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Abstract: Healthcare professionals’ wellbeing can be adversely affected by the intense demands
of, and the secondary traumatic stress associated with, their job. Self-compassion is associated
with positive wellbeing outcomes across a variety of workforce populations and is potentially
an important skill for healthcare workers, as it offers a way of meeting one’s own distress with
kindness and understanding. This systematic review aimed to synthesise and evaluate the utility
of self-compassion interventions in reducing secondary traumatic stress in a healthcare worker
population. Eligible articles were identified from research databases, including ProQuest, PsycINFO,
ScienceDirect, Google Scholar, and EBSCO. The quality of non-randomised and randomised trials
was assessed using the Newcastle–Ottawa Scale. The literature search yielded 234 titles, from which
6 studies met the inclusion criteria. Four studies reported promising effects of self-compassion
training for secondary traumatic stress in a healthcare population, although these did not use controls.
The methodological quality of these studies was medium. This highlights a research gap in this
area. Three of these four studies recruited workers from Western countries and one recruited from a
non-Western country. The Professional Quality of Life Scale was used to evaluate secondary traumatic
stress in all studies. The findings show preliminary evidence that self-compassion training may
improve secondary traumatic stress in healthcare professional populations; however, there is a need
for greater methodological quality in this field and controlled trials. The findings also show that the
majority of research was conducted in Western countries. Future research should focus on a broader
range of geographical locations to include non-Western countries.

Keywords: secondary traumatic stress; self-compassion; compassion fatigue; health care worker;
systematic review

1. Introduction

Secondary traumatic stress (STS) has been defined as “the natural, consequent be-
haviours and emotions resulting from knowledge about a traumatising event experienced
by a significant other” [1]. Indirect exposure to trauma, combined with the affective reaction
of empathy provision, may lead to empathy-based strain and STS [2]. Ludick and Figley [3]
proposed the multidimensional compassion fatigue resilience (CFR) model as the current
mechanism of STS onset. The model comprises three sectors: empathic stance, STS, and
CFR. An innate level of compassion and drive towards helping others likely influences indi-
vidual vulnerability towards STS. An accumulation of empathic stress and negative affect
while lacking proper intervention may well lead to STS [4,5]. CFR demonstrates adaptive
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coping and the potential prevention of STS through promoting the prioritisation of personal
wellbeing whilst simultaneously being able to presently appear in support of others.

Individuals who professionally support those who are suffering or traumatised may
be exposed to indirect trauma due to the intake of patients’ traumatic stories [6]. Therefore,
healthcare workers (HCWs) can frequently be exposed to secondary trauma. The concept of
STS has been recognsied by different professionals working with trauma victims in mental
health [7], where professionals providing first-line support to traumatised patients were
suggested as being at the greatest risk of STS. However, STS is not restricted to mental
healthcare professionals. Beck [8] detailed how STS is understood as likely among HCWs.
Professionals, such as paramedics, nurses, and doctors, who directly contact patients and
may witness traumatic injuries are at risk of STS. The recent COVID-19 pandemic has
further highlighted the debilitating impacts of secondary traumatisation and STS on HCWs
and the need for novel interventions [9].

Studies conducted among nurses working in emergency departments revealed the
prevalence of STS within this population. A study in Scotland detailed that 75% of nurses
presented with at least one STS symptom [10]; studies conducted in Ireland and Jordan
demonstrated that 64% of nurses met the criteria for STS and 52.3% presented with high or
severe levels of STS, respectively [11,12]. Among emergency doctors in the USA, studies
demonstrated that almost 13% met the criteria for STS and nearly 34% presented with at
least one STS symptom [13]. A systematic review included a study that demonstrated that
54% of doctors met the criteria for STS; however, the STS intensity among doctors within
the other studies presented was low [14]. Finally, prior to the COVID-19 pandemic, STS
among HCWs was described to range from 4% to 13% [15]. Orrù et al. [9] revealed that
during the pandemic, STS symptoms exceeded 40% across HCWs; prevalence was greater
for those on the frontline (47.5%) and in HCWs who witnessed patients’ deaths (67.1%).

