assume psychologists fair better or worse on these variables.  

To examine the test-retest reliability of the MHS, Pearson’s correlations, 

intraclass correlation coefficients (ICCs), and a Bland-Altman plot were 

conducted. Typically, test-retest reliability is examined using only Pearson’s 

correlations; however it has been argued that this is quite limited as 
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Pearson’s correlations examine the strength of a linear relationship but not 

the agreement and are problematic with larger sample sizes as a highly 

statistical significant correlation does not suggest that it is not close to zero 

(e.g. Berchtold, 2016). Therefore, researchers have suggested that ICCs 

should be calculated alongside a construction of a Bland-Altman plot (e.g. 

Berchtold, 2016). These guidelines were followed to gauge the test-retest 

reliability of the MHS more appropriately. 

ICC estimates were calculated based on a mean-rating (k = 2), absolute-

agreement, 2-way mixed-effects model. ICC is typically used to calculate the 

reliability of measurements organised into clusters (across groups or time). 

According to Portney and Watkins (2000) and Koo and Li (2016) ICC values 

<.50 indicate poor test-retest reliability, values between .50-.75 indicates 

moderate test-retest reliability, values .75-.90 indicates good test-retest 

reliability, and values >.90 are considered excellent.  

Bland-Altman plots allow researchers to compare the agreement of two 

measurements of the same variable (Bland & Altman, 1983, 1986, 1999). 

This plot allows researchers to visualise the agreement of values measured 

at two time points at the individual level. This was done by plotting the mean 

difference between the two measurements against the average of both 

measurements. The difference between scores was calculated by subtracting 

MHS at Time1 from Time2 (MHST1-MHST2). The mean difference was then 

calculated by dividing the difference scores by two. Additionally, a one 

sample t-test was run to examine whether the difference between scores was 

significantly different from 0 indicating that these two measures do not agree. 

This analysis also provided the mean and standard deviation of the 

difference between the scores. Lower and upper 95% confidence intervals 

were calculated (Upper: M + (SD x 1.96); Lower: M– (SD x 1.96)) in order to 

ascertain the limits of agreement.  The existence of proportional bias (i.e. 

discrepancies between the two measurements and the true value) was 

examined using simple regression. If proportional bias is found it indicates 

that there is a trend of points being above or below the mean difference line 

seen in the Bland-Altman plot.  
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Pearson’s correlations were run to examine the linear relationships among 

the T2 survey measures. Furthermore, Pearson’s correlations were run to 

examine the relationship between the predictor variables at T1 with the 

outcome variables at T2. According to Cohen (1988) Pearson correlation 

coefficient between .10-.29 is considered small, between .30-.49 is 

considered moderate, and between .50-1.0 is considered large. 

 In addition to correlation analyses, regression analyses similar to that 

described in Chapter 5 were run. Forced entry or standard multiple 

regressions were run to examine simultaneously predictors measured at T1 

in predicting the outcome variables measured at T2. This would allow for the 

identification of the strongest predictors of the outcome measure variables 

over a 6-month interval. Hierarchical multiple regressions were also run to 

examine the predictive validity of the MHS at T1 after controlling for the 

CompACT measured at T1 to predict the outcome variables measured at T2. 

Additionally, hierarchical multiple regressions were used to examine the 

predictive validity of the Defusion subscale over and above the Engaged and 

Awareness subscales of the MHS measured at T1 in predicting the outcome 

variables at T2. The standard multiple regressions and the hierarchical 

multiple regressions examining the predictive validity of the MHS over the 

CompACT were re-run to examine the revised MHS (without the defusion 

subscale) as the defusion subscale was found to be problematic. 

6.3 Results 

6.3.1 Participants Characteristics of the Completers of the 
Follow-Up 

The mean age of the 83 completers of the follow up was 41.08 (SD = 1.10). 

The majority of participants were female (n = 75, 90.4%) with only eight 

males participated in the follow-up (9.6%). The mean years of experience 

was 16.83 (SD = 1.16). In terms of palliative care provision, 18 identified with 

“not at all” (21.7%), 18 identified with “infrequently” (21.7%), 16 reported 

“sometimes”, 16 reported “frequently” and 15 reported “all of time” delivering 

palliative care. As in Chapter 5, those who responded “not at all” and 

“infrequently” were combined to form the “non-palliative care” group whereas 
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those who responded “all of the time” and “frequently” will be combined to 

form the “palliative care” group. In addition, participants were asked about 

their professional status as part of the follow-up as this was not asked in the 

baseline. It was found that the sample consisted of 1 assistant psychologist, 

1 cardiac physiologist, 5 psychotherapists, 23 nurses, 5 occupational 

therapists, 1 manager, 15 clinical psychologists, 17 medical doctors, 5 

healthcare assistants, 2 medical students, 1 physical therapist, 1 

physiotherapist, 1 podiatrist, and 1 speech and language therapist. Clinical 

psychologists, psychotherapists, and assistant psychologists were combined 

to form the “psychological professional” group (n = 21) and the rest were 

combined to form the “non-psychological professional” (n = 63) group. 

6.3.2 Descriptive Statistics of Survey Measures 

Means and standard deviations for the survey measures at T2 are presented 

in Table 6.1. Based on Shapiro-Wilks test, the MHS subscales at T1 and T2 

(with the exception of T2 MHS awareness), T1 General Wellbeing, 

Compassion Satisfaction T1 and T2, secondary trauma T2, CompACT 

subscales, self-as-context, IRI empathic concern subscale, and IRI personal 

distress subscale were all found to be non-normally distributed (all p’s <.05). 

Therefore, the robust method of bootstrapping will be performed and 

bootstrap confidence intervals were reported where appropriate (Efron & 

Tibshirani, 1993). 
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Table 6.1                                                                                                                                                                                    
Descriptive statistics and normative data for survey measures at T1 and T2 (n = 83) 

Measure T1 Data: M (SD) T2 Data: M (SD) Normative Data: M (SD) 

Professional Quality of Life 

Compassion Satisfaction 

Burnout 

Secondary Trauma 

 

39.25 (6.04) 

24.32 (5.82) 

23.59 (5.83) 

 

38.78 (5.54) 

26.85 (5.16) 

23.03 (5.98) 

 

37.7 (6.5) 

16.7 (5.7) 

22.8 (5.4) 

 

General Wellbeing 24.92 (3.95) 24.87 (4.45) 23.59 (3.99) 

 

PsychFlex in Healthcare 

Engaged  

Awareness 

Defusion 

Total 

 

23.80 (3.42) 

21.40 (3.54) 

11.27 (3.57) 

56.47 (7.06) 

 

23.60 (3.43) 

20.86 (3.19) 

11.43 (3.41) 

55.89 (6.35) 

 

 

Not yet available 

General PsychFlex 

Openness 

Behavioural Awareness 

Valued Action 

Total 

 

34.75 (9.05) 

13.25 (6.39) 

44.33 (7.35) 

92.33 (17.53) 

 

 

n/a  

 

Not yet available 
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Empathy Dimensions 

Empathic Concern 

Perspective Taking 

Personal Distress 

Fantasy 

 

21.00 (4.33) 

19.24 (5.00) 

9.58 (4.76) 

13.82 (5.38) 

 

 

n/a 

 

21.67 (3.83) 

12.96 (4.85) 

12.28 (5.01) 

18.75 (5.17) 

Self-as-Context 51.65 (9.88) 

 

n/a 51.4 (8.60) 

Self-Compassion 35.01 (9.70) 

 

n/a 36.00 (7.33) 

*Normative data sourced: Professional Quality of Life (De La Rosa, Webb-Murphy, Fesperman, & Johnston, 2018), general 

wellbeing(Fat, Scholes, Bonfice, et al., 2017), self-as-context (Zettle et al., 2018), self-compassion (Raes, Pommier, Neff & Van 

Gucht, 2010), and the empathy dimensions (Davis, 1980) 
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6.3.3 Paired Samples T-test: Were there any changes 
between T1 and T2 on the MHS or Outcome measures 

According to the paired samples t-tests scores on the MHS, general 

wellbeing, compassion satisfaction, and secondary trauma did not change 

significantly (all p’s >.05). However, scores on the burnout subscale of the 

ProQoL changed significantly from T1 (M = 23.67, SD = 4.95) and T2 (M = 

27.40, SD = 3.39) of the survey (t(82) = -5.20, p <.01, 95% BCa CI [-3.53, -

1.63]). This suggests that burnout appeared to be significantly increased 

between the time points. 

6.3.4 Independent t-tests: Comparison between those who 
completed the follow up and does who did not, 
psychological professionals and non-psychological 
professionals, and palliative care and non-palliative 
care professionals. 

Completers and non-completers were compared on all of the T1 continuous 

variables (age, experience, professional quality of life, the MHS, the 

CompACT, self-as-context, self-compassion and the dimensions of 

empathy). As it was found that age, years of experience, general wellbeing, 

compassion satisfaction, self-as-context, and IRI subscales empathic 

concern, perspective taking and personal distress violated normality, 

parametric independent samples t-tests with bootstrapping were performed. 

It was found that completers and non-completers did not differ on any of 

these variables (all p’s >.05). This suggests that those who completed T2 did 

not differ on any of the testing variables compared to those who did not 

complete the survey at T2.  

Psychological professionals and non-psychological professionals (PPs) were 

compared on T1 and T2 survey measures using independent t-tests. Leven’s 

test of equal variances revealed that equal variances could not be assumed 

for compassion satisfaction, self-as-context and the defusion subscales 

measured at T1 and T2. Therefore, for these variables test statistics 

correcting for equal variances not assumed were reported. On the self-as-

context scale (t (61.31) = -2.64, p <.05, 95% BCa CI [1.17, 9.18]) PPs (M = 

55.38, SD = 6.07) appeared to have higher levels of self-as-context 
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compared to non-PPs (M = 50.39, SD = 10.61). Interestingly, examining the 

subscales of the MHS, PPs differed from non-PPs on the Defusion subscale 

at both time points (T1: t = 5.53, p<.01, 95% BCa CI [2.03, 5.13]; T2: t = 

6.54, p<.01, 95% BCa CI [2.71, 5.07]). PPs consistently had higher levels of 

defusion (T1: M = 14.05, SD = 2.36; T2: M = 14.33, SD = 1.96) compared to 

non-PPs (T1: M = 10.32, SD = 3.43; T2: M = 10.45, SD = 3.25). Furthermore, 

PPs tended to score higher on the openness subscale of the CompACT (M = 

39.10, SD = 7.67) compared to non-PPs (M = 33.27, SD = 9.06; t (81) = 

2.64, p <.01, 95% BCa CI [1.87, 9.62]). 

Palliative care professionals and non-palliative care professionals were 

compared only on the T2 survey measures. Levenes test suggested that the 

assumption of equal variances were not violated for any of the variables. In 

addition, no significant differences were observed on any of the variables 

measured at T2 in the independent t-tests (MHS, ProQoL, and SWEMWBS). 

6.3.5 Correlational analysis: The relationship between the 
MHS at T2 with outcomes at T2 

Among the completers, the total MHS was found to correlate with all the 

outcome variables. There was a significant moderate correlation with general 

wellbeing (r = .36, p<.01, 95% BCa CI [.10, .58]) and for compassion 

satisfaction (r = .45, p<.001, 95% BCa CI [.24, .61]). Moreover, the MHS 

strongly negatively correlated with burnout (r = -.62, p<.001, 95% BCa CI 

[-.73, -.49]) and with secondary trauma (r = -.50, p<.001, 95% BCa CI [-.65, 

-.34]).  

The engaged subscale also correlated in expected directions with the 

outcome variables. It was moderately positively correlated with general 

wellbeing (r = .35, p<.01, 95% BCa CI [.06, .60]) and strongly correlated with 

compassion satisfaction (r = .73, p<.001, 95% BCa CI [.55, .85]). 

Furthermore, it was strongly correlated with burnout (r = -.52, p<.001, 95% 

BCa CI [-.67, -.33]); however, it did not significantly correlate with secondary 

trauma (r = -.17. p = .116, 95% BCa CI [-.42, .05]). 
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The awareness subscale also correlated with the outcome variables. This 

subscale moderately positively correlated with general wellbeing (r = .47, 

p<.001, 95% BCa CI [.28, .63]) and compassion satisfaction (r = .43, p<.001, 

95% BCa CI [.18, .62]). It also largely negatively correlated with burnout (r = 

-.61, p<.001, 95% BCa CI [-.71, -.49]) and secondary trauma (r = -.64, 

p<.001, 95% BCa CI [-.77, -.46]). 

The Defusion subscale revealed a surprising finding. It only correlated with 

compassion satisfaction and in a negative direction (r = -.30, p<.01, 95% 

BCa CI [-.51, -.07]). It did not correlate with general wellbeing (r = -.12, p 

= .283, 95% BCa CI [-.31, .09]), burnout (r = -.07, p = .534, 95% BCa CI 

[-.31, .18]), or secondary trauma (r = -.16, p = .146, 95% BCa CI [-.34, .03]). 

6.3.6 Correlational analysis: The relationship between T1 
predictors and T2 outcome variables 

Table 6.2 presents the correlations between predictors at T1 and outcome 

measures at T2. Given these findings, the MHS, the CompACT, self-as-

context, and self-compassion were to be included in all the subsequent 

forced entry regressions. Among the empathy dimensions, only empathic 

concern was found to be correlate with compassion satisfaction; however 

this was based on the bootstrap confidence intervals and not the p value (r 

=.20, p = .08, 95% BCa CI [.02, .39]) 



 
 

229 
 

Table 6.2                                                                                         
Correlations between predictor variables at baseline with the wellbeing 
outcome variables measured at six month follow-up. 

 General 

Wellbeing 

Compassion 

Satisfaction 

Burnout Secondary 

Trauma 

PsychFlex in 

Healthcare 

Engaged 

Awareness 

Defusion 

Total 

 

 

.315** 

.288* 

-.114 

.240* 

 

 

.629** 

.471** 

-.271* 

.404** 

 

 

-.531** 

-.485** 

-.051 

-.527** 

 

 

-.210 

-.299** 

-.048 

-.277* 

General 

PsychFlex 

Openness 

Behav. Awareness 

Valued Action 

Total 

 

 

.273* 

.368** 

.437** 

.458** 

 

 

.088 

.141 

.595** 

.347** 

 

 

-373** 

-.352** 

-.544** 

-.549** 

 

 

-.294** 

-.356** 

-.324** 

-.418** 

Self-as-Context .346** .279* -.405** -.303** 

Self-Compassion .379** .270* -.517** -.357** 

Empathy 

Dimensions 

Empathic Concern 

Perspective 

Taking 

Personal Distress 

Fantasy 

 

 

.147 

.165 

-.111 

.039 

 

 

.195(*) 

.156 

-.118 

.134 

 

 

-.076 

-.087 

.143 

-.009 

 

 

.081 

.171 

.147 

.175 

Age .021 .122 -.134 -.093 

Years of 

Experience 

-.008 .093 -.070 -.063 

(*) 95% bootstrap confidence intervals suggest a correlation when the p value did not 

*p<.05 

**p<.01 
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6.3.7 Regression Analyses: Predicting T2 outcome variables 
with T1 predictor variables 

The results of the standard multiple regression analyses are presented in 

Table 6.3. To find out what was the strongest predictor of T2 general 

wellbeing, the T1 survey measures of the MHS, CompACT, self-as-context 

and self-compassion were entered into a standard multiple regression. The 

model as a whole accounted for 18% of the variance (Adj R squared = .18, F 

(4, 78) = 5.48, p <.01). Of these variables only the CompACT was found to 

be a significant predictor of general wellbeing (β = .38, p<.05, 95% BCa CI 

[.01, .18]). 

For compassion satisfaction at T2 the MHS, the CompACT, Self-as-context, 

and empathic concern were entered as predictors in the standard multiple 

regression. As a whole this model accounted for 17% of the variance in 

compassion satisfaction (Adj R squared = .17, F (5, 77) = 4.28, p<.01). Of 

the entered variables only the MHS was found to be a significant predictor (β 

= .35, p<.01, 95% BCa CI [.07, .47]). 

