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Thesis Overview 

 This thesis consists of two chapters: (i) a literature review, and (ii) an empirical paper. 

 The literature review explores contributing factors for burnout for mental health 

nurses working in mental health hospitals. The current knowledge base often conflicts and 

varies regarding contributing factors, with a need for a more established knowledge base 

focusing on specific work environments required. A systematic literature review used four 

relevant databases and reviewed 12 studies. Although multiple factors were identified to 

contribute to burnout for this group, high stress was the most significant factor. The study 

highlighted the complex nature of burnout, and the influence that the organisation can have 

on its development.  

 The empirical paper explores the daily experiences of Forensic Scene Investigators 

(FSIs) and the impact that this job has on their lives. Current research highlights how 

intensely stressful being a police officer can be and the resulting increased risk of stress-

related disorders and reduced quality of life. Despite this, there is little research, particularly 

of a qualitative nature, into FSIs, despite them facing similar stressors. An IPA methodology 

was chosen, using semi-structured interviews and a purposeful sampling method with one 

constabulary. Themes that emerged included the intense nature of the role, including the 

psychological impact it had on FSIs, and how this is compounded by organisational factors, 

including working processes, and feeling undervalued. These findings highlight the personal 

sacrifice FSIs often make, and the importance of the organisation in supporting them. 

Differences between Chapter 1 and Chapter 2 

 There is some variation between the topic and focus of Chapter 1 in comparison to 

Chapter 2. Originally, the empirical paper in Chapter 2 explored a different question, more in 

line with the themes and participant group of Chapter 1. Specifically, this original focus 

related to mental health nursing staff’s experiences of providing compassionate care to clients 
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within a secure forensic mental health hospital. From this, the topic of exploring contributing 

factors for burnout in mental health nursing staff working in mental health hospitals was 

chosen for the literature review. However, after starting the literature review, the decision 

was made by the relevant host organisation to withdraw their support for the empirical study. 

Following this, the current empirical study was available for exploration and therefore taken 

up, looking at the lived experiences of Forensic Scene Investigators. As such, there is some 

variation regarding the working environment and participant group within these two papers. 

 Despite this, there are connections between these two papers. Both mental health 

nurses and Forensic Scene Investigators are classed as public servants who work for the 

public sector. Public sector workers face many challenges within the role, including intense 

pressure, such as workforce shortages, increasing demand for services, and low funds amid 

high costs. These pressures have resulted in healthcare and police workers in particular 

feeling exhausted and overstretched with low morale and poor wellbeing (House of Lords, 

2022). As a result, research is clear that both groups of staff experience high levels of 

burnout. Both papers together explore the psychological impact of working in these 

environments, specifically by exploring the biggest stressors for these groups, and, in Chapter 

2, the potential impact of these stressors. 
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Chapter 1 

Literature Review 

Contributing Factors to Burnout for Mental Health Nurses Working in  

Hospitals: A Systematic Review 
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Abstract 

Burnout has a significant negative impact on staff wellbeing, quality of work, and 

organisational outcomes, with prevalence rates being particularly high amongst mental health 

nurses. The current burnout literature is contradictory in terms of its findings. Therefore, a 

more established knowledge base has been called for, with some literature reviews starting to 

focus on staff in specific working environments. This literature review therefore aims to add 

to the current literature by exploring existing research into contributing factors for burnout 

for mental health nurses working in mental health hospitals. Following a systematic search of 

four relevant databases, 12 quantitative articles were identified. Of these, 11 used a 

correlational design and were assessed for quality using the Quality Appraisal Checklist 

(NICE, 2012). The remaining study used a between-groups cross-sectional design, and so the 

Quality Assessment Tool for Observational Cohort and Cross-Sectional Studies (National 

Heart, Lung, and Blood Institute, 2013) was used. Organisational factors, such as high role 

conflict and ambiguity, high caseload, low autonomy and low support, were found to 

contribute significantly towards burnout, as well as violence and high stress. There were 

inconsistent results regarding personal characteristics, such as gender and age. 

Inconsistencies may be accounted for by cultural variations and other factors, such as stress 

playing a more significant role in developing symptoms of burnout. Findings are discussed in 

relation to theoretical and practical implications, as well as directions for future research.  
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Introduction 

Professional Burnout and Other Similar Concepts 

Burnout is a continued psychological state (Maslach, 2006) that develops from an 

accumulation of ongoing occupational stressors over time. It can develop within a wide range 

of occupations (Leiter & Schaufeli, 1996), including Information System professionals 

(Huarng, 2001), teachers (Capel, 1991), and healthcare professionals (De Hert, 2020). 

Burnout is widely recognised, so much so that in 2019, it was included within the 11th 

Revision of the International Classification of Diseases (ICD-11) as an occupational 

phenomenon (World Health Organization, 2019). It is described as a multidimensional model 

with three main dimensions: (i) emotional exhaustion, where one’s emotional resources are 

depleted by the chronic demands and needs of another, (ii) an unfeeling and impersonal 

response towards patients’ care, and (iii) feeling incompetent and unsuccessful within work. 

These dimensions can result in staff feeling overburdened, paranoid of others, taking 

increased risks unnecessarily, and being resistant to change. At work, this can result in a 

decrease in quality of care, increase in mistakes, problematic staff dynamics, and a reduction 

in staff wellbeing (Maslach & Jackson, 1981). 

Over time, other concepts related to burnout have also been identified and evolved, 

including ‘secondary traumatic stress’ or ‘secondary traumatic stress disorder’. This concept 

differs from burnout, however, as burnout occurs following a broad range of occupational 

stressors in the workplace (Maslach et al., 2001), whereas secondary traumatic stress occurs 

following a specific type of stressor, that is, an indirect exposure to a traumatic event, such as 

hearing about a traumatising event experienced by another, rather than experiencing it 

directly themselves. The symptoms experienced in the context of secondary traumatic stress 

are also similar to those of PTSD. This phenomenon has been referred to by other terms over 
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the years, including ‘secondary victimisation’, ‘co-victimisation’, ‘secondary survivor’, 

‘companion stress’, and ‘compassion fatigue’ (Figley, 1993). 

 Having these varying concepts, however, has become problematic in research. 

Scholars continue to disagree on what the terms specifically mean (Newell et al., 2015), with 

some researchers believing that they are all simply ‘burnout’ (Maslach & Jackson, 1984), and 

using the terms interchangeably (Meadors et al, 2009). Others however argue that the terms 

differ in definition and symptoms (Cragun et al., 2016; Newell et al., 2016; Rauvola et al., 

2019). This disagreement has negatively impacted the research around these concepts. 

Branson (2019) for example completed a literature review on the term ‘vicarious trauma’, and 

found that the term was not operationalised. This meant that it was often incorrectly used, 

which then negatively impacted the validity and reliability of the results. Rauvola et al. 

(2019)’s qualitative review synthesised and summarised literature on ‘compassion fatigue’, 

‘secondary traumatic stress’, and ‘vicarious trauma’, and struggled to integrate the findings, 

due to construct ambiguity. These concepts are therefore often misunderstood by those 

treating clients who have experienced trauma (Rothschild & Rand, 2006), and those 

diagnosing burnout (Newell et al., 2015). This brings into question the potential effectiveness 

of the care provided and health outcomes used for those with burnout and trauma.  

Contributors to Burnout  

Burnout is linked to specific working conditions and organisational contexts, with the 

long-term impacts of burnout including lower-quality work, an increase in mistakes, poorer 

problem-solving skills, absenteeism, and lower organisational commitment (Maslach, 2006). 

For staff, it can lead to physical health symptoms, such as fatigue, insomnia, headaches, 

gastrointestinal problems, and cardiovascular issues (Kahill, 1988; Melamed et al., 2006; 

Salvagioni et al., 2017), as well as mental health difficulties, including depressive symptoms 

and increased anxiety (Koutsimani et al., 2019; Salvagioni et al., 2017). All of these further 
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impact on working conditions, the work environment, and both short- and long-term illness-

related absenteeism, as well as poor physical or mental health in staff. A large amount of 

research has aimed to establish what the contributing factors to burnout are, with factors such 

as age, high workload, work environment, low reward or salary, lack of fairness in the 

workplace, high discrimination and conflict, and low social support being identified 

(Dall’Ora et al., 2020; Duquette et al., 1994; Gribben & Semple, 2021; Maslach, 2006; 

Maslach & Leiter, 2005; Peterson, 2008). Despite this, many studies have found that the 

relationship between the contributing factors and burnout was often complex and confusing 

(e.g. Duquette et al., 1994). The list of potential risk factors highlighted is very large, and 

many of the papers directly contradicted each other in their findings. Sorenson et al. (2016) 

completed an integrated literature review exploring ‘compassion fatigue’ in health providers 

and identified a lack of clarity and consistency regarding results. This made it difficult to 

accurately compare studies and their conclusions. The large number of papers published, and 

complex nature of the development of burnout, has meant that for some, searching for 

specific answers may have seemed an overwhelming and possibly time-consuming task. For 

service providers looking to research for help in supporting their staff, concentrating on 

literature reviews that focus on organisations and workforces like their own may be the most 

helpful way to identify and avoid missing relevant results, and to understand and make use of 

the broad research available. 

Burnout in Mental Health Nurses 

Although any staff member can present with burnout, healthcare staff appear to be at 

particular risk. De Hert (2020) reported prevalence estimations to be around 20%, with many 

negative consequences clearly identified within research, some of which are profoundly 

problematic for staff, patients and the sector as a whole. Poor work performance caused by 

burnout (Dyrbye et al., 2019), for example, can lead to serious care outcomes, including 
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poorer quality of care, reduced staff concern for patients, increased risk of medical errors, 

avoidable casualties and increased human suffering (Abushaikha & Saca-Hazboun, 2009; 

Maslach, 2006; Montgomery et al., 2011; World Health Organization, 2022). In addition to 

this, organisations can experience significant economic losses, prosecutions and closure of 

care providers, as well as increased staffing pressures, caused by the increased staff turnover, 

decreased job satisfaction, and increased staff conflict (Care Quality Commission, 2022; 

Dolan, 1987; Maslach, 2006; World Health Organization, 2022). These outcomes show the 

prevailing concern burnout in healthcare staff is, particularly given how relied upon they are, 

being described as “the most valuable resource for health” (Joseph & Joseph, 2016, p.71). 

For mental health professionals, research has shown that burnout can be especially 

high. Morse et al. (2012) reported that 21%-67% of the workforce may be experiencing high 

levels of burnout. Oddie and Ousely (2007) assessed the levels of burnout in 115 nursing 

staff, and nine occupational therapists working across three forensic medium secure wards, 

and found that 54% reported high emotional exhaustion, 35% had high depersonalisation, and 

61% had low personal accomplishment. O’Connor et al. (2018)’s systematic review 

estimated burnout levels in mental healthcare nurses, doctors, psychologists, occupational 

therapists, and social workers across 33 different countries, and found that the average mental 

health professional had ‘high’ emotional exhaustion, ‘moderate’ depersonalisation, and ‘high’ 

personal accomplishment. Forty-three percent of sickness absences for mental healthcare 

staff in the NHS are caused by work-related stress (Mental Health Taskforce Strategy, 2016).  

Research has found that mental health nurses seem to be particularly vulnerable.   

López-López et al. (2019) completed a systematic review and found that 15%-25% of 868 

mental health nurses reported high burnout. Imai et al. (2004) compared prevalence rates of 

423 community psychiatric nurses to 435 physical healthcare nurses in Japan and found that 

rates were significantly higher for community psychiatric nurses (59.2% versus 51.5%). The 
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difficulty of mental health nurses’ job roles has been clearly documented within research. 

Gunasekara et al. (2014) emphasised the demanding nature of it, with nurses expected to not 

only care for and treat vulnerable individuals who suffer from mental illnesses, but also 

attend meetings, manage administrative tasks, dispense medication, be involved in the 

admission of new patients, and carry out other service-level tasks. Foster et al. (2020) 

highlighted their high workloads, but lack of organisational support to manage this. This 

means that they can often spend most of their time completing non-clinical tasks, and 

managing the ward environment, rather than supporting and caring for their patients (Sabella 

& Fay-Hillier, 2014), or developing therapeutic relationships with them (Fourie et al., 2005). 

Given the importance of the quality of the therapeutic relationships with patients, and its link 

to patient outcomes, staff burnout can therefore have a significant indirect effect on patient 

recovery and quality of care.  

Bullying from colleagues has also been cited as a significant stressor within the role. 

Foster et al. (2020) found that of 473 mental health nurses working across different mental 

health services in Australia, 71% reported staff conflict, and 55% reported staff bullying as 

notable stressors. Although bullying has been found to be pervasive across all areas of 

nursing (Cleary et al., 2010), mental health nurses specifically appear to be a vulnerable 

group as they have to face additional occupational challenges in regards to colleagues. 

Sabella and Fay-Hillier (2014) discussed how caring for a stigmatised group (those with 

mental illness) has resulted in mental health nurses being stigmatised by association. Health 

Education England (2017) reported that nurses from other specialisms often view mental 

health nurses as inferior, due to a belief that mental health nurses lack an advanced 

knowledge base and skillset and because psychiatric nursing is viewed less favourably than 

other specialisms. It seems therefore that for those not in the profession, the role of a mental 

health nurse is often not fully respected, understood or valued as much as other areas of 
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nursing, and as such stigmatised (Halter, 2008). Health Education England (2017) further 

reported concerns that this may reduce the number of applicants, further contributing towards 

already existing staffing shortages within this profession. As the number of mental health 

nurses in employment within the UK has continually dropped since 2010, despite the number 

of total nurses (in all disciplines) steadily increasing (Health Education England, 2017), this 

is particularly concerning for the sector.   

Mental Health Nurses in Hospitals 

As research has demonstrated that burnout is an occupational stress, studies have 

started to focus on how burnout may start to develop in different working environments. This 

is particularly important as most research up to this point explored burnout from an 

occupational perspective (i.e. all mental health nurses viewed similarly, whereas actually 

mental health nurses can work in various settings, including in the community, hospital and 

forensic settings, which can vary greatly).  

Some reviews have already been completed. Edwards et al. (2001)’s literature review 

explored stress and burnout in community mental health nurses and found community-

specific contributing factors, including increased workload and administration, inappropriate 

referrals, safety issues, and lack of supervision. Dickinson and Wright (2013)’s literature 

review focused on forensic settings, and found that the main stressors were interpersonal 

conflicts, workload and lack of involvement in decision-making. These reviews highlight 

how different work environments can have their own specific factors that contribute towards 

burnout, which may not be relevant within other environments. It does not appear, however, 

that hospital settings have been focused on for reviews. Despite this, research has identified 

how hospitals can be stressful. Montgomery et al. (2011) reported that nurses in hospitals are 

more likely to work with the most unwell and challenging patients, particularly compared to 

community nurses. These patients’ needs, which often cannot be supported within 
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community settings, generally require further and more intensive support within hospitals and 

can include those who have the most severe symptoms or illnesses, a history of violence, 

committed serious offences, and a longer and more complex history of psychiatric treatment 

(Huband et al., 2018). These individuals are also more likely to present as aggressive, with 

mental health nurses more likely to face violence when working in hospitals compared to the 

community (Dean et al., 2021). Nolan et al. (1999) found that 81% of hospital-based mental 

health nurses have experienced violence during their careers, compared to 50% of 

community-based mental health nurses. Workplace violence has been associated with 

psychological symptoms, including fear, anger, depression, anxiety, helplessness, loss of self-

esteem, and PTSD, as well as increased staff turnover (Dean et al., 2021). Facing both 

possible violence and increasing work demands can result in mental health nurses taking time 

off or leaving their jobs, resulting in a disruption in continuity of care (Boyer & Bond, 1999), 

and a reduction in patient engagement (Puntis et al., 2015). Fielding and Weaver (1994) also 

reported that mental health nurses working within mental health hospitals rated their work 

environment as being lower for supervisor support, autonomy, innovation, and commitments 

to their jobs, when compared to mental health nurses working in the community. Sørgaard et 

al. (2007) further found that mental health nurses working in hospitals reported an increased 

lack of control over their work conditions, and less social relationships than mental health 

nurses working in the community. This is particularly noteworthy, as research has identified 

that some of these factors can contribute to burnout, and towards a reduction in staff morale, 

attention at work, and empathy, leading to an increase in mistakes, staff turnover, and a 

reduction in engagement with patients, patient-centred care, patient satisfaction, quality of 

care, and recovery rates (Bakker & Demerouti, 2007; Passalacqua & Segrin, 2012; Salyers et 

al, 2015).  
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Present Review 

Given the research highlighting the potentially stressful nature of hospital-working, 

and the need for more environment-specific reviews in order to focus the burnout literature, 

making it more generalisable to specific workplace settings, this review aims to identify the 

main contributing factors related to burnout for mental health nurses working in mental 

health hospitals. To improve the quality of this review, only articles exploring the concept of 

‘burnout’ were included, and other concepts, including ‘vicarious trauma’ were excluded.  

It is hoped that this review will highlight the main contributing factors for burnout in 

hospital-based mental health nurses. Given the complex nature of how burnout develops, it is 

also hoped that this review may be able to shed some light on possible secondary factors, and 

how these relate to burnout. For clinicians and organisations hoping to support their staff, this 

will hopefully clarify potential interventions to reduce burnout and organisational changes 

that could be made to support with this. 

Method 

Search Strategy 

Booth (2006) identified that in order for a systematic literature search to be assessed 

by others for quality and replicability, appropriate standards need to be used when completing 

the search. Therefore, the STARLITE mnemonic (sampling strategy, type of studies, 

approaches, range of years, limits, inclusions and exclusions, terms used, electronic sources; 

Booth, 2006) was used within this search to help convey the steps undertaken.  

A scoping review was first completed to assess the quality and quantity of existing 

studies relevant to the research question. This scoping review exposed problems related to the 

terminology used within the search, indicating that the original terminology was too narrow. 

The subsequent search strategy was therefore broadened to capture all relevant search terms. 

For the final search, four electronic databases were used, namely PsycINFO, CINAHL plus, 
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Medline, and Web of Science, due to their relevance to the subject matter. The search 

strategy included terms that related to: (i) mental health nurses, (ii) mental health services, 

and (iii) burnout, with papers having to include all three topics to be initially identified. 

Initially, other nursing staff were included within this search, such as healthcare assistants, as 

well as other concepts related to burnout, such as vicarious trauma. However, papers focusing 

on other nursing staff and/or other concepts were very limited, and so qualified mental health 

nurses and burnout were focused on to improve consistency. The search terms were adapted 

for each database to suit the required database’s search style in order to improve the 

sensitivity of the search, and ensure all relevant papers were identified (e.g. relevant 

suggested subject terms were ticked and exploded when searching on PsycINFO and 

CINAHL plus, relevant terms were mapped to the subject heading and exploded when 

searching using Medline, actual terms were used with Web of Science, and relevant Boolean 

operators were used with all four databases) (see Appendix A for full details of the search). 

From this search, the abstracts from all papers were screened to identify whether the paper 

was relevant.  
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After the search was completed, and the papers screened, 34 relevant studies were 

identified. The articles were therefore narrowed down further, with those reporting on studies 

that used participants from multiple disciplines being excluded. The articles were then 

reviewed in full to ensure that they met the inclusion criteria. In addition to this, only one of 

the studies identified reported qualitative data, whereas the rest reported quantitative data, 

and so the former was removed to improve the consistency across the final set of articles, 

resulting in 12 articles being included in the review.  

Inclusion/Exclusion Criteria 

The initial search was conducted before the Covid pandemic, however, another search 

was re-run in 2023 to identify any new, more recently published papers that may add to the 

results. During this search, any papers that were focusing on burnout specifically in relation 

to the Covid pandemic were excluded. This decision was made as research has identified that 

the Covid pandemic brought about its own unique set of associated stresses, including the 

very high number of deaths, the risk of catching the infection, and the awareness of possible 

future waves (Leo et al., 2021). It would be difficult to separate out these factors as probable 

causes of burnout outside of the Covid pandemic, and report them alongside variables found 

in other non-Covid studies, especially when the paper has focused on Covid-specific 

variables. For this study, no new papers were identified. If this analysis were to be run again, 

however, and new papers identified, these should be individually reviewed to assess whether 

there are any pandemic-related confounding or independent variables (such as those listed 

above), and if so, these should be assessed as to whether they can be compared with other 

non-pandemic factors.  