Self-compassion refers to how we understand and act kindly towards ourselves when
faced with personal failure, suffering, and feelings of inadequacy [16]. Furthermore,
self-compassion is defined as the process of noticing suffering, where this awareness
could be in oneself or others. According to Neff [16], three components are consid-
ered important for self-compassion: kindness and understanding towards oneself, un-
derstanding that suffering is part of life and being in the present (mindfulness). Acting
self-compassionately towards oneself allows an individual to be compassionate to others,
as being self-compassionate allows an understanding that failure and suffering are part
of life and we all share “human fallibility” [16,17]. Researchers found that this multidi-
mensional construct can decrease mental health difficulties and enhance wellbeing [18,19].
Self-compassion was found to have a strong association with improving wellbeing [20,21]
and according to Neff [22], the research appears to be robust. For instance, a meta-analysis
in 2015 found from a sample of 16,416 participants that individuals with higher self-
compassion had greater wellbeing [23]. Research found that wellbeing is important for
health and happiness [24], and therefore, increasing wellbeing can greatly benefit the
mental and physical health of an individual [25].

Self-compassion is a skill that can be learned and practised, as it is not a fixed per-
sonality trait [22]. Self-compassion and interventions research has grown considerably
over the last 20 years, and so far over 4000 journal articles and dissertations have been
published [22]. Self-compassion interventions were found to significantly increase wellbe-
ing [16,19,26,27]. Additionally, self-compassion interventions were found to be effective for
individuals that experienced trauma, as shown by Winders et al.’s [28] systematic review.
The review found 35 studies that increased self-compassion for individuals with PTSD in
community and clinical populations, where the findings suggested that the participants
experienced reduced symptomatology and decreased impact of trauma exposure [28].
These findings were echoed by a meta-analysis in 2021, which found 12 studies that in-
vestigated self-compassion-focused therapy among individuals with posttraumatic stress
disorder. Concluding that longer interventions were more effective and overall that the
self-compassion interventions provided a protected effect [29]. Self-compassion interven-
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tions have been used to target a range of different populations and found to be effective
at reducing trauma [28], such as trauma recovery for refugees and asylum-seekers [30].
Ultimately, the interventions work towards reducing the effects of trauma and improving
wellbeing and mental health [31,32].

The existing literature recognises the critical role played by self-compassion towards
increased wellbeing in healthcare workers [33–35]. Self-report data from Kemper et al. [36]
highlighted a strong correlation between self-compassion and physical health, mental
health, and perceived stress in trainee healthcare workers and clinicians. More recently,
Steen et al. [37] reviewed two decades of research regarding the influence of self-compassion
and concluded this to be a protective factor and buffer against poor mental health and in
maintaining wellbeing among midwives and nurses. Self-compassion was also shown to
be significantly and negatively associated with burnout in nurses [38–40], and similarly,
Prudenzi et al. [41] also reported self-compassion to significantly predict burnout in NHS
staff, but interestingly not psychological distress or fatigue. Further, online compassion-
focused meditation was noted to significantly improve confidence and compassionate
care in healthcare professionals [42]. Self-compassion as an intervention approach was
shown to be primitive yet promising [43]. For instance, Neff et al. [44] investigated the
efficacy of six one-hour sessions focusing on self-compassion, including practices such
as compassionate self-talk, in a population of healthcare professionals. According to the
authors, self-compassion was cited to be the primary mechanism of program effectiveness,
resulting in enhanced wellbeing and decreased stress. Similarly, Franco and Christie [45]
found advantageous outcomes following a one-day self-compassion training programme,
such as increased resilience and decreased burnout, anxiety and stress in a sample of
nurses. Both studies [45,46] also investigated STS as a further outcome measure; however,
at present, there remains a lack of literature exploring the efficacy of self-compassion
interventions for healthcare workers, particularly in recognition of its potential for reducing
STS. Understanding the link between STS and self-compassion may provide new insight
into real-world application and encouragement for its importance in individual intervention
and compassionate cultures.