For the measure of burnout at T2 the following variables were entered into a 

standard multiple regression: the MHS, the CompACT, self-as-context, and 

self-compassion. These variables together accounted for 22% of the 

variance in burnout (Adj R squared = .38, F (4, 78) = 13.64, p<.001). The 

CompACT was found to be the strongest predictor of burnout (β = -.36, 

p<.05, 95% BCa CI [-.17, -.04]) followed by the MHS (β = -.31, p<.01, 95% 

BCa CI [-39, -.06]). Self-as-context and self-compassion were not statistically 

significant predictors of burnout in this model. 

For secondary trauma at T2, the MHS, the CompACT, self-as-context and 

self-compassion were entered as predictors in a standard multiple 

regression. As a model these variables predicted 15% of the variance in 

secondary trauma at T2 (Adj R squared = .15, F (4, 78) = 4.57, p<.01). 

However, only the CompACT was found to be a significant predictor in this 

model (β = -.34, p<.05, 95% BCa CI [-.23, -.01]). 
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Table 6.3                                                                                              
Standard multiple regressions analysing T1 predictors of T2 wellbeing 
outcome variables. 

 β t p 𝑹𝟐 Adj 𝑹𝟐 F p 

General Wellbeing .219 .179 5.477 .001 

MHS -.005 -.040 .969     

CompACT .381 2.390 .019      

Self-as-Context -.017 -.111 .912     

Self-

Compassion 

.136 .925 .358     

Compassion Satisfaction .217 .167 4.280 .002 

MHS .348 2.851 .006     

CompACT  .214 1.333 .187     

Self-as-Context -.085 -.512 .610     

Self-

Compassion 

-.024 -.162 .872     

Empathic 

Concern 

.168 1.494 .139     

Burnout .411 .381 13.635 .000 

MHS -.310 -2.983 .004     

CompACT -.357 -2.576 .012     

Self-as-Context .120 .899 .371     

Self-

Compassion 

-.195 -1.526 .131     

Secondary Trauma .190 .148 4.573 .002 

MHS -.075 -.618 .538     

CompACT -.338 -2.082 .041     

Self-as-Context .060 .382 .704     

Self-

Compassion 

-.129 -.859 .393     

 

6.3.8 Hierarchical Regression analyses: Predictive validity of 
the MHS over and above the CompACT in predicting 
wellbeing outcomes 

To examine whether the MHS adds to the variance explained by the 

CompACT at T1 in the outcomes variables measured at T2 multiple 

hierarchical regressions were run (see Table 6.4). For each variable the 

CompACT was entered at step 1 and the MHS was added at step 2. For 
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general wellbeing it was found that the MHS did not explain additional 

variance (R squared change = .00, F change (1, 80) = .06, p = .401). In 

addition, for secondary trauma the MHS also did not add any additional 

variance (R squared change = .01, F change (1, 80) = .74, p = .392). 

However, the MHS did explain an additional 7% of the variance in 

compassion satisfaction (R squared change = .07, F change (1, 80) = 7.30, p 

<.01) and an additional 9% of the variance in burnout (R squared change 

= .09, F change (1, 80) = 11.88, p<.01). Therefore, the MHS demonstrates 

predictive validity over a six-month timeframe in predicting work-specific 

outcomes such as compassion satisfaction and burnout; however, it did not 

seem to have predictive validity for secondary trauma or general wellbeing 

over a six-month interval. 

Table 6.4                                                                                         
Hierarchical regressions examining the predictive validity of the MHS over 
and above the CompACT in predicting wellbeing outcomes at T2 

Steps Variables β t p 𝑹𝟐 𝑹𝟐 

change 

p 

 General Wellbeing      

1 CompACT .458 4.640 <.001 .210 .210 <.001 

2 CompACT .445 4.119 <.001 .211 .001 .815 

 MHS .027 .235 .815    

 Compassion Satisfaction     

1 CompACT .347 3.328 .001 .120 .120 .001 

2 CompACT .199 1.738 .086 .194 .074 .008 

 MHS .309 2.701 .008    

 Burnout     

1 CompACT -.549 -5.918 <.001 .302 .302 <.001 

2 CompACT -.385 -3.880 <.001 .392 .090 .001 

 MHS -.342 -3.446 .001    

 Secondary Trauma     

1 CompACT -.418 -4.138 <.001 .174 .174 <.001 

2 CompACT -.370 -3.213 .002 .182 .008 .392 

 MHS -.099 -,862 .392    
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6.3.9 Regression Analyses: The contribution of the Defusion 
subscale in predicting outcome variables at T2 

In order to examine the contribution of the Defusion subscale to the 

predictive power of the MHS in predicting general wellbeing, compassion 

satisfaction, burnout and secondary trauma over a six month interval was 

examined using hierarchical multiple regressions (see Table 6.5). At step 1 

the Engaged and Awareness subscales were entered while the Defusion 

subscale was entered at step 2. Firstly, the engaged and awareness 

subscales accounted for 12% of the variance in general wellbeing (R square 

= .120, F (2, 80) = 5.440, p<.01) but the defusion subscale did not 

significantly contribute to explaining additional variance (R square change 

= .012, F change (1, 79) = 1.10, p = .298). For compassion satisfaction 42% 

of the variance was explained by engaged and awareness subscales (R 

square = .422, F (2, 80) = 29.189, p <.001); the defusion subscales 

explained an additional 6% of the variance (R square change = .063, F 

change (1, 79) = 9.74, p<.01). For burnout 34% was explained by the 

engaged and awareness subscales (R square = .340, F (2, 80) = 20.562, 

p<.001) but the defusion subscale did not contribute any significant variance 

(R square change = .003, F change (1, 79) = .42, p = .521). Furthermore, the 

engaged and awareness subscales explained 9% of the variance in 

secondary trauma (R square = .093, F (2, 80) = 4.114, p<.05); however the 

defusion subscale did not contribute any additional variance (R square 

change = .002, F change (1, 79) = .132, p = .717). 

Table 6.5                                                                                                   
Predictive validity of the Defusion subscale over and above the Engaged and 
Awareness subscales in predicting T2 wellbeing outcomes 

Steps Variables β t p 𝑹𝟐 𝑹𝟐 

change 

p 

 General Wellbeing     

1 Engaged .226 1.825 .072 .120 .120 .006 

 Awareness .168 1.357 .178    

2 Engaged .213 1.709 .091 .132 .012 .298 

 Awareness .181 1.455 .150    

 Defusion -.111 -1.048 .298    

 Compassion Satisfaction     
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1 Engaged .528 5.264 <.001 .422 .422 <.001 

 Awareness .190 1.891 .062    

2 Engaged .498 5.196 <.001 .485 .063 .003 

 Awareness .219 2.290 .025    

 Defusion -.254 -3.120 .003    

 Burnout     

1 Engaged -.381 -3.551 .001 .340 .340 <.001 

 Awareness -.283 -2.635 .010    

2 Engaged -.388 -3.585 .001 .343 .003 .521 

 Awareness -.276 -2.549 .013    

 Defusion -.059 -.645 .521    

 Secondary Trauma     

1 Engaged -.071 -567 .572 .093 .093 .020 

 Awareness -.261 -2.080 .041    

2 Engaged -.076 -.598 .551 .095 .002 .717 

 Awareness -.257 -2.023 .047    

 Defusion -.039 -.364 .717    

 

6.3.10 The Revised MHS (recalculated without the 
Defusion subscale) Regression analyses 

The same multiple regressions were run as in Tables 6.3 (examining the 

strongest predictor using forced entry regressions) and Table 6.4 (examining 

the predictive validity of the MHS over and above the CompACT using 

hierarchical multiple regressions) with the revised version of the MHS (i.e. 

after removal of the defusion items). The results are presented in Tables 6.5 

and 6.6. 

In the forced entry regressions of general wellbeing the model as a whole 

accounted for 20% of the variance (Adj R squared = .20, F (4, 78) = 6.05, 

p<.001). The CompACT was the only significant predictor of general 

wellbeing (β = .334, p<.05, 95% BCa CI [.00, .16]). For compassion 

satisfaction, the whole model accounted for 37% of the variance (Adj R 

squared = .37, F (5, 77) =10.79, p<.001). The only significant predictor was 

the revised MHS (β = .61, p<.001, 95% BCa CI [.32, .74]). For burnout, the 

model explained 43% of the variance (Adj R squared = .43, F (4, 78) = 16.65, 

p<.001). The strongest predictor in this analysis was the MHS (β = -.39, 
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p<.001, 95% BCa CI [-.49, -.17]) followed by the CompACT (β = -.294, 

p<.05, 95% BCa CI [-.16, -.02]). This is in contrast with the findings from 

Table 6.3 suggesting that the CompACT was the strongest predictor of 

burnout. Furthermore, self-compassion almost reached significance (β = 

-.23, p = .056, 95% BCa CI [-.24, .03]. For secondary trauma the whole 

model explained 15% of the variance (Adj R squared = .15, F (4, 78) = 4.72, 

p<.01). However, none of the predictors reached statistical significance; but 

the CompACT did have bootstrap confidence intervals that did not contain 

zero (β = -.319, p = .056, 95% BCa CI [-.23, -.01]). Together these results 

suggest that the MHS seemed to fair better in predicting work-related 

outcomes when the defusion subscale was removed.  

Table 6.6                                                                                                      
Forced Entry Multiple Regressions with the Revised MHS scale (without the 
defusion subscale) 

 β t p 𝑹𝟐 Adj 𝑹𝟐 F p 

General Wellbeing      

Revised MHS .152 1.34 .185 .237 .198 6.05 <.001 

CompACT .334 2.09 .040     

Self-as-

Context 

-.031 -.203 .840     

Self-

Compassion 

.111 .78 .437     

Compassion Satisfaction      

Revised MHS .607 6.022 <.001 .412 .374 10.785 <.001 

CompACT .094 .665 .508     

Self-as-

Context 

-.082 -.573 .568     

Self-

Compassion 

-.015 -.122 .904     

Empathic 

Concern 

.134 1.384 .170     

Burnout      

Revised MHS -.393 -4.101 <.001 .461 .433 16.653 <.001 

CompACT -.294 -2.188 .032     

Self-as-

Context 

.120 .941 .349     
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Self-

Compassion 

-.231 -1.942 .056     

Secondary Trauma      

Revised MHS -.109 -.929 .356 .195 .154 4.721 .002 

CompACT -.319 -1.942 .056*     

Self-as-

Context 

.061 .391 .697     

Self-

Compassion 

-.136 -.931 .355     

*BCa CI acceptable when p value is not 

 

In the hierarchical multiple regressions, the predictive validity of the revised 

version of the MHS over and above the CompACT was examined. For 

general wellbeing, CompACT entered at step 1 explained 21% of the 

variance. When the revised MHS was entered at step 2 the model explained 

an additional 2% but this was not significant (R square change = .02, F 

change (1, 80) = 2.17, p = .15). A similar pattern emerged for secondary 

trauma where the CompACT at step 1 explained 17% of the variance; at step 

2 with the revised MHS the model accounted for an additional 1% which was 

not significant (R square change = .01, F change (1, 80) = 1.12, p = .29).  In 

relation to compassion satisfaction, the CompACT at step 1 explained 12% 

of the variance; at step 2 with the addition of the MHS accounted for a further 

28% of the variance (R square change = .28, F change (1, 80) = 36.56, 

p<.001). For burnout, the CompACT at step 2 explained 30% of the variance. 

When the revised MHS was added the model explained a further 13% of the 

variance (R square change = .13, F change (1, 80) = 18.61, p<.001). This 

pattern of findings is similar to the pattern of the long form of the MHS (with 

the Defusion subscale included). 

Table 6.7                                                                                                      
The predictive validity of the revised MHS over and above the CompACT 

Steps Variables β t p 𝑹𝟐 𝑹𝟐 

change 

p 

 General Wellbeing     

1 CompACT .458 4.640 <.001 .210 .210 <.001 

2 CompACT .380 3.414 .001 .231 .021 .145 
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 Revised MHS .164 1.472 .145    

 Compassion Satisfaction     

1 CompACT .347 3.328 .001 .120 .120 .001 

2 CompACT .064 .644 .522 .396 .276 <.001 

 Revised MHS .597 6.046 <.001    

 Burnout     

1 CompACT -.549 -5.918 <.001 .302 .302 <.001 

2 CompACT -.354 -3.699 <.001 .434 .132 <.001 

 Revised MHS -.412 -4.314 <.001    

 Secondary Trauma     

1 CompACT -.418 -4.138 <.001 .174 .174 <.001 

2 CompACT -.360 -3.143 <.001 .186 .011 .294 

 Revised MHS -.121 -1.056 <.001    

 

Table 6.8 presents the predictive validity of the revised MHS for wellbeing 

outcomes at follow-up (or T2) after controlling for the corresponding 

outcomes as measured at baseline (or T1). As can be deduced, the revised 

MHS did not predict any additional variance for wellbeing, burnout, or 

secondary trauma. However, it appeared to predict an additional 3% in 

compassion satisfaction after accounting for baseline scores of compassion 

satisfaction (R square change = .028, F change (1, 80) = 4.793, p = <.05). 

This suggests that predictive validity of the revised MHS is particularly strong 

for compassion satisfaction. 

Table 6.8                                                                                                      
The predictive validity of the Revised MHS for outcomes at follow-up when 
controlling for the corresponding outcomes at baseline. 

Steps Variables β t p 𝑹𝟐 𝑹𝟐  

change 

p 

 General Wellbeing T2     

1 General 

Wellbeing T1 

.671 8.146 <.001 .450 .450 <.001 

2 General  

Wellbeing T1 

.757 7.133 <.001 .461 .011 .205 

 Revised MHS 

T1 

 

-.136 -1.277 .205    
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 Compassion Satisfaction T2     

1 Compassion 

Satisfaction T1 

.709 9.052 <.001 .503 .503 <.001 

2 Compassion 

Satisfaction T1 

.535 4.849 <.001 .531 .028 .031 

 Revised MHS 

T1 

.242 2.189 .031    

 Burnout T2     

1 Burnout T1 .679 8.327 <.001 .461 .461 <.001 

2 Burnout T1 .541 4.682 <.001 .479 .018 .099 

 Revised MHS 

T1 

-.193 -1.671 .099    

 Secondary Trauma T2     

1 Secondary 

Trauma T1 

.511 5.357 <.001 .262 .262 <.001 

2 Secondary 

Trauma T1 

.522 4.374 <.001 .262 .000 .887 

 Revised MHS 

T1 

.017 .143 .887    

6.3.11 Test-Retest reliability of the MHS 

Among the 83 completers, the Pearson’s correlation coefficient between the 

total MHS scores at Time 1 and Time 2 was .63 (p<.001, 95% BCa CI 

[.43, .81]). For engaged scores at T1 and T2 the Pearson correlation was .57 

(p<.001, 95% BCa CI [.29, .76]). For awareness scores it was .56 (p<.001. 

95% BCa CI [.41, .69]).For defusion scores it was .64 (p<.001, 95% BCa CI 

[.46, .79]). Although all of these are considered strong correlations (i.e. r 

≥ .50) they were suboptimal for good test-retest reliability (i.e. r ≥ .70) (see 

Table 6.9). Critically however, due to the limitations of Pearson’s correlation 

coefficients in examining test-retest reliability ICCs were run to examine the 

test-retest reliability of the MHS further.  

In the ICC analyses, the original MHS total score demonstrated good test-

retest reliability (ICC = .77, p<.001). However, the revised MHS total score 

had slightly better test-retest reliability (ICC = .80, p<.001). The defusion 

subscale was also found to have good test-retest reliability (ICC = .78, 

p<.001). Modest test-retest reliabilities were found among the engaged (ICC 

= .73, p<.001) and awareness (ICC = .71, p<.001) subscales (see Table 6.9). 



 
 

239 
 

This suggests that the MHS has good test-retest reliability overall albeit not 

excellent in this sample.  