On completing the search, too many papers were identified that were appropriate for 

the review, and so at this point, the focus of the review was narrowed further to only include 

mental health hospitals in line with its aims (i.e. other settings, such as prisons and hospitals 
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solely caring for those with learning disabilities, were excluded). The reason for this was 

again to improve consistency across the studies, particularly given the role of organisational 

factors in the development of burnout. Other settings such as those caring solely for 

intellectual disability, and prisons, can have additional/different organisational 

requirements/needs that are not as significant, or not present within other hospital settings. 

The final inclusion and exclusion criteria used are shown in Table 1. 
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Table 1 

Final Inclusion and Exclusion Criteria Used 

Final inclusion criteria Final exclusion criteria 

i) The study’s aims or findings must 

explore factors that may contribute 

towards the development of burnout 

within the participant population. 

ii) All participants must be working 

within a role that is equivalent to a 

mental health qualified nurse. 

iii) All participants must be working 

within a mental health hospital. If only 

some participants work within a 

mental health hospital, the data for 

these participants must be able to be 

reviewed separately from all other 

participants (and only these data will 

be used within the review).  

iv) Studies must have been published 

between 2000-2022 and be peer-

reviewed. 

i) Full paper is not accessible to the 

author. 

ii) Full paper is not in English. 

iii) The mental health hospital that the 

participants work within consists 

entirely of the following patient 

groups/settings: intellectual disability, 

prison, outpatient, clinic. 

iv) Any studies focusing on the Covid 

pandemic only. 
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 Of the 12 articles, 11 used participants working only in mental health hospital 

settings, whereas one study used participants working within a mental health hospital or 

community setting (McTiernan & McDonald, 2015). This study separated the data for both 

participant groups, and so only the mental health hospital data were included in this review. 

All 12 articles included in this review are presented and summarised in Table 2. In addition, 

the studies have been compared with regards to their environmental setting and context. This 

provides an overview of shared similarities and differences in terms of possible 

environmental factors that contribute to the development of burnout (see Table 3) 
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Table 2 

Summary of Main Characteristics of the Final Set of Articles 

Author 

1. Levert et 

al. (2000) 

2. Jenkins & 

Elliott 

(2004) 

3. Hamaideh 

(2011) 

4. Madathil 

et al. 

(2014) 

5. McTiernan 

& 

McDonald 

(2015) 

6. Itzhaki et 

al. (2018)      

7. Yang et al. 

(2018) 

8. Berry & 

Robertson 

(2019) 

9. Kim & 

Kweon 

(2020) 

10. Payne et 

al. (2020) 

11. 

Kobayashi et 

al. (2020) 

12. Alqahtani 

et al. (2020) 

Title 

Burnout in 

psychiatric 

nurses: 

Contributions 

of the work 

environment 

and a sense 

of coherence                                                           

Stressors, 

burnout and 

social 

support: 

Nurses in 

acute mental 

health 

settings                                        

Burnout, 

social 

support, and 

job 

satisfaction 

among 

Jordanian 

mental health 

nurses       

Burnout in 

psychiatric 

nursing: 

Examining 

the interplay 

of autonomy, 

leadership 

style, and 

depressive 

symptoms 

Occupational 

stressors, 

burnout and 

coping 

strategies 

between 

hospital and 

community 

psychiatric 

nurses in a 

Dublin 

region                                                      

Mental 

health nurses' 

exposure to 

workplace 

violence 

leads to job 

stress, which 

leads to 

reduced 

professional 

quality of life 

Incidence, 

type, related 

factors, and 

effect of 

workplace 

violence on 

mental health 

nurses: A 

cross-

sectional 

survey                                                     

Burnout 

within 

forensic 

psychiatric 

nursing: Its 

relationship 

with ward 

environment 

and effective 

clinical 

supervision?                                 

Psychological 

capital 

mediates the 

association 

between job 

stress and 

burnout 

among 

Korean 

psychiatric 

nurses                    

Burnout and 

job 

satisfaction of 

nursing staff 

in a South 

African acute 

mental health 

setting          

Workplace 

violence and 

its effects on 

burnout and 

secondary 

traumatic 

stress among 

mental 

healthcare 

nurses in 

Japan 

Burnout 

syndrome 

among nurses 

in a 

psychiatric 

hospital in 

Dammam, 

Saudi Arabia 

Aim 

1. Measure 

burnout 

levels for 

psychiatric 

nursing staff, 

according to 

Maslach and 

Jackson's 

(1996) three 

dimensions 

of burnout.          

2. Measure 

the 

relationship 

between, and 

impact of, 

the various 

factors in the 

work 

environment 

and role of 

the nursing 

1. Investigate 

and compare 

the levels of 

stressors and 

burnout 

experienced 

by qualified 

and 

unqualified 

nursing staff 

2. Examine 

relationships 

between 

stressors and 

burnout for 

the sample as 

a whole 

3. Assess the 

impact of 

social 

support on 

burnout 

1. Investigate 

the levels of 

burnout 

dimensions 

among 

Jordanian 

nurses 

compared to 

the 

normative 

values                    

2. Investigate 

the 

relationships 

among 

burnout 

categories, 

social 

support, job 

satisfaction, 

and some 

demographic 

1. 

Understand 

possible 

environmenta

l factors that 

might help 

protect 

nurses from 

the effects of 

burnout 

1. Identify 

the variety 

and severity 

of stressors 

of nurses in a 

Dublin 

region                                           

2. Compare 

occupational 

stress, coping 

strategies and 

burnout of 

hospital 

nurses with 

community 

nurses 

1. Investigate 

the effect of 

job stress and 

exposure to 

violence on 

nurses’ 

quality of life 

1. Investigate 

the incidence 

and type of 

workplace 

violence                                    

2. Explore 

factors related 

to workplace 

violence                                           

3. Investigate 

the level of 

job burnout 

among nurses 

and its 

association 

with the 

incidence of 

workplace 

violence                                    

4. Explore 

what types of 

coping 

1. Determine 

the extent to 

which 

experience of 

burnout in 

forensic 

psychiatric 

nursing staff 

is predicted 

by the 

perceived 

effectiveness 

of clinical 

supervision 

and the ward 

environment 

1. Investigate 

the mediating 

effect of 

psychological 

capital on the 

relationship 

between job 

stress and 

burnout 

1. Determine 

the 

prevalence of 

levels of 

burnout and 

degree of job 

satisfaction 

for the 

current 

nursing staff 

at Stikland 

State 

Psychiatric 

Hospital                                    

2. Establish 

whether these 

experiences 

are associated 

with certain 

demographic 

variables 

1. Investigate 

the 

prevalence of 

workplace 

violence and 

its effects on 

burnout and 

secondary 

traumatic 

stress among 

nurses in 

Japan 

1. Determine 

the 

prevalence of 

burnout 

syndrome and 

the factors 

associated 

with it among 

nurses 

working in a 

psychiatric 

hospital 
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staff on 

burnout.                                   

3. Determine 

the role that 

the Sense of 

Coherence 

plays in the 

relationship 

between the 

work 

environment 

and burnout 

levels 

(main effect) 

and stressor–

burnout 

relationships 

(buffering). 

and work-

related 

characteristic

s of 

Jordanian 

nurses 

working in 

mental health 

settings                        

3. Investigate 

the variables 

that best 

predict 

burnout 

dimensions 

among 

Jordanian 

nurses 

working in 

mental health 

settings 

strategies 

nurses used 

and their 

suggestions 

Design 

Cross-

sectional 

correlational 

design. 

Cross-

sectional 

correlational 

design. 

Descriptive 

correlational 

cross-

sectional 

design. 

Cross-

sectional 

correlational 

design. 

Between-

subjects 

design. 

Descriptive 

cross-

sectional 

correlational 

study. 

Cross-

sectional 

correlational 

study. 

Cross-

sectional 

correlational 

design. 

Descriptive 

cross-

sectional 

correlational 

design. 

Cross-

sectional 

correlational 

design. 

Cross-

sectional 

correlational 

design. 

 

 

Cross-

sectional 

correlational 

design. 

Sample (incl. 

ward 

description if 

available) 

94 nurses 

(wards 

included 

medium and 

long term, 

voluntary 

and 

involuntary, 

acute 

assessment 

and referral) 

57 nursing 

staff (acute 

adult wards) 

181 nurses 

(wards 

included 

acute and 

chronic) 

89 nurses 

(wards 

included 

adult, 

forensic, 

child/adolesc

ent, 

rehabilitation

, “other 

unit”) 

36 nurses 114 nurses 

(wards 

included 

emergency, 

acute illness, 

rehabilitation

, forensic, 

psychogeriatr

ic, long-term 

– open and 

closed) 

245 nurses 

(wards 

included male 

and female 

PICU, low 

economic and 

homeless, 

outpatient) 

137 nursing 

staff (wards 

were medium 

secure 

forensic) 

108 nurses 127 nurses 

(wards 

included 

acute, 

geriatrics, 

therapeutic, 

and chronic) 

599 nursing 

staff 

395 nurses 

Independent 

Variables 

measured 

1. Workload 

and lack of 

collegial 

support 

1. Stressors                                         

2. 

Demographic

s (including 

job title, 

1. Social 

support                               

2. Job 

satisfaction                             

3. 

1. 

Transformati

onal 

leadership                                                       

2. Autonomy                                                       

1. Stressors                                                                                              

2. Coping 

strategies 

1. Violence 

exposure  

2. Job stress 

(over the last 

month) 

1. Workplace 

violence   

1. Clinical 

supervision                   

2. Ward 

environment                                                         

3. 

1. Job stress                                       

2. 

Psychological 

capital 

1. 

Demographic

s (including 

age, gender, 

rank, ward 

1. Wellbeing                                                         

2. 

Psychological 

distress                             

3. Alcohol 

1. 

Demographic 

(including 

age, gender, 

nationality, 
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2. Role 

conflict and 

role 

ambiguity  

3. Sense of 

coherence   

length of 

employment 

on current 

ward, length 

of 

employment 

in the nursing 

profession, 

gender and 

age)              

Demographic

s and work-

related 

information 

3. Depressive 

symptoms 

Demographic

s (included 

age, gender, 

pay banding, 

and duration 

of 

employment 

within the 

unit) 

category, 

years of 

experience, 

duration of 

employment 

at hospital, 

and full or 

part-time)                            

2. Job 

satisfaction 

Use Disorder                       

4. Anger 

related to 

harmful 

experience                                         

5. Workplace 

violence 

occupation, 

marital status, 

education 

level, shift 

schedule, 

daily working 

hours, and 

smoking 

status)              

Results 

Emotional 

exhaustion 

and 

depersonalisa

tion were 

significantly 

correlated 

with sense of 

coherence, 

workload, 

collegial 

support, role 

conflict, and 

role 

ambiguity. 

Personal 

accomplishm

ent was 

correlated 

with role 

conflict. 

Sense of 

coherence 

and workload 

can account 

for a large 

proportion of 

emotional 

exhaustion 

and 

depersonalisa

tion 

Higher 

stressor 

scores were 

associated 

with higher 

burnout. 

Burnout was 

significantly 

negatively 

correlated 

with co-

worker 

support 

Burnout 

correlated 

significantly 

with job 

satisfaction, 

social 

support, 

gender, 

experiencing 

violence, 

caseload, 

stress, 

intention to 

leave job, 

age, 

participation 

in mental 

health 

workshops, 

and 

psychiatric 

experience. 

Burnout was 

significantly 

negatively 

correlated 

with role 

autonomy, 

and 

transformatio

nal 

leadership 

Depersonalis

ation was 

higher and 

personal 

accomplishm

ent lower in 

hospital 

nurses than 

community 

nurses. 

Workload 

and home-

work conflict 

were found 

to 

significantly 

predict 

burnout 

Violence 

exposure was 

not directly 

associated 

with burnout, 

but caused 

work stress, 

which led to 

burnout 

Burnout 

increased 

with age, 

professional 

title, years of 

employment, 

and frequency 

of workplace 

violence 

Ward 

environment 

(how staff 

feel, how 

therapeutic 

the ward 

feels, and 

how well 

service users 

relate to each 

other) are 

more 

predictive of 

burnout than 

clinical 

supervision 

Burnout was 

significantly 

correlated 

with job 

stress, and 

psychological 

capital. 

Psychological 

capital was 

found to 

reduce job 

stress and 

burnout 

Higher levels 

of burnout 

were 

significantly 

associated 

with lower 

job 

satisfaction. 

No significant 

relationship 

between 

burnout and 

gender, rank 

or years of 

experience 

Burnout was 

significantly 

correlated 

with 

workplace 

violence 

Burnout was 

significantly 

associated 

with being of 

a Saudi 

nationality 

(within Saudi 

Arabia), 

single status, 

and being an 

ex-smoker 
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Table 3 

Overview of Environmental Factors and Context of the Included Studies 

Continent 
North 

America 
Africa Europe Asia (Middle East) Asia (East Asia) 

Study 

Madathil et 

al. (2014) 

Levert et al. 

(2000) 

Payne et al. 

(2020) 

 

Jenkins & 

Elliott (2004) 

 

McTiernan 

& McDonald 

(2015) 

Berry & 

Robertson 

(2019) 

Hamaideh 

(2011) 

Itzhaki et al. 

(2018) 

Alqahtani et 

al. (2020) 

Yang et al. 

(2018) 

Kim & 

Kweon 

(2020) 

Kobayashi et 

al. (2020) 

Country 
USA South Africa South Africa England Ireland England Jordan Israel Saudi Arabia China South Korea Japan 

Hospital 

Setting 

State 

psychiatric 

Psychiatric 

government; 

general 

government 

Psychiatric 

hospital 

Unclear 

 

 

Unclear State 

forensic 

psychiatric 

hospital 

Ministry of 

Health, 

Royal 

Medical 

Services, 

private sector 

Mental 

health center 

Public 

psychiatric 

hospital 

Mental 

health 

hospital 

Psychiatric 

hospitals 

Psychiatric 

inpatient; 

outpatient; 

day-

treatment 

centers 

Ward Type 

Adult; 

forensic; 

child 

/adolescent; 

rehabilitation

; other units 

Medium-

term 

voluntary; 

medium- and 

long- term 

involuntary; 

acute 

assessment 

and referral 

Male acute; 

female acute; 

geriatrics; 

therapeutic; 

chronic 

Acute adult 

mental health 

wards 

Unclear Medium 

secure 

Acute; 

chronic 

Emergency; 

rehabilitation

; 

psychogeriat

ric; long-

term care; 

acute; 

forensic 

Unclear PICU male 

adults; PICU 

female 

adults: PICU 

mixed; low 

economic 

and 

homeless; 

outpatient; 

others 

Unclear Acute; others 

Patient 

Groups 

Licensed 

staff nurses 

Fully 

qualified 

nurses 

Nurses; 

nursing 

assistants 

Fully 

qualified 

nurses; 

nursing 

assistants 

Psychiatric 

nurses 

Full time 

front line 

nursing staff 

Nurses 

working in 

mental 

healthcare 

settings 

Nurses Registered 

nurses 

Registered 

nurses 

Psychiatric 

nurses 

Mental 

health 

nurses; 

mental health 

assistant 

nurses 

Results 

Burnout was 

significantly 

negatively 

correlated 

with role 

autonomy, 

and 

Emotional 

exhaustion 

and 

depersonalis

ation were 

significantly 

correlated 

Higher levels 

of burnout 

were 

significantly 

associated 

with lower 

job 

Higher 

stressor 

scores were 

associated 

with higher 

burnout. 

Burnout was 

Depersonalis

ation was 

higher and 

personal 

accomplishm

ent lower in 

hospital 

Ward 

environment 

(how staff 

feel, how 

therapeutic 

the ward 

feels, and 

Burnout 

correlated 

significantly 

with job 

satisfaction, 

social 

support, 

Violence 

exposure was 

not directly 

associated 

with burnout, 

but caused 

work stress, 

Burnout was 

significantly 

associated 

with being of 

a Saudi 

nationality 

(within Saudi 

Burnout 

increased 

with age, 

professional 

title, years of 

employment, 

and 

Burnout was 

significantly 

correlated 

with job 

stress, and 

psychological 

capital. 

Burnout was 

significantly 

correlated 

with 

workplace 

violence. 
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transformatio

nal 

leadership 

with sense of 

coherence, 

workload, 

collegial 

support, role 

conflict, and 

role 

ambiguity. 

Personal 

accomplishm

ent was 

correlated 

with role 

conflict. 

Sense of 

coherence 

and 

workload can 

account for a 

large 

proportion of 

emotional 

exhaustion 

and 

depersonalis

ation 

satisfaction. 

No 

significant 

relationship 

between 

burnout and 

gender, rank 

or years of 

experience. 

significantly 

negatively 

correlated 

with co-

worker. 

nurses than 

community 

nurses. 

Workload 

and home-

work conflict 

were found 

to 

significantly 

predict 

burnout. 

how well 

service users 

relate to each 

other) are 

more 

predictive of 

burnout than 

clinical 

supervision. 

gender, 

experiencing 

violence, 

caseload, 

stress, 

intention to 

leave job, 

age, 

participation 

in mental 

health 

workshops, 

and 

psychiatric 

experience. 

which led to 

burnout. 

Arabia), 

single status, 

and being an 

ex-smoker. 

frequency of 

workplace 

violence. 

Psychological 

capital was 

found to 

reduce job 

stress and 

burnout. 

Similarities 

N/A 1. Both papers used staff 

from acute wards and longer- 

term wards. 

2. Both found burnout levels 

were high. 

3. Both papers were from 

South Africa. 

1. All used the Maslach Burnout Inventory. 

2. All from countries within the British Isles. 

1. All use registered nurses only. 1. Yang et al. and Kobayashi et al. both use 

predominantly acute settings. However it is 

unclear whether Kim & Kweon differ re this. 

2. The types of hospitals appear to be similar. 

3. Yang et al. and Kobayashi et al. found 

violence contributed to burnout. 

Differences 

N/A 1. Inclusion of nursing 

assistants in Payne et al. 

2. Different burnout 

measures: Levert et al. used 

the Maslach Burnout 

Inventory and Payne et al. 

used the Copenhagen 

Burnout Inventory.  

1. Both Jenkins & Elliott and Berry & 

Robertson used nurses and nursing assistants, 

whereas McTiernan & McDonald doesn’t. 

2. Jenkins & Elliott and Berry & Robertson 

were completed in England, whereas 

McTiernan & McDonald was in Ireland. 

3. Berry & Robertson used forensic staff, 

Jenkins & Elliott didn’t and it is unclear with 

McTiernan & McDonald. 

1. Countries vary. 

2. Although the studies appear to have similar 

hospitals, there is little information and 

Hamaideh included additional hospital types. 

3. The wards appear to vary between studies, 

although lack of information makes this 

difficult to identify. 

4. Variation with findings, such as Hamaideh 

finding that violence contributes to burnout, 

1. Kobayashi et al. uses nurses and assistant 

nurses. 

2. Different countries. 

3. All studies used different burnout 

inventories: Yang et al. used the Maslach 

Burnout Inventory, Kim & Kweon used the 

Burnout Scale and Kobayashi et al. used the 

Professional Quality of Life Scale. 
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but Itzhaki et al. finding that there was no 

direct relationship. 

5. Variation with burnout inventory used: 

Itzhaki et al. used the Professional Quality of 

Life Scale and Hamaideh and Alqahtani et al. 

used the Maslach Burnout Inventory. 

Interpretation 

N/A These studies appear 

comparable regarding 

possible environmental 

factors, as they have similar 

hospital types, ward types 

and countries completed. 

Differences however in 

findings could relate to 

different measures used or 

the inclusion of nursing 

assistants. 

Studies may have comparatively different 

workplace environments i.e. different types of 

wards and participants used. Removing 

McTiernan & McDonald may alleviate some 

of these potential confounding variables, 

however the difference in ward would still not 

be accounted for. 

Due to some of the lack of descriptive 

information about the study, it is difficult to 

highlight the differences within some of the 

findings. It could be due to different 

environmental factors e.g. wards or due to 

variations with measuring the variables. 