We aimed to synthesise data across studies to provide insight into the role of self-
compassion in STS to inform training and practice. Our research question was as follows:
Are self-compassion interventions efficacious in reducing secondary traumatic stress in
healthcare worker populations?

2. Materials and Methods
2.1. Protocol Registration

This systematic review was conducted and reported in accordance with the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) statement [46]. The
review was registered with The International Prospective Register of Systematic Reviews
(PROSPERO; registration number CRD42022359192) in September 2022 and updated in
October 2022.

2.2. Search Strategy

Literature searches were conducted using the ProQuest, PsycINFO, ScienceDirect,
Google Scholar, and EBSCO databases, and these were searched by two independent
reviewers (A.R. and M.D.) using a combination of keywords: “Health personnel,” “Health
Care Staff,” “Secondary Traumatic Stress,” and “Self-Compassion”. These search terms
were determined with the assistance of a subject librarian. There were no date restrictions
on searches, although searches were limited to English-language papers. In addition, expert
consultation was sought from one academic in the field to assess whether any studies were
missed (F.N.). Searches were conducted between October 2022 and February 2023.
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2.3. Eligibility Criteria

All studies included examined the effect of self-compassion-based interventions (in-
cluding predominantly compassion elements) on healthcare professionals (including nurses,
physicians, and healthcare assistants, with no restriction on the sex, age, and ethnicity of
the participants). Studies that did not measure secondary trauma (assessed using validated
tools, such as the Professional Quality of Life scale [47]) were excluded. There were no
restrictions on the publication status. Table 1 presents our inclusion and exclusion criteria.

Table 1. Extended PICO for this systematic review [48].

Review Question How Effective is Self-Compassion in Treating Secondary Traumatic Stress in a Health
Care Worker Population?

Inclusion Criteria Exclusion Criteria

Population Healthcare workers > 18 years old <18 years old and workers not in healthcare roles

Intervention Interventions that focused on self-compassion 1 Other interventions: resilience interventions, stress
reduction interventions, and mindfulness interventions

Comparator Any comparator including non-intervention
Outcomes Secondary traumatic stress Other outcomes

Study design Empirical intervention studies
Single-participant case studies, cross-sectional studies,

qualitative studies, reviews, discussion articles,
and theoretical articles

Other Published in a peer-reviewed journal in the
English language

1 Training that did not focus on self-compassion was excluded (e.g., resilience training), training that only had a
mindfulness element with no self-compassion was excluded.

2.4. Data Extraction

In the early stage of the review, two reviewers (A.R. and M.D.) screened abstracts for
eligibility to categorise studies as either not relevant or potentially relevant. Full texts were
then assessed for potentially relevant studies. Studies that were considered ambiguous
with respect to the inclusion criteria were discussed, and a consensus was reached for all
articles included. The following data was then extracted from each paper by A.R. and
agreed upon and verified by M.D.: author names and date, sample and setting, intervention
details, measures, and findings [49] (see Table 2).
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Table 2. Study details of selected papers exploring the effects of self-compassion training on secondary traumatic stress in healthcare workers.

Author(s) (Year) Sample and Setting Intervention Details Measures Findings

Dewidar et al. (2022) [50]

50 mental health nurses at the Psychiatry Centre of
Tanta University in Egypt. 13 male and 37 female

with a mean age of 28 (21–40). Single-group
pre–post 3-month follow-up design.

8 × 1 h weekly sessions delivered over 8 weeks
with a focus on compassion, self-compassion,

compassionate responding, empathy, and
self-awareness.