Furthermore, a Bland-Altman plot was constructed in line with guidelines of 

Berchtold (2016). This was done in order to examine further the agreement 

between the T1 and T2 measurements on the MHS. Before constructing the 

plot a one-sample t-test was run to test whether the difference between the 

MHS scores across time-points were significantly different from zero. A non-

significant result (t (82) = .912, p = .364) was revealed; this suggests that the 

difference between the two measurements are close to zero and therefore 

there is a level of agreement.  

On the Bland-Altman plot (see Figure 6.1) there appears to be agreement for 

the majority of individuals with the exception of four cases (possibly 5) that 

were outside the limits of agreement. In addition, a regression analysis 

revealed that there was no proportional bias as the mean MHS score across 

time-points did not significantly predict the difference between scores across 

the two measurement time-points (B = .13, t = 1.230, p = .222, 95% BCa CI 

[-.07, .31]). This reveals that in this sample there was a degree of agreement 

and that there was not a trend in which points are above or below the mean 

difference line. Overall, the Bland-Altman plot suggests that the MHS scores 

at T1 and T2 are in agreement with each other in participants who completed 

both measurements. 
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Figure 6.1 The Bland-Altman plot with the mean difference (red line) and the 

95% confidence intervals (green lines) of the difference between the original 

MHS scores across both time points. 

 

Table 6.9                                                                                                          
Pearson’s r and ICC to examine the test-retest reliability of the MHS and its 
subscales  

 Pearson’s r ICC 

Original MHS  .62** .77** 

Revised MHS .66** .80** 

Engaged Subscale .57** .73** 

Awareness Subscale .56** .71** 

Defusion subscale .66** .78** 

**p<.001 
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6.4 Discussion 

6.4.1 Summary 

The current study explored demographic variables (age, gender, palliative 

care provision, profession), psychological flexibility in healthcare contexts, 

general psychological flexibility, self-as-context, self-compassion, and the 

four dimensions of empathy (empathic concern, perspective taking, personal 

distress, and fantasy) as predictors of general wellbeing and professional 

quality of life. Furthermore, the predictive validity of the MHS over and above 

the CompACT across a six-month interval was examined and supported for 

compassion satisfaction and burnout. The test-retest reliability of the MHS 

was also examined and supported in this study adding to the growing 

evidence for the psychometric properties of this measure. Moreover, 

correlations and regressions examining the relationship between the 

predictor variables and outcome variables revealed that these were mostly in 

line with expectations. As expected, psychological flexibility measured at 

baseline predicted and correlated with all wellbeing outcomes at follow-up. 

Subsequent sections will discuss these findings in greater detail. 

In the independent samples t-tests, there was a significant difference 

between burnout measures at T1 and T2. The analysis revealed that burnout 

increased between these two time points. There was no way of determining 

the cause of this increase. It may have been related to increased patient 

related stressors such as increased patient deaths during the winter months 

in which T2 was conducted. The number of patient deaths has been found to 

predict higher levels of burnout (e.g. Sansone & Sansone, 2012). In 

particular, across the UK the number of deaths were the highest in record for 

the winters of 2017 and 2018 since the winters of 1975/1976 (Office for 

National Statistics, 2018).  

6.4.2 Prediction of future professional quality of life and 
general wellbeing 

The current study found significant relationships between the psychological 

predictors and the outcomes in expected directions. Both the psychological 

flexibility measures (MHS, CompACT) at T1 correlated with professional 



242 
 

quality of life and general wellbeing at the follow-up in the expected 

directions. Furthermore, in the standard multiple regression analyses these 

two measures were the only significant predictors of the outcomes. Both 

were found to account for significant unique variance in burnout with the 

CompACT making the strongest contribution. The MHS was the only 

significant predictor of compassion satisfaction and the CompACT was the 

only significant predictor of general wellbeing and secondary trauma. This 

suggests that psychological flexibility is an important intervention target in 

order to enhance professional quality of life and general wellbeing in 

healthcare professionals. Already research suggests that interventions 

targeting psychological flexibility such as ACT are effective for substance 

abuse counsellors (Hayes, Bissett, Roget, et al., 2004), social workers 

(Brinkborg et al., 2011), and support staff working with individuals with 

intellectual disabilities (Bethay et al., 2012; McConachie et al., 2014). 

However, future research should examine whether measures of 

psychological flexibility in healthcare contexts (such as the MHS) can 

mediate changes in professional quality of life due to ACT interventions. 

Self-as-context, one of the six core psychological flexibility processes, was 

found to correlate with general wellbeing, compassion satisfaction, burnout 

and secondary trauma in expected directions. This supports recent findings 

that demonstrate that self-as-context is related to higher life satisfaction and 

lower psychological distress (e.g. Zettle et al., 2018; Moran, Almada, & 

McHugh, 2018). However, in the standard multiple regressions self-as-

context was not found to be a significant predictor of any of the outcome 

variables when controlling for the other predictor variables corroborating with 

the finding in chapter 5. Despite this result, it may be worthwhile to target 

processes of psychological flexibility such as self-as-context and study the 

impact these have on healthcare professionals’ wellbeing, empathy and 

working alliances with clients/patients.  

Self-compassion was significantly correlated with the outcome variables in 

expected directions. However, similar to self-as-context, self-compassion did 

not significantly predictor any of the outcome variables after controlling for 



 
 

243 
 

the other predictor variables in the standard multiple regressions. This 

partially supports the findings from Duarte et al (2016) that reported that self-

compassion was correlated and a significant predictor of all aspects of 

professional quality of life in oncology and palliative care nurses in Portugal. 

However, the use of forced entry multiple regressions in the current study 

can potentially account for the discrepancies between the findings in these 

studies as mentioned in Chapter 5.  

In relation to the dimensions of empathy (Davis, 1980), there was only a 

small correlation between empathic concern and compassion satisfaction in 

this longitudinal analysis. This suggests that a tendency to have feelings of 

compassion towards others is related to satisfaction in working with clients 

as a healthcare provider, but not strongly. This supports the findings by 

Duarte, Pinto-Gouveia, and Cruz (2016) who reported a moderate positive 

correlation between empathic concern and compassion satisfaction. 

However, the current study revealed that the other subscales did not 

correlate with professional quality of life. This finding is in contrast with some 

of the previous research suggesting that personal distress negatively 

correlates and perspective taking positively correlates with professional 

quality of life (e.g. Duarte & Pinto-Gouveia, 2017; Duarte et al., 2016). 

However, as noted in the previous chapter the IRI is a problematic self-report 

measure of empathy as it appears to poorly correlate with behavioural 

measures of empathy (Melchers et al., 2014); thus, caution is warranted in 

interpreting findings based on this measure.  

6.4.3 Test-Retest Reliability of the MHS 

The current study added to the findings of Kidney (2017) in examining the 

test-retest reliability of the MHS. Test-retest reliability refers to the 

consistency in test scores by the same participants over time (Shrout & 

Fleiss, 1979). This type of reliability can vary due to the context in which the 

measurement is being administered, practice effects, change in the variable 

of interest, or instability of a measurement aspect that may be due to 

measurement error (e.g. March, Sullican, & Parker, 1999). Based on the 

Pearson r data, the MHS (original and revised versions) and its subscales 



244 
 

appear to have suboptimal test-retest reliability (.56 < r > .66). Although, 

these correlations suggest the strength of the relationship between 

measurements at T1 and T2 are strong they fall behind the recommended 

value of .70 for test-retest reliability. This may suggest that the MHS scores 

are not fixed trait constructs and may be malleable over a 6-month 

timeframe. This malleability may be due to change due to season (time point 

1: summer, time point 2: winter), or increasing clinical experience or training. 

Critically however, Pearson’s r provides an index of the strength of 

relationships rather than agreement between measures. This has led authors 

(e.g. Berchtold, 2016) to recommend examining the agreement of two 

measurement time-points using ICCs and Bland-Altman plots to explore test-

retest reliability more appropriately.  

According to the ICC data, the original MHS total scale (ICC = .77), the 

revised MHS total score (ICC = .80) and the defusion subscale (ICC = .78) 

demonstrated good test-retest reliability while the engaged (ICC = .73) and 

awareness (ICC = .71) subscales demonstrated moderate test-retest 

reliability. Additionally, on the Bland-Altman plot it was demonstrated that the 

majority of cases fell between the limits of agreement with the exception of 

four (possibly 5) participants. This suggests that as a measure the MHS is 

stable across a 6-month interval. Moreover, this finding may provide 

researchers with the confidence that a change observed in intervention 

research on this measure may be due to the intervention. Thus, the MHS 

may have the potential to be used to enhance clinician training programs, 

interventions to augment wellbeing and reduce burnout, and research aiming 

to understand wellbeing (e.g. compassion satisfaction, burnout, sickness 

absence), working alliance with clients/patients and staff turnover across 

healthcare professionals. In particular, this measure could be useful to 

examine the application of ACT with healthcare professionals. 

6.4.4 Predictive Validity of the MHS across a six month 
interval 

In the standard multiple regression analyses the MHS was found to be the 

strongest and only predictor of compassion satisfaction among the 

CompACT, self-as-context, self-compassion and empathic concern. 
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Similarly, it was found to be a predictor of Burnout but the CompACT was 

found to be slightly stronger predictor. Interestingly, the MHS did not 

significantly predict general wellbeing or secondary trauma while the 

CompACT was the strongest and only predictor of these variables. This may 

suggest that the MHS is a useful tool in predicting burnout and compassion 

satisfaction across time but may be less predictive of general wellbeing or 

secondary trauma in comparison to more general measures of psychological 

flexibility such as the CompACT.  

This study also found that the MHS had predictive validity for compassion 

satisfaction and burnout across a six-month interval after controlling for the 

CompACT. However, similar to the standard multiple regressions the MHS 

did not add explanatory power over the CompACT in predicting general 

wellbeing or secondary trauma. This suggests that the MHS has specificity in 

relation to the derivation of pleasure from one’s work with clients 

(compassion satisfaction) and also the feelings of exhaustion and difficulties 

associated with working effectively in healthcare (burnout). However, it may 

not have specificity in predicting distress or trauma associated with 

secondary exposure to stressful events experienced by clients. Secondary 

trauma was predicted better by the general measure of psychological 

flexibility. This slightly challenges the contention that measures adapted for 

specific populations or contexts are inherently better than more general 

measures (e.g. Hayes et al., 2004; Wicksell et al., 2008). However, future 

research should determine whether the MHS is better at mediating the 

relationship between psychological flexibility interventions and outcomes 

compared to general measures such as the CompACT.  

As a more difficult test, the predictive validity of the MHS was examined after 

accounting for baseline wellbeing outcome scores. It did not significantly 

predict additional variance in general wellbeing, burnout, or secondary 

trauma at follow-up after controlling for baseline scores. This was a difficult 

test for the revised MHS to pass so it is not suggesting that the MHS is a 

poor predictor of these outcomes. However, it did predict additional 3% of 
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variance in compassion satisfaction. This suggests that the revised MHS is 

particularly strong predictor of compassion satisfaction across six-months.  

The MHS measured at timepoint 1 and timepoint 2 was correlated with all of 

the outcome variables measured at the follow-up. However, interestingly 

among the subscales only the awareness subscale correlated with all of the 

outcomes in the expected direction. This implies that being more aware of 

the present moment with clients/patients is associated with higher wellbeing, 

higher satisfaction with working with clients, lower burnout experiences, and 

lower levels of stress associated with secondary exposure to trauma or 

distress. The engaged subscale did not correlate with secondary trauma. 

This is in contrast to the modest negative correlation between these 

variables found in Chapter 5. Furthermore, the defusion subscale only 

correlated with compassion satisfaction; however, it correlated with 

compassion satisfaction in a moderately negative direction. Perhaps, “fusing” 

with thoughts such as “it is harmful to have negative thoughts about a client” 

or “I try hard to avoid negative thoughts about my therapeutic work” can 

promote more pleasure being derived from their work with their clients and 

minimise dissatisfaction. 

6.4.5 Revised MHS: Removing the Defusion Subscale 

In contrast to the findings of Chapter 5 suggesting that the Defusion subscale 

predicted additional variance over and above the engaged and awareness 

subscales in secondary trauma but not for the other outcomes; the current 

study found that Defusion only added additional variance in predicting 

compassion satisfaction. Unexpectedly, defusion appeared to predict 

compassion satisfaction in a negative direction. Therefore, regression 

analyses were run to examine the MHS without the defusion subscale and 

examine construct and predictive validity. 

Standard multiple regressions to examine which of the predictors were the 

strongest and hierarchical multiple regressions to examine the predictive 

validity of the MHS over and above the CompACT were run with a revised 

version of the MHS calculated without the defusion subscale. Similar to the 

original version in the standard regressions the revised MHS was the 
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strongest and only predictor of compassion satisfaction and did not predict 

general wellbeing and secondary trauma very well; however, it became the 

strongest predictor of burnout followed by the CompACT. In the hierarchical 

regressions, the pattern of results remained the same in that revised MHS 

added variance to burnout and compassion satisfaction but not significant 

variance to secondary trauma or general wellbeing. However, removing the 

defusion subscale appeared to increase the variance explained for 

compassion satisfaction (Original: 7% variance added; Revised: 28%), 

burnout (Original: 9%; Revised: 13%), general wellbeing (Original: 0%; 

Revised: 2%), and secondary trauma (Original: 0%; Revised: 1%). This 

suggests that the defusion subscale appears to weaken the predictive power 

of the MHS due to a cancelling out effect (in negatively correlating with 

compassion satisfaction) and hazing zero correlations with secondary trauma 

and burnout. 

The suggestion that psychological professionals (PPs) differ compared to 

non-PPs on defusion in Chapters 4 and 5 was supported by the current 

study. It was found that at both time points PPs tended to score higher on the 

defusion subscale compared to non-PPs. This may suggest that there is 

measurement variance across professionals with varying degrees of 

exposure to the concept of defusion in their training. For example, PPs may 

be more likely to defuse from negative thoughts about their clients as due 

their training they are made more aware of the benefits of this. In contrast, 

more medically orientated staff are likely to view having negative thoughts 

about clients as harmful and thus attempt to avoid these in the service of 

providing good quality of care to patients. Interestingly, PPs also differed 

compared to non-PPs on the openness subscale of the CompACT subscale 

and on the self-as-context scale suggesting that PPs tend to be more open 

to experiences, detach or transcend from the literality of psychological 

content and remain calm given the presence of unwanted experiences. 

Future research could compare PPs to other healthcare professionals using 

larger and more equal sample sizes and test for measurement invariance 

(i.e. equivalence of measures) between these groups on the MHS and the 
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subscale of defusion more thoroughly using SEM approaches (Coulacoglou 

& Saklofske, 2017). 

6.4.6 Theoretical Implications 

In general, this study supports the literature in suggesting that context or 

population specific measures should be designed to enhance the precision 

and sensitivity of general measures. A recent systematic review was 

conducted by Ong, Lee, Levin and Twohig (2019) of Acceptance and Action 

Questionnaire (AAQ-II; Bond et al., 2011) variations to capture psychological 

flexibility in various populations and contexts. These include chronic pain 

patients (Chronic Pain Acceptance Questionnaire [CPAQ]; McCracken, 

Vowles, & Eccleston, 2004) and irritable bowel syndrome (Irritable Bowel 

Syndrome Acceptance and Action Questionnaire [IBSAAQ]; Ferreira, 

Eugenicos, Morris, & Gillanders, 2013), work contexts (Work-Related 

Acceptance and Action Questionnaire [WAAQ]; Bond, Llyoyd, Guenole, 

2012) among others (see Ong et al., in press). The authors of the review 

reported that these context specific measures tend to outperform the general 

measure of psychological flexibility in terms of incremental validity and 

sometimes treatment sensitivity. The current study findings supports this by 

demonstrating that the MHS has incremental validity over and above the 

CompACT for the healthcare work-related outcomes of compassion 

satisfaction and burnout.  