For environmental factors, these studies 

appear more comparable. Although the three 

scales varied: Yang et al. and Kim & Kweon 

had high reliability and validity scores for their 

scales, so again these scores can be more 

comparable. However the lack of clarity 

regarding the wards used in Kim & Kweon’s 

study means that this should be done with 

caution.  
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Across the 12 articles, the majority of the participants used were mental health nurses, 

with nine of the studies using only mental health nurses as their participant group, whereas 

three of the studies used both mental health nurses and either healthcare support workers 

(Berry & Robertson, 2019), nursing assistants (Jenkins & Elliott, 2004), or mental health 

assistant nurses (Kobayashi et al., 2020). It is unclear from the papers what the job 

responsibilities of these workers were, and whether they differed. Therefore, within this 

review, they have been listed as separate roles. Countries in which the studies took place 

varied, and represented Europe, Africa, Asia, and the United States. The wards participants 

worked on also varied, and included short-, medium-, and long-term wards, voluntary and 

involuntary, assessment, rehabilitation, and forensic wards, and child/adolescence, adult, and 

geriatrics. Six of the articles used participants from a mixture of these wards, whereas two 

used participants from one type of ward only, with Berry and Robertson (2019) using a 

forensic ward, and Jenkins and Elliott (2004) using acute adult wards. Four studies did not 

identify the wards that the participants worked on (Alqahtani et al., 2020; Kim & Kweon, 

2020; Kobayashi et al., 2020; McTiernan & McDonald, 2015). The number of participants 

that were used for each study ranged from 36 (McTiernan & McDonald, 2015) to 599 

participants (Kobayashi et al., 2020). All of the studies used a cross-sectional design, with 

participants having been recruited for the study via a convenience sampling method. The 

inclusion criteria were not described for all studies, and when it was, it was often broad, and 

generally included qualified mental health nurses/nursing staff with one year’s experience. 

Most of the studies used correlational analyses to analyse the data.  

Although McTiernan and McDonald’s (2015) study was exploring hospital and 

community nurses, it was included as it provided a more detailed analysis of stress within the 

workplace, primarily exploring areas such as workload, client-related difficulties, 

organisational structures/process, relationships and conflicts with other professionals, lack of 
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resources, professional self-doubt and homework-conflict. The nurses within the study also 

varied in their job role (i.e. managers and specialists) and experience, and the wards included 

both acute and long-term wards. The participants therefore came from a range of different 

environments, which could provide more generalisable findings.  

Quality Appraisal 

Each article was assessed for its quality using a quality appraisal tool. For 11 of these, 

the Quality Appraisal Checklist from the National Institute of Clinical Excellence (NICE, 

2012) was used (see Appendix B and C), as the studies reported within them conducted 

correlational analyses. The Quality Assessment Tool for Observational Cohort and Cross-

Sectional Studies recommended by the National Heart, Lung, and Blood Institute (NHLBI) 

(2013) was used for the one remaining article (McTiernan & McDonald, 2015) instead. This 

tool was chosen as the study used a between-groups cross-sectional design (see Appendix D). 
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3.4 Was 

there a 

similar 

follow-up 

time in 

exposure 

and 

comparison 

groups? 

Cross-

sectional 

design used, 

so no 

follow-up. 

 

 

Cross-

sectional 

design used, 

so no 

follow-up. 

Cross-

sectional 

design used, 

so no 

follow-up. 

Cross-

sectional 

design used, 

so no 

follow-up. 

Cross-

sectional 

design used, 

so no 

follow-up. 

Cross-

sectional 

design used, 

so no 

follow-up. 

Cross-

sectional 

design used, 

so no 

follow-up. 

Cross-

sectional 

design used, 

so no 

follow-up. 

Cross-

sectional 

design used, 

so no 

follow-up. 

Cross-

sectional 

design used, 

so no 

follow-up. 

Cross-

sectional 

design used 

so no 

follow-up. 

If groups are 

followed for 

different 

lengths of 

time, then 

more events 

are likely to 

occur in the 

group 

followed-up 

for longer 

distorting 

the 

comparison. 

Analyses 

can be 

adjusted to 

allow for 

differences 

in length of 

follow-up 

(e.g. using 

person-

years). 

3.5 Was 

follow-up 

time 

meaningful

? 

Cross-

sectional 

design used, 

so no 

follow-up. 

 

 

Cross-

sectional 

design used, 

so no 

follow-up. 

Cross-

sectional 

design used, 

so no 

follow-up. 

Cross-

sectional 

design used, 

so no 

follow-up. 

Cross-

sectional 

design used, 

so no 

follow-up. 

Cross-

sectional 

design used, 

so no 

follow-up. 

Cross-

sectional 

design used, 

so no 

follow-up. 

Cross-

sectional 

design used, 

so no 

follow-up. 

Cross-

sectional 

design used, 

so no 

follow-up. 

Cross-

sectional 

design used, 

so no 

follow-up. 

Cross-

sectional 

design used 

so no 

follow-up. 

Was follow-

up long 

enough to 

assess long-
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Process of Analysis 

 In completing the analysis for this review, the first step completed was to read 

through each article in detail and to highlight all relevant and important information for the 

review by hand. This included the participants and their relevant information, the independent 

and dependent variables, the analysis type, the outcomes and the significance/strength of this 

relationship, and potential limitations. This information was recorded in a table, so that each 

study could be directly comparable (Table 2 and 3 facilitated this step). This helped inform 

how and where the papers varied, as well as whether these variations were relevant to the 

results. 

 The analytical approaches used in each study were then assessed to explore how 

directly comparable the results may be. The analytical approach was the main feature used, 

however, variations in countries and other areas was also included. Following this, the 

independent variables and the outcomes were compared to review how best to group the 

overall results. Commonalities amongst the type of independent variables as well as previous 

research findings and theories helped guide this. Therefore, the results were grouped by 

personal characteristics, organisational factors, stress, and violence. These categories were 

then further separated into sub-categories based on further similarities between the types of 

independent variables and pre-existing research (e.g. Personal characteristics – Age). 

 To identify the overall findings for each category, the relevant sub-categories were 

first reviewed. To do this, the studies within the first sub-category were compared against 

each other (e.g. all studies that assessed age). The quality of each paper and the strength of 

the relationships were incorporated to explore how consistent the findings were. When the 

overall findings were identified for all of a category’s sub-categories, these overall findings 

were compared in a similar way to find the category’s overall findings and to rank the sub-

categories’ overall findings within the category. This was then repeated for all categories. 

The categories were subsequently ordered based upon how strong their findings were.  
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 This analysis was approached from a quantitative view, with a deductive approach 

used. The theoretical approach used was a positivist approach, whereby causal and 

explanatory factors help inform functional relationships (Ponterotto, 2005). This can then 

help inform predictions (Gergen, 2001). Therefore, there is an assumption that a single 

tangible reality exists that can be understood, identified and measured, and that knowledge is 

developed objectively and is congruent with reality (Park et al., 2020). 

Results 

 Of the 12 articles, two were from England, with the others being from South Africa (n 

= 2), Ireland (n = 1), Israel (n = 1), Jordan (n = 1), Saudi Arabia (n = 1), China (n = 1), South 

Korea (n = 1), Japan (n = 1), and the United States (n = 1). Across ten of the studies, a total of 

2,098 participants took part, with at least 2,873 participants having been approached for 

participation. 125 participants took part in the remaining two studies (Madathil et al., 2014; 

McTiernan & McDonald, 2015), although the total number approached was not included. For 

measuring burnout, four different psychometrics were used. Itzhaki et al. (2018) and 

Kobayashi et al. (2020) used the Professional Quality of Life Scale (Stamm, 2010), Kim and 

Kweon (2020) used the Burnout Scale (Pines et al., 1983), and Payne et al. (2020) used the 

Copenhagen Burnout Inventory (Kristensen et al., 2005). The remaining eight studies used 

the Maslach Burnout Inventory (Maslach & Jackson, 1981), with five studies using the 

Maslach Burnout Inventory (1986; 1996) versions (Alqahtani et al., 2020; Hamaideh, 2011; 

Jenkins & Elliott, 2004; Levert et al, 2000; McTiernan & McDonald, 2015), two using the 

Humans Services Survey (1981; 1996) versions (Berry & Robertson, 2019; Madathil et al, 

2014), and one using the General Survey (1996) version (Yang et al, 2018). In the studies that 

used the Maslach Burnout Inventory, burnout was divided into three subscales – emotional 

exhaustion (feelings of being emotionally overextended and exhausted by one’s own work), 

depersonalisation (unfeeling and impersonal response towards one’s service, care, treatment 
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or instruction), and personal accomplishment (feelings of competence and successful 

achievement in own work). According to the inventory, high scoring on the emotional 

exhaustion subscale or the depersonalisation subscale indicates high levels of burnout. 

Conversely, low scores on personal accomplishment indicates high levels of burnout.  

Due to the variations in organisational factors between the studies, and the conflicting 

nature of some of the results, a narrative synthesis was conducted. The studies were therefore 

compared and contrasted, including similarities and differences between clinical and 

organisational settings and outcomes. The findings yielded four major themes, which were 

reflective of existing research, and were broken down further. 

Personal Characteristics 

Gender 

Four of the studies considered whether gender influenced the development of burnout. 

For three of these studies, no significant relationships were found between gender and 

burnout, indicating that burnout affected both male and female staff similarly (Itzhaki et al., 

2018; Payne et al., 2020; Yang et al., 2018). Hamaideh (2011) found correlations between 

burnout and gender, however, the reporting of their findings appears to be variable. While 

they reported that the emotional exhaustion and personal accomplishment subscales 

correlated with gender, they only specified that females experienced higher emotional 

exhaustion. They did not, however, identify which gender experienced lower personal 

accomplishment. In contrast to these findings, this study later reports that single male nurses 

experienced higher emotional exhaustion and lower personal accomplishment. This appears 

to be referring to the specific characteristics of being both male and single, however, and 

taken together with the previous findings, may indicate that females experience higher 

emotional exhaustion overall, but single male nurses are a specific group who are at risk of 

experiencing high levels of burnout.   
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Age 

With regards to age, four studies investigated how age impacts burnout. The results 

were mixed, as two of the studies found that burnout was higher in younger staff, with one of 

these studies specifically finding that younger mental health nursing staff had significantly 

higher emotional exhaustion and depersonalisation (Berry & Robertson, 2019), and the other 

finding that younger staff had lower personal accomplishment (Hamaideh, 2011). In contrast, 

two of the studies reported the opposite, with older staff experiencing higher levels of 

burnout (Alqahtani et al., 2020; Yang et al., 2018). 

Berry and Robertson (2019) took this further, however, and found that clinical 

supervision, ward climate, and perceived threat of violence could be influencing levels of 

depersonalisation in older staff. They found that if older staff were receiving effective clinical 

supervision, were on a ward that was attuned to the therapeutic needs of the patients and felt 

safer from the threat of violence and aggression, this resulted in lower depersonalisation. This 

therefore suggests that although age could be a contributing factor in the development of 

burnout, it is also influenced by how the ward is managed and how well staff members are 

supported. 

Seniority and Experience  

Mixed results were found when reviewing the relationship between job rank and 

burnout. Two studies suggested that there was no association between job rank and burnout 

(Itzhaki et al., 2018; Payne et al., 2020). In contrast to this, Yang et al. (2018) found that 

senior mental health nurses experienced significantly higher depersonalisation than registered 

mental health nurses, whereas Berry and Robertson (2019) found that registered mental 

health nurses reported higher levels of emotional exhaustion compared to senior mental 

health nurses. Although it is difficult to ascertain why there are varying results regarding 

these studies, each study took place in a different country, with different job rankings and 
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requirements for each post. It is possible therefore that the differences within the 

characteristics of the job roles may make it more difficult to compare these findings directly. 

Mixed results were also reported when reviewing the relationship between years spent 

as a mental health nurse and burnout. One study found no significant relationship between 

burnout and years of experience (Payne et al., 2020). Two studies, however, found that there 

was a relationship: (i) Yang et al. (2018) found that depersonalisation increased the longer 

participants spent within units, suggesting that more experienced staff suffered from higher 

levels of burnout; (ii) Hamaideh (2011), however, found that personal accomplishment was 

lower in mental health nurses with less experience, suggesting that less experienced staff 

suffered from higher levels of burnout.   

Other 

High emotional exhaustion and high depersonalisation were significantly related to 

someone’s intention to leave their job (Hamideh, 2011), and home-work conflict (Jenkins & 

Elliott, 2004). High depersonalisation was also significantly related to a further distance 

between work and home (Hamaideh, 2011). Severe burnout was significantly associated with 

being an ex-smoker, and in Saudi Arabia, with being of Saudi nationality (compared to a non-

Saudi nationality) (Alqahtani et al., 2020). The results varied in terms of relationship status, 

with one study reporting that being single (when compared to being married) was predictive 

of emotional exhaustion (Hamaideh, 2011), whereas another study found that those who were 

older and married experienced higher levels of burnout than those who were younger and 

single (Alqahtani et al., 2020).   
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Organisational Factors 

Role  

Conflict and Ambiguity. High role conflict and ambiguity were found to be related 

to high levels of burnout (Levert et al., 2000). Levert et al. (2000) described role conflict as 

occurring when mental health nurses have too many conflicting demands placed upon them 

by others. Role ambiguity is described as occurring when the aim of one’s job or extent of 

their responsibilities becomes unclear. Levert et al. (2000) found that high role conflict and 

ambiguity can result in high emotional exhaustion and depersonalisation. High role conflict 

was also found to be significantly associated with low personal accomplishment. 

Caseload and Autonomy. Three studies identified that caseload had a significantly 

positive correlation with burnout, with a higher caseload being related to higher levels of 

emotional exhaustion (Jenkins & Elliott, 2004; Levert et al., 2000), depersonalisation (Levert 

et al., 2000), and lower levels of personal accomplishment (Hamaideh, 2011). Levert et al. 

(2000) also found that when caseload was combined with sense of coherence (see subsection 

‘stress’ for a full explanation of this concept), this accounted for the majority of variance 

within emotional exhaustion as well as depersonalisation. Interestingly, Hamaideh (2011) 

found that mental health nurses with a lower caseload were more emotionally exhausted, 

however, their overall conclusions were that mental health nurses with the highest caseloads 

are more likely to experience burnout, which is supported by Jenkins and Elliott (2004) and 

Levert et al. (2000).  

With regards to job autonomy, Madathil et al. (2014) found that emotional exhaustion 

and depersonalisation were significantly and negatively related to autonomy scores, with 

emotional exhaustion and depersonalisation increasing when autonomy was lower. In 

addition to this, autonomy was also significantly associated with personal accomplishment, 

with levels of personal accomplishment being lower as autonomy decreased.  
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Organisation 

Structures and Processes. Jenkins and Elliott (2004) explored whether feeling 

stressed due to the organisational structure and processes was related to burnout. 

Organisational structure and processes were measured using the Mental Health Professionals 

Stress Scale (MHPSS) (Cushway et al., 1996). This included lack of support from 

management, relationship with line manager, communication and flow of information at 

work, poor management and supervision, the way that the organisation resolves conflict, and 

organisational structure and policies. Jenkins and Elliott (2004) asked participants to rate how 

difficult they found these areas to cope with, and found that high stress due to these factors 

was significantly related to high emotional exhaustion. 

Support. In exploring the relationship between support and burnout, three levels of 

support were measured by the studies: collegial, social (includes professional and personal 

support), and clinical supervision. In addition to this, transformational leadership was also 

reviewed. The results for collegial support and social support were the same, with low 

collegial support and low social support resulting in high levels of burnout. Two studies 

found that low collegial support was associated with high levels of emotional exhaustion 

(Jenkins & Elliott, 2004; Levert et al., 2000), and depersonalisation (Levert et al., 2000). In 

addition to this, conflicts with professionals were also significantly related to emotional 

exhaustion and depersonalisation, with burnout increasing as conflicts increased (Jenkins & 

Elliott, 2004). With social support, those accessing less support experienced higher emotional 

exhaustion (Hamaideh, 2011; Jenkins & Elliott, 2004) and depersonalisation, and lower 

personal accomplishment (Hamaideh, 2011). 

Berry and Robertson (2019) reviewed the impact that clinical supervision had on 

burnout. They found that those who perceived clinical supervision to be effective had 

significantly lower depersonalisation. Despite this, however, they found that the ward climate 
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was more relevant to levels of burnout than clinical supervision (see subsection ‘ward’ for a 

more in-depth discussion of this aspect).  

Madathil et al. (2014) explored transformational leadership, which is described as a 

rewarding, optimistic, and forward-looking leadership style (Kanste et al., 2007). They found 

that high transformational leadership scores were associated with lower rates of burnout, 

specifically lower emotional exhaustion, and higher personal accomplishment.  

The impact of mental health workshops was also reviewed. Personal accomplishment 

was found to correlate positively with participation in mental health workshops, with those 

who participated experiencing higher personal accomplishment than those who had not, and 

therefore lower burnout (Hamaideh, 2011). Unfortunately, the content of the workshops was 

not included within the study. 

Ward. Two studies investigated whether type of ward influenced burnout. Itzhaki et 

al. (2018), who recruited participants from acute illness, rehabilitation, long-term, forensic, 

psycho-geriatric, and emergency wards (open and closed) in Israel, found that type of ward 

was not associated with burnout. Hamaideh (2011), however, who recruited participants from 

acute and chronic wards from the Ministry of Health (public healthcare service), Royal 

Medical Services (military), and private sector in Jordan, found that participants from acute 

wards experienced significantly higher emotional exhaustion than those on chronic wards, 

despite a higher caseload being on the chronic units. This difference in scoring could be 

attributed to the two studies having taken place in different countries, which would have 

differing healthcare systems, and individual attitudes and cultures.    

Berry and Robertson (2019) investigated the relationship between ward climate and 

burnout, with ward climate being divided into ‘therapeutic hold’ (the extent to which the 

environment is perceived as supportive of patients’ therapeutic needs), ‘patient cohesion’ (the 

extent of mutual support between patients), and ‘experienced safety’ (the perceived amount 
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of threat from violence and aggression). For this study, all aspects of ward climate were 

significantly associated with emotional exhaustion and depersonalisation, with burnout 

increasing when ward climate was perceived to be low. ‘Therapeutic hold’ was also 

significantly associated with personal accomplishment, with personal accomplishment being 

high when ‘therapeutic hold’ was high. They also found that specifically mental health 

nursing staff who felt more threatened from violence and aggression, and perceived patients 

as less supportive of each other, were more likely to experience emotional exhaustion, 

particularly younger mental health nursing staff. 

Violence 

Workplace Violence 

Three studies explored the relationship between workplace violence and burnout. All 

of these studies found that burnout was significantly associated with frequency of physical 

and verbal violence, with higher levels of violence resulting in higher emotional exhaustion, 

depersonalisation (Hamaideh, 2011; Yang et al., 2018), and overall levels of burnout 

(Kobayashi et al., 2020). In addition to this, Itzhaki et al. (2018) found that there was no 

direct or mediated association between violence exposure and burnout, but that physical and 

verbal violence was associated with work stress, which in turn was associated with burnout. 

Berry and Robertson (2019) also found that mental health nursing staff who felt more 

threatened from violence and aggression, and perceived patients as less supportive of each 

other, were also more likely to experience higher emotional exhaustion. Itzhaki et al. (2018) 

explored the effect that violence workshops had on burnout, and found that there was no 

significant association between burnout and participation in a violence workshop. The 

content of the workshop was not included within the study, so it is difficult to ascertain what 

this finding may specifically be due to. 

 



 

52 

 

Sexual Harassment from Patients 

Only one study reviewed sexual harassment from patients (including ‘verbal sexual 

harassment’ and ‘sexual harassment with bodily touch’) and burnout, and found that sexual 

harassment significantly correlated with emotional exhaustion and depersonalisation, with 

high rates of harassment being associated with higher levels of burnout (Yang et al., 2018).  

Client-Related Difficulties 

Jenkins and Elliott (2004) explored the relationship between client-related difficulties 

and burnout. For client-related difficulties, the authors used the Mental Health Professionals 

Stress Scale (MHPSS), which described client-related difficulties as problems related to 

‘terminating with patients’, ‘dealing with death or suffering’, ‘no change or slowness of 

change in patients’, ‘managing therapeutic relationships’, ‘physically threatening patients’, 

and ‘difficult and/or demanding patients’. The study found that when mental health nurses 

experienced more difficulties related to their patients, they experienced significantly higher 

emotional exhaustion and depersonalisation. 