Professional Quality of Life Scale.
Significant reduction in

secondary traumatic stress,
with a decrease of 17.1%.

McVicar et al. (2020) [51]
26 practitioners on an NHS health visitor course in
the east of England. Single-group, within-subject,

pre–post design.

52 sessions using a
Compassionate-Mind-Model-based

curriculum delivered weekly over 52 weeks.
Professional Quality of Life Scale.

Significant reduction in secondary
traumatic stress with a decrease of 16.5%

between the pre- and post-test and a
small-to-medium effect size (0.20–0.42).

Neff et al. (2020) [44]

23 healthcare workers from a hospital in the
Southwestern United States (35% in ancillary
services, 22% physicians, 17% social workers,
13% in therapeutic services, 9% nurses, and

4% other). Sample was 96% female with a mean
age = 37.57 (27–60) and 74% White, 17% Latino,

4% Asian American, and 4% other. Single-group,
within-subject, pre–post design.

Self-compassion for healthcare communities
(SCHC) programme, which is an adaption of

the Mindful Self-Compassion programme.
4 × 1.5 h sessions held over 4 weeks.

Professional Quality of Life Scale.
Significant reduction in secondary

traumatic stress with a decrease of 26%
and a large effect size (0.67).

Marconi et al. (2019) [52]
34 psychiatric health professionals with a mean age

of 50 in a hospital in Italy. Single-group,
within-subject, pre–post test design.

Compassion-orientated mindfulness
programme. 3 h classes fortnightly over

18 weeks.
Professional Quality of Life Scale. Reduction in secondary traumatic stress

but the results were non-significant.

Delaney (2018) [53]

13 female nurses across departments of
cancer care, cardiology, maternity,

midwifery, intensive care, and
urology in a UK hospital. Mean age of 44.

Single-group, within-subject, pre–post test design.

Mindful Self-Compassion training. 8 ×2.5 h
sessions weekly plus a half-day retreat. Professional Quality of Life Scale.

Significant reduction in secondary
traumatic stress with a decrease of 15%

and a large effect size (0.82).

Franco and Christie (2021) [45]

48 pediatric nurses at a pediatric hospital in Texas.
A waitlist control between subjects with a pre–post

follow-up design. The intervention group had
22 participants with 21 females and a mean age of

46. The control group had 26 participants with
22 females and a mean age of 38.

A short 6 h adaption of the Self-Compassion
for Healthcare Communities programme.

6 × 1 h sessions delivered throughout one day.
Professional Quality of Life Scale.

Reduction in secondary traumatic stress
in the intervention group but the results

were non-significant.
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2.5. Quality Assessment of the Included Studies: Assessing the Risk of Bias

The Newcastle–Ottawa Scale [54] was used to appraise the methodological quality
and risk of bias for non-randomised studies (see Tables 3 and 4). Two authors conducted
the quality scoring for each study (A.R. and M.D.) using marks from 0–5 for the risk of
bias for cohort studies (high risk: 1, medium risk: 2–3, low risk: 4–5), and 0–9 for the risk
of bias for case–control study (high risk: 0–3, medium risk: 4–6, low risk: 7–9) [55]. The
cohort studies’ top score was reduced from 9 to 5 due to the removal of the subsections;
“Selection of non-exposed cohort”, “Demonstrate outcome assessed before intervention”
and “Comparability of cohorts on basis of design (*) or analysis (*)”. This was due to these
studies not having an intervention group, and all studies targeted STS, which was present
at the start. Because the NOS originated in medical research, the word “exposure” was
adjusted to “intervention” (e.g., “Ascertainment of intervention”) to be more appropriate
for the context of the research.