In this analysis the MHS did not have predictive validity for general wellbeing 

or secondary trauma (as measured by the ProQoL-5) over and above the 

CompACT across the six-month time interval. This suggests that the MHS is 

not precise or sensitive enough to predict secondary trauma. It may also 

suggest that the CompACT and MHS account for much the same variance in 

secondary trauma. This finding is important as secondary trauma can lead to 

more emotional difficulties for the professional and promote avoidance of 

patients that arose negative feelings of fear and trauma (Stamm, 2010). 

Further examining the predictive validity of the MHS in predicting other 

healthcare work-related outcomes such as working alliance with 
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patients/clients, client satisfaction, work engagement, absenteeism, and staff 

retention/turnover would be beneficial.  

The finding that defusion was found to correlate negatively with compassion 

satisfaction was theoretically inconsistent. For instance, this finding contrasts 

with a decent number of studies suggesting that defusion is helpful for 

negative self-referential thoughts (e.g. Healy, Barnes-Holmes, Barnes-

Holmes, et al., 2008; Masuda, Twohig, Stormo, et al., 2010; Larson, Hooper, 

Osborne, et al., 2016), negative body image thoughts (Mandavia, Masuda, 

Moore et al., 2015) and social anxiety (e.g. Barrer, Szafranski, Ratcliff et al., 

2016; Lee, Duys, & Kim, 2018). However, fusion and avoidance are not 

counterproductive in every context and can at times be helpful in avoiding 

danger or harm and problem solving (e.g. Hayes et al., 1996; Villatte et al., 

2016). As discussed in previous chapters fusion or avoidance has been 

found to be helpful for healthcare professionals in coping with work-related 

stress (e.g. Martins, Chaves, & Compos, 2013; Akbar, Elahi, Mohammadi, & 

Khoshknab, 2016) and was found to be helpful for palliative care 

professionals to manage stress and maintain a healthy work-life balance in 

the qualitative study presented in Chapter 3.  

6.4.7 Strengths and Limitations 

There were a number of strengths associated with the design of this study. 

Firstly, the longitudinal design employed in this study allows the researcher 

to examine multiple psychological constructs in relation to the outcome or 

dependent variables of interest across time. For example, in this study we 

examined psychological flexibility, self-as-context, self-compassion, and four 

dimensions of empathy in relation to professional quality of life where it 

would be very difficult to manipulate each of these in an experimental design. 

Secondly, the six-month interval allowed us to estimate test-retest reliability 

appropriate to capture reliability that spans beyond the length of a typical 

intervention protocol for burnout or wellbeing in healthcare professionals. 

Thirdly, longitudinal designs can complement experimental research in 

identifying processes of change (see Ciarrochi, Zettle, Brockman et al., 

2015).  
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It is important to consider the limitations of this study when interpreting the 

findings. Firstly, longitudinal designs are susceptible to selective attrition (i.e. 

a tendency for some people to be more likely to drop out of longitudinal 

studies than others). This can lead to misrepresenting the strength of 

associations and findings of longitudinal studies. For example, perhaps only 

healthcare professionals who were less stressed were able to take part in the 

study. However, according to baseline findings there were no differences 

between completers and non-completers found on any of the variables. 

Secondly, longitudinal studies are also at the mercy of the impact of testing 

effects (i.e. the effects of the test on respondents). Some testing effects that 

could bias the current findings include participants losing interest in 

participating having to answer the same or similar questions and 

respondents becoming more aware of their circumstances and thus interpret 

items differently in subsequent testing time points (Taris & Kompier, 2003). 

Thirdly, in longitudinal designs it is always possible that a third variable that 

is unaccounted for could explain the relationship between the predictor and 

outcome variables in question. Fourthly, the use of self-report measures is a 

potential limitation of the current study as they are at risk of biases such as 

social desirability bias (e.g. Melchers et al., 2014). Moreover, self-report 

measure may not be capable of capturing complex constructs such as 

psychological flexibility (e.g. Ciarrochi et al., 2011). For instance, the 

awareness subscale may depend on how aware participants are of their 

awareness or unawareness.  

6.4.8 Future Research   

The next step in examining the psychometric properties of the MHS would be 

to determine its responsiveness. This involves examining the ability of the 

measure to detect valid change scores across time (Mokkink, Terwee, 

Patrick, et al. 2010). This is particularly important for intervention research as 

a measure that is found to have poor responsiveness will not capture the 

change expected and may not have treatment utility. Responsiveness should 

be determined by examining the correlation between the change scores (e.g. 

whether change in psychological flexibility correlated with changes in 

wellbeing outcomes). Other indicators of responsiveness such as Guyatt’s 
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responsiveness ratio (Guyatt, Walter, & Norman, 1987) could also be 

calculated but according to COSMIN (Mokkink et al., 2012) this is 

inappropriate for determining responsiveness as it only takes the minimal 

important change into account which is about interpretation rather than the 

validity of the change score. T-tests were also considered not optimal to 

examine responsiveness as it captures significant change rather than 

assesses the validity of the change (Mokkink et al., 2012). 

In order to minimise the possibility of a third variable accounting for the 

relationships between psychological flexibility and outcomes in healthcare 

professionals experimental studies could be conducted. Specifically it may 

be worthwhile to conduct clinical analogue studies delineating the processes 

of psychological flexibility and its impact on wellbeing in healthcare 

professionals, the education of healthcare trainees, and target behaviours 

(e.g. working alliance, empathy towards patients). For example, it is possible 

to target self-as-context in clinical analogue studies (similar to Foody, 

Barnes-Holmes, Barnes-Holmes, & Luciano, 2013) and examine its effect on 

the wellbeing outcomes described in the current study and also examine its 

effect on the professionals willingness to tolerate distress of others. 

Furthermore, the impact of these brief interventions in a laboratory setting on 

the MHS and its subscales could be a fruitful line of research. 

6.4.9 Conclusion 

This is the first study examining psychological flexibility in healthcare 

professionals using a longitudinal survey design. Broadly, this study 

suggests that future interventions that aim to enhance professional quality of 

life in healthcare professionals would benefit in targeting psychological 

flexibility, self-as-context, self-compassion, and empathic concern. In 

particular, an ACT-based intervention has the potential to target each of 

these processes and have a positive impact on professional quality of life 

and general wellbeing. In relation to the MHS, this study suggests that this 

measure has predictive validity for compassion satisfaction and burnout. It 

appeared to have predictive validity of compassion satisfaction at follow-up 

even when controlling for baseline scores of compassion satisfaction. 
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Moreover, the MHS was found to have moderate-to-good test-retest 

reliability giving future researchers confidence that change observed on this 

measure can be attributed to intervention rather than due to chance or 

measurement error. Critically however, the MHS was not found to account 

for additional variance in general wellbeing and secondary trauma over and 

above the CompACT. Also, the defusion subscale only demonstrated 

predictive validity for compassion satisfaction; however, it appeared to 

moderately negatively correlate with this outcome. Removing the defusion 

subscale also appeared to strengthen the MHS ability to account for variance 

in the outcomes and improved predictive validity especially in predicting 

compassion satisfaction. Therefore, it is recommended that the defusion 

subscale should be removed from the scoring of the MHS. Future research 

should attempt to examine the responsiveness of the MHS in order to 

strengthen the understanding of its psychometric properties relevant for 

intervention studies.  
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Chapter 7 General Discussion 

7.1 Introduction 

This chapter will firstly aim to give a brief summary of the results of the 

systematic review, qualitative study, dimensionality analyses, cross-sectional 

analyses, and longitudinal analyses. The chapter then explores the 

implications of the current research findings for future research, theory, 

policy and practice.  Throughout the discussions the limitations and strengths 

of the current research will be highlighted (see Chapter Discussions for more 

study specific strengths and limitations). 

7.2 Summary of the Current Research 

7.2.1 Systematic Review 

The aim of this review was to identify occupational stress measures used 

with palliative care professionals and evaluate the psychometric properties of 

these measures in relation to this population. A practical implication of this 

study was to guide future researchers in selecting appropriate outcome 

measures for future intervention research with palliative care professionals. 

There were 40 studies found to have met the inclusion criteria of this review 

(i.e. measured occupational stress, published in English, inclusion of 

palliative care professionals working with adults). It was revealed that the 

most frequently used measures were the Maslach Burnout Inventory, 

Professional Quality of Life scale, and Nursing Stress Scale and thus these 

had the most evidence to support their use, especially in hypothesis testing 

or construct validity. However, the methodological quality of the majority of 

these studies were rated fair and mostly examined hypothesis testing and 

neglected reliability and responsiveness; therefore better quality studies are 

needed to make conclusive recommendations about what outcome measure 

to use with palliative care professionals. Furthermore, only one measure “the 

Stress in Nurses Engaged in Palliative Care Scale” (Terakado & Watanabe, 

2012) was designed to measure occupational stress in a palliative care 

professional population. Therefore, it may be that the majority of current 

stress measures identified are not sensitive to the experience of stress in 
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palliative care professionals and new measures may be needed to become 

more context sensitive.  

A second aim of this review was to identify psychological factors that are 

associated with occupational stress in palliative care professionals. 

According to this review occupational stress was positively related to 

psychiatric morbidity, negative mood states such as tension-anxiety, anxious 

attachment style, death-related anxiety, accepting responsibility, and 

ineffective coping styles such as denial and substance abuse. On the other 

hand, occupation stress in palliative care professionals was negatively 

correlated with self-care, sense of self-efficacy and competence, secure and 

dependent attachment styles, neutral acceptance of death attitude, ability to 

cope with death, emotion-focused and problem solving coping styles, 

professional social support, and dehumanisation of patient suffering when 

staff have more direct contact with patients. These relationships were all 

small to medium in strength. Interestingly, the relationship between 

occupational stress and psychological factors such as social support and 

coping styles appeared mixed. These findings have implications for potential 

psychological intervention targets to reduce occupational stress and enhance 

the wellbeing of palliative care professionals. Critically however, these 

studies used a wide array of occupational stress measures which 

operationalised occupational stress in different ways (burnout, secondary 

trauma, sources of stress in nurses, etc.). Therefore, the relationship 

between occupational stress and psychological predictors could change 

depending on how a researcher operationalises and measures occupational 

stress.  

7.2.2 Qualitative Study 

The qualitative study was conducted to explore and describe the experiences 

of palliative care clinicians (PCC’s) in terms of the challenges they 

encounter, as well as aspects of the work that provide a sense of meaning 

and purpose. The study sought to identify the personal impact of working in 

palliative care, to identify what palliative care professionals do in response 

and the consequences of those responses. It was hoped that this study 

would inform the development of future psychological interventions to 
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promote wellbeing in palliative care professionals. This study involved 9 

semi-structured interviews with palliative care practitioners. These interviews 

were then transcribed and subjected to a framework analysis (Ritchie & 

Spencer, 1994).  

In this study, five master themes emerged that provide insight into the 

experience of being a palliative care practitioner. Firstly, sources of meaning 

and purpose emerged with making a difference (through being a “good” 

practitioner, connecting with service users, and being a part of an 

organisation with a good reputation for providing palliative care) and personal 

growth (e.g. continued learning) being identified as the main rewarding 

aspects of palliative care work. Secondly, sources of stress were explored 

and included emotional challenges (e.g. having younger patients, unpleasant 

deaths, absorbing distress on an ongoing basis), patient family dynamics, 

having goals blocked, work environment factors (e.g. intensity and number of 

issues to be addressed by a small team), public perception of palliative care 

(e.g. the idea that it is sad place to work) and uncontrollability being the main 

factors associated with stress. Thirdly, it was revealed that working in 

palliative care impacted practitioners’ ability to fully engage in life. For 

example, participants reported  feeling drained and some reported 

challenges in maintaining a work-life balance; however,  participants also 

reported being more clear about what matters to them and making more 

meaningful action as a result of working in palliative care. Palliative care 

work also appeared to have an impact on their perception of death and dying 

(e.g. they became more comfortable with death and were more clear about 

preferred place of death because of this work). Fourthly, the study identified 

several unhelpful responses to stressors in palliative care work such as self-

doubt, over-identifying with patients, rumination, emotional suppression, and 

lack of self-care. Finally, the study found that responses such as perspective 

taking (e.g. understanding the perspective of patients and grieving families, 

taking a perspective of distinction from the suffering of others, self-

compassion), being present at work, being able to switch off (e.g. shifting 

attention from work related thoughts when it was useful to do so), 

acceptance of difficult challenges, social support (e.g. in order to offload 
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emotional distress, get clarity on issues, aide decision making, perspective 

taking shift, reassurance, and humour), and active self-care were helpful 

responses in promoting productivity and sustainability. 

Given the emotional nature of working in palliative care it was surprising to 

find that most participants in this study did not excessively struggle with 

stress. Furthermore, it was also interesting that participants appeared to be 

quite psychologically flexible. A psychologically flexible carer would be able 

to link their caring work to sources of meaning and purpose and respond to 

stress and adversity with awareness and openness. A number of hypotheses 

arose from this finding: (1) palliative care practitioners are highly 

psychologically flexible enabling them to face adversity effectively and link 

their behaviour to purpose and meaning, (2) palliative care practitioners who 

are more psychologically flexible are more likely to remain in this line of work 

as they have the psychological space for being around and making a 

difference to the suffering and deaths of patients and are less at risk of 

developing symptoms of burnout, and (3) interventions that target 

psychological flexibility in palliative care staff may reduce turnover, burnout 

and improve patient-care practices. 

7.2.3 CFA and ESEM (within CFA) analysis of the Mindful 
Healthcare Scale 

The aim of this study was to re-examine the structural model of the Mindful 

Healthcare Scale (MHS; Kidney, 2017) and to compare whether a CFA or an 

ESEM/EwC approach is more suitable. Two measurement models were 

tested in these analyses:  

(1) the original model (First order factors: Engaged, Awareness, and 

Defusion; Higher order factor: psychological flexibility) proposed by 

Kidney (2018),  

(2) a one-factor model (all items loading onto psychological flexibility),  

The findings of the study suggested that the EwC produced better model fits 

compared to the more restrictive traditional CFA analyses in line with the 

conclusions of Marsh (e.g. Marsh, Muthén, Asparouhov et al., 2009; Marsh, 

Lüdtke, Muthén, et al., 2010). This suggests that the MHS items and 
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potentially other psychological flexibility indicators may reflect 

multidimensional constructs.  

In terms of model fit, the original model analysed within the EwC approach 

performed the best and was the only model that reached a satisfactory fit. 

Therefore, the MHS can be used as 3-factor measure comprising of 

engaged, awareness and defusion items and also as a total score of 

psychological flexibility in healthcare professionals. However, all models 

contained “Heywood cases” or negative variance estimates. In particular, it 

appeared that the defusion factor and items negatively contributed to 

psychological flexibility in these models. However, these negative variance 

estimates were determined to be due to chance or sampling fluctuations and 

not model misspecifications. Thus, these findings may suggest that the 

defusion subscale may not contribute to a robust measure of psychological 

flexibility in this sample. An examination of measurement (in)variance could 

determine if the defusion subscale and items perform better with certain 

professional groups such as psychological/mental health professionals. 

7.2.4 Cross-sectional Study investigating psychological 
flexibility in healthcare professional wellbeing 

The primary aim of the cross-sectional survey was to replicate Kidney (2017) 

in providing evidence for the construct validity of the MHS. There were 163 

working healthcare professionals recruited for this study using social media 

posts, contacting the research leads of two Marie Curie Hospices in 

Scotland, and word of mouth. Demographic variables recorded as part of this 

study were age, gender, years of experience, and provision of palliative care. 

Predictor variables included psychological flexibility in healthcare contexts 

(MHS), general psychological flexibility, self-as-context, self-compassion, 

and empathy dimensions (empathic concern, perspective taking, personal 

distress, and fantasy). Outcome variables included general wellbeing, 

compassion satisfaction (i.e. derivation of satisfaction from caring work), 

burnout, and secondary trauma.  