Stress 

Three studies investigated the relationship between burnout and stress. For two of 

these studies, stress is referring to general perceived levels of stress with no reference to 

whether this is short- or long-term (Hamaideh, 2011; Jenkins & Elliott, 2004). The third 

study, however, uses the term ‘job stress’ to refer to excessive stress that cannot be 

effectively managed within the environment or by the individual’s resources (Kim & Kweon, 

2020). All three studies found that high levels of stress were associated with higher levels of 

overall burnout (Kim & Kweon, 2020), higher emotional exhaustion and depersonalisation, 

and lower personal accomplishment (Hamaideh, 2011; Jenkins & Elliott, 2004). In addition 

to this, Hamaideh (2011) found that stress predicted all areas of burnout, and Kim and Kweon 

(2020) found that job stress had a significant effect on burnout, particularly when experienced 
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over a long period of time. The authors also found that the relationship between job stress and 

burnout could be mediated by psychological capital. They describe this as a composite 

concept of self-efficacy, hope, optimism, and resilience, which indicates the degree of 

positive cognitive status of an individual. Staff who are experiencing high levels of job stress 

are therefore less likely to experience burnout if their psychological capital was high.  

Itzhaki et al. (2018) found that burnout was negatively correlated with compassion 

satisfaction, but positively correlated with secondary traumatic stress. This suggests that 

when experiencing high levels of burnout, participants can experience low levels of positive 

feelings when helping others, and high levels of secondary traumatic stress due to working 

with individuals who have experienced trauma. Itzhaki et al. (2018) also found that mental 

health nurses who perceived their work as more stressful experienced higher levels of 

burnout.  

Two studies explored job satisfaction and burnout, and found that low job satisfaction 

was correlated with high levels of burnout (Payne et al., 2020), including high 

depersonalisation and emotional exhaustion, and low personal accomplishment (Hamaideh, 

2011). One study explored professional self-doubt as a source of stress, and found that this 

was significantly related to burnout, with emotional exhaustion and depersonalisation 

increasing as professional self-doubt increased (Jenkins & Elliott, 2004).   

Levert et al. (2000) investigated the relationship between sense of coherence and 

burnout, and described a sense of coherence as the ability to use effective coping strategies in 

order to manage stress. They found that sense of coherence was significantly associated with 

emotional exhaustion and depersonalisation, with the majority of their participants having a 

low sense of coherence and high levels of emotional exhaustion and depersonalisation. In 

addition to this, when low sense of coherence was combined with a high workload, this 

explained the majority of the variance in emotional exhaustion and depersonalisation scores. 
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Levels of Burnout 

Of the studies being reviewed, nine reported mixed results around levels of burnout 

within their studies. Part of this is related to the burnout measure used, with two studies 

having varying levels of burnout depending upon the sub-category of burnout (Hamaideh, 

2011; Jenkins & Elliott, 2004). Two studies found that their participants had low levels of 

burnout. Yang et al. (2018) identified overall burnout was predominantly rated as mild, and 

Jenkins and Elliott (2004) found that depersonalisation was predominantly low, and personal 

accomplishment high, with 44.1% of participants experiencing low depersonalisation, and 

60.2% of participants experiencing high personal accomplishment.   

Four studies found that burnout levels were average/moderate. Three studies found 

that participants had moderate levels of overall burnout or emotional exhaustion, 

depersonalisation and personal accomplishment (Alqahtani et al., 2020; Berry & Robertson, 

2019; McTiernan & McDonald, 2014), with only 8.76% indicating that they were ‘burnt out’ 

for all subscales (McTiernan & McDonald, 2014), and 16.4% reporting severe or very severe 

burnout (Alqahtani et al., 2020). However, Hamaideh (2011) concluded that only the mean 

scores for depersonalisation and personal accomplishment were in the moderate range. 

Despite this, Hamideh found that there appeared to be a wide range in scoring, with the 

majority of participants actually scoring low for depersonalisation (49.7%) and personal 

accomplishment (50.8%), indicating that there may have been a minority of participants 

scoring very high, which affected the overall results and conclusions.  

Six studies found that burnout levels were high. Three studies found that all areas of 

burnout were high (Kim & Kweon, 2020; Levert et al., 2000; Payne et al., 2020), with Levert 

et al. (2000) identifying personal accomplishment as a particular problem, given that 93.4% 

of participants experienced very little personal accomplishment. One study found that only 

emotional exhaustion and depersonalisation were high (Madathil et al., 2014), whereas two 
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studies found that only emotional exhaustion was high, with 54.7% and 51.6% of participants 

experiencing this respectively (Hamaideh, 2011; Jenkins & Elliott, 2004).  

Discussion 

The aim of the systematic literature review presented here was to explore which 

factors may contribute towards mental health nurses developing burnout within a mental 

health hospital setting. Across the studies included in the final set of articles, there were 12 

variables related to organisational factors, nine variables related to personal characteristics, 

six related to stress, and four related to violence. The number of factors identified is reflective 

of Duquette et al.’s (1994) view that there is a wide range of factors referred to in the existing 

literature that may contribute to burnout, and that the variation across studies in terms of 

which factors are relevant may be indicative of the potentially complex nature of these 

factors. Despite this, there are several factors where findings appear to be more consistent 

across studies. 

The most significant factor found to be predictive of burnout for mental health nurses 

working in mental health hospitals is stress. In particular excessive work stress that is not 

being effectively managed and is causing the individual to feel distressed. This is consistent 

with the current model of burnout being a form of job stress (Maslach et al., 2001). This 

review however found that two further factors were found to contribute towards burnout 

indirectly by first increasing work stress: (i) incidents of workplace violence, and (ii) views 

regarding organisational structure. More specifically, higher rates of workplace violence, as 

well as negative views related to the organisational structure can cause excessive work stress, 

which over a long period of time, if not managed effectively, can result in burnout. 

Current research supports the correlation between high violence rates and high levels 

of burnout in mental health nurses (Duan et al., 2019; Liu et al., 2019), however, this review 

highlights that high rates of violence, including physical and verbal violence and sexual 
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harassment, results in high levels of stress, which then leads to burnout. These findings could 

reflect that these environments are more likely to be unstable and unsafe, with increased rates 

of restrictive practices, staff turnover and absences due to injuries, and reduced staff morale 

(Stevenson et al., 2015). These findings are highlighted by the additional findings that 

problems with ward climate (including how safe the environment feels), staff feeling that 

they are at a higher risk of threat from patients, and staff experiencing higher client-related 

difficulties, significantly contribute towards burnout. These factors themselves can all 

contribute towards increased work stress, and reduce feelings of safety. In addition to this, 

they can be difficult to both resolve independently and emotionally manage, especially if they 

have continued for prolonged periods and when working under a busy workload. This is of 

concern, given Nolan et al.’s (1999) finding that 81% of mental health nurses working in 

mental health hospitals had experienced violence. As such, particularly mental health nurses 

who work in mental health hospitals with violent patients are more vulnerable to developing 

burnout than mental health nurses working in the community. 

While the existing literature is less focused on mental health nurses’ views and 

experiences of their work environment, including the organisational structure and processes 

(Edύ-Valsania et al., 2022), the finding that having a negative experience of the 

organisational structure, especially when this experience is prolonged, caused by multiple 

negative organisational factors and starts to become more fixed, can lead to excessive stress 

in the short- and medium-term, but then ultimately evolve into burnout over time, highlights 

the importance of staffs’ perceptions for burnout. For organisations assessing the wellbeing 

of their staff, understanding staff’s opinions on the organisation, and how it runs, appears an 

important factor to consider, as well as the actual processes themselves.    

In support of stress being a significant contributing factor towards burnout, a low 

sense of coherence was also found to contribute towards burnout. These findings are 
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consistent with the organisational theory of burnout (Cox et al., 1993; Golembiewski et al., 

1983), which identifies burnout as occurring when coping strategies become ineffective at 

reducing organisational stress experienced. For mental health nurses, however, the finding 

that psychological capital was found to mediate the causal relationship of stress on burnout is 

a particularly important finding. Mental health nurses working in mental health hospitals are 

more likely to care for those with serious mental illnesses. The negative outcomes associated 

with these patient groups, including poorer engagement in treatment, increased risk of 

relapses and rehospitalisation, poorer therapeutic relationships, and difficulties building trust 

with staff (Dixon et al., 2016), in addition to some of the negative factors associated with the 

work environment, could make it more difficult for mental health nurses to maintain 

psychological capital at work, therefore increasing their risk of burnout. 

Other factors found to contribute towards burnout included professional self-doubt, 

high secondary traumatic stress, low compassion satisfaction, and low job satisfaction. This 

supports research that has identified high stress levels relating to increased self-doubt 

(Cushway & Tyler, 1996), and low job satisfaction (Sullivan & Baghat, 1992). Secondary 

traumatic stress is viewed as a type of occupational stress (Figley, 1995), and high stress has 

been found to indirectly predict low compassion satisfaction (Meyer et al., 2015). It is 

therefore possible that although there may be a direct relationship between these factors and 

burnout, these factors could cause burnout indirectly via work stress.   

In line with existing research (Maslach & Jackson, 1984), the findings from this 

review that organisational factors, such as job role, high role conflict and ambiguity, high 

caseload, low autonomy, and low support, are significant contributing factors towards rates of 

burnout, are consistent with research into burnout (Adebayo & Ezeanya, 2011; Maslach & 

Leiter, 2005; Peterson, 2008; Tunc & Kutanis, 2009). Furthermore, given that mental health 

nurses in mental health hospitals experience less supervisory support, autonomy, and a lack 
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of control over their working conditions (Fielding & Weaver, 1994; Sørgaard et al., 2007), 

this places them at increased risk to developing burnout.  

Personal characteristics appear to have less of an influencing factor in the 

development of burnout. The findings related to whether gender, age, job seniority or 

experience are related to burnout were mixed, with some of the studies finding that these 

factors did contribute towards burnout, and others finding that they did not. This is reflective 

of current research into personal characteristics and burnout, with some studies finding that 

these factors do relate (Alimoglu & Donmez, 2005; Duquette et al., 1994), whereas others 

have reported little independent effects (Yeatts et al., 2018). The variation within this scoring 

could be accounted for by various reasons, including that studies are undertaken in different 

countries, and so personal characteristics, including values, may be difficult to compare, as 

well as the participants working on different wards, including acute, forensic, and older 

adults. Another explanation could be that personal characteristics are mediating factors in the 

development of burnout, or are less influential than other factors. According to Berry and 

Robertson (2019), when age was combined with poor management of the ward, this had a 

more significant influence on burnout than age alone.  

Limitations 

One of the main limitations of the present review is that the overall external validity 

of the studies used was limited. It is therefore difficult to know whether the results can be 

applied to other mental health hospitals, or whether they were caused by factors that are not 

generalisable. The studies included very few details relating to the size and scope of the 

mental health hospitals, and were conducted in different countries, with wards that varied in 

security, length of average stay, patient group, and treatment focus. These differences made 

comparing the studies and identifying and accounting for possible confounding variables very 

difficult, as there are likely to be differences within national policies, processes, cultural 
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attitudes of staff, patients’ needs, and models of professional practice, that could have 

influenced the results. 

The internal validity of the studies was generally mixed, with six of the studies having 

poor validity. Most of the studies lacked detailed information regarding other possible 

outcomes that could have been explored, as well as some areas of analysis, such as whether 

the study was sufficiently powered to detect an intervention effect. It is therefore unclear 

whether there is a direct relationship between the independent variables used within the 

studies and burnout, or whether the outcomes have been influenced by other variables. 

Previous research has highlighted the complex nature in which burnout develops (Duquette et 

al., 1994), and without having clarity regarding which variables directly influenced the 

outcomes, the reliability of the results may be impacted. This is particularly important when 

exploring possible interventions to reduce burnout, as the effectiveness of the interventions 

may decrease if the intervention does not incorporate all relevant variables.  

Another limitation with this review was the inclusion of McTiernan and McDonald’s 

(2015) paper. Although initially this paper appeared to provide useful information relevant to 

the research question, upon reflection, the study’s results were difficult to separate in terms of 

relating to hospital nurses versus community nurses, and therefore ultimately added little to 

the overall findings. Had this paper been excluded, this may also have allowed for greater 

consistency among and more in-depth analysis of the remaining papers within the review. 

While some variation across the studies would have remained, this could have been limited 

further through the exclusion of this paper. 

Directions for Future Research 

 From the findings of this review, it may be beneficial to pursue more experience-

based research. When searching for studies, there was a scarcity of studies that had adopted a 

qualitative methodology in exploring staff’s experiences related to burnout within mental 
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health hospitals. As mental health hospitals can vary widely in how they function, including 

patient groups, organisational procedures, and hospital sizes, it would be useful to gain some 

insight into the experiences of mental health nurses, and mental healthcare staff more 

broadly, particularly as this would shed light on other underlying aspects that may contribute 

to burnout. This can include views and beliefs about organisational structures, support, and 

patients. 

 In addition to this, studies should also focus on more comparative studies using large 

samples, whereby different groups of mental health nurses working within mental health 

hospitals can be compared. This could include nurses from different hospitals, countries or 

services. From this, some of the differences regarding individual and working factors may be 

able to be identified further, particularly given the lack of clarity within this study regarding 

possible confounding variables and the potential variation within culture, working practices 

and interpersonal dynamics found. Ensuring that studies remain transparent regarding details 

of their participants and the hospitals and wards would also help provide clear information 

regarding this.   

Practical Implications 

The findings from this review reinforce the impact that work stress can have on the 

development of burnout, and highlights how certain organisational factors can increase 

burnout through increasing levels of work stress, specifically by increasing work stress to a 

degree whereby it is experienced negatively, excessively and is not effectively managed over 

time. The factors identified as contributing to burnout were also more likely to be found in 

mental health hospitals, including workplace violence, placing mental health nurses who 

work in such settings at a significantly increased risk of developing burnout (compared to 

mental health nurses who work in other healthcare settings), with potentially nearly all mental 
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health nurses affected. This is particularly relevant for mental health nurses in settings where 

high levels of violence are present, such as forensic/secure hospitals.  

To support these nurses, mental health hospitals should therefore have strategies and 

interventions in place to reduce the risk of burnout. Where possible, these strategies should 

focus on supporting staff to develop their internal coping strategies, so that they are able to 

effectively manage higher levels of stress. This will be particularly helpful in alleviating the 

emotional impact of stressors that are difficult to reduce or remove (e.g. low staffing). This 

could include increasing psychological capital within the staff force, as well as their sense of 

coherence. Examples may include building awareness around and offering a variety of 

different coping strategies for staff to use, as well as providing the space and time to use these 

when needed at work too. Skills may include those such as mindfulness, grounding 

techniques and deep breathing. Recognising and rewarding positive work shown by staff, and 

encouraging the development of mental health skills in nurses, can also help build both self-

efficacy, hope and optimism within staff, which will help build psychological capital too. 

With regards to serious incidents, including those that consist of violent or sexually harmful 

behaviours, mental health nurses should also be fully supported when these incidents have 

taken place. This could include using debriefs and ensuring that managerial staff are given 

the relevant training required to support mental health nurses as compassionately as possible. 

Organisations may also wish to adopt a trauma-informed model, which would help in 

supporting all of these recommendations, as the principles that underpin this model are 

designed to create a physically and psychologically safe environment (Center for Health Care 

Strategies, 2021), and support patients in their recovery too. This in turn can reduce 

workforce stress (Isobel & Edwards, 2017), and incidents of violence, which are significant 

contributors to burnout. Organisations should also focus on understanding the level of stress 

that their mental health nurses are experiencing, and the potential sources of this stress. In 
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line with this, understanding mental health nurses’ views regarding the organisation would be 

useful, and working with staff in a collaborative manner to resolve and problem-solve any 

disputes may be helpful.   
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Abstract 

Research has repeatedly shown policing to be an inherently stressful job. Police officers are 

significantly more likely to experience mental health difficulties than other emergency 

workers (MIND, 2015), and four times more likely than the general population to develop 

post-traumatic stress disorder (Bell & Eski, 2015). Many police officers have also been found 

to retire early or die from job-related stress disorders (Waters & Ussery, 2007). Like police 

officers, Forensic Scene Investigators (FSIs) also face similar experiences, including victim 

statements/accounts, disclosures of serious offences, crime scenes, sullied physical evidence, 

and details of crimes (Slack, 2020). Emerging literature is starting to show that FSIs are at 

risk of high stress and potential symptoms of trauma within the role (Clark et al., 2015; 

Mrevlie, 2018). Despite this, there is little research into the personal experiences of FSIs. 

This study specifically explored the lived experiences of FSIs and their daily work using 

Interpretative Phenomenological Analysis. Seven participants from the same constabulary in 

the UK were interviewed. Two superordinate themes were identified: (i) being an FSI is 

intense and requires personal sacrifices, and (ii) the intensity of the role is often compounded 

by organisational factors. All participants talked about concepts including the psychological 

impact of the role and the need to emotionally detach. Findings are discussed in relation to 

theoretical and practical implications, as well as directions for future research.  
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Introduction 

Policing 

Over the years, research has been clear that there are certain professionals, who, due 

to their job, are at an increased risk of experiencing a high level of stress. The literature has 

also been clear that some of these professionals are at a particular risk of developing post-

traumatic stress disorder (PTSD), vicarious trauma (VT) and/or secondary traumatic stress 

(STS), including those working in healthcare and emergency services, such as the police 

(Beck, 2011; Berger et al., 2012; Craun et al., 2014; Wright et al., 2006). STS is described as 

the emotional impact that individuals experience when in close contact with survivors of 

trauma. The symptoms often reflect the symptoms of PTSD, however, with STS, the 

individuals who experience the symptoms did not experience the traumatic event directly, but 

instead heard about it from a trauma survivor (Figley, 1993). Hearing about traumatic 

material over time can also result in STS developing (Figley, 1995).  

VT is described as a process of change that professionals experience when working 

empathically with traumatised individuals, which includes changes in the professionals’ sense 

of self, safety, and the world, resulting in symptoms associated with trauma (McCann & 

Pearlman, 1990). These symptoms include increased arousal, such as a heightened sense of 

anxiety, irritability, and unexplained anger, as well as sleeplessness, physical complaints, 

nightmares, and shame (Beaton et al., 1998; Sexton, 1999). Policing as a profession has been 

widely recognised as being inherently stressful. Compared with other occupational groups, 

police officers are more likely to witness suffering, death, and life-threatening and traumatic 

events (Skogstad et al., 2013). They also face many routine occupational stressors, including 

management issues, shift work, and negative public attitudes, which have been found to be 

even more stressful than critical incidents and danger (Gershon et al., 2009; Liberman et al., 
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2002; Morash & Haarr, 1995). This is due to expectations of the role being dangerous, but 

not of there being organisational stressors (Gershon et al., 2009). 

 Between 2015 and 2019, four surveys completed by mental health charities and police 

organisations explored the mental health in police officers in the UK. They found that 

between 79.3%-91% of police officers experienced stress, anxiety, poor mental health, or low 

mood, with 92% reporting that this was caused or made worse by work (Elliott-Davies, 2018; 

Elliott-Davies & Houdmont, 2016; MIND, 2015). Compared to ambulance, fire brigade and 

search and rescue workers, police officers had the highest rate of mental health difficulties 

(MIND, 2015), with 90% exposed to trauma, and almost one in five experiencing symptoms 

that were consistent with PTSD or complex PTSD (Brewin et al., 2020). Key stressors 

reported included organisational change, excessive workloads, ‘pressure’ from management, 

poor work/life balance and not dealing with traumatic incidents (Elliott-Davies, 2018; MIND, 

2015). The response rates for these studies, however, were very low (between 1.5%-15%), 

and therefore may not be representative of all officers (Foley & Massey, 2021). 

Despite this, they are reflective of the current literature, which highlights that police 

officers reporting higher stress had an increased risk of adverse health outcomes, especially 

anxiety, depression, burnout, PTSD, and somatisation, where psychological distress is 

experienced as physical health symptoms (Gershon et al., 2009; Martinussen et al., 2007). 

Bell and Eski (2015) found that police officers in the UK are four times more likely than the 

general population to develop PTSD, with a prevalence rate of 13%, and Waters and Ussery 

(2007) found that many police officers retired early or died from job-related stress disorders, 

including alcohol abuse and suicide, despite starting their careers in good physical health. 