2.6. Quality Assessment of the Review

The appraisal of the methodological quality for this systematic review was based on
AMSTAR-2 (a measurement tool designed to assess the quality of systematic reviews [56]).
Two independent raters assessed the quality of this review (A.R. and M.D.). It was con-
firmed that the research question for the review specified a population, intervention, and
outcome. The review contained an explicit statement that the review methods, search
strategy and inclusion and exclusion criteria were established prior to the conduct of the
review and registered with PROSPERO. The review used a comprehensive literature search,
the authors performed study selection and date extraction in duplicate (A.R. and M.D.),
and the included studies were described in adequate detail. The risk of bias for the included
studies was assessed using the Newcastle–Ottawa scale and the results of this informed
the discussion.

2.7. Analysis

A meta-analysis was considered unsuitable due to there being insufficient studies and
study design. The findings are summarised using a systematic narrative approach.
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Table 3. Assessment of the quality of the studies (non-randomised trials cohort; five studies; * indicates this is present).

Assessment of Risk of Bias for Cohort Studies (The Newcastle–Ottawa Scale)

Selection Comparability Outcome Number of Stars (0–5)

References Representativeness
of Exposed Cohort

Selection of
Non-Exposed Cohort

Ascertainment
of Intervention

Demonstrate
Outcome Assessed
before Intervention

Comparability of
Cohorts on Basis of

Design (*) or Analysis

Assessment
of Outcome

Follow-Up
Long Enough

Adequacy of
Follow-Up

Dewidar et al.
(2022) [50] * N/A * N/A N/A * * 4

McVicar et al.
(2020) [51] N/A * N/A N/A * 2

Neff et al.
(2020) [44] N/A * N/A N/A * 2

Marconi et al.
(2019) [52] N/A * N/A N/A * 2

Delaney
(2018) [53] N/A * N/A N/A * 2

Table 4. Assessment of the quality of the studies (non-randomised trials case–control; one study; * indicates this is present).

Assessment of Risk of Bias for Case Control Studies (The Newcastle-Ottawa Scale)

Selection Comparability Outcome Number of Stars (0–9)

References Is the Case
Definition Adequate?

Representativeness
of the Case

Selection
of Controls

Definition
of Controls

Comparability of Cases and
Controls on the Basis of

Design (*) or Analysis (*)

Ascertainment of
Intervention

Same Method of
Ascertainment for
Case and Controls

Non-Response Rate

Franco and
Christie (2021) [45] * * * * * * 6
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3. Results
3.1. Search Results

The selection of studies is shown in Figure 1 using the PRISMA flow diagram. The
search identified 234 articles that were screened for eligibility. Duplicates and corrigenda
were removed (105) and the remaining articles that contained both a secondary traumatic
stress and compassion component and healthcare in the title and abstract were considered.
Thirty-seven full-text articles were read in full by two reviewers (A.R. and M.D.). Finally,
studies that did not contain self-compassion as a main component of the intervention
were removed, as were studies that did not report STS specifically. A total of six studies
were considered eligible for the final analysis. Expert consultation was then sought (F.N.),
which offered an additional five papers for consideration. On inspection of the full texts by
two reviewers (A.R. and M.D.), one additional study was considered eligible for the final
analysis; therefore, six studies were included in the final analysis.

Int. J. Environ. Res. Public Health 2023, 20, x FOR PEER REVIEW  8  of  15 
 

3. Results 

3.1. Search Results 

The selection of studies is shown in Figure 1 using the PRISMA flow diagram. The 

search identified 234 articles that were screened for eligibility. Duplicates and corrigenda 

were removed (105) and the remaining articles that contained both a secondary traumatic 

stress and compassion component and healthcare  in the title and abstract were consid‐

ered. Thirty‐seven full‐text articles were read in full by two reviewers (A.R. and M.D.). 

Finally, studies that did not contain self‐compassion as a main component of the interven‐

tion were removed, as were studies that did not report STS specifically. A total of six stud‐

ies were considered eligible for the final analysis. Expert consultation was  then sought 

(F.N.), which offered an additional five papers for consideration. On inspection of the full 

texts by two reviewers (A.R. and M.D.), one additional study was considered eligible for 

the final analysis; therefore, six studies were included in the final analysis. 