It was revealed that the MHS had good concurrent validity given that it is 

strongly correlated with the CompACT, a generic measure of psychological 

flexibility. The Engaged subscale appeared to have good concurrent validity 
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in that it strongly correlated with the Valued Action subscale on the 

CompACT. The Awareness subscale had adequate concurrent validity as it 

moderately correlated with the behavioural awareness subscale of the 

CompACT and appeared to be more strongly related to Valued Action. The 

Defusion subscale had weak concurrent validity given that it only weakly 

correlated with the Openness subscale of the CompACT and did not 

correlate with the other subscales. However, in order to examine the 

concurrent validity of the Defusion subscale more closely perhaps using the 

Cognitive Fusion Questionnaire (CFQ; Gillanders et al., 2014) would be more 

appropriate.  

Another aspect of construct validity examined in this study was convergent 

validity. It was reported that the MHS along with the Engaged and 

Awareness subscales had good convergent validity. This was demonstrated 

by correlations with other process variables and outcomes measures being 

in expected directions; positively correlating with general wellbeing, 

compassion satisfaction, self-as-context, and self-compassion; negatively 

correlating with burnout, secondary trauma, and personal distress in 

interpersonal settings. However, only the Engaged subscale correlated with 

empathic concern (Interpersonal Reactivity Index subscale) and this was a 

weak correlation (r = .22, p<.01). None of these subscales or the total score 

of the MHS correlated with perspective taking. Despite the mixed evidence 

for convergent validity with the IRI dimensions, this empathy measure is 

limited as it poorly correlates with behavioural measures of empathy 

(Melchers et al., 2014). Moreover, the findings indicated that the Defusion 

subscale had poor convergent validity; it weakly correlated with secondary 

trauma and did not significantly correlate with other variables.  

The specificity of the MHS for the healthcare context was examined by 

comparing the relative strength of the correlations between the MHS and 

CompACT with general wellbeing and professional quality of life measures. It 

was found that the MHS had a significantly stronger relationship with 

compassion satisfaction and secondary trauma compared to the CompACT. 

No differences were found for burnout or general wellbeing. This suggests 

that the MHS can be considered a context specific measure of psychological 
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flexibility as it correlates more strongly with healthcare professional related 

outcomes compared to a generic measure of psychological flexibility. 

Critically however, the MHS did not correlate significantly more strongly with 

burnout compared to the CompACT. The defusion items reduced the 

strength of the correlation as it did not significantly correlate with burnout. 

Therefore, the MHS as measured as just the engaged and awareness items 

strengthens the measure. 

The specificity of the MHS subscales was also examined using forced entry 

regressions to identify the subscales that accounted for unique variance 

when controlling for other variables. It was expected that the MHS subscales 

would predict the strongest unique variance in the professional quality of life 

outcomes but may not predict the strongest unique variance in general 

wellbeing relative to the CompACT subscales. For general wellbeing the 

Engaged and Awareness subscales of the MHS predicted unique variance 

but the Valued Action subscale of the CompACT was the strongest predictor. 

For compassion satisfaction, only the Engaged and Awareness subscales 

(MHS) were significant predictors with the engaged subscale predicting the 

strongest unique variance. As expected, the Engaged subscale was the 

strongest predictor followed by the Awareness subscale and then self-

compassion for burnout. Finally, for secondary trauma, the strongest 

predictor was the Awareness subscale (MHS), followed by the engaged 

subscale, then the fantasy subscale of the IRI and finally the defusion 

subscale (MHS). This suggests that the MHS is sensitive to healthcare 

professional wellbeing outcomes in a context specific way. However, it also 

suggests that the Defusion subscale of the MHS has poor predictive ability. 

Another aim of the current study was to examine the incremental validity of 

the MHS subscales over and above the CompACT subscales in accounting 

for variance in general wellbeing and professional quality of life outcomes. In 

this analysis it was revealed that the MHS subscales generally had good 

incremental validity. For general wellbeing, the MHS subscales explained an 

additional 9% over and above the CompACT; this additional variance 

appeared to be due to the engaged and awareness subscales and not the 

defusion subscale. An additional 37% of the variance in compassion 
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satisfaction was accounted for by the MHS engaged and awareness 

subscales over and above the CompACT subscales; the defusion subscale 

did not significantly predict any unique variance. Similarly, for burnout, the 

engaged and awareness subscales but not the defusion subscale accounted 

for an additional 21% of the variance. All of the MHS subscales significantly 

accounted for an additional 21% of the variance in secondary trauma over 

and above the CompACT. This suggests that the MHS subscales has good 

incremental validity in predicting general wellbeing and professional quality of 

life in healthcare professionals compared to a generic measure of 

psychological flexibility. However, this analysis demonstrated that the 

defusion subscale does not contribute significantly to the predictive ability of 

the MHS, in this sample. 

Finally, this study aimed at examining the differences between palliative care 

and non-palliative care professionals on the survey measures. According to 

the t-tests to compare palliative care and non-palliative care providers there 

were no differences found on general wellbeing, professional quality of life, 

the MHS, the CompACT, self-as-context, self-compassion, perspective 

taking, empathic concern, or personal distress in interpersonal settings. 

However, there was a significant difference found on the fantasy subscale of 

the IRI. It was found that non-palliative care professionals (M = 14.38, SD = 

4.44) scored higher on this variable compared to the palliative care 

professional group (M = 12.60, SD = 5.17). This finding was unexpected 

especially considering that previous research has decided to omit this 

subscale due to its irrelevance in healthcare contexts (e.g. Duarte & Pinto-

Gouveia, 2017, Duarte et al., 2016).  

7.2.5 Longitudinal Study investigating the role of 
psychological flexibility in healthcare professional 
wellbeing 

This study used a longitudinal design by following up the participants 

recruited for the cross-sectional study. The follow-up managed to retain 83 

participants (51% response rate) from the original 163 participants who 

completed the survey at time point one (T1). At the six-month follow-up 

(Timepoint 2; T2) participants specified their profession and completed three 
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questionnaires (MHS, Short Warwick-Edinburgh Mental Wellbeing Scale 

[SWEMWS], and Professional Quality of Life Scale [ProQoL-5]). Of the 

measures that were administered twice only the Burnout subscale appeared 

to have significantly increased between the two time points. This is curious; 

however may be a result of the increased number of patient deaths in the 

winter (Office for National Statistics, 2018) or a seasonal effect as time point 

one data was collected during the summer and the follow-up was collected in 

the winter (e.g. Beute & de Kort, 2018; Denissen, Butalid, Penke, & van 

Aken, 2008; Meesters & Waslander, 2009). 

This study aimed to examine the predictive validity of the MHS at 

baseline in predicting or correlating with wellbeing outcomes after the 

passage of six months. See Table 7.1 for summary of correlations between 

the MHS at baseline and the wellbeing outcomes. Overall, the correlation 

analyses suggest that the MHS at baseline can predict general wellbeing, 

compassion satisfaction, burnout and secondary trauma at a six-month 

follow-up. It was interesting to find that the Engaged subscale did not reach 

significance in predicting secondary trauma. It could be argued that being 

engaged at work brings you in contact with more suffering from patients and 

thus increase secondary trauma. However, being clear about values and 

deriving purpose at work may somehow reduce that impact. In addition, 

Defusion appeared to be negatively correlated with compassion satisfaction 

and did not significantly correlate with any of the other outcome variables it 

was decided to remove this subscale and analyse data with a revised MHS 

(Revised MHS = Engaged + Awareness). The revised MHS outperformed 

the original MHS in correlating with all wellbeing outcomes. 
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Table 7.1                                                                                        
Correlational analyses between the MHS (original and revised) and its 
subscales at baseline with wellbeing outcomes at the six month follow-up. 

 General 

Wellbeing 

Compassion 

Satisfaction 

Burnout Secondary 

Trauma 

Engaged 

Subscale 

.315** .629** -.531** -.210 

Awareness 

Subscale 

 .288*  .471**  -.485**  -.299** 

Defusion 

Subscale 

-.114 -.271* -.051 -.048 

Total MHS  .240*  .404**  -.527**  -.277* 

 

Forced entry regressions were run to determine which predictor measured at 

baseline was the strongest in predicting the wellbeing outcomes. The revised 

MHS was the strongest predictor of unique variance in compassion 

satisfaction and burnout. However, it did not significantly predict unique 

variance in general wellbeing or secondary trauma. For secondary trauma 

none of the predictors (MHS, CompACT, self-as-context, or self-compassion) 

accounted significantly for unique variance; however, the model as a whole 

was significant and accounted for 15% of the variance. This was surprising 

given that secondary trauma is defined as an occupational wellbeing 

outcome. However, the validity of this subscale of the ProQoL has been 

recently questioned (e.g. Hemsworth et al., 2018; Heritage et al., 2018) 

which suggest that caution is needed when interpreting this subscale. 

This study also aimed to examine the predictive validity of the MHS at 

baseline when controlling for the CompACT (generic measure of 

psychological flexibility) at baseline in predicting general wellbeing and 

professional quality of life at a six-month follow-up. The revised MHS at 

baseline appeared to predict an additional 28% of the variance in 

compassion satisfaction at follow-up over and above the CompACT at 

baseline. Furthermore, the MHS at T1 accounted for an additional 13% of the 

variance in burnout at T2 over and above the CompACT at T1. However, the 

MHS at T1 did not account for additional variance in general wellbeing or 

secondary trauma measured at T2. It was not expected that the MHS at 
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baseline would predict any additional variance for general wellbeing as it was 

designed to be more sensitive in predicting healthcare professional 

outcomes rather than general life outcomes. In conclusion, it appears that 

the revised MHS has good predictive validity when controlling for the 

CompACT across a six-month interval for compassion satisfaction and 

burnout; however, it does not appear to have predictive validity when 

controlling for the CompACT for general wellbeing or secondary trauma over 

a six-month period.  

The predictive validity of the revised MHS in predicting wellbeing outcomes 

at the six-month follow-up was also examined while controlling for the 

corresponding outcome at baseline. This would be a particularly difficult test 

for the revised MHS as the baseline outcome scores were strongly correlated 

with follow-up outcome scores. The revised MHS did not predict additional 

variance for burnout, secondary trauma, and general wellbeing. This analysis 

found that the revised MHS predicted an additional 3% of variance for 

compassion satisfaction at follow-up over and above compassion satisfaction 

at baseline. This suggests that the revised MHS has particularly strong 

predictive validity for compassion satisfaction. 

Another primary aim of this study was to examine the test-retest reliability of 

the MHS. The Engaged and Awareness subscales were both found to have 

moderate test-retest reliability whereas the Defusion subscale was found to 

have good test-retest reliability. The original MHS was also found to have 

good test-retest reliability but this was improved somewhat when the 

Defusion items were removed from the current analysis. Specifically, 

Intraclass Correlation Coefficients increased from .77 of the original MHS 

total score to .80 for the revised total score. This suggests that the MHS is a 

stable measure of psychological flexibility for healthcare professionals and 

may be useful in detecting change in interventions that last up to six months. 

As profession was recorded at T2 it was possible to check for differences 

between psychological and other healthcare professionals. Interestingly, 

results demonstrated that psychological professionals scored higher on the 

Defusion subscale of the MHS, the Openness to Experiences subscale of the 
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CompACT, and the self-as-context scale. This may suggest that being a 

psychological professional or having exposure to or knowledge of the ACT 

model may influence scores on certain psychological flexibility process 

measures. It may also suggest that there is measurement variance across 

professionals for the defusion subscale as discussed in Chapter 4 and 

Chapter 6. However, given that the number of participants that identified as a 

psychological professional (n = 21) and the number of participants that did 

not identify as a psychological professional (n = 62) was unequal suggests 

that these findings are potentially chance findings. 

7.3 Implications for Future Research 

7.3.1 Selection of Measures for the Palliative Care 
Professionals 

As identified by the systematic review presented in Chapter 2, the Maslach 

Burnout Inventory (MBI), Nursing Stress Scale (NSS) and Professional 

Quality of Life Scale (ProQoL) are widely used in palliative care professionals 

as measures of occupational stress. However, there appears to be a need 

for further exploration and development of occupational stress measures in 

palliative care. Firstly, the majority of studies identified relied on cross-

sectional designs in order to examine hypothesis testing or construct validity. 

Examination of psychometric properties such as test-retest reliability and 

treatment sensitivity using longitudinal designs would strengthen the current 

evidence. Secondly, new measures of occupational stress may be needed to 

capture occupational stress in this professional population with more 

precision and sensitivity to the palliative care context.  For instance in the 

qualitative study in Chapter 3 it was found that palliative care professionals 

not only deal with unique emotional challenges but they also reported having 

to confront negative public perceptions of palliative care work. However, 

given the current state of the evidence it is recommended that the MBI, 

ProQoL and NSS may be used with caution in intervention and survey 

studies of palliative care professionals. 
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7.3.2 Alternative or Additional Measures to Self-Report 
Measures  

One of the key limitations of the current thesis is its reliance on self-report in 

the empirical survey study and also in the qualitative study. Newsome, 

Newsome, Fuller and Meyer (2019) revealed that contextual behavioural 

scientists have almost exclusively relied upon self-report measures. They 

went further to argue that over-reliance on self-report and the neglected use 

of behavioural measures is at odds with the aims of CBS (i.e. prediction-and-

influence of behaviour with precision, scope and depth). However, they 

recommend that a greater diversity of measurement tools should be used to 

bring CBS more closely aligned to its goals. Given that self-report measures 

are at risk of social desirability bias (e.g. van de Mortel, 2008) it may be 

fruitful to develop new ways of measuring occupational stress outside the 

realm of self-report. There are two alternative or adjunctive measures that 

could be used in research of occupational stress in palliative care and 

healthcare professionals: heart rate variability and the Implicit Relational 

Assessment Procedure. 

Heart Rate Variability (HRV) 

Recently some authors have advocated the measure of heart rate variability 

(HRV) as an objective indicator of psychological stress in conjunction with 

self-report measures (Kim, Cheon, Bai, & Koom, 2018). HRV is a 

physiological measure of autonomic functioning; it captures the temporal 

fluctuation of heart beat intervals. HRV can be measured using 

electrocardiogram (ECG) and heart rate (HR) monitors. This can be 

assessed using short-term (typically 2-12 hours) measurements in a 

laboratory or long-term measurements (24 hours or more) in real life settings. 

ECG is preferred over HR monitors as they can verify abnormal RR intervals, 

detect ectopic beats or other arrhythmic events, and can estimate respiratory 

rate that can impact HRV (Jarvelin-Pasanen, Sinikallio, & Tarvainen, 2018). 

Analysis methods of HRV can be divided into time-domain, frequency-

domain, and nonlinear parameters (see Table 7.2; see the Task Force of the 

European Society of Cardiology and the North American Society of Pacing 

Electrophysiology (1996) for more details). 
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Table 7.2                                                                                               
Analysis Methods of HRV. Adapted from the Task Force of the European 
Society of Cardiology and the North American Society of Pacing 
Electrophysiology (1996) and Jarvelin-Pasanen et al. (2018). 