Police officers also reported higher negative behavioural outcomes, such as increased alcohol 

abuse, and spousal abuse (Gershon et al., 2009). Substance misuse, depression, and absence 
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of a stable intimate relationship were also all found to be risk factors for suicide in police 

officers (Krishnan et al., 2022). 

 Foley et al. (2021) completed a systematic literature review using qualitative and 

quantitative studies exploring secondary trauma and PTSD in police officers working in units 

including body recovery, sexual offence investigations and road traffic patrols in the UK. A 

number of studies suggested that the vast majority of officers did not experience anxiety, 

depression or PTSD due to their job. Nevertheless, the qualitative studies showed that some 

officers experienced a traumatic response, including avoidance and intrusion, despite denying 

this. The authors concluded that the findings of their review were an underestimate and were 

likely impacted by a closed organisational culture that encouraged denying and minimising of 

the psychological impact of their work on staff. They also reported that the participants in the 

studies may not have felt able or had the insight to recognise their actual experiences (Foley 

et al., 2021). 

Although this may have been the case for some of the studies within the review, two 

of the studies suggested the opposite, namely that the low scores were due to the organisation 

adopting a compassionate and supportive culture that used mental health screening and 

interventions to support their staff (Tehrani, 2016; Thompson & Solomon, 1991). In addition 

to this, several of the studies used questionnaires that were adapted or not validated for use 

with this participant group, potentially impacting the validity of the results. The participants 

also came from mixed populations, including ranks, roles, and teams, with little information 

regarding specific data for each group. Therefore, any variation in anxiety, depression or 

PTSD within the mixed populations may not have been captured within these results. Despite 

the overall findings, Foley et al.’s study still highlights the important role mental health 

culture can play regarding staff’s openness to discussing and seeking support for anxiety, 

depression, and PTSD, with a compassionate environment facilitating these behaviours, and 
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an environment that encourages suppressed emotions acting as a barrier to them. This is 

particularly important in a role such as policing, where police officers can often resort to 

strategies such as suppressing their emotions in order to maintain their professionalism at 

work (Watery & Ussery, 2007), which can then be a precursor in the development of stress-

related disorders (Weisinger, 1985).  

There are other risk factors for stress and trauma within the police force that have 

been identified within research. These include length of time in the force (more time 

increases risk due to resistance being worn away), constantly changing shift patterns that 

disrupt sleep and family life, violent confrontations, responding to distressing cases, difficulty 

switching off, not feeling as though staff are making a difference, and a police culture which 

trivialises staff distressed by difficult or traumatic cases (Foley & Massey, 2021; Waters & 

Ussery, 2007). However, the relationship between these risk factors and stress and trauma 

may be more complicated than these studies highlight. Perez et al. (2010) found that law 

enforcement officers who investigated child sexual abuse material cases would experience 

lower levels of distress and STS, if they had high professional efficacy (if they felt that they 

were protecting society through their work), and if they had more supportive relationships 

outside of work. Therefore, it appears that for police officers, having fewer protective factors 

to mitigate against the risk factors of work is also important in the development of stress and 

trauma. 

Despite this, much of the existing research into the psychological impact of policing 

on police officers has focused on front-line police officers, whereas specialist units, who may 

face similar stressors and potentially traumatic scenes, are largely missing in the literature 

(Dabney et al., 2013, Rosansky et al., 2019; Slack, 2020). 
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Forensic Scene Investigators (FSIs) 

 As part of their role, FSIs (also called Crime Scene Investigators) are regularly 

exposed to graphic content, including victim statements/accounts and disclosures of serious 

offences, crime scenes, sullied physical evidence, and details of crimes (Slack, 2020), and are 

required to examine and collect dead and decomposed bodies and bodily fluids (Rosansky et 

al., 2019). They visit a variety of different crime scenes and are likely to spend significant 

time with distressed victims of crime. These cases are frequent and repeated throughout the 

day. As a result, they are at an increased risk of experiencing mental health difficulties. More 

specifically, Clark et al. (2015) reported that 63% (of 51 American FSIs) had experienced 

moderate or high levels of stress following exposure to a traumatic incident at work. 

Furthermore, Rosansky et al. (2019) found that 9.3% (of 225 American FSIs) had scores 

suggestive of PTSD, with 50% reporting at least seven symptoms of PTSD. Mrevlje (2018) 

found that 30% (of 64 Slovenian FSIs) reported moderate or severe symptoms indicative of 

PTSD. Nho and Kim (2017) found that 20% (of 226 Korean FSIs) scored above the ‘high-

risk’ cut off for PTSD, and Hyman (2004) found that 51% (of 90 Israeli Forensic 

Identification Unit technicians) had medium- or high-severity scores on intrusion, and 68% 

had medium- or high-severity scores on avoidance. Despite the small sample sizes across the 

studies, they draw a worrying picture of the psychological impact of working as an FSI. This 

is further supported by a literature review by Slack (2020) into experiences of VT and STS 

among forensic science personnel. Within this review, FSIs reported to present with 

symptoms of VT and STS as a result of being exposed to potentially distressing material, 

such as victims’ graphic and detailed descriptions of traumatic experiences, and 

organisational stressors, together having the potential to lead to depression and a lack of 

empathy for victims.  
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More specifically, Yoo et al. (2013) found that personality traits, including hostility, 

competitiveness and impatience, lower emotional intelligence, higher death anxiety, length of 

career, as well as a higher number of homicide cases worked per week, increased the risk of 

FSIs experiencing PTSD symptoms. Organisational factors, such as rotational shift patterns, 

having too much work, concerns around making a mistake, and feeling underappreciated by 

the organisation, have also been repeatedly found to contribute to increased levels of stress 

and burnout in FSIs (Clark et al., 2015; Jeanguenat & Dror, 2018; Slack, 2020; Sollie et al., 

2017). Although Yoo et al.’s (2013) findings are significant in starting to identify 

contributing factors in FSIs, more in-depth research is required. The authors used surveys to 

gather data for their study, and as such, the results may not fully capture all staff, particularly 

if staff did not wish to participate or be fully open about their experiences. Similar could be 

said for Clark et al.’s (2015) study, who had a response rate of below 50%. Sollie et al. 

(2017) used an observational design, and as such, their data could be biased if the FSIs 

involved had reported in socially desirable ways. Despite this, these studies to start to point 

towards a similar picture to that of the police officers and offer a starting point for more in-

depth and rigorous studies. 

Sollie et al. (2017) explored strategies used by FSIs using a mixed-methods study 

with 35 FSIs from the Netherlands. They found that strategies including emotionally 

distancing oneself from disturbing cases, searching for positive personal meaning within the 

work, seeking social support, avoiding potentially distressing work situations, and mentally 

preparing oneself for potentially disturbing cases were used to enhance mental resilience. 

Despite this, it is unclear how effective these strategies are and whether they reduce the risk 

of developing psychological symptoms. Additionally, the context of these strategies is 

unclear, including whether these strategies are easy to facilitate within the workplace given 

the busy nature of the work (e.g. seeking social support).   
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Despite the current emerging literature, Slack (2020) reported that the current 

literature on FSIs is very limited, with few quantitative studies determining the levels of 

PTSD, STS, or VT in FSIs. Studies focusing on forensic personnel have often included other 

forensic science practitioners, such as forensic nurses, bench and digital media analysts, 

medical examiners and coroners, and/or sexual assault nurse examiners. Terminology has 

often been inconsistent when describing different stress and trauma concepts, and study 

instruments have been used to measure concepts that they were not originally designed to 

measure, impacting the potential validity of the results. In addition to this, qualitative studies 

focusing solely on FSIs and their wellbeing appear to be sparse. These include Sollie et al.’s 

(2017) study, which used context analysis, an observational study, and thematic analysis. 

Given the current emerging literature indicating the potential risk that FSIs may be at for 

increased stress and their related disorders, as well as PTSD, VT and STS, and the extensive 

research into police officers and stress, this is an area of research which requires further 

understanding and focus in order to understand the impact this role can have on FSIs and the 

most appropriate ways to support them to do their roles effectively. 

Present Study 

Given that most of the existing literature on the mental health and wellbeing of FSIs 

has employed quantitative methods, the present study aims to explore and understand FSIs’ 

experiences of their role, how they perceive this job, and how it impacts them and their lives 

from a qualitative perspective. Therefore, the research question is “what are the lived 

experiences of FSIs, and how do they make sense of their work/working within this role”. 

From this, FSIs’ experiences of working with potentially distressing material, and how this 

may affect them, will be explored, as well as what their perceptions are of the relationship 

that exists between them and their organisation with regard to this work. These questions will 

aid in understanding how FSIs make sense of their role, the cases they see, and their 
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experiences regarding the running of their organisation. They will also provide more in-depth 

knowledge around the psychological impact of the role, and how FSIs experience and relate 

to this impact, as well as whether they feel that they experience trauma responses. Given the 

potentially traumatic nature of their work, the increased risk of VT, STS and mental health 

difficulties, minimal qualitative research within this area, and some evidence within police 

research of cultures that minimise trauma, this question is more focused on FSIs’ experiences 

of the role inclusive of any trauma concepts, rather than directly focusing on specific 

concepts of trauma.  

This research question will be explored using semi-structured interviews, and 

adopting the analytical approach of Interpretative Phenomenological Analysis (IPA). IPA 

facilitates the exploration of in-depth accounts of how people make sense of major life 

experiences, and the meaning they attach to these, thereby allowing researchers to identify 

similarities and differences across participants’ experiences and accounts (Smith et al., 2022). 

IPA therefore allows for the personal experiences and impacts that FSIs’ roles have on their 

lives to be understood.  

Method 

Ethical Issues 

 The study was granted full ethical approval by the Science, Technology, Engineering 

and Mathematics Ethical Review Committee at the University of Birmingham (see Appendix 

A). As the researcher, I also adhered to the University of Birmingham’s Code of Practice for 

Research and the British Psychological Society’s Code of Ethics and Conduct (2021) 

throughout the completion of the research. I had no personal or professional relationship, 

exposure or contact with the participants prior to the study, and my first meeting with them 

was during the initial recruitment briefing meeting at the constabulary.  
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 During the initial recruitment briefing meeting at the constabulary, the potential 

participants raised concerns regarding whether any participation within the study would be 

kept confidential or whether their participation would be recognised by individuals within the 

constabulary. This included concerns that should they be recognised, this may have short- 

and/or long-term negative consequences regarding how they are treated by others within the 

organisation and for their long-term career prospects. For this reason, throughout this study, 

particular care has been taken to ensure that confidentiality is fully maintained within the 

study. When choosing the location for the interviews, this decision was made collaboratively 

with the potential participants to identify a place where they felt they would not be overheard 

by colleagues or seen attending/leaving the interview. For this reason, the University of 

Birmingham was chosen instead of the constabulary.  

When interviewees completed the participant information sheet (see Appendix B), I 

chose to not collect personal information, in case this breached confidentiality within the 

organisation. During transcribing, transcriptions were checked multiple times to assess 

whether there was any information that could potentially identify the interviewee. If this 

information was present, then it was either immediately removed (if I deemed that it was 

likely unique to that interviewee and therefore would identify an individual, e.g. a pet name) 

or highlighted as possibly identifiable (if I was unsure whether it would identify an 

individual, e.g. having a dog). Caution would then be taken when deciding whether 

highlighted information would be incorporated into quotes. During the analysis, participants 

were given gender-neutral names, with the final quotes being carefully reviewed to ensure 

that they did not contain potentially identifiable information, such as unusual linguistic 

choices or personal information, and if this did, then either this section of information was 

removed or a different quote entirely was chosen.  
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Context 

This study formed part of a wider programme of work that involved exploring the 

psychological impact of working with potentially distressing material across specialist units 

within a UK constabulary. My supervisor is a vetted researcher with the constabulary, and 

has been undertaking research with them for a number of years. For the purpose of this study, 

participants from the specialist unit of Forensic Scene Investigation were recruited. 

Theoretical Underpinnings of IPA 

 IPA is underpinned by several theoretical concepts: phenomenology, hermeneutics, 

and ideography. Phenomenology is a philosophical approach to the study of experience and 

relates to how researchers understand their participants’ experiences (Smith et al., 2022). For 

this study, experience is understood in relation to Heidegger’s, Merleau-Ponty’s, and Sartre’s 

views. Specifically, the FSIs’ experience of their roles, including how they interpret and 

experience the organisation, elements of their job, and their cases, is influenced by several 

factors. As FSIs’ experiences is viewed as worldly, whereby their experience is influenced by 

others, these factors include the presence and absence of their FSI colleagues working on 

their shifts and in their office, their managers, their relationships with other departments, how 

the FSIs perceive the organisation treats and views FSIs, and how those not in the 

organisation view the role. For example, their experience of how emotionally difficult a case 

may be, may be influenced by whether they returned to an empty office afterwards in 

comparison to an office filled with supporting colleagues, and whether they felt the managers 

took the time to provide support. In addition to this, their experience will also be felt through 

their bodies, that is, how they physically and emotionally felt (such as distressed/in a trauma 

state/tired). For these FSIs, their experience and these influencing factors may have 

contributed towards what they felt were the most important issues to raise within the 



 

89 

 

interview. In addition to this, experience can only be understood hermeneutically (i.e. as an 

interpretation). 

  On engaging in this project, I had very little fore-understanding in relation to the 

force’s processes, what it was like to work there, or what the FSIs’ role inhabited. Therefore, 

it was easier for me to not put these preconceptions up front when interpreting the data and 

instead allow this understanding to develop as the interpretation occurred. Despite this, as a 

therapist, I had my own professional opinions about occupational stress and the management 

of this, and as such, this was something that I had to be aware of when interpreting the data 

(see section on Author’s Reflections below). To support with the analysis, I interpreted the 

exploratory noting on several levels, including linguistically, descriptively, and conceptually, 

all of which were compared with the text on a wider level. This helped with the hermeneutic 

circle, and helped me to understand what each participant was trying to convey within their 

discourse. 

 An idiographic approach was also used, which consists of focusing on individual 

cases, before drawing them together for further analysis (Smith et al., 2022). As such, the 

FSIs’ experiences are viewed as independent of each other, and from staff working in other 

constabularies and departments, as they will have influencing factors that are specific to 

them. However, their experience may provide insight into the psychological impact that cases 

can have on FSIs, as well as the effect that particular organisational decisions may have. In 

order to ensure I maintained an idiographic approach throughout, I used a reflective approach 

for each step of the analysis (see Table 1), in regards to my own decision-making, 

specifically reflecting on where in the data my analytical choices were based and what factors 

may be influencing my interpretation. From this, I was able to identify whether these choices 

were influenced by previous participants or were fully grounded within the data. I also took 

these reflections regularly to supervision to gain a wider perspective on whether these were 
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appropriate. I also maintained a reflective diary throughout where I could record my feelings 

about the data, as well as any wider reflections or interpretations to help increase my insight 

into how my feelings may be influencing my analysis of the data. When moving onto a new 

participant, I read through the reflections relevant to the previous participant and included 

any final conclusive thoughts and summaries, as a way to mentally draw a line under that 

participant and then move onto the next. 

Participants 

Seven participants from the same constabulary took part in the study (male = 4, 

female = 3). Initially, ten participants expressed an interest to take part, however, of these, 

two did not respond to attempts to further contact them, and one had unexpected personal 

issues that prevented them from continuing with the study. No additional FSIs contacted the 

researchers and/or volunteered to participate in the study after this. In line with Smith et al.’s 

(2022) recommendation for a sample size of between 6-8 interviews for a research project 

undertaken as part of a professional doctorate, no further attempts to recruit participants were 

made. To protect the identities of participants, and ensure confidentiality, I chose to collect 

limited demographic information. In order to participate in the study, FSIs had to have been 

working in this role for at least 12 months – this time period was established in discussion 

with the head of the specialist unit as offering a sufficient amount of time to gather 

experiences representative of the role of FSIs. 

Procedure 

I visited the constabulary to brief potential participants about the study and explain its 

purpose. Potential participants were given a copy of the participant information sheet for 

them to contact myself should they wish to participate. Once this contact had been made, I 

then arranged the interview for a mutually convenient day and time with each participant via 

e-mail. I also contacted each participant 24 hours prior to the interview by telephone to 



 

91 

 

confirm their attendance. Ten participants made contact to take part, however, three withdrew 

before an interview date could be organised. In total, seven interviews took place. This fits 

with Smith et al.’s (2022) recommended sample sizes of between 6-10 to ensure that the 

quality of the analysis can be maintained. 

Data Collection 

 To guide the interviews, I used a semi-structured interview schedule (see Appendix 

C), with questions centring around the following aspects: (i) the participant’s identity, (ii) 

how relationships fit with work, (iii) how work identity is managed, (iv) a reflection on 

everything discussed within the interview, (v) desired work-related changes, and (vi) the 

impact of the daily work on the participant’s life. I employed prompts throughout to 

encourage further discussion, elaboration and reflection.  

I completed all interviews between October 2021 and January 2022 in a private room 

at the University of Birmingham in order to ensure privacy and to protect individuals’ 

participation in the study. Immediately prior to the interview taking place, I reminded 

participants of the purpose of the study, and checked that they understood the information 

presented in the participant information sheet. Upon agreement, I invited participants to sign 

the consent form (see Appendix D). Interviews lasted between 60-75 minutes, were recorded 

using an encrypted Dictaphone, and transcribed verbatim by myself following the withdrawal 

period of two weeks. After the interviews, I completed a short debrief with each participant to 

ensure that they felt fine before leaving the University. I subsequently recorded any 

reflections or observations within a reflective diary. 

Data Analysis 

 I analysed the data using the steps recommended and outlined by Smith et al. (2022). 

The steps undertaken to analyse the data are described in Table 1. 
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Table 1 

Description of Steps Taken in line with Smith et al. (2022) 

Steps Description 

1. Transcribing I transcribed the audio recordings of interviews verbatim into a line-

numbered transcript, including notable non-verbal utterances and pauses. I 

then inserted transcripts into a landscape table in Microsoft Word, with the 

line numbers included in a column on the left, exploratory noting in a 

column to the right, and experiential statements in a column to the right of 

the exploratory noting (see Appendix E). This is the first stage of 

familiarisation. 

2. Reading and re-

reading 

I read and re-read the transcript to become familiar with data, ensure the 

participant became the focus of analysis, allow a model of the interview 

structure to develop, develop an awareness of the rapport between myself 

and participant, and slow down the process.  

3. Exploratory 

noting 

I read the transcript line by line and noted down anything of interest within 

the exploratory noting column. This may include notes describing content, 

important linguistic features, and conceptual notes. This step allows for 

semantic content and language to be examined on an exploratory level. 

When completing the exploratory noting for each participant, I used colour 

coding to differentiate between the different types of coding, with green font 

used for linguistic, blue for descriptive, and purple for conceptual coding. 

Doing this helped me to identify the different layers of noting and any 

patterns throughout the transcripts (e.g. use of laughter when uncomfortable). 

I also included some additional conceptual questions or points in purple to 

aid me in forming experiential statements during step 5 (see Appendix E). 

4. Constructing 

experiential 

statements 

I analysed the exploratory comments by identifying what was important 

within the notes. I expressed these as statements to reflect the participant’s 

experiences. During this process, statements need to be grounded within the 

transcript, but allowed to become more conceptual. My interpretations also 

influenced the statements.  

5. My reflections During stages 1-4, I noted any thoughts or reflections that I had about each 

participant below the table containing the transcript. I included reflections 
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from the interview, on patterns of behaviour, emotions or thoughts that may 

influence the process, or hypotheses about the participant. Recording my 

reflections helped inform the analysis process and to potentially identify any 

biases or influences that I may have imparted onto the results. 

6. Searching for 

connections 

across 

experiential 

statements 

To identify how the experiential statements fit together, I cut out each 

statement on a separate piece of paper (including page number), placed them 

randomly on a large surface, and reorganised them with themes of statements 

placed together that feature corresponding experiences. From this, I was also 

able to develop any relevant sub-themes from the main clusters. 

7. Naming Personal 

Experiential 

Themes (PETs) 

I gave each theme a title to describe its characteristics (PETs), as well as the 

sub-themes. PETs produce the highest-level organisation with titles that 

reflect these. I then reorganised the experiential statements within their 

theme to form a coherent narrative relating to the theme name, and typed up 

all PETs, sub-themes, and experiential statements into a Word document 

with accompanying quotes. 