 

Figure 1. PRISMA flow diagram of the article selection process. 

3.2. Characteristics of the Included Studies 

3.2.1. Published Year 

All studies were published in the last 7 years (2018–2022). 

3.2.2. Location of Research 

Two studies were conducted in the UK [51,53], two in the USA [44,45], one in Italy 

[52], and one in Egypt [50]. 

   

Figure 1. PRISMA flow diagram of the article selection process.

3.2. Characteristics of the Included Studies
3.2.1. Published Year

All studies were published in the last 7 years (2018–2022).

3.2.2. Location of Research

Two studies were conducted in the UK [51,53], two in the USA [44,45], one in Italy [52],
and one in Egypt [50].

3.2.3. Design

Four studies used a single-group pre–post test design [44,51–53], one study used a
single-group pre–post test and follow-up design [50], and one study used a comparison
group between-subject pre–post test and follow-up design [45].
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3.2.4. Participant Demographics

All studies (that reported gender balance) recruited more females than males, in-
cluding one study that recruited women only [53], and the age ranges across all six
studies varied. The sample size ranged from 13 [53] to 50 participants [50], totaling
194 participants overall.

3.2.5. Occupational Field

Participants in three studies worked as nurses [45,50,53]; one study involved health
visitors only [51]; and two studies were a mix of healthcare staff, such as nurses, physicians,
and social workers [44,52].

3.2.6. Scale

All studies [44,45,50–53] used the Professional Quality of Life Scale (ProQOL [47]) to
measure STS.

3.2.7. Intervention Design and Treatment Effectiveness

One study utilised a mindful self-compassion intervention containing mindfulness
meditation, loving kindness meditation, compassion meditation, and the core principles
of compassion and self-compassion [53]. One study used a compassionate-mind-model-
based curriculum for health visitor training students centering on compassion and self-
compassion training [51]. Two studies used the Self-Compassion for Healthcare Commu-
nities (SCHC) program, which is an adaptation of the Mindful Self-Compassion course
developed by Neff and Germer [57] but specifically targeted at healthcare communities.
The SCHC program has a focus on self-compassion training, with one study using the
full programme [44] and one using a 6h adaption of the SCHC programme [45]. One
study used a compassion-orientated mindfulness programme (COMP), which is a com-
passion and mindfulness-based training programme that includes self-compassion and
empathy training [52], and the final study used a compassion training programme contain-
ing training on concepts of compassion and self-compassion, professional quality of life,
compassionate responses and empathy [50].

Four of the six studies reported a significant reduction in STS following the interven-
tion [44,50,51,53]. Of these, two reported effect sizes of 0.67 [44] and 0.82 [53], indicating a
large effect. Two did not report an effect size [50,51]. Two studies reported a reduction in
STS, but this was non-significant [45,52].

3.2.8. Quality Scoring: Assessing the Risk of Bias

Four studies were towards the lower limit of medium risk [44,51–53], one study was
towards the upper limit of medium risk [45], and one study was at the lower limit of low risk [50].
Representativeness of the cohort and follow-up assessments were common weaknesses.

4. Discussion

This PRISMA-based systematic review appraised the quality and quantity of evidence
for eligible studies evaluating the effects of self-compassion training regarding secondary
traumatic stress (STS) in the healthcare population. Six intervention studies comprising
194 participants met all the eligibility criteria for in-depth review and assessment. STS
was seen to reduce in all studies, although, in two of these, this reduction was non-
significant [45,52]. Improvements were also reported across other outcomes, such as
anxiety, depression, self-compassion, compassion fatigue, and burnout. The rigour of
the included studies was medium. Thus, findings from this systematic review indicate
that self-compassion-based interventions may have applications for improving secondary
traumatic stress in healthcare populations, although the low study quantity found indicates
a gap in the research in this area.