Variables Units Description 

Time Domain Measures of HRV 

SDNN ms Standard deviation of all NN intervals 

SDANN ms Standard deviation of the averages of NN intervals in 

all 5 minute segments of the entire recording 

RMSSD ms The square root of the mean of the sum of the squares 

of differences between adjacent NN intervals 

SDNN index ms Mean of the standard deviations of all NN intervals for 

all 5-minute segments of the entire recording 

SDSD ms Standard deviation of differences between adjacent 

NN intervals 

NN50 count  Number of pairs of adjacent NN intervals differing by 

more than 50 ms in the entire recording; three variants 

are possible counting all such NN intervals pairs or only 

pairs in which the first or the second interval is longer 

Pnn50 % NN50 count divided by the total number of all NN 

intervals 

   

Frequency Domain Measures of HRV 

VLF ms2 Power in VLF range 

LF ms2 Power in LF range 

LF norm ms2 LF power in normalized units LF/(total 

power−VLF)×100 

HF nu Power in HF range 

HF norm ms2 HF power in normalized units HF/(total 

power−VLF)×100 

LF/HF nu Ratio LF [ms2]/HF[ms2] 

   

Nonlinear methods 

SampleEn  Sample entropy of RR interval time series 
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HRV is a tool that can be used to examine autonomic nervous system 

activity (ANS). For example, HRV can be lowered as result of increased 

activity of the sympathetic system and elevated as a result of activation in the 

parasympathetic system of the ANS (Rajendra Acharya, Paul Joseph, 

Kingma et al., 2003). HRV appears to link broadly to both mental and 

physical health (See Kemp & Quintana, 2013). In particular, low heart rate 

variability (i.e. a monotone heart beat interval) reflects an impairment in 

regulatory and homeostatic autonomic functioning and appears to be 

associated with poorer ability to cope with stressors (Kim et al., 2018). In 

addition, a recent systematic review revealed that occupational stress was 

also associated with lower HRV (Jarvelin-Pasanen, Sinikallio, & Tarvainen, 

2018). Therefore, HRV could be used as an adjunct physiological outcome 

measure in research of occupational stress. However, Jarvelin-Pasanen et al 

(2018) called for studies using validated stress measures and longitudinal 

designs to strengthen the evidence base in this area. 

HRV has also been shown to be a useful indicator of context sensitivity (i.e. 

degree to which one notices and responds appropriately to elements of the 

context). For example, a study conducted by Ruiz-Padial, Sollers, Vila et al 

(2003) found that those with high HRV showed higher differentiated 

emotional-modulated startle response (i.e. they responded appropriately) to 

pleasant, neutral and negative pictures; whereas those with low HRV had 

significantly more potentiated startle response (i.e. they responded in a rigid 

way) to neutral and positive pictures. Therefore, HRV may be a useful 

indicator of stress and context sensitivity. HRV may also be a useful 

alternative to self-report measures by reducing the potential impact of social 

desirability associated with self-report measures. 

Given that HRV may be a useful index of context sensitivity it would be 

expected to relate well with psychological flexibility. To the best of my 

knowledge there is only one study examining psychological (in)flexibility and 

HRV. In this study Allen, Struemph, Toledo-Tamula and colleagues (2018) 

conducted a longitudinal study examining HRV, psychological flexibility and 

pain in 40 young and adolescent patients with neurofibromatosis type 1; 20 

participants were retained in the 8 week follow-up. To assess HRV a 5-
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minute ECG was used. At baseline, lower resting high frequency HRV (HF-

HRV) was correlated with psychological inflexibility (or lower psychological 

flexibility) and pain interference but not pain intensity. Mediation analyses 

revealed that psychological inflexibility mediated the relationship between 

lower resting HF-HRV and pain interference. In the longitudinal analysis, 

baseline psychological inflexibility significantly predicted lower resting HF-

HRV. Furthermore, lower resting HF-HRV significantly predicted pain 

intensity at follow-up. These findings point to interesting mind-body 

processes at play in pain conditions and suggest that psychological flexibility 

and HRV have a special relationship.  

Relating to psychological flexibility in healthcare professionals, future 

research could study the relationship between the MHS and HRV. For 

example, research could explore whether the MHS and HRV correlate well 

as expected. It would also be fruitful to investigate whether the MHS 

mediates the relationship between HRV and wellbeing and stress outcomes 

in healthcare professionals. Furthermore, it would be interesting to explore 

whether an ACT based intervention could bring about clinically significant 

changes in HRV and whether that change is mediated by the MHS. 

Implicit Relational Assessment Procedure (IRAP) 

Another alternative to self-report measures maybe the use of implicit 

measures such as the Implicit Association Test (IAT; Greenwald, McGhee, & 

Schwartz, 1998) or the Implicit Relational Assessment Procedure (IRAP; 

Barnes-Holmes, Barnes-Holmes, Stewart, & Boles, 2010). For instance, the 

IRAP is a measure based on relational frame theory (RFT; see chapter 1 for 

brief overview). The IRAP is a computerised program that requires 

participants to respond quickly and accurately in ways that are both 

consistent and inconsistent to their learning history. The hypothesis 

underlining this method is that participants should respond quicker and more 

accurately in ways that are consistent compared to ways that are 

inconsistent to their learning history.  

The IRAP is typically organised into consistent and inconsistent blocks that 

are repeated several times (usually once for training period and three times 
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for testing period). These blocks are composed of IRAP trials that are 

randomised (See Figure 7.1 for two examples of IRAP trials). Each trial 

contains a sample stimulus presented at the top of the screen, a target 

stimulus presented near the middle of the screen, and two response options 

located in the bottom right and left hand corners of the screen. The IRAP 

allows for the examination of 4 types of trials: Sample A-Target A, Sample A-

Target B, Sample A-Target A, and Sample B-Target B. As a concrete 

example (see Figure 7.1) consider the research conducted by Cagney, Hart, 

Barnes-Holmes et al (2017) that used the IRAP to assess attitudes towards 

smokers and non-smokers. Sample stimuli included the words “Smoker” and 

“Non-smokers”. Target stimuli included positively valenced words (e.g. 

Popular) and negatively valenced words (e.g. Loser).  The four different trial 

types for which data are extracted include: Smoker-Positive, Smoker-

Negative, Nonsmoker-Positive, and Nonsmoker-negative. 

 

Figure 7.1 Diagram displaying examples of the 4 trial types as seen in 
Cagney et al. (2017). The arrows and text boxes containing Antismoker and 
Prosmoker are not displayed on the screen for participants. 
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The IRAP has been used extensively in clinically related areas (see Vahey, 

Nicholson, & Barnes-Holmes, 2015). To name a few it has been used to 

measure depression (Hussey & Barnes-Holmes, 2012), spider fear 

(Nicholson & Barnes-Holmes, 2012a), disgust (Nicholson & Barnes-Holmes, 

2012b), self-esteem (Remue, De Houwer, Barnes-Holmes, et al., 2013) and 

cocaine dependence (Carpenter, Martinez, Vadhan, Barnes-Holmes, & 

Nunes, 2012). However, to the best of my knowledge the IRAP has not been 

used to measure occupational stress to date. However, as the IRAP appears 

to be difficult to fake it provides a fruitful alternative or complementary 

assessment tool to self-report measures (McKenna, Barnes-Holmes, Barnes-

Holmes, & Stewart, 2011) and may lend itself to a measure of occupational 

stress in healthcare professionals in the future. For example,  

The IRAP may lend itself to be a useful measure of occupational stress in 

healthcare professionals and also psychological flexibility processes in this 

population. Occupational stress in healthcare could be assessed by the IRAP 

using a similar format to the Depression IRAP put forward by Hussey and 

Barnes-Holmes (2012).  For example, the format of “When caring for a 

patient I feel ___” or “When I’m off duty I feel ___” may be of use in this 

measure. Furthermore, psychological flexibility processes such as 

willingness and avoidance similar to the procedure proposed by Drake, 

Timko, and Luoma (2016). In their procedure sample stimuli “I am willing to 

have” and “I try to get rid of” were presented with positive emotions and 

emotions related to anxiety. Similarly, the IRAP could be used to assess the 

willingness of healthcare professionals to have negative thoughts about 

clients, to have self-doubt, and to be with the suffering of others. Future 

research could then explore the relationship between the MHS and scores 

obtained from a willingness-avoidance IRAP in healthcare professionals. 

The IRAP can also be used to examine the influence of the context on verbal 

behaviour. For example, Cullen, Barnes-Holmes, and Barnes-Holmes (2009) 

demonstrated that using pictures of admired older people influenced how 

people responded on the IRAP. It reduced the pro-young IRAP effect and 
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reversed the anti-old IRAP effect typically observed. In addition, Hughes and 

Barnes-Holmes (2011) have shown that relational training and verbal 

instruction can induce IRAP effects. Furthermore, Ritzert, Forsyth, Berghoff 

and colleagues (2015) examined the impact of a cognitive defusion 

intervention and a thought suppression intervention on the spider fear IRAP 

in undergraduates that reported high spider fear (n = 65). Defusion was 

found to significantly reduce spider fear as measured by the IRAP compared 

to the thought suppression condition. Therefore, the IRAP has potential as 

an objective measure of verbal behaviour and to examine the impact of 

context on verbal behaviour for CBS and researchers interested in 

healthcare professionals.  

Critically, it needs to be noted that the IRAP appears to have limited reliability 

with a mean weighted internal consistency of 0.65 (below the acceptable limit 

of 0.70) ranging from .23 to .85 reported by Golijani-Moghaddam, Hart, and 

Dawson (2013). Low internal consistency ranges suggests that IRAP effects 

may be difficult to replicate due to high random measurement error (LeBel & 

Paunonen, 2011). However, some researchers suggest that the relationship 

between reliability and replicability is more complicated than is thought and 

that reliability due to decreased true-score variance rather than increased 

error-score variance is potentially acceptable especially for experimental 

researchers (see De Schryver, Hughes, Rosseel, & De Houwer, 2016 for a 

more detailed argument on this issue). 

7.3.3 Further exploration of the psychometric properties of 
the MHS 

Future research should examine further the psychometric properties of the 

MHS. In particular, measurement invariance (i.e. the degree to which a 

measure is measuring the same construct across groups) of the MHS should 

be examined. It is possible that defusion/fusion items function differently for 

psychological professionals and non-psychological professionals and thus 

suggest that the defusion subscale has measurement variance. Within the 

MHS, psychological professionals and potentially those trained in the ACT 

model may be more likely to adopt a defused or open stance towards their 

clients as they may be more aware of the benefits of this due to their training. 
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On the other hand, professionals with less exposure to this model may be 

more likely to adopt the common sense belief that having negative thoughts 

about clients is harmful in some way and must be avoided in order to provide 

good quality care and to promote one’s own wellbeing. Indeed, in Chapter 6 

it was found that psychological professionals scored higher on the defusion 

items compared to non-psychological professionals. Therefore, future 

research should investigate whether there is measurement variance between 

psychological and non-psychological professionals more thoroughly with 

larger sample sizes. 

Another psychometric property of the MHS to investigate is its treatment 

sensitivity (i.e. ability to detect change due to an intervention) or 

responsiveness (i.e. validity of change scores). For instance, researchers 

could examine whether the MHS can detect change in psychological 

flexibility following an ACT intervention. It would also be interesting to explore 

whether clinical analogue studies can impact scores on the MHS subscales 

with specificity; for example, whether brief values and committed action 

intervention would increase scores on the engaged subscale but not on the 

awareness subscale. Responsiveness is an important psychometric property 

to explore as poor responsiveness may indicate that the measure may not 

capture change expected and may not have treatment utility. To examine 

responsiveness it has been recommended that researchers examine the 

correlation between change scores (e.g. correlating psychological flexibility 

change scores with change scores in burnout or wellbeing) (Mokkink, 

Terwee, Patrick, et al., 2010). However, traditionally paired t-tests have been 

used to examine whether an intervention impacts significantly the scores on 

a measure. However, according to the COSMIN paired t-tests examine 

whether a change is significant but may not indicate valid change (Mokkink 

et al., 2010).  

It is also recommended that future research examine the “treatment utility” of 

the MHS assessment. Treatment utility of assessment has been defined as 

“the degree to which assessment is shown to contribute to beneficial 

treatment outcome” (Hayes, Nelson, & Jarrett, 1987, p. 963). This could be 

done using several different experimental methodologies. Firstly, a 
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“manipulated assessment” design would help in investigating the treatment 

utility of the MHS where healthcare professionals are randomly assigned to 

two groups where the collection or availability of the MHS data is varied. It is 

then examined whether the collection or availability of the MHS data has an 

effect on treatment design and/or outcomes of interest (e.g. Ciarrochi et al., 

2016; Nelson-Gray, 2003). A second method would be a “manipulated use of 

assessment” design, where MHS information is available for all participants 

but how the assessment is used is manipulated. For example, one third of 

participants could receive treatment matched to assessment (e.g., increasing 

awareness in those scoring low on awareness), one third of participants 

could receive treatment mismatched to assessment (e.g. targeting engaged 

processes when participants have scored high on this subscale but low on 

awareness), and one third of participants could receive a standard treatment 

package similar to the design of Nelson-Gray, Herbert, Herbert et al. (1989). 

A third design to examine treatment utility is the “obtained differences in 

assessment information” (Nelson-Gray, 2003). In this design participants are 

divided into groups based on assessment differences and afterwards they 

receive treatment. Treatment utility of assessment differences is shown if 

outcomes differ between these groups. For a more detailed elaboration on 

treatment utility see Ciarrochi et al (2016), Nelson-Gray (2003) or Hayes et al 

(1987). These kind of experimental methodologies would be very informative 

to examine whether the MHS can contribute to beneficial outcomes in 

healthcare professionals with regards to wellbeing, ability to perform at work, 

or the professional-client relationship. 

7.3.4 Enhancing response rates in healthcare professional 
survey research 

As suggested above there is a challenge to recruit healthcare professionals 

and maintain a good response rate particularly in longitudinal designs. The 

current longitudinal study did not recruit enough participants (n = 83, 

Response rate = 51%) in order to reach sufficient power to conduct multiple 

regressions with five or six predictor variables. Several suggestions from the 

literature have been put forward to enhance participation and response rates 

among healthcare professionals. Firstly, incentives have been found to have 
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the potential to enhance response rates in healthcare professionals 

according to a meta-analysis conducted by Cho, Johnson and VanGeest 

(2013). They found that no incentives and nonmonetary incentives were just 

as effective in terms of response rates (48%) but monetary incentives 

enhanced response rates considerably (60%). However, there are ethical 

concerns for using incentives such as their potential to be considered a 

coercive recruitment strategy. Despite this concern, the current longitudinal 

survey incentivised participants to take part by entering them into a draw for 

three 50£ Amazon vouchers. In order to minimize the risks associated with 

coercion this was clearly mentioned in the information provided to 

participants before the survey and also in the advertisement of the study. 

However, according to the review by Flanigan, McFarlane, and Cook (2008) 

the evidence that “lottery” incentives enhance survey participations in health 

professionals is mixed. In two studies (Baron, DeWals, & Milord, 2001; 

Tamayo-Sarver & Baker, 2004) it improved participation and in one study 

(Moses & Clark, 2004) it had no effect on response rates.   

In addition, the current longitudinal survey may have been hampered by 

relying solely on an online platform (Bristol Online Surveys) for data 

collection. Cho et al (2013) found that online or website survey modes of 

data collection had the lowest response rates (38%) in healthcare 

professionals. In contrast, the authors found that mail (57%) and mixed 

(49%) modes of data collection had better response rate outcomes. The 

effectiveness of providing participants with alternative modes of contact or 

response was corroborated in a recent study of physician response rates 

(Brtnikova, Crane, Allison, et al., 2018). Therefore, it is recommended that 

future survey research of healthcare professionals could potentially use a 

variety of data collection modes such as mail, telephone, or online platforms 

to enhance response rates in healthcare professionals.  

The literature also suggests repeated invitations may be necessary to 

enhance response rates especially for follow-up surveys (Cho et al., 2013; 

Brnikova et al., 2018). In the longitudinal survey of this thesis participants 

were contacted a maximum of three times to complete the follow-up. More 

invitations to participate may be necessary to enhance the collection of 
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follow-up surveys. However, consideration of the ethical implications of this 

strategy is required (e.g. how many invitations is too much? How would this 

strategy impact participants? Would it be too invasive or coercive to continue 

to invite participants to complete the follow-up?). 

7.4 Theoretical Implications 

7.4.1 The Role and Scope of the Psychological Flexibility 
Model to healthcare professionals  

This thesis has demonstrated that the psychological flexibility model can be 

used to understand the experiences of palliative care professionals and can 

be used to predict wellbeing outcomes in healthcare professionals in general. 