8. Continuing the 

analysis with the 

remaining cases 

I repeated stages 1-7 with all participants. I treated each participant on their 

own terms to ensure individuality; therefore, analysis from other participants 

was not used to influence another participant’s analysis. 

9. Developing 

Group 

Experiential 

Themes (GETs) 

I scanned each participant’s PETs for similarities and differences on a broad 

level, and reviewed sub-themes to explore differences. These similarities and 

differences highlighted shared and unique features of the experiences 

described, and formed GETs and super-ordinate themes. Once I had 

identified the GETs, I organised these into a coherent narrative. For each 

superordinate theme, I read through each participant’s experiential 

statements again and identified multiple quotes that best encapsulated this 

theme. Although not every theme had quotes from every participant, all 

participants were included. 

 

Confidentiality 

During the interview stage, one participant asked for specific information to be 

removed immediately following the interview, due to concerns that they may be identifiable 

within their organisation. I therefore asked explicit questions relating to what the participant 
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wanted kept in the interview and what they wanted removing and made a note of this. During 

the transcribing stage, I removed this information and any references to it. I re-read the 

transcript several times to ensure that this had been done accurately and took these redactions 

to my supervisors for review. I also redacted any other potentially identifiable information 

(e.g. partners’ names). 

Author’s Position and Critical Realism 

 During this research, I held a critical realist viewpoint. This viewpoint suggests that 

reality exists independently from the observer and is independent of human perception (real). 

At the same time, there is a world that we as humans know and understand, and this world is 

constructed from our experiences and perceptions. This world can be seen and/or measured, 

and so is the world that is studied (empirical) (Danermark et al., 2002). Therefore, critical 

realism reduces ontology to epistemology, and views the world on three levels. The ‘real’ 

world has structures within it that can trigger mechanisms (causal mechanisms). These causal 

mechanisms, which are also invisible, create objects and events in the ‘real’ world (actual 

level). These objects and events have effects that can be observed in the empirical world. 

Researchers will use individuals’ experiences as data to infer what these causal mechanisms 

are and therefore learn about the ‘real’ world (Bhaskar, 2008). This therefore means that 

researchers need to be judgemental of which theories and explanations they apply to their 

work (Stutchbury, 2021), and that both knowledge and theories can invariably change as 

more information is gathered (Haigh et al., 2019). Critical realism has developed from an 

emancipatory worldview (Haigh et al., 2019; Price & Martin, 2018), and so the researcher’s 

choice of theories is even more important to ensure that this worldview is adhered to 

(Stutchbury, 2021).  

A critical realist viewpoint fits with IPA’s focus on the experiences of individuals, as 

individuals’ experiences are viewed as empirical and observable. The motivation for 
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completing this project was to achieve greater understanding concerning how FSIs 

experience their roles, as well as how their lives are impacted by it (empirical level). This can 

therefore help inform ways to improve their wellbeing within the role by helping understand 

what their job role actually entails and requires of the staff (real level), and the psychological 

and emotional impact that this has on FSIs (actual level). From this, potential strategies could 

be identified and put in place to mitigate some of the negative psychological and emotional 

impacts of the role (causal mechanisms and/or actual level), which will then affect how the 

FSIs experience these (empirical level). For example, one of the findings from this study 

related to FSIs experiencing a challenging internal conflict between wanting to respond 

compassionately to cases and wanting to distance themselves emotionally from cases to 

protect themselves from the psychological harm caused. Regarding this finding, it appears 

that the role of being an FSI can mean that FSIs are regularly put in situations whereby they 

are exposed to potentially distressing cases (real). Being exposed to this can cause varying 

levels of psychological and emotional harm to FSIs (actual). This harm may be experienced 

by FSIs as emotional distress (empirical), which they then try to disconnect from (agency). 

This conflicts (actual) with their own values, however, which creates a feeling of internal 

conflict and further distress (empirical). Understanding FSIs’ experiences from their 

perspectives, including what may be distressing about the role and how they feel about it, can 

then provide information about the overall psychological and emotional effects on them.  

In addition to this, how individuals choose to act (agency) is influenced by social 

structures. These actions can depend on different factors, including the individual’s 

knowledge, the structure’s ability to resist or support change, and opportunities for interaction 

(Stutchbury, 2021). For social structures, this study closely followed Scott’s (2010) five 

‘social structures’ model. This model explores aspects of a social situation that can empower 

or constrain individuals, which then impacts how individuals choose to act within a situation 
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(agency). Specifically, the interview questions covered areas related to this model, including 

the work setting (such as organisational norms and available mental health support), 

participants’ values and ideas regarding their roles, and their identities and how relationships 

have informed these. Scott’s (2010) model includes ideas, values and attitudes that underpin 

the events in the setting. For this study, this includes narratives and ideas about FSIs and how 

they should act and function within the role. This is particularly important within this study, 

as this can heavily influence agency and how empowered FSIs feel/felt to make different 

choices.  

Author’s Reflections 

 As previously mentioned, throughout this study, it became very apparent that there 

were pre-existing concerns from the participants regarding the organisation’s response to the 

study, including that any involvement within the study would be known within the 

organisation (see section on Ethical Issues’ above). This first became apparent during my first 

visit to the potential participants, whereby participants expressed frustration and an 

expectation that the organisation would not take the results from the study seriously, which 

for some appeared to translate to the study seeming pointless. This concern was also apparent 

within interviews, where nearly all participants made comments, such as “I’d say this anyway 

to my managers” and “I don’t mind saying this, because I’ve already complained about it”. 

For me, this felt very overwhelming and unexpected, and I wondered how the FSIs may have 

understood the context of the study, and how it fit with their own difficulties with the 

organisation. For the FSIs, being heard felt like a strong emotional message that was reflected 

both in conversations with them, but also within the interviews. As a result, I could feel that 

this was something I felt internal pressure to enact, and I felt concerned that the organisation 

would not respond to the study’s findings. In addition to this, I also felt very anxious about 

ensuring confidentiality, but also reporting the most appropriate results. As such, I felt that I 
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was straddling the line between ensuring I was not putting participants at risk by exposing 

them, but also not missing important data, and often was extra cautious when making these 

decisions, often seeking advice from my supervisors. This felt particularly difficult given the 

strong emotional message the FSIs appeared to present and the small number of them. As 

most participants spoke about similar issues, in some ways, this made things easier, as the 

important issues were clearer, however, trying to order and present them, particularly on a 

lower level felt more difficult to navigate. In response to these reflections, throughout the 

process, at every step, I reflected on whether this internal pressure was influencing any of my 

results or whether they were an accurate reflection of the themes discussed. On further 

reflection, this was something that I felt particularly anxious about, as I wanted to ensure that 

the results were accurate and grounded within the data and not just influenced by mine and 

the participants’ emotions. My feelings likely mirrored how some of the participants may 

have felt participating in the study. 

I also wondered whether the participants’ views may have influenced which 

participants had volunteered to do the study. All interviewing participants appeared very 

passionate about their roles and protecting others, which was something that came out within 

their interviews. I wondered given the concerns the FSIs had whether this could have acted as 

a possible barrier to them participating in the study, whether these traits may have helped 

these particular participants to overcome this barrier and volunteer, whereas other participants 

may not have felt interested or empowered to do so. I also wondered whether their views may 

have influenced how they experienced their roles and what they perceived to be the most 

difficult elements of it. 

Another conflict that I was constantly aware of was my role as a researcher. My 

experience and background are within the role of a therapist (predominantly with forensic 

clients), and I have little experience as a researcher conducting IPA interviews. Like my 
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participants, I also am passionate about ensuring others are protected and supported, which is 

something that I often look for in my practice. Therefore, within the interviews, I regularly 

noticed the urge to take on the role of therapist, and act in a validating or supportive way 

reflective of this position. This was something that I was very aware of from the beginning 

and is likely influenced by my lack of experience interviewing for research. As such, my 

natural comfort zone would be to revert to the role of therapist, particularly given anxieties 

about doing the interviews right. These anxieties however allowed me to remain aware of my 

own actions and choices within the interviews, and although I was able to mostly ignore these 

urges, I found this difficult and often felt guilty regarding this. This was particularly prevalent 

during conversations where I felt as though participants were seeking this, and I felt 

concerned that participants may interpret my actions as a researcher as invalidating. This was 

emphasised further as my natural reaction is to people-please, and so it felt restricting to 

ignore these impulses and emotions and focus on the research aspect.   

 I was also aware of how the participants may relate to myself. Particularly given the 

participants’ concerns and the negative emotion presented to me when I advertised the study, 

I was concerned that participants may not feel able to connect with myself in a manner which 

they would feel able to be open within the interviews. Even prior to the interviews, on 

reflection, I was likely picking up on the sense of alienation that FSIs experience, which 

likely triggered a need in me to connect with them. I also questioned how FSIs would 

perceive me, and whether they would perceive me as an academic who is unable to 

understand and accurately analyse their experiences. However, this was a judgement that 

came from myself and my own abilities as a researcher, and ultimately did not appear to be 

an issue within the interviews. 
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Results 

 Two superordinate themes were identified. The first – the psychological impact of 

being an FSI is high and requires personal sacrifice – describes how FSIs are exposed to high 

levels of stress and potential distress within the role, which has a significant psychological 

impact on their lives. This superordinate theme is broken down into two subordinate themes: 

(i) “We’re humans. We might have this horrible job, but we still get upset”, and (ii) “I can’t 

take on board everyone else’s problem, cause otherwise… I’d never sleep again” – 

emotionally detaching from cases to protect themselves against the psychological harm of the 

role. The second superordinate theme – the organisation doesn’t care about reducing our 

stress – it increases it – describes how the intensity of the role is often compounded by 

organisational factors. This theme is split into two subordinate themes: (i) Working practices 

and processes exacerbate the stressful nature of the work, prevent opportunities to 

decompress, and creates a sense of powerlessness, and (ii) “You’re just a payroll number” – 

the organisation does not value or prioritise FSIs’ mental health and wellbeing needs. These 

superordinate themes and their related subordinate themes have been included within Figure 

1 below. 
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Theme 1: The Psychological Impact of Being an FSI is High and Requires Personal 

Sacrifice 

All participants contributed towards this theme, which describes the psychological 

and emotional impact of being an FSI, with factors such as the intense nature of the role and 

dealing with difficult cases contributing to this impact.  

Subtheme 1: “We’re humans. We might have this horrible job, but we still get upset” 

 This subordinate theme describes the demanding and stressful nature of the role and 

the psychological impact of this, which was felt by all participants. It also captures the 

difficult and upsetting choice that FSIs have to face: being human is normal, however, in the 

role, being human can cause you suffering. This is captured by Sam, who describes how 

relentless and demanding the job is and how this is further exacerbated by what is perceived 

to be unnecessary bureaucracy: 

“There’s that little time to decompress and just think about what’s happened. 

Have a lunch break would be nice. Um. But you’re thinking “Well I’ve just got 

a pile of stuff to sort out” and for me, that’s the one thing that I’m gonna lose 

my s**t about one of these days, just all the paperwork that goes with it, and 

the addition of it, but like I say, that’s half the job, ‘cause the other half, it’s so 

fricken – it’s so intense, and then you’ve got that s**t [paperwork] to sort out 

afterwards.” (Sam, 797-802) 

Sam really conveys the sense of how intense the work feels. They highlight how the 

workload is so overwhelming, it impairs their ability to process any emotional and 

psychological impact that the cases may potentially have on them (“little time to 

decompress”), and interferes with short or expected breaks (“just think”/“lunch break would 

be nice”) that could otherwise provide the opportunities to “decompress”. This sense of 

being overwhelmed is emphasised by highlighting that all aspects of the role are emotionally 
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intense (“lose my shit one of these days” and “intense”/“fricken”), and is such that it weighs 

on their mind (“Well I’ve just got a pile of stuff to sort out”). Together, these create a sense 

that the high workload takes a toll on FSIs, and in itself can prevent opportunities to protect 

against the potential emotional distress caused by cases.  

More specifically, Jamie reflected on the potential for distress in light of the complex 

and unpredictable nature of what they often have to face: “Most of the time, you don’t know if 

you can deal with something until, you actually do it.” (Jamie, 519-520). This sentiment was 

shared across all participants – whether one is able to cope with what they have got in front of 

them in the moment is not something one can predict or prepare for. “Actually do it” creates 

a sense that coping is something out of the norm, but without halfway measures. The 

responsibility appears to be placed on FSIs, with the ability to cope resting with them (“if you 

can deal… until, you actually do it.”). This gives the impression that FSIs are alone in 

managing their psychological wellbeing, and highlights how significant the impact of a 

particular moment can be. It also creates a sense that the ability to cope is a fragile notion that 

cannot be prepared for and can change with just one case. The cognitive response to scenes 

was described further by Taylor: 

“If you’ve just done the post-mortem for it… [pause] what’s to say that you’re 

not gonna sit there and think “Oh actually, I held that person’s urine in my 

hands earlier. I held that person’s blood in my hands. I swabbed their… psoas 

muscle. I took a piece of their psoas muscle out. It’s sat in the freezer at work. 

It’s… [pause] it’s a difficult process.” (Taylor, 958-962) 

Here, Taylor is referring to the human details of the work, and the sense that in the 

moment, the body parts are viewed as objects (“Oh actually”). Later, the human element of 

the job, and that Taylor was physically engaged with those organs on an experiential level (“I 

held that person’s urine in my hands earlier”), emerges. The repeated “I” emphasises their 
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involvement, as though they are only realising this. This gives the impression that this is not 

consciously acknowledged when actually working on cases, and creates a sense that when at 

crimes scenes, FSIs may think of human remains as objects as a way to unconsciously make 

attempts to cognitively distance themselves from the work that they do, possibly as a way to 

manage and protect themselves psychologically from the violent nature of their role. It also 

highlights how this way of thinking is different to a normal human way of thinking, and the 

conflict/discomfort felt when this human way of thinking comes later. Sam further describes 

the nature of the psychological impact of what they are having to deal with: 

“We had to put [them] in the body bag [deceased [child]] and I just give [them] 

this little toy to sort of keep [them] company and oh my god I left there, and I 

was like, for some reason, that just stuck in my head, it was one of them little 

stupid f*****g doll, furry things with the big eyes that look really adorable, like 

a like a Pixar character, and I remember oh my god, that’s like [their] last mate 

that [they’re] ever going have, little […] [one], you’re thinking f*****g hell.” 

(Sam, 713-719) 

Like Taylor, Sam speaks about a very compassionate human act for the victim (“I just 

give [them] this little toy to sort of keep [them] company”) and how this act causes Sam to 

suddenly realise that a child has died (“you’re thinking f*****g hell”), as though this was not 

recognised on an emotional level previously. Just like Taylor, there is a sense that once one 

thought starts, these escalate quickly, and that it is the connecting with victims on a human 

level that often triggers this realisation and shock respectively. This further creates a sense of 

how inhuman the job can feel. Sam’s description of the situation is very visually detailed, 

describing the toy and thought process they had at the time. This creates a sense of how 

emotionally powerful the experience can become for FSIs, and that by engaging in human 

and compassionate acts with victims, FSIs open themselves up to potential psychological 
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harm. Jude’s account further illustrates how connections with victims can resonate, 

particularly on a personal level: 

“Especially like if you can connect it with someone, you know, I had I had 

grandparents, so if it’s old people, you can imagine it’s your grandparents who 

have been burgled or whatever. Or if someone your parents’ age or if they look 

like someone you know, you can link it to your own life then, because you think 

this could happen to them or me, then that’s more difficult, ‘cause they’re upset 

and you can’t… you know, we’re humans. We might have this horrible job, but 

we still get upset and things…” (Jude, 150-156) 

Jude describes how connecting with victims in their cases, especially when they share 

similarities with people in their personal lives, creates an awareness that these loved ones 

could be impacted in the same way. Specifically, Jude describes imagining their own family 

members in the place of the victims (“because you think this could happen to them”), which 

ultimately causes upset, and highlights the importance for FSIs to be able to separate their job 

from their personal lives for their own wellbeing. Jude describes the job as “horrible”, which 

seems to be referring to cases, but acknowledges the normality of becoming upset by it, and 

that despite being in the job a while, they do not get hardened by it (“we still get upset”). 

This creates a sense that the work that FSIs do and the potential emotional distress that can be 

caused by it is something that cannot be realistically prevented, as all humans would find it 

distressing, and that the normal response of becoming upset may not be acknowledged as 

being normal by others. Taylor further expands on the toll that working as an FSI takes on 

one’s mental health: 

“You end up having some kind of serious mental breakdown, when you figure 

out how much you’ve sacrificed, how much you are exhausted and tired, and 

how much… I suppose over the years, you’ve built up in terms of I’d say anger 
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towards some of the management for their ignorance and their… insane ability 

to not listen.” (Taylor, 738-742) 

For Taylor, the distress is so overwhelming that it impairs their ability to function 

(“serious mental breakdown”). “Some kind” creates a sense of certainty of breakdown, as it 

conveys variation in response, but all are a type of breakdown. For Taylor, the harm is an 

accumulation of different emotions that develops over time and creates a sense that the role 

requires physical and emotional sacrifices to be made without the reward. This also creates a 

sense of how, over time, working in the role can take away parts of an FSI to the point where 

they are significantly harmed by it. Taylor highlights that this is something that FSIs “figure 

out”, as though there is a lack of awareness or acceptance around this, but that as the 

sacrifices accumulate, it reaches a point past where it cannot be ignored or refused. Jamie 

describes how mental health can be impacted by the job: 

“It’s weird, because when I first started, it seemed that the only way out of the 

door for people a lot of the time, was when they retire, due to like stress and 

depression.” (Jamie, 425-428) 

Jamie describes seeing others distressed in a descriptive way, like that of an observer, 

with “it’s weird” emphasising this. This creates a sense of emotional distance between them 

and this distress, which for Jamie, may have felt a safer way to understand and process this 

distress, particularly given as they had just started in the role. They also describe how this 

distress can cause mental illness (“stress”/“depression”), which can be significant enough to 

end careers (“retire due to”). This is further emphasised as the “only way out of the door”, 

which appears to suggest that this distress is inevitable and cannot be protected against, as 

seemingly all staff who have left have succumbed to it. Jamie conveys a sense of certainty 

and normalisation around FSIs experiencing mental health problems (“the only way out”), as 

though it is accepted as a part of life. Jessie however communicates this differently: 
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“It can be a bit scary, ‘cause, you’ve seen it happen to people who’ve been in 

the job years, and it’s just literally one job that does it, um and cause - it could 

be just one job that causes that, and it could be just one job that sticks with them 

forever, and it’s a bit scary, because you don’t know if that if that will happen to 

you… .” (Jessie, 197-201) 

For Jessie, knowing that their mental health could be seriously impacted by the job is 

frightening, which is emphasised by the repetition of “it’s a bit scary”. Specifically, Jessie 

accounts this to not knowing when and which job will trigger it. This is heightened by the use 

of “just one job” being repeated, as again it creates a sense that one job could change 

everything, and that mental health is fragile and can change rapidly. This also creates a 

feeling that FSIs lack control and power to protect themselves, which is reinforced by “just 

one job that sticks with them forever”, as it highlights that the impact can be permanent.  