The total length of the interventions varied from one day to 12 months; however, in
the one high-quality study with significant results [50], eight one-hour sessions over eight



Int. J. Environ. Res. Public Health 2023, 20, 6109 10 of 14

weeks were employed. This was also seen to be maintained at the three-month follow-up.
Another study showed significant improvements within eight weeks [53], although this
study did not include a follow-up, making it difficult to ascertain whether the results were
maintained. Of the other two studies with significant results, the intervention duration
ranged from four weeks [44] to 52 weeks [51]. Although both studies saw significant
results, as neither included a follow-up assessment, it is difficult to know whether either
the 52-week or 4-week programme is adequate to maintain results. Thus, based on the six
studies included in this systematic review, the most robust preliminary evidence exists
for self-compassion interventions of at least an eight-week duration, spread across weekly
sessions. It is worth noting, however, that none of these studies were RCTs, and therefore,
more high-quality research is needed to draw conclusions about the most effective length
of intervention.

The majority of studies included in this review were set in Western countries, with the
exception of Dewidar et al. [50]. It is worth noting that self-compassion can be experienced
differently in different cultures. More individualistic cultures may be more success-driven,
and thus, more competitive and self-critical, in turn, making self-compassion more chal-
lenging [58–60]. Self-compassion and the benefits associated with it may not be as easy to
increase in cultures where it is already naturally higher. Dewidar et al.’s study [50] from
Egypt reported a significant reduction in STS, which implies positive preliminary evidence
that self-compassion training may be effective in non-Western cultures, although further
research is required to build on this.

The studies had a small, majority White female sample, with a mean age typically
over 30, recruited mainly from one hospital in their respective geographical areas, and
were without a control group (with the exception of Franco and Christie [45]). While this
limits the generalisability of the findings, implications on the population not represented in
aforementioned studies should be considered also. Given the high turnover of healthcare
staff, particularly in psychiatric settings and low-paid roles, which are typically taken
on by younger generations, consideration should be given to the impact of STS when
joining the healthcare workforce in the teen years and early twenties. Organisations that
employ the use of self-compassion interventions in their initial training may therefore see
increased retainment of their staff; however, additional research is required to understand
the development of STS and the impact of self-compassion interventions on new younger
staff [61,62]. That being said, McVicar et al. [51] found that “years in practice” was strongly
positively correlated with STS, adhering to the idea of STS accumulating over time. Thus,
while this finding is significant, self-compassion interventions may provide a preventative,
rather than reactive, approach to STS if introduced earlier on.

It is worth also noting that healthcare workers often have time-limited schedules, and
further training demands may incur unintentional stress [63]. As the outcomes for STS were
non-significant, Franco and Christie’s [45] time-intensive intervention does not support
the notion that this would be effective. Due to the study’s ceiling effect for resiliency
activation and lack of power, additional research should endeavor to determine organ-
isational feasibility and whether interventions over a shorter period remain efficacious.
Further, while requesting participants to practice learned techniques after sessions proved
advantageous, this intensifies the time commitment, potentially overwhelming staff [64].
These considerations should be noted when assessing the acceptability of self-compassion
interventions for this population. However, it is an organisation’s responsibility to ensure
that its healthcare workers are protected and valued, further promoting attentiveness and
compassion, and thus, a higher standard of practice. Systemic change is required in order
to improve working conditions. However, providing timely support for healthcare staff
to develop coping skills may assist with mediating and moderating distress. This may
lead to downstream effects, such as enhanced outcomes for both patients and healthcare
workers. Healthcare populations may feel more supported, less alone, or less likely to use
maladaptive strategies to cope with the difficulties faced in their daily working lives. Simi-
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larly, patients may note greater compassion, attentiveness, and a higher overall standard of
care, contributing to sustained outcomes for both.