In the qualitative study, participants discussed helpful strategies that they 

use in stressful situations that appeared to directly map onto psychological 

flexibility (e.g. being present, perspective taking, and acceptance). In 

addition, unhelpful strategies were discussed that were linked to 

psychological inflexibility processes (e.g. emotional suppression, over-

identifying with patients, lack of self-care). In both the cross-sectional and 

longitudinal analysis, psychological flexibility appeared to be the strongest 

predictor of both general and professional wellbeing outcomes in healthcare 

professionals. Together these studies confirm that the ACT model appears to 

have great scope in predicting and influencing the human condition (Hayes, 

Barnes-Holmes, & Wilson, 2012) and can be applied to a diverse range of 

health related issues. 

Despite the scope and applicability of psychological flexibility to healthcare 

professionals there were some findings in this thesis that appeared 

inconsistent with the model. Particularly, in the longitudinal analysis it 

appeared that the Defusion subscale at baseline negatively correlated with 

compassion satisfaction at the follow-up. This suggested that defusion or the 

ability to notice thoughts as just thoughts and diminish the behavioural 

regulatory power of these thoughts was related to poorer satisfaction derived 

from working with patients or clients. Furthermore, defusion did not 

significantly correlate with the other outcome variables. However, there are a 

number of factors to be aware of when critically appraising this evidence. 

Firstly, all “defusion” items were reverse scored items and therefore may 
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reflect fusion or a lack of fusion rather than representing “defusion”. 

Secondly, ACT/RFT theorists have suggested that fusion and avoidance are 

not always harmful and can be viewed as functional if they protect us from 

harm, enhance contact with freely chosen values, increase productivity, and 

promote sustainability (e.g. Hayes et al., 1996; Villatte et al., 2016). This is 

particularly relevant to healthcare professionals, as it has been found that 

limited avoidance can help nurses cope with occupational stress (e.g. 

Martins et al., 2013; Akbar et al., 2016). Furthermore, in the longitudinal 

analysis, the defusion was negatively correlated with compassion satisfaction 

(if the items were reversed scored to reflect “fusion” this would be a positive 

correlation); this suggests that fusion with beliefs such as “I need to think 

positively of patients”  in the current sample may have given them a certain 

driven quality in their work. However, the defusion subscale of the MHS did 

not appear to have construct validity and did not substantially load onto 

psychological flexibility in the CFA/EwC analyses in the current research 

project.   Therefore, caution is warranted around using this subscale as an 

indicator of defusion.  

7.4.2 Multidimensionality of Psychological Flexibility and its 
Measures 

In terms of measuring psychological flexibility the findings in Chapter 4 

suggested that psychological flexibility may be usefully conceptualised and 

measured as a multidimensional concept. Each item on a measure of 

psychological flexibility can be said to comprise of “common variance” and 

“unique variance” (Ciarrochi et al., 2016). Common variance can be thought 

of as the variance every item on a measure shares. To illustrate, common 

variance for the items on the MHS can be said to be the degree to which 

items represent psychological flexibility and not another behavioural factor. In 

contrast, unique variance is thought of as specific variance plus random 

error. However, Ciarrochi et al (2016) suggest that functional contextualists 

do not assume random error but instead assume the existence of specific 

variance (i.e. variance due to behaviour other than the “common” behaviour). 

For example, the item “I am able to move on from negative thoughts about 

my therapeutic work” that usually is thought of as an awareness item also 
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appeared to load onto the engaged factor. Likewise, the item “I get caught up 

in trying to rescue or being overprotective of my clients” may represent 

awareness but also defusion.  Although, this item belongs to the awareness 

factor, it could also contribute to defusion/fusion or perhaps may be 

conceptualised as “unexplained variance” rather than “error” (Ciarrochi et al., 

2016).  

ESEM and EwC analyses give researchers a way to try and account for 

unexplained variance by allowing items to cross-load onto more than one 

factor; however, this may still result in “unexplained variance” that is not 

accounted for by factors specified in the model. In Chapter 4 it was revealed 

that the exploratory structural equation modelling within confirmatory factor 

analysis (EwC; Marsh, Nagengast, & Morin, 2013; Morin & Asparouhov, 

2018) outperformed traditional CFA analyses in terms of fit and parsimony. 

This suggested that EwC analyses may be more useful and appropriate for 

examining the multidimensional nature of psychological flexibility and its 

measures by accounting for more unexplained variance. As CFA is too 

restrictive it may not be suitable for the analysis of measures that consist of 

items that tap into more than one process. This can be problematic as 

measurement models may be rejected because of poor fit in CFA when 

cross-loading items are theoretically justifiable. This was the case for the 

NEO-FFI where CFAs produced poor fit indices and EFAs consistently 

produced 5 factors (Vassend & Skrondal, 1997; Marsh et al., 2010). As 

psychological flexibility is thought of as a multidimensional construct 

comprising of overlapping and interdependent processes ESEM/EwC 

approaches may be more appropriate compared to CFA approaches in 

capturing its multidimensional nature.  

7.4.3 General versus Context Specific Measures of 
Psychological Flexibility 

This thesis also adds to the growing consensus around general versus 

context-specific measures of psychological flexibility (e.g. Ong et al., 2019). 

The findings from Chapters 5 and 6 suggest that a healthcare professional 

specific measure showed greater predictive validity of professional quality of 

life outcomes over and above the CompACT. In the cross-sectional analyses 
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the MHS subscales contributed to significant incremental variance in all 

outcome variables. However, the defusion subscale only made a difference 

to the incremental variance of secondary trauma in this analysis. In the 

longitudinal analysis, the MHS added predictive validity for compassion 

satisfaction and burnout. Critically however, in the longitudinal analysis the 

MHS did not add significant incremental variance for general wellbeing or 

secondary trauma. These findings indicate that the MHS has good 

incremental validity in predicting outcomes cross-sectionally over and above 

the CompACT; however, its predictive ability over the CompACT for general 

wellbeing and secondary trauma across a 6-month interval is poor. In 

addition, the Revised MHS at baseline was able to predict unique variance in 

compassion satisfaction at follow-up controlling for compassion satisfaction 

scores at baseline. However, it was not able to predict general wellbeing, 

burnout, or secondary trauma at follow-up controlling for baseline scores of 

each. Although, some mixed findings after controlling for the CompACT and 

the baseline measures of the outcomes, it is worth noting that the MHS did 

fairly well in predicting future wellbeing scores considering the difficulty of 

these tests.  Overall, these findings suggest that the MHS is a precise and 

sensitive measure of psychological flexibility designed to predict outcomes in 

healthcare providers.  

It has been suggested that context specific measures of psychological 

flexibility may be more appropriate to examine mechanisms of change as 

they appear to be more sensitive to change during treatment (Ong et al., 

2019). For example, a weight loss intervention study revealed that food-

related psychological flexibility partially mediated weight loss outcomes in an 

acceptance-based treatment for obesity; whereas general psychological 

flexibility did not mediate outcomes (Schumacher, Godfrey, Forman, & 

Butryn, 2019). Therefore, it would be predicted that the MHS would more 

strongly mediate wellbeing outcomes in healthcare professionals compared 

to the CompACT, particularly in outcomes that are specific to the job context 

rather than general mental health outcomes. Such predictions can be tested 

in future empirical studies. 
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7.5 Implications for Policy and Practice 

7.5.1 Screening of Occupational Stress and Psychological 
Flexibility 

The results from this research project have implications for the screening of 

palliative care professionals; particularly in identifying individuals at-risk of 

occupational stress and burnout or professionals who may benefit from an 

intervention. The systematic review listed 14 measures of occupational 

stress that have been used in palliative care occupational stress research; 

however, the MBI, ProQoL or NSS have the most evidence for their use. 

Therefore, in order to screen palliative care professionals for those at-risk or 

in need of an intervention these three measures may be the most useful 

given the available literature. Critically however, there is a concern that 

screening would have a negative impact on professionals by taking up time 

that could be devoted to other duties (e.g. Waddimba, Scribani, Nieves, et 

al., 2016).  

 Results of Chapters 4, 5 and 6 have some implications for the 

screening of psychological flexibility in healthcare professionals. Based on 

the current findings it is suggested that the MHS may be useful in  screening 

professionals to help in identifying those who may benefit the most from an 

intervention targeting psychological flexibility to enhance wellbeing and 

reduce burnout and secondary stress However, before recommending that 

the MHS is used as a screening tool for healthcare professionals it is vital 

that future work demonstrate that the use of the MHS leads to better 

outcomes, can moderate or mediate the efficacy of an ACT intervention, and 

is shown to be related to outcomes beyond wellbeing such as working 

alliance with patients/clients.  

7.5.2 Interventions for Palliative Care Staff Wellbeing 

In a systematic review of psychosocial interventions in palliative care staff, 

Hill et al (2016) stated that it was unclear whether current interventions in the 

literature have been successful in promoting wellbeing and reducing stress. 

The authors highly recommended that better quality studies are needed to 

examine the efficacy of interventions and that there is a need to carefully 

design interventions to target psychological outcomes in this population. To 
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this end, the qualitative study as part of this thesis (Chapter 3) suggested 

that the experiences of palliative care staff can be mapped onto the 

processes of the psychological flexibility model; this has provided some 

insight into what to target in interventions for this population. In particular the 

results of this study suggested that that interventions such as ACT could be 

designed to reduce the impact of unhelpful responses to stress (e.g. 

emotional suppression, self-doubt, over-identifying with patients etc.) and 

promote helpful responses (e.g. self-care, acceptance of challenges, 

perspective taking, being present) already present in palliative care staff. 

However, as this study was conducted with only a few staff members of one 

hospice its generalisability to other hospices and professionals can be 

questioned. Despite this criticism of the qualitative study, the potential use of 

ACT was supported in the cross-sectional and longitudinal analyses (Chapter 

5 and 6) that indicated that psychological flexibility was a strong predictor of 

general and professional wellbeing in healthcare staff in general.  

A growing body of research in this area supports the suggestion that ACT 

would be beneficial for palliative care professionals. For example, Ruiz et al 

(2008) found that ACT reduced depersonalisation and increased a sense of 

personal accomplishment in palliative care professionals in Spain. More 

recently, in a pilot study conducted by Gehart and colleagues (2016) it was 

revealed that an intervention based on mindfulness and the psychological 

flexibility model was useful in certain aspects for palliative care professionals. 

This intervention successfully reduced cognitive fusion, depression, and re-

experiencing symptoms of post-traumatic stress disorder (PTSD); however, it 

had no significant impact on experiential avoidance, overall PTSD, or 

emotional exhaustion. Critically however, both of these studies were 

relatively methodologically weak with small sample sizes and had no control 

group or active group comparisons. Therefore, it is recommended that an 

ACT intervention more carefully designed to target psychological flexibility in 

palliative care staff and also using high-quality research methods is required.  

The CBS interpretation of responses to stress in palliative care professionals 

provided in Chapter 3 can assist in the development of exercises specifically 

tailored to the experiences of this population to bring about change in key 
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target behaviours. As an illustration, consider the use of clinical metaphors in 

ACT; metaphors are used in ACT to change a target behaviour in a particular 

direction without promoting unhelpful rule following (see Foody, Barnes-

Holmes, Barnes-Holmes, et al., 2014). It is recommended that a specific 

target behaviour is focused on and that the target verbal relations with that 

behaviour are identified (e.g. The self or “I” in a relation of coordination with 

the behaviour of “struggling” in the context of stress or feelings of exhaustion 

due to work). After these verbal relations are identified, the clinical metaphor 

can then be constructed where the metaphor matches the target as much as 

possible.  

As working with patient suffering and death in palliative care appeared to 

bring about lucid emotional challenges a metaphor designed to help 

professionals be open to these challenges and to connect this with a sense 

of meaning and purpose may be fruitful. For example, the metaphor “Being 

with the suffering of patients and their loved ones in palliative care is like 

holding onto a thorn so that you can have the rose” (see Figure 7.2) could be 

used. This metaphor consists of two relations of coordination: the target that 

includes what will be transformed (i.e. being with the suffering of others in 

palliative care work) and the vehicle that is responsible for the transformation 

(i.e. being willing to hold onto a thorn even though it is painful, in order to 

have the rose) (Foody et al., 2014; Villatte et al., 2016). The relational 

contextual cue “is like” establishes a relation of coordination between the 

target and the vehicle. A formal relation of being with pain is discriminated in 

both the target and vehicle. Finally, a transformation of function is prompted 

based on the formal relation so that being with pain can be viewed as being 

helpful to produce meaningful outcomes. It is hoped by using this metaphor 

that being with the suffering of others will be transformed from something 

that elicits a struggle response (e.g. emotional suppression, avoidance/fear 

of patients) into something that also brings about a stronger sense of 

meaning and purpose. 
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Figure 7.2 An illustration of the metaphor to enhance willingness to be with 
the suffering of others and to foster a connection to meaning and purpose in 
palliative care 

 

7.5.3 Education and training of healthcare professionals 

The current project also has implications for education and training of 

healthcare professionals to enhance wellbeing and prevent burnout. 

Preventing burnout is an important agenda as it relates to physical health of 

the practitioner (e.g. Melamed et al., 2006; Kim & Kao, 2011) and also can 

negatively impact patient care practices (e.g. Shanafelt et al., 2002). 

According to the findings of the current thesis, teaching trainee healthcare 

professionals psychological flexibility skills may strengthen their ability to 

manage thoughts and feelings that arise in stressful situations and connect 

more with a sense of meaning and purpose in their work. Currently, the 

research in this area is only beginning but preliminary pilot studies have 

indicated that ACT appears beneficial in terms of preventing burnout in 

nursing students (Frögéli, Djordjevic, Rudman et al., 2016) and appears to 

improve stress management and therapeutic alliance in clinical psychology 

trainees (Stafford-Brown & Pakenham, 2012). 

To have the rose

Deliberately holding 
onto a thorn

Connecting with 
meaning and purpose 

in caring for others

Being with the suffering 
of others
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As well as delivered as a wellbeing intervention for staff, ACT has also been 

effective in bringing about benefits when delivered as training for staff to use 

ACT with others. In a qualitative study of psychological practitioners it was 

found that experiential training in ACT led to some behavioural changes in 

their lives (e.g. exercise, nutrition, and family relationships) and to changes in 

how they related to their thoughts and feelings (e.g. letting go, opening up to 

and so on) (Wardley, Flaxman, Willig & Gillanders, 2014). In a quantitative 

study of CPTs perception of ACT it was revealed that they found the training 

personally and professionally helpful (Pakenham & Stafford-Brown, 2013). In 

particular, the training appears to enhance self-care among CPTs 

(Pakenham, 2015). Furthermore, in a controlled-cohort study, Stafford-Brown 

and Pakenham (2012) found that ACT training reduced professional self-

doubt and psychological distress and enhanced self-efficacy and the bond 

between the therapist and clients. They also reported that mindfulness, 

acceptance and action mediated the effects on psychological distress and 

self-efficacy but not for professional self-doubt or bond with clients. Although 

the effects of ACT training on palliative care and healthcare professionals 

has not been investigated the available research suggests it may be both 

personally and professionally beneficial.  

As suggested previously in the thesis, a part of providing good quality care 

as a caring professional is the ability to empathise with patients (Epstein et 

al., 2007). However, empathy can put professionals at risk of developing 

burnout as they begin to take on the negative experiences of their patients or 

clients (e.g. Figley, 2002). Indeed, in Chapter 3 it was revealed that palliative 

care professionals who over-identified with patients struggled more with 

emotional challenges associated with providing care. However, in the cross-

sectional study (Chapter 5) psychological flexibility as measured by the MHS 

was negatively correlated with personal distress that stems from witnessing 

the distress of others. This finding appears to support the idea that ACT 

training may enhance healthcare professionals’ ability to cope with the 

negative experiences of others without becoming distressed themselves. In 

particular, psychological flexibility training could be provided to trainees 

before or while they begin working with clients to reduce distress associated 
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with empathy. Despite this finding the MHS did not correlate with other 

dimensions of empathy measured by the interpersonal reactivity index (IRI) 

such as empathic concern or perspective taking.  

Critically, there were issues raised with the IRI in measuring empathy. These 

included its poor correlation with behavioural measures of empathy (e.g. 