Theme 1: The Psychological Impact of Being an FSI is High and Requires Personal 

Sacrifice 

Subtheme 2: “I can’t take on board everyone else’s problem, cause otherwise… I’d never 

sleep again” – emotionally detaching from cases to protect against the psychological harm 

of the role 

 This subordinate theme explores how FSIs find ways to emotionally detach from 

potential stressors of or at work to protect themselves. All participants spoke about this as an 

important coping strategy within the role. Sam describes the need to emotionally distance 

themself from others and anything potentially distressing: 

“I can’t take on board everyone else’s problem, ‘cause otherwise it’s… if I 

could write you a list of the sort of jobs that I went to, if I could take that on 

board, you know, if I did take that on board, I’d never sleep again. I’d probably 

f*****g jump out of the window right now.” (Sam, 681-684) 
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Sam describes the importance of not recognising or acknowledging what they have 

seen at scenes, and the emotional seriousness of what would happen if they did (“I’d never 

sleep again”). This conveys a sense that FSIs can be exposed to such a high severity of 

psychological harm when at scenes that their lives could be drastically affected, and that they 

could even possibly be traumatised as a result. For Sam, not recognising or acknowledging 

what they have seen appears to be a way to protect themselves from this, and conveys a need 

to disconnect from cases.   “Take that on board” creates a sense that the victims’ distress or 

problems can be absorbed by Sam should they not disconnect, and their repeated use of “if I” 

with the pause (“…”) emphasises the urgency of not doing this. Their reference to “jump out 

of the window right now” communicates a sense of not coping and that the emotional impact 

would be too much to deal with. This also conveys just how threatening the prospect of 

becoming emotionally impacted is, creating a sense of psychological risk to life: 

“Because of the things that you deal with, you can’t… keep going over it… that 

would… that would make you unwell. You have to do the job and… put it to one 

side and you know… put it in a box and put it to one side and it’s done. If you 

just - it’s kind of the mind set of you do see and hear horrible stuff, but… you are 

helping someone, so… you just gotta deal with it.” (Jessie, 374-378) 

Jessie also describes how the emotional impact of the role can have a detrimental effect 

on FSIs and their health. This creates a sense that the cases can be so distressing that they 

stay with FSIs long after they are finished working on them, and that the potential harm from 

this can cause FSIs to become “unwell” and can interfere with their ability to do their job. As 

such, Jessie highlights that the only way to be able to cope is to cut off from it. Jessie’s 

description of “put it in a box and put it to one side and it’s done” conveys a sense that the 

case and the impact of that case is almost physically placed out of the way and forgotten 

about/avoided. For Jessie, being exposed to potentially difficult material is accepted (“you do 
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see and hear horrible stuff”), and the process of dealing with it is communicated 

linguistically as simple (“it’s done”/“you just gotta deal with it”). Although Jessie makes 

this sound easy to do, their frequent use of pauses (“…”) conveys a sense of struggle, which 

feels at odds with this sounding easy. This creates a sense that actually detaching from the 

role can be difficult to do, and that the FSIs can still be impacted by the role even when trying 

to detach. Bobbie also described mentally detaching: “You just deal with it. Carry on like that 

typical British stiff upper lip. Keep calm and carry on.” (Bobbie, 313-314). Bobbie continues 

the simple tone of “just deal with it” and normalises this by comparing it to the typical 

British way of dealing with emotions, which is to ignore any distress and continue the task at 

hand (“typical British”/“Keep calm and carry on”). This creates a sense that this is an 

accepted and normal approach for FSIs, with little focus on the potential emotional harm that 

FSIs are at risk of or on the process of mentally detaching. It also linguistically sounds easy 

to do, which may itself be a way to detach from the stressful nature of coping within the role. 

For Sam, detaching is almost described as normal practice: “You go ‘hold on a minute, right, 

have a word with yourself’.” (Sam, 719). “Right, have a word with yourself” conveys a sense 

that detaching is an active choice, and that not detaching is the wrong choice. By describing it 

as though Sam is talking to themselves, this creates a feeling that there are two sides to Sam, 

one of which remains alert to ensure that the other is protected against potential harm when 

on cases. This creates a sense of separation between the human parts of an FSI who may 

empathise with victims, and the hypervigilant, hardened part of an FSI which is necessary for 

the role and their own wellbeing. “Hold on a minute” again communicates the urgency of 

this action and the need to stop everything to make sure that Sam is detaching, conveying the 

importance of it.  
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 The intense nature of the role and the experience of this as described was a significant 

theme for all participants within the interviews. This intensity however did not always come 

from difficult cases alone. 

Theme 2: The Organisation Doesn’t Care About Reducing Our Stress – It Increases It 

 All participants contributed towards this theme, which describes how the intense and 

highly stressful nature of the role can often be exacerbated by the organisation, including 

working practices, processes and lack of effective support offered. It also conveys a feeling of 

being undervalued and not cared about as a result of this. 

Subtheme 1: Working practices and processes exacerbate the stressful nature of the work, 

prevent opportunities to decompress, and creates a sense of powerlessness 

 This subordinate theme describes how the difficulties of the job are often 

compounded by organisational structures and processes. All participants discussed this. 

Bobbie and Jessie describe how the work patterns can be difficult: 

“I struggle to flip myself round sometimes, so then I’m like awake until 1 2 

o’clock in the mornings when I have to be up at half five on my early and yeah… 

that bit’s exhausting.” (Bobbie, 724-726) 

“And if you’ve got one of those jobs on a night shift, and combine that with… 

you know… the hardships of working a night shift, like the tiredness, and [slight 

laugh] the different things that night shifts do to you.” (Jessie, 73-75) 

Both Bobbie and Jessie describe how tiring aspects of the work can be and are able to 

communicate the extreme nature of this tiredness (“exhausting”/“hardships”). When Bobbie 

describes changing shift patterns, “flip” conveys how this may feel sudden, like being 

thrown, with a sense of urgency and loss of control added by the feeling of a countdown (“1 

2 o’clock”/“half five”). Jessie also conveys this by creating a sense that FSIs are victims to 

working night shifts (“the different things that night shifts do to you”), as though agency is 
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removed. This creates a sense of powerlessness, and having little control over working 

patterns. Frankie goes on to describe how the processes make work more stressful: 

“And then you’ve gotta kind of let’s say fight for it [submitting evidence], but 

it’s a bit of a no’s no, and then you’ve gotta e-mail certain inspectors and 

certain people and that’s chain’s getting bigger and bigger and just…” 

(Frankie, 206-208) 

Frankie describes how submitting evidence can be a challenging and slow process. 

Linguistically, Frankie’s use of one sentence conveys how long and complicated the process 

can feel. The use of the word “fight” and the emphasis on it also creates a sense that it is a 

struggle with an opposing party that requires a level of force or aggression in order to win. 

This communicates how strongly Frankie feels that the evidence would be useful (because 

they are willing to “fight” for it) and conveys a sense that the different departments are not 

on the same side, and so may not be working cohesively within the force. Furthermore, it 

creates a feeling of conflict with and separation between FSIs and the other departments. This 

lack of cohesion is also mentioned by Taylor: 

“You know that that the jobs you did earlier probably could have waited, if we’d 

have been tasked correctly for the stabbing or shooting or whatever it was, when 

they originally asked for us. […] It’s frustrating when you’re getting into the 

early hours of the morning and then you’re being tasked for it, because you 

know for a fact you’re not getting off duty on time.” (Taylor, 433-439) 

For Taylor, the lack of cohesion is caused by other departments not doing their job 

properly (“if we’d have been tasked correctly”), with the implication being that FSIs are the 

ones who are negatively affected by this, as they will have to work overtime as a result. 

Taylor describes this with absolute certainty (“you know for a fact”), which creates a sense 

that this has maybe been a common occurrence before, and as such is an ongoing problem 
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that FSIs have to face. The moment of realisation is conveyed as occurring during the middle 

of the shift, and emphasised with a forward and backward reflection (“you’re not getting 

off”/“the jobs you did earlier”). These further communicate the frustration felt and creates a 

feeling of being stuck in the moment of realisation. This also creates a feeling that the FSIs 

are powerless to prevent this, as the moment of realisation comes too late into the shift, and 

so there is an inevitability that FSIs’ personal lives will then be impacted by having to work 

late. This feeling was also conveyed by Jude:   

“It’s also very difficult walking into an empty office at the end of the day, 

because you might have dealt with low level things, but a lot of them and you 

might just wanna speak to a normal person [colleagues].” (Jude, 607-609) 

Jude highlights how problematic practices can have an impact in terms of managing the 

difficulties of the role. Jude describes some problems/stressors as “low level things”, as 

though they are unexpected, overlooked issues, which appear to happen frequently and can 

accumulate throughout the day (“but a lot of them”). This highlights that it is not just 

difficult cases that can have a potential psychological impact on FSIs, but that smaller, less 

obvious difficulties/issues can too. “It’s also very difficult” also communicates the emotional 

impact these stressors can have, further augmented or exacerbated by “walking into an empty 

office at the end of the day”. This highlights how being alone on shift can significantly 

increase feelings of stress and/or distress caused by work, and the need for FSIs to have an 

effective way to cope when at work. Specifically, the importance of support from colleagues 

is conveyed, in particular when stressed. By describing colleagues as “normal people”, this 

creates a sense of similarity between FSIs and a sense of alienation with others not in the role. 

It also conveys a sense that FSIs are fundamentally different to those not in the role, and 

perhaps that the experiences they have had may have caused them to change in a way that 

means that the only people like them, who can support them, are other FSIs.  
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Sam also spoke about how certain practices can affect the way one is able to deal with 

and manage the levels of exposure: “And I can’t process anything that’s just happened, I’ve 

just gotta focus on my red tape b******t now.” (Sam, 793-795). Whilst Jude spoke about 

low-level stressors, Sam highlights how additional paperwork and bureaucracy somewhat 

prevents them from being able to process anything they may have just seen or been exposed 

to (“I can’t process anything”). This creates a feeling of separation between what FSIs 

actually need versus what they are told to do by the organisation, and conveys a feeling of 

either lack of understanding or priority from the organisation in regards to how the role can 

affect FSIs’ wellbeing and the need to support with this. By referring to this as “red tape 

b******t”, this conveys the frustration that Sam is feeling at having to prioritise this, and 

also suggests a certain awareness that being able to process work would be more beneficial 

for them, and ultimately allow them to better cope with it. This again conveys a sense that 

FSIs may lack the agency to be able to prioritise their mental health when needed, and instead 

have to prioritise organisational needs. 

Theme 2: The Organisation Doesn’t Care About Reducing Our Stress – It Increases It 

Subtheme 2: “You’re just a payroll number” – the organisation does not value or prioritise 

FSIs’ mental health and wellbeing needs 

All participants spoke about how FSIs’ mental health needs are not met by their 

employer: “I think… certain things are forgotten about, like when we’re at a scene for 15 

hours and… sometimes and nobody checks if you’re ok, if you want relieving, things like 

that.” (Bobbie, 224-226). For Bobbie, there is a sense that once at a scene, FSIs are left on 

their own with no oversight, until they are finished (“nobody checks”). This creates a sense 

of being alone and of being forgotten about by others in the organisation, who perhaps should 

be responsible for monitoring staff. This itself portrays a feeling that FSIs, and in particular 

their wellbeing, may be inadvertently perceived to be of lesser value, as others’ needs seem to 
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be prioritised instead. The use of “15 hours” illustrates just how long this period can be. By 

mentioning “if you’re ok” first, this creates a sense that FSIs may not be, and that being at a 

scene for this amount of time can contribute towards this. This is reaffirmed by “if you want 

relieving”, which emphasises that FSIs should potentially be replaced after a certain period of 

time. Again, this appears to convey a feeling that FSIs are unable to seek this support 

independently and are reliant on others to reach out, creating a sense of powerlessness. 

Despite the hesitancy within some of the speech (repeated use of “…”, the ambiguous 

“certain things” and “sometimes”), the sense that FSIs are not supported is felt strongly.  

This absence of organisational support was also reported by Taylor: “Usually it tends to 

be other people in our office who rings you, but it’s not for your colleagues to do that, 

because it’s not their responsibility.” (Taylor, 291-292). Taylor emphasises that colleagues 

get in touch and check in with one another. “Usually it tends” illustrates how this seems to be 

the norm at work, however, Taylor directly highlights that this need should be met by others 

(“it’s not their responsibility”). That other FSIs provide this support communicates a 

detachment between FSIs and non-FSIs (whether this be another department or managers), as 

it conveys FSIs as being the only ones who understand and care about each other’s needs and 

as such, prioritise and meet these, whereas others do not. This is emphasised further by FSIs 

doing this despite it not being within their job role. Jamie spoke about how FSIs’ mental 

health needs are viewed by the force: 

“We had a… big crash on the [place], and everyone [other attending 

departments] was offered some type of mental health kind of like support after, 

and we weren’t, and I think it’s because a lot of people think like, “Oh it’s the 

FSIs, they do it all the time, it’s fine”.” (Jamie, 391-394) 

For Jamie, this separation between FSIs and the organisation is heightened as a 

systemic issue (“a lot of people”). Jamie creates a sense that FSIs are treated differently 
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within the force and are alone in not being understood by highlighting the different treatment 

offered to FSIs compared to everyone else: specifically that others are offered support and 

FSIs are not, even when they may need it. For Jamie, the lack of mental health support is 

explained due to the force not understanding FSIs’ mental health needs (“they do it all the 

time, it’s fine”), and their expectation that FSIs are somewhat impervious to becoming 

distressed by difficult cases or have their own independent ways to manage. This again 

conveys that there is a difference between what FSIs actually need versus what others 

perceive they need. This was supported by Sam: “Cause our car gets a service once a year… 

um… we’re just left until we go.” (Sam, 805-806). 

Sam’s comparison of FSIs to a car conveys the perceived value the force places on 

supporting FSIs, suggesting that an object was treated better. “We’re left until we go” creates 

a sense that the FSIs are left alone when they are struggling and their difficulties are perhaps 

ignored, despite them needing help. It also creates a sense that the organisation only provides 

support when their difficulties are more obvious and more serious, by which time, it may be 

too late. Sam further describes how the organisation are not able to meet these needs: 

“If you were my [manager] and I went ‘Look, I went to this job and it was just 

nuts, it’s just affected me’, they’d go, ‘Ok, I’ll put you on office duties for the 

next week or two’. You’re going, ‘That’s not helping’, and that’s what they tend 

to do, they’ll go, ‘Right, just sit in the office for two weeks doing admin duties’. 

[…] Um. And that’s be their that’d be their solution to it.” (Sam, 813-819) 

Sam describes how the current response for support is not effective and can actually 

make things worse. By using a dialogue, this conveys the decision-making by the 

organisation and impact it has on FSIs. “Nuts” communicates the level of severity that FSIs 

can be exposed to at scenes and how much distress FSIs could be under when asking for 

support. The difference between how distressed FSIs may be feeling versus the support 
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offered communicates how much the organisation does not meet this need, and creates a 

sense that asking for support is pointless and will only make the situation worse. This further 

conveys a sense that FSIs are alone in managing their wellbeing, and that trying to seek 

support will only cause FSIs more problems and is best avoided. There is also a sense that 

this response further distances the organisation from FSIs, as “their solution” further conveys 

an ‘us and them’ dynamic. Frankie moves onto the wellbeing support provided: 

“And there’s nothing, apart from a little card with a phone number on, a 

Wellbeing line, ‘You can ring them’. What’s the point what’s the point in ringing 

them? I can ring them whenever I want, that’s - that’s fine, that’s fine. But like… 

I don’t need that.” (Frankie, 557-560) 

Frankie again highlights the separation between what is needed and what is offered 

regarding mental health support (“I don’t need that”). The effectiveness of the support is 

emphasised when Frankie highlights that “there’s nothing”, creating a sense that the support 

needed is personal while the support given is not. Frankie also communicates how staff can 

respond to these requests by passing the request on to someone else (the Wellbeing line), 

instead of supporting the FSI themselves. This creates a sense that FSIs’ wellbeing needs are 

viewed as a problem to be avoided or are not a priority for the responder, which 

communicates a feeling that these needs are not of high value. This lack of support is further 

conveyed by describing the card as “little”, as though this reflects how helpful it is, and by 

highlighting that the problem is not the action but the result (“I can ring them whenever” and 

“that’s fine” being repeated). This highlights the feeling of FSIs’ wellbeing needs not being 

understood by the organisation. Bobbie takes this further by conveying that FSIs’ sense of 

safety is missing: 

“I um… understand the worries that my mum has. Like when - like literally 

every time I speak to her, if I’m on my way to work, it’s for “stay safe”, and… 
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it’s like I don’t always have that. It feels like I don’t always have that choice.” 

(Bobbie, 901-904) 

Bobbie describes their absence of a sense of safety (“I don’t always have that choice”) 

as though it is out of their control. This creates a sense of powerlessness in being able to 

maintain their own safety, as this choice has been removed by the organisation. The reference 

to a loved one showing concern and encouraging them to “stay safe” reinforces Bobbie’s 

sense that they work under potentially dangerous conditions, however, there is a sense that 

FSIs’ safety does not appear to be taken seriously or prioritised by the organisation and that 

the current safety procedures are not effective. This further creates a feeling that FSIs’ safety 

is not of high enough value within the organisation, and perhaps that they do not care, as 

Bobbie’s safety was a concern for their mother, who does care. This further separates the 

organisation from those outside of it and from FSIs. The lack of agency was also discussed 

by Taylor: “It’s like our opinions and concerns are never ever listened to. We don’t get 

asked, we get told. We’re just expected to just do it.” (Taylor, 637-639). Taylor elaborates on 

this lack of agency by indicating a possible culture of “We don’t get asked, we get told”. 

There is a sense that the human element of FSIs has been removed (“our opinions and 

concerns are never ever listened to”), and the focus is on the outcomes of the work (“just do 

it”). This creates a sense that FSIs feel that they lack any power or control within their 

organisation, and that both them and any issues they may raise may be deemed to be not 

important or problematic to the organisation, particularly if it affects someone’s ability to do 

their role. This was a common theme across participants, with everyone making similar 

comments to Sam: “You’re just a payroll number. And I I honestly don’t think that anyone 

above the FSI level gives that much of a s**t about you.” (Sam, 829-831). The experience of 

participants as merely a “payroll number” conveys the sense that FSIs do not feel valued as 

people by their organisation, and as such, those needs may not be deemed important for the 
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organisation to meet. For participants, factors such as the lack of support, being treated 

differently, not being involved in decisions, and operational factors being prioritised over 

personal ones, appear to have led to this sentiment.   

Discussion 

This research aimed to explore how FSIs experience their daily work and the impact it 

may have on them. Our findings show that the intense and overwhelmingly busy nature of the 

role has a significant psychological impact on FSIs. This includes how the intensity of the 

role can often feel overwhelming and unpredictable. The participants described how they are 

often faced with a challenging internal conflict between wanting to respond to cases in a 

compassionate human way, but also knowing that this behaviour can leave them open to 

significant emotional distress, which may lead to mental health difficulties. Therefore, the 

need to emotionally disconnect from cases and the importance of this was also highlighted.  

In addition to this, the participants described how the difficulties of the role are often 

compounded by organisational factors. This includes shift patterns, which can be difficult to 

adjust to, and a lack of cohesion with other units, which can make tasks longer and more 

difficult. Participants also described how their welfare and mental health needs are often not 

met, understood, or prioritised by the organisation. As such, they describe how all of these 

factors can lead to feelings of being undervalued, underappreciated, and not feeling safe on 

shift. There was also a strong sense of powerlessness experienced by FSIs and a lack of 

agency within the role. This appeared to be simultaneously caused through having to protect 

against the potential psychological damage caused by cases, as well as not feeling valued and 

cared about by the organisation. Both of these created a sense of alienation for the FSIs from 

the organisation and those not in the role, and a need to support each other instead. 

These findings support the emerging literature that FSIs are at an increased risk of 

experiencing stress, mental health difficulties, and potentially PTSD within their role (Clark 
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et al., 2015; Hyman, 2004; Mrevlie, 2018; Nho & Kim, 2017; Rosansky et al., 2019). 

Additionally, they are reflective of the wider literature that shows that police officers are at an 

increased risk of these difficulties too (Bell & Eski, 2015; Elliott-Davies, 2018; MIND, 

2015). This is an important finding for FSIs, as not only does it strengthen the current 

literature for FSIs regarding this, but it also points to other possible problems that may arise 

because of this finding. The literature on police officers is very clear that due to this increased 

stress, police officers are at an increased risk of developing physical health problems, mental 

health disorders and stress-related behavioural outcomes, including alcohol abuse, suicide, 

and spousal abuse (Gershon et al., 2009; Waters & Ussery, 2007). Therefore, FSIs could also 

possibly be at a higher risk of developing these problems too, particularly as participants 

within this study described some FSIs as having to retire early and leave the role due to 

mental health difficulties. In addition to this, the study highlights how having to protect 

themselves from this psychological impact can create a constant internal conflict for FSIs 

between behaving compassionately, and cutting off from those urges and ignoring them. This 

is an important finding, as this internal conflict in itself was described to cause psychological 

distress for FSIs, and appeared to be something that the FSIs had to constantly face. This 

difficulty fits with professional dissonance, where staff members feel psychological 

discomfort or stress due to their values conflicting with the requirements of the job (Taylor, 

2007). Professional dissonance has been found to be a key factor in the development of 

burnout in other professionals, including medical physicians (Agarwal et al., 2020). Although 

more research is needed to explore this within FSIs, including how this discomfort is 

managed, this is an important finding when exploring burnout in FSIs.   