Overall, the current collection of evidence regarding the efficacy of self-compassion
interventions for STS in a healthcare worker population is both mixed and promising.
The quality of the studies included was medium overall: four studies were assessed to
bear a medium risk of bias [44,51–53], and two studies were assessed to bear a low risk of
bias [45,50]. Of the non-controlled studies, most did not address “representativeness of the
exposed cohort” and “follow-up adequacy”. Future research may benefit from recruiting
a more ethnically diverse group of workers and a more even distribution of gender and
age. Additionally, future research may benefit from including a follow-up assessment to
ascertain whether positive results were maintained. Overall, more methodologically robust
controlled studies of self-compassion interventions for STS in health worker populations
are required to address these issues. The one study assessed that did provide a control
group and had a low risk of bias had non-significant results [45]. Although the majority
of studies did show a significant reduction in STS [44,50,51,53], none of these contained a
control group, making it difficult to ascertain whether the intervention was successful as
a result of the content, or just the awareness gained from discussing and being educated
about STS. Future research may benefit from including an active control to determine the
specific impact of self-compassion training on STS. Although future research is required to
address the above concerns, and there is a recognised need to address the growing concern
around STS in this population [8,14], future research may also benefit from understanding
the environmental factors that could give rise to STS in this population. A combination of
assessing treatment options for STS, in addition to understanding what may prevent STS
from occurring in the first place, would benefit the healthcare worker population.

While this systematic review offers helpful insights into the application of self-compassion
for STS in a healthcare worker context, several limitations should be noted. This review
comprised a total of six studies, with most studies being the first of their kind or pilot
studies. Further, study homogeneity was largely absent, as studies varied in terms of
the sample, geographical location, time-length of the intervention, and time-intensity of
the intervention. Additionally, the majority of participants across the selected studies
were self-selected [65], and therefore, may be more likely to show an interest in learning
skills or to continue practicing skills following the termination of the intervention. This
may bias findings post-intervention and at follow-up compared with individuals that are
required to take part in the intervention as compulsory training and may incur higher
attrition rates or criticisms of the intervention. Furthermore, the majority of studies did
not use a control group, making it difficult to ascertain whether the results were due
to self-compassion or just the consideration of STS. Additionally, standardisation of the
self-compassion programmes has not been done. Therefore, each study may have offered
very different interventions. Further to this, it is not possible to know which components
of these programmes were effective, and without this knowledge, a future programme
cannot be developed with solid evidence. Lastly, it is important to consider that the
authors are healthcare and psychology specialists. Thus, this systematic review may be
subject to researcher bias through bias interpretation, although each author was mindful
of this throughout. Service users or family members may have different insights about
HCWs’ wellbeing, and this has not been evaluated. Despite these considerations, this
review provides an initial look at the potential of self-compassion interventions to reduce
STS in healthcare populations. Further research should build upon these foundations to
substantiate the credibility of the findings and conclusions drawn. Furthermore, studies
that were not yet published or studies that were published in languages other than English
were not considered, and thus, additional evidence for the efficacy of self-compassion
interventions for STS may have been overlooked. Additionally, this review excluded
studies where self-compassion was not the main component of the intervention, meaning
self-compassion may have been present in other excluded studies but not explicitly stated,
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and if so, these also may have been overlooked. Therefore, future reviews may benefit from
using a boarder definition of self-compassion.

5. Conclusions

The six studies included in this review indicate preliminary evidence that self-compassion
training may be beneficial for improving STS in healthcare worker populations. However,
there is a gap in the research regarding this, where the evidence base for this area is under-
developed and has largely focused on a predominantly female population in Western
countries. More male healthcare workers and both male and female workers from non-
Western countries need to be recruited. The overall research quality of these six studies was
medium, often lacking the representativeness of cohort and follow-up assessments. Future
research about STS in healthcare workers should improve the recruitment and assessment
strategies, as well as utilise control groups. The findings will help healthcare managers and
employers identify staff wellbeing approaches focused on STS.
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