Melchers et al., 2014) and that it is not an empathy measure designed 

specifically for healthcare professionals. Thus, future research may 

investigate the relationship between the MHS and a measure of empathy in 

healthcare contexts such as the Jefferson Scale of Physician Empathy 

(JSPE; Hojat, Mangione, Nasca, et al., 2001). Thus, further investigation is 

required to elucidate how psychological flexibility and ACT training can 

influence empathy in healthcare professionals. 

7.6 Conclusion 

In conclusion, this thesis endeavoured to investigate occupational stress and 

psychological flexibility in palliative care professionals in terms of 

measurement and informing the design of interventions. The systematic 

review provides researchers in this area a summary of occupational stress 

measures used in palliative care professionals and a summary of what 

psychological factors predict occupational stress in this population. This 

review highlights that there is a need for higher quality research and the 

design of occupational stress measures more sensitive or appropriate to the 

palliative care work context. In the qualitative study, the experiences of 

palliative care professionals was explored in depth and added to the current 

research in this area highlighting helpful and unhelpful responses to palliative 

care challenges. This study highlighted potential areas for the development 

of psychological interventions in palliative care professionals. The survey 

data presented in Chapters 3, 4 and 5 makes a novel contribution to the area 

of measurement of psychological flexibility in healthcare professionals using 

the MHS. Given that these are preliminary findings, it is hoped that future 

research can build on the current thesis by investigating further the 

psychometric properties of the MHS (e.g. measurement invariance, 

treatment sensitivity etc.). It is also anticipated that the current thesis findings 

will lead to an ACT-based intervention for palliative care professionals to 
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enhance their wellbeing and resilience, promote effective engagement with 

palliative patients, and reduce burnout and turnover. Overall, the findings of 

the current thesis suggest that the psychological flexibility model appears to 

be a good fit in predicting-and-influencing effective behaviour in palliative 

care and healthcare professionals more generally. 
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Appendix 1 Systematic Review search terms 
 

CINAHL – 762 hits – 05 September 2016 

(Research Instruments Or Questionnaires OR Scales ) AND ( Palliative Care 

OR Hospice and Palliative Nursing OR Terminal Care OR Hospice Care ) 

AND ( Stress OR Occupational Stress OR Burnout OR Compassion Fatigue 

OR Well Being )  

 

PsycINFO 1806 to July Week 4 2016, - 107 hits 

Embase Classic+Embase 1947 to 2016 September 02 – 289 hits 

 Epub Ahead of Print, In-Process & Other Non-Indexed Citations, Ovid 

MEDLINE(R) Daily and Ovid MEDLINE(R) 1946 to Present – 519 

1. ("Palliative Care" or Hospice).mp. [mp=title, abstract, heading word, table of 

contents, key concepts, original title, tests & measures] 

2. (Instruments or Questionnaires or "Rating Scales" or Surveys).mp. [mp=title, 

abstract, heading word, table of contents, key concepts, original title, tests & 

measures] 

3. ("Occupational Stress" or Burnout or "Well Being" or "Compassion Fatigue" or 

Stress).mp. [mp=title, abstract, heading word, table of contents, key concepts, 

original title, tests & measures] 

4. 1 and 2 and 3 

 

Total hits: 1677 

After deduplication: 1341 
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Appendix 2: Semi-structured Interview Schedule 
 

 

1. I’d like you talk a bit about your career before coming to Palliative Care.  

2. What motivated you to start working in palliative care? 

3. Can you tell me what you think is the most rewarding or best part of palliative care work? 

4. Conversely, what do you find to be the most difficult or challenging parts of doing palliative 

care work? 

5. Does this work impact you personally? Are there any aspects of the job you take home with 

you for instance? 

6. How do you respond when things get difficult or tough in this work? 

7. What happens internally when things get tough or difficult in this work? What kinds of 

thoughts or feelings emerge? 

8. How do you tend to respond when these thoughts and feelings are there? What helps you to 

deal effectively with these? 

9. What are the consequences of those ways of responding? 





 
 

345 
 

Appendix 3: Qualitative study participant information sheet 

 

  

  

Participant Information Sheet   

Name of Principle Investigator: Shaun Fisher  

Name of Organization: University of Edinburgh  

Name of Research Supervisors: Dr David Gillanders and Dr Nuno Ferreira  

Name of Sponsor: University of Edinburgh, Jo-Anne Robertson (Sponsor 

Representative)  

Name of Project and Version: A qualitative study of the experiences of palliative 

care staff (Version 2, 28/04/2016)  

  

Introduction  

I am Shaun Fisher, a PhD student at the University of Edinburgh. I am doing 

research on resilience and well-being in palliative care professionals. I'd like to invite 

you to take part in our research study. Joining the study is entirely up to you, before 

you decide we would like you to understand why the research is being done and 

what it would involve for you.  
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Purpose of Research  

The current study aims to validate the experiences of palliative care staff (e.g. 

responses to stress, professional challenges and so on), to identify the personal 

impact of working in palliative care, and also to identify what staff do in order to 

manage the impact their work has on their lives and their care of patients. This will 

involve conducting in depth semi-structured individual interviews among palliative 

care professionals across hospice and community settings. The data will be analysed 

using thematic analysis. This study will also be used to inform the later development 

of psychological interventions to promote resilience and well being in palliative care 

staff.  

  

Why Have I been asked to take part?  

You are being invited to take part in this research because you have experience as 

a palliative care professional and can contribute much to our understanding and 

knowledge in this area.  

 

Do I have to take part?  

No, it is up to you to decide whether or not to take part. If you do decide to take part 

you will be given this information sheet to keep and be asked to sign a consent form. 

If you decide to take part you are still free to withdraw at any time and without 

giving a reason. Deciding not to take part or withdrawing from the study will not 

affect your legal rights.  

 

What will happen if I take part?  
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This research will involve your participation in an individual interview that will take 

up to one hour.  

  

We are asking you to help us learn more about your experiences as a palliative care 

professional. We are inviting you to take part in this research project. If you accept, 

you will be asked to take part in an interview guided by myself.  

  

The interview will start with me making sure that you are comfortable. We can also 

answer questions about the research that you might have. Then we will ask you 

questions about your experiences working in palliative care and give you time to 

share your knowledge. 

 

What are the possible benefits of taking part?  

There will be no direct benefit to you, but your participation is likely to help us find 

out more about how to improve palliative care staff well-being and resilience. You 

may, however find that it is valuable or rewarding to talk about your experiences of 

this kind of work.  

  

What are the possible disadvantages and risks of taking part?  

We are asking you to share with us some potentially personal sensitive information, 

and you may feel uncomfortable talking about some of the topics. You do not have 

to answer any question that you feel uncomfortable with.  

  

Will my taking part in the study be kept confidential?  
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Nothing that you tell us today will be shared with anybody outside the research team, 

and nothing will be attributed to you by name. We will not be sharing information 

about you to anyone outside of the research team. The information that we collect 

from this research project will be kept private. Any information about you will 

have a number on it instead of your name. Only the researchers will know what your 

number is and we will lock that information up with a lock and key. 

  

The interview will be digitally recorded and then transcribed onto a computer. The 

audio recording will be stored in a locked secure place at all times and the computer 

data will be protected from intrusion also. The digital audio recording will be 

destroyed post-transcription. The research data or transcripts will be subsequently 

held in the university data repository. Your response will be treated with full 

confidentiality and anyone who takes part in the research will be identified only by 

code numbers or false names. You can request a copy of the interview transcript if 

you wish. The interviews will be analysed by using a computer package by the Chief 

Investigator, Shaun Fisher.  

   

To ensure that the study is being run correctly, we will ask your consent for 

responsible representatives from the Sponsor to access your anonymised data 

collected during the study, where it is relevant to you taking part in this research. 

The Sponsor is responsible for overall management of the study and providing 

insurance and indemnity.  

  

What will happen to the results of the study?  
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Each participant will receive a summary of the results. In addition, this research will 

be a part of a PhD thesis and may be published so that other interested people may 

learn from the research.  

  

At the end of the research I will write a report and the results may be published in 

peer reviewed journals. No research participant will be identifiable from any 

publications.  

 

Furthermore, it is hoped that this research study will inform the development of 

psychological measures and interventions for palliative care clinicians, which may 

also lead to further research at Marie Curie Hospices. 

  

Who is organising the research?  

This study has been sponsored by University of Edinburgh.  

  

Who has reviewed the study?  

This study has been reviewed and approved by the Research Ethics Committee at 

University of Edinburgh. Marie Curie has also given approval for the study.  

  

Who to contact?  

If you have any questions, you can ask them now or later. If you wish to ask 

questions later, you may contact any of the following:  

  

Shaun Fisher, PhD candidate, University of Edinburgh, s1600687@ed.ac.uk  

  

mailto:s1600687@ed.ac.uk
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Dr David Gillanders, Senior Lecturer in Clinical Psychology, University of 

Edinburgh, david.gillanders@ed.ac.uk, 0131 651 3946  

  

Dr Nuno Ferreira, Lecturer in Clinical Psychology, University of Edinburgh, 

nuno.ferreira@ed.ac.uk, 0131 650 3898  

  

If you would like to speak to someone to get some independent advice about this 

study you can contact Dr Ethel Quayle, Senior Lecturer in Clinical Psychology, 

University of Edinburgh, ethel.quayle@ed.ac.uk, 0131 650 4272.  

  

If you wish to make a complaint about the study please contact the University of 

Edinburgh’s Research Governance team via email at: 

researchgovernance@ed.ac.uk   

  

Thank you for taking the time to read this information sheet.

mailto:ethel.quayle@ed.ac.uk
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Appendix 4: The Mindful Healthcare Scale 

 

This questionnaire asks about your experiences as a helping professional. It asks about thoughts, feelings, 
perspectives, things you care about and things you find hard in your work with people.  
 
Throughout, we use the term ‘client’ to describe people who receive your services, but you may prefer to use a different 
term such as ‘patient’ or ‘service user’. 
 
Please rate how true each statement is for you. Generally, your first response or gut reaction is important, so try not to 
spend too long thinking about each statement.   
 

1 2 3 4 5 6 

never 
 true 

very  
seldom true 

sometimes  
true 

frequently  
true 

almost always 
true 

always  
true 

1. I know what I value in my work with clients. 1 2 3 4 5 6 

2. It is harmful to have negative thoughts about a client. 1 2 3 4 5 6 

3. I feel little sense of purpose in my job. 1 2 3 4 5 6 

4. I don't get much from my role as a helping professional. 1 2 3 4 5 6 

5. I get caught up in trying to "rescue" or being overprotective of my clients. 1 2 3 4 5 6 

6. When working with clients, I pay attention to what is occurring in the moment 
between us. 

1 2 3 4 5 6 

7. I know what motivates me in my work with clients. 1 2 3 4 5 6 

8. If I have a bad day at work, I can step back and see the bigger picture. 1 2 3 4 5 6 

9. I try hard to avoid negative thoughts about my therapeutic work. 1 2 3 4 5 6 

10. Worries about my abilities as a helping professional get in the way of my work. 1 2 3 4 5 6 

11. If an unpleasant thought about a client comes into my head, I try to get rid of it. 1 2 3 4 5 6 

12. I am able to move on from negative thoughts about my therapeutic work. 1 2 3 4 5 6 

13. My job feels like something I "should" do, rather than something I "want" to do. 1 2 3 4 5 6 

 
Thank you for completing this questionnaire 
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Appendix 5: Longitudinal Survey Participant Information Sheet 

 

  

  

Participant Information Sheet   

  

Introduction  

  

I am Shaun Fisher, a PhD student at the University of Edinburgh. I am doing 

research on resilience and well-being in palliative care professionals. I'd like to invite 

you to take part in our research study. Joining the study is entirely up to you, before 

you decide we would like you to understand why the research is being done and 

what it would involve for you. The information provided here will help you decide 

whether or not you would like to take part in this survey. We suggest this should take 

under 10 minutes. Please feel free to talk to others about the study if you wish.  

  

Purpose of Research   

The current study aims to identify psychological variables that may predict future 

wellbeing and empathy outcomes in palliative and curative care professionals. This 

will allow for the identification of targets for psychological interventions in order to 
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alleviate and/or prevent burnout. Furthermore, this study seeks to explore whether 

palliative care and curative care professionals respond to their psychological content 

(emotions, thoughts, physical sensations) or stressful situations differently. 

 

Why have I been asked to take part?  

  

You are being invited to take part in this research because we feel that your 

experience as a palliative care or curative care professional can contribute to 

our understanding and knowledge in this area.  

 

Do I have to take part?  

No, it is up to you to decide whether or not to take part. If you decide to take part 

you are still free to withdraw at any time and without giving a reason. Deciding not 

to take part or withdrawing from the study will not affect your legal rights. You are 

free to skip any question that you choose. 

 

What will happen if I take part?  

If you agree to take part in this study, you will be invited to complete an online 

survey and then a shorter survey 6 months later. The first survey will ask you how 

you respond to potentially difficult psychological content or stressful situations and 

also about your wellbeing. It will take you approximately 30 minutes to complete. 

After 6 months has passed we will email you directly to ask if you are still interested 

in taking part in a second survey. This will ask you again about your wellbeing and 

will take approximately 15 minutes to complete. 

  

What are the possible benefits of taking part?  
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There will be no direct benefit to you, but your participation is likely to help us find 

out more about how to improve palliative care staff well-being and resilience. You 

may, however find that it is valuable or rewarding to contribute to this research.  

  

What are the possible disadvantages and risks of taking part?  

  

We are asking you to share with us some potentially personal or sensitive 

information, and you may feel uncomfortable responding to certain questions on the 

survey. You do not have to answer any question if you don't wish to do so. You do 

not have to give us any reason for not responding to any question, or for refusing to 

take part in this survey.  

  

Will my taking part in the study be kept confidential?  

We will not be sharing information about you to anyone outside of the research team 

and nothing will be attributed to you by name. The information that we collect from 

this research project will be kept private. Any information about you will be given a 

unique code instead of using your name. Only the chief investigator (Shaun Fisher) 

will know what your unique code is and this information will be encrypted and 

stored securely and subsequently destroyed when the study has been completed.   

  

All data files associated with this research will be stored securely in the university 

data repository. These files will be destroyed after the study has finished. Your 

responses will be treated with full confidentiality and anyone who takes part in the 

research will be identified only by a unique code. You can request a summary of the 

data. The data will be analysed using statistical software by the Chief Investigator, 

Shaun Fisher. Non-identifiable data may be used in additional analyses in future 

studies and by providing consent to take part in this study you are agreeing to this. 
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What will happen to the results of the study?  

  

Each participant will receive a summary of the results. In addition, this research will 

be a part of a PhD thesis and may be published so that other interested people may 

learn from the research.  

  

At the end of the research I will write a report and the results may be published in 

peer reviewed journals or presented at conferences. No research participant will be 

identifiable from any publications or conference presentations. 

   

Who has reviewed the study?  

This study has been reviewed and approved by the School of Health in Social 

Science Research Ethics Committee at University of Edinburgh. The study has also 

received NHS Management approval.  

 

Who to contact?  

If you have any questions, you can ask you may contact any of the following:  

  

Shaun Fisher, PhD candidate, University of Edinburgh, s1600687@ed.ac.uk  

  

Dr David Gillanders, Senior Lecturer in Clinical Psychology, University of 

Edinburgh, david.gillanders@ed.ac.uk, 0131 651 3946  

  

mailto:s1600687@ed.ac.uk
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Dr Nuno Ferreira, Lecturer in Clinical Psychology, University of Edinburgh, 

nuno.ferreira@ed.ac.uk, 0131 650 3898  

  

If you would like to speak to someone independent of this study you can contact Dr 

Ethel Quayle, Senior Lecturer in Clinical Psychology, University of 

Edinburgh, ethel.quayle@ed.ac.uk, 0131 650 4272.  

  

If you wish to make a complaint about the study please contact the University of 

Edinburgh’s Research Governance team via email at: 

researchgovernance@ed.ac.uk   

  

mailto:ethel.quayle@ed.ac.uk
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