 Another finding related to FSIs having to detach emotionally from cases to protect 

themselves from emotional harm. This has been reported within research as a common 

strategy among professionals who are exposed to potentially traumatic material. This has 



 

119 

 

been used by UK police staff working in abuse and protection teams when exposed to abuse 

material, paramedics during critical incidents, and providers of sexual offending treatment 

when reflecting on victims’ experiences (Avraham et al., 2014; Parkes et al., 2018; Sandhu et 

al., 2012). This study, however, highlights the conscious decision-making and personal 

importance among FSIs to actively distance themselves, particularly given the high number 

of potentially distressing cases they face in a working week. Emotionally detaching as a 

coping strategy can be explained by the Coping Circumplex Model (Stanisławksi, 2019), 

which is a model used to describe coping when under stress. This model emphasises that 

problem-coping and emotion-coping are connected with various coping strategies aligned 

between the two. This model describes emotionally detaching as an avoidance-oriented 

coping style (i.e. distracting oneself from the stressor rather than finding a solution) and, 

more specifically, a coping strategy which entails emotional suppression. This model 

highlights how the use of avoidance strategies indicates a lack of problem-coping (i.e. 

attempts made to cognitively or behaviourally solve the problem that causes distress). It 

appears that for the FSIs in this study, whose problem has been described as taking on 

victims’ distress and becoming emotionally harmed by it, they may not feel that there is a 

solution to this, particularly as visiting potentially distressing scenes/victims is a core part of 

their role and cannot be avoided. In addition to this, the described lack of accessible and 

effective occupational wellbeing support available makes positive emotional coping more 

difficult, as the FSIs describe having to find their own ways to manage this without 

organisational support. This might mean that detaching from cases may also become more 

difficult, and therefore less achievable, particularly as FSIs have less strategies to rely upon to 

manage both the risk of becoming mentally unwell, and the distressing cases. By detaching, 

there is also a risk that any traumatic or distressing cases experienced may not be effectively 

cognitively processed, and as such, may remain unresolved (Foa et al., 1989). This can also 
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mean that any associated emotions (such as shock) may also not be properly processed, 

potentially causing unpredictable and negative emotional and physical responses (Parkes et 

al., 2018). This was spoken about by the FSIs in the study, including how they can often 

think about what they have done at work when at home.     

This study also found that empathising with victims and developing a human 

connection can prevent this strategy from working. According to Parkes et al. (2018), police 

staff in abuse and protection teams found detaching more difficult when the staff had been in 

direct contact with the victims previously. The authors suggested that through this previous 

interaction, victims may have been viewed as more “tangible” to the staff, making it harder to 

mentally distance themselves. For the participants in the present study, it appears that 

empathising and creating a human connection worked in the same way, and prompted the 

acknowledgement that the victims were humans. The significance of empathising with 

victims as a trigger for potential emotional distress also supports Slack’s (2020) findings that 

FSIs have exhibited some level of VT after exposure to traumatic material. Working 

empathically with traumatised individuals is key for the development of VT in staff (McCann 

& Pearlman, 1990), and so this finding highlights the potential risk for FSIs in developing 

VT. This risk is increased further by the challenging organisational factors that were 

described within the study. Slack (2020) reported that stressful work environments can 

contribute towards VT, and so reports by the participants regarding processes that make tasks 

burdensome, conflicts with colleagues, and a busy workload, has the potential to make FSIs 

even more vulnerable. This is particularly relevant, as participants in this study described 

how stressful work environments in combination with difficult cases made the job feel 

overwhelming, prevented opportunities to process and emotionally manage difficult cases, 

and resulted in the participants feeling undervalued and not supported regarding their mental 

health. 
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The findings related to a poor systemic mental health culture within the force was also 

reflective of current research into police culture (Burnett et al., 2019; Parkes et al., 2018). For 

this study specifically, the lack of validation around mental health difficulties and effective 

support was highlighted. This fits with the current research which has predominantly 

described a police culture that struggles to admit to how exposure to potentially distressing 

material has affected officers, where staff are unable to effectively get help and support, and 

staff are expected to ‘get on with the job’ (Hetherington, 1993; Parkes et al., 2018; Walker, 

1997). For the FSIs in this study, the results describe the psychological impact that this 

culture can have on them, such as feeling undervalued, alienated from, and not cared about by 

their organisation as a result. This may have been due to the overall finding that the intensity 

of the job is made worse by various organisational factors, including processes, conflicts with 

other units, and receiving less support than other units, as well as some FSIs trying to seek 

emotional support, which arguably goes against the cultural norm that seeks to minimise 

distress experienced by staff. This is an important finding, as there is limited information 

regarding the psychological impact of occupational stress and culture on FSIs. It is likely that 

these feelings might influence each other: for example Kanungo (1992) described how 

alienation can derive from a sense of powerlessness, separation from the context of their 

work, lack of autonomy and control over tasks, and frustration at failing to achieve personal 

or organisational objectives. The FSIs strongly conveyed repeated instances of all of these 

factors throughout their role, most of which were influenced by the belief that the 

organisation prioritises outcomes over staff needs and by the perceived potential threat of 

significant psychological harm from cases and the need to protect from them. However, 

Kanungo (1992) also highlighted how these feelings can lead to consequences, such as poor 

mental health, increased job dissatisfaction, damage to morale, and higher work absenteeism 

and turnover. This reaffirms how psychologically damaging the job can be on FSIs, as not 
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only are FSIs at risk of increased mental health problems due to the cases that they work on, 

but their views regarding how the organisation treats and values them can also be a 

significant source of stress and harm for them. The lack of mental health and wellbeing 

support alongside the perceived priority to complete administration highlighted within this 

study is even more of a concern given how there appears to be little effective support that the 

FSIs can access to offset the level of risk that they face. For the FSIs, constant pressure to 

complete administration and its barrier to accessing support is likely a regular reminder to 

them of this perceived lack of value to the organisation. This finding therefore highlights how 

important it is for FSIs to balance the need for administration and bureaucracy while ensuring 

that their individual needs are understood and regularly met. 

Limitations 

 One of the main limitations with this study is that the participants were recruited from 

a very small pool (i.e. a small specialist unit was used). Due to this, some participants may 

not have felt fully comfortable talking openly as part of the interviews, as they may have 

been concerned that they would be identifiable within their organisation. Some potential 

participants therefore may not have wanted to participate in the study for this reason, or 

participants may not have been fully open and honest within the interviews. Another 

limitation is that the researcher chose to gather minimal demographics for the participants. 

Although this decision was made to ensure confidentiality of the participants, this also meant 

that it was more difficult to explore possible similarities and differences amongst the 

experiences of the participants, and how certain factors could have possibly been linked to 

their experiences.  

Practical Implications and Suggestions for Future Research 

 In regards to currently available interventions for police officers, there is limited 

research regarding recommended interventions. The most common interventions often focus 
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on recognising signs of stress and improving coping strategies, including positive self-talk, 

deep breathing, and meditation. These interventions, however, do not address organisational 

stressors or a poor mental health culture, which can be barriers for staff choosing to use these 

interventions (Anderson et al., 1995; Patterson et al., 2014; Waters & Ussery, 2007). 

Systematic literature reviews have also struggled to recommend interventions, as they have 

often struggled with diverse study features, and poor quality studies, such as those with 

missing information and inappropriately chosen standardised instruments (Patterson et al., 

2014; Peñalba et al., 2009; Webster, 2013). This has made assessing the effectiveness of 

these studies difficult.  

Despite that, there are some emerging studies regarding the use of Trauma Risk 

Management (TRiM) in UK police forces, which is a peer-support process that aims to 

support employees following traumatic events, reduce stigma, and encourage help-seeking. 

As with the current literature on interventions for this group, there is only a small number of 

studies exploring the effectiveness of TRiM within police populations, however, these studies 

have shown a reduction in PTSD symptoms, sickness absences following exposure to a 

traumatic event, stigmatised views towards mental health difficulties, and fewer barriers to 

help-seeking (Hunt et al., 2013; Watson & Andrews, 2018). Despite this, TRiM uses a 

voluntary approach, which means that a greater insight into the impact of stress and trauma 

within the role and the need for access to support is also required. 

Therefore, an important practical implication highlighted by our findings is for 

organisations to ensure that the emotional, psychological, and mental health needs of their 

FSIs are well understood, supported, and valued systemically. The data highlighted the 

intense nature of the role and the impact it can have on FSIs, and so organisations need to 

prioritise a positive mental health culture in the workplace that does not stigmatise mental 

health. Proactive and reactive interventions need to be in place that help build psychological 
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and emotional resilience for FSIs and reduces emotional suffering and distress, with 

appropriate interventions tailored to meet FSIs’ busy work life and needs. Interventions could 

include regular team reflective practice meetings, debrief meetings or TRiM following all 

difficult cases. Providing practical support and advice that can be accessed and taken away on 

a busy shift would also be necessary, such as cards with mindfulness techniques, coping 

skills, breathing and grounding exercises, and self-care items, such as flavoured teas and 

coffee sachets, and sensory items. FSIs should be fully involved within this process, so they 

can collaboratively identify the most helpful and practical interventions for them. This would 

help increase the effectiveness of the interventions, build a more open environment around 

mental health, and increase feelings of being valued by the organisation. More personal 

support should also be available with fully trained mental health staff who understand both 

FSIs’ roles, and the increased potential of developing trauma responses, and all staff, 

including managers, should be supported to understand how their role can impact their 

wellbeing and mental health, as well as potential signs of emotional distress, and how to 

support this. 

 Future research should therefore focus on evaluating different interventions for FSIs 

and identifying which interventions are the most effective. A national study comparing and 

evaluating interventions used across different police organisations and units, including non-

FSI units would be helpful in identifying this. Areas, such as the effectiveness of the 

interventions, as well as how easy they are to access during a busy working day and different 

shift patterns, including night shifts, should be prioritised. Focus groups with FSIs could also 

be completed to investigate from their perspective what they find helpful and unhelpful in an 

intervention, and the potential barriers to accessing this support. 
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University of Birmingham 

Press Release 

24th April 2023 

Negative views about the hospital and experiencing violence increases the risk of 

burnout in mental health nurses 

Many factors can contribute towards the development of burnout in nurses, with work 

stress often being cited as the most important factor. Despite this, research by the University 

of Birmingham found that for mental health nurses working in mental health hospitals, 

incidents of workplace violence and views regarding the organisational structure are also 

significant factors that can lead to burnout. 

This review found that for incidents of workplace violence, the higher the frequency 

of incidents experienced by a nurse, the more likely they are to become burnt out. For views 

around organisational structure, feeling unsupported, having a poor relationship with 

management, and having a low opinion of the culture and processes within the organisation 

increased the risk of burnout. For both factors however, it was found that they did not directly 

lead to burnout – instead, they caused work stress, which then caused burnout. 

Other factors were explored as well as these, including personal characteristics, such 

as age, gender, job seniority, and experience, and work-related factors, such as caseload, job 

autonomy, confusion around role, workplace support, wards, job satisfaction, and 

professional self-doubt. Work-related factors were found to be more important in the 

development of burnout compared to personal characteristics, with factors such as high 

caseload, low autonomy, low support and low job satisfaction found to be contributing 

factors. High self-efficacy, hope, optimism, and resilience however were found protect 

against burnout. 
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There is a high risk of burnout developing in mental health nurses who work in 

hospital. Hospitals can often have their own specific difficulties that are less prominent in 

other workplace settings and can often struggle to attract and retain their nursing staff. It is 

therefore important to understand what can contribute towards burnout in their nurses, so that 

effective interventions can be adopted to reduce this. 

A systematic literature review completed at the University of Birmingham explored 

the contributing factors for burnout in mental health nurses working in mental health 

hospitals. Twelve quantitative studies were assessed based on their quality, and their results 

were reviewed.  

Due to mental health hospitals often varying in how they function, recommendations 

for future research included focusing on more experience-based research using a qualitative 

design, as this would capture this difference more accurately. Recommendations for practical 

implications included organisations adopting strategies and interventions that reduce violence 

to reduce the risk of burnout. Organisations should also regularly explore their nurses’ 

experiences and views of the organisation and work to improve this. 

For more information, please contact Zoe Alexander at the University of Birmingham 

at  
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University of Birmingham 

Press Release 

24th April 2023 

The emotional burden of being a Forensic Scene Investigator 

 Working as a Forensic Scene Investigator (FSI) is a highly stressful and intense role. 

As such, research completed by the University of Birmingham found that this role can often 

have a negative impact on FSIs’ psychological wellbeing, with FSIs having to find a way to 

emotionally distance themselves from their cases at crime scenes in order to ensure that their 

wellbeing and mental health is not harmed. This intensity is often made worse by workplace 

processes and practices, and the organisation, who are not effectively supporting them in their 

work. 

 The emotional impact of the role was spoken about within the interviews and analysis. 

FSIs expressed how colleagues can often experience mental health problems due to the cases 

that they have to go to, with these problems sometimes being serious enough to end their 

jobs.  Creating a human connection with victims and cases was repeatedly cited as a potential 

cause for mental health problems to develop. This drove the need to emotionally cut off from 

cases, which was described as crucial to being able to remain long-term within the role. 

 In addition to cases being intense, FSIs spoke about how the processes can make the 

job overly complicated and can cause FSIs to work overtime to make sure that everything is 

completed. They spoke about how their wellbeing and safety can often be left unchecked 

when out at scenes, which can be as long as 15 hours, and how the mental health support and 

managerial response when FSIs are emotionally struggling is often unhelpful and can 

sometimes make the problem worse. This has resulted in all the FSIs feeling undervalued by 

the organisation, with participants describing themselves as “just a payroll number”. 
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FSIs play a crucial part in crime prevention and investigation. FSIs are often exposed 

to potentially traumatic and difficult crime scenes, yet the impact that this has on them is 

often overlooked and there is often an expectation for them to get on with the job. 

 This University of Birmingham project explored the personal experiences of FSIs’ 

daily work using IPA research method. For this method, interviews were completed with 

working FSIs and the analysis focused on their experiences.  

 The research recommended that organisations should adopt a positive mental health 

culture within the workplace, whereby the mental health of staff is understood, prioritised, 

supported and not stigmatised. Interventions need to be practical and personal and all staff 

need to understand the importance of and how to support mental health whilst at work. 

 Future areas identified for research included identifying interventions that would both 

meet their needs and be accessible when there is often little time to access support. 

 For more information, please contact Zoe Alexander at the University of Birmingham 

at  
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Chapter 4 

Appendices 

(i) Chapter 1 – Literature Review: Contributing Factors to Burnout for Mental Health 

Nurses working in Hospitals: A Systematic Review 

(ii) Chapter 2 – Empirical Research Paper: An Exploration of the Personal Experiences 

of Forensic Scene Investigators’ Daily Work 
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Appendices for Chapter 1 

Appendix A 

Full Search Terms Used for Each Database 

 

 
 

 

PsycInfo Cinahl Plus Medline Web of Science 

1. exp community mental health 

services/ OR exp community psychiatry/ 

OR exp “mental health and illness 

assessment”/ OR exp mental health 

programs/ OR exp mental health 

services/ OR exp primary mental health 

prevention/ 

 

2.   Mental health personnel/ OR exp 

psychiatric hospital staff/ OR exp 

psychiatric nurses/ 

 

3. Community mental health centers/ 

OR exp community mental health/ OR 

exp crisis intervention services/ OR exp 

psychiatric clinics/ OR exp suicide 

prevention centers/ 

 

4. Secure mp 

 

5. Forensic mp 

 

6. Exp Psychiatric Hospitals/ 

 

7. 1 OR 3 

 

8. 7 OR 4 OR 5 OR 6 

 

1. (MH "Community Mental Health 

Nursing") OR (MH "Psychiatric 

Nursing+") 

 

2. "nurs* or *care or care* or support 

worker or staff or employee" 

Type the above in. 

 

3. (MH "Community Mental Health 

Services+") OR (MH "Emergency 

Services, Psychiatric") OR (MH "School 

Mental Health Services") OR (MH 

"Substance Abuse and Mental Health 

Services Administration") OR (MH 

"Hospitals, Psychiatric")  

 

4. "forensic mental health or secure 

setting or forensic setting or forensic 

unit"  

 

5. 3 or 4 

 

6. 2 and 5 

 

7. 1 or 6 

 

8. (MH "Compassion Fatigue") OR 

(MH "Burnout, Professional+")  

 

1. Psychiatric Nursing/ 

 

2. mental health services/ or exp 

community mental health services/ or 

exp emergency services, psychiatric/ 

 

3. exp Hospitals, Psychiatric/ 

 

4. exp Forensic Nursing/ 

 

5. forensic.mp. 

 

6. secure mp 

 

7. 2 or 3 or 5 or 6 

 

8. exp community health workers/ or 

exp nursing assistants/ 

 

9. health personnel/ or exp 

caregivers/ or exp faculty, nursing/ or 

exp nurses/ or exp nursing staff/ 

 

10. nurs*.mp. or *care/ or care* mp. or 

support worker.mp. 

 

11. 8 or 9 or 10 

 

12. 7 and 11 

1. TS= “mental health* staff” 

 

2. TS= “mental health* nurs*” 

 

3. TS= “mental health* care*” 

 

4. TS= “mental health* *care” 

 

5. TS= “mental health* support 

worker” 

 

6. TS= “mental health* worker” 

 

7. #1 or #2 or #3 or #4 or #5 or #6  

 

8. TS= “psychiatr* nurs*” 

 

9. TS= “psychiatr* staff” 

 

10. TS= “psychiatr* *care” 

 

11. TS= “psychiatr* care*” 

 

12. TS= “psychiatr* health* worker*” 

 

13. #8 or #9 or #10 or #11 or #12 

 

14. TS= “forensic nurs*” 
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9. Allied health personnel/ OR exp 

psychiatric aides/ 

 

10. (personnel or worker* or assistant* 

or nurs* or professional* or care* or 

team or staff or employee).mp.  

 

11. 8 AND 10 

 

12. 2 OR 9 OR 11 

 

13. Exp Compassion Fatigue/ OR 

compassion fatigue.mp 

 

14. Burnout.mp 

 

15. Secondary trauma* mp. 

 

16. Vicarious trauma*.mp 

 

17. Secondary victim* mp 

 

18. 13 OR 14 OR 15 OR 16 OR 17 

 

19. 12 AND 18 

 

9. "vicarious trauma*" 

 

10. "secondary victim*" 

 

11. 8 or 9 or 10 

 

12. 7 and 11 

 

 

13. 1 or 4 or 12 

 

14. exp Compassion Fatigue/ 

 

15. Secondary traumatic stress.mp 

 

16. Vicarious trauma*.mp 

 

17. exp burnout, psychological/ or exp 

burnout, professional/ 

 

18. secondary victim* mp 

 

19. 14 or 15 or 16 or 17 or 18 

 

20. 13 and 19 

15. TS= “forensic *care” 

 

16. TS= “forensic care*” 

 

17. TS= “forensic support worker*” 

 

18. TS= “forensic health* worker*” 

 

19. TS= “forensic staff” 

 

20. #14 or#15 or #16 or #17 or #18 or 

#19 

 

21. TS= “secure nurs*” 

 

22. TS= “secure staff” 

 

23. TS= “secure *care” 

 

24. TS= “secure care*” 

 

25. #21 or #22 or #23 or #24 

 

26. #7 OR #13 OR #20 OR #25 

 

27. TI= ((“mental health*” OR 

psychiatry* OR forensic* or secure) 

NEAR/2 (nurs* OR staff OR care* OR 

*care OR “support worker*” OR 

“health* worker*”)) 

 

28. #26 OR #27 

 

29. TS = “compassion fatigue” 

 

30. TS= “secondary traumatic stress” 

 

31. TS= “vicarious trauma*” 
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32. TS= “burnout” 

 

33. TS= “secondary victim*” 

 

34. #29 OR #30 OR #31 OR #32 OR 

#33 

 

35. #28 AND 34 

 

 

Note. Terms have either been directly inputted into the database search or have been identified by searching through the databases’ relevant subject terms. 

Each search has also been adapted to suit each database. 
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Appendix B 

NICE Quality Assessment Tool (2012) 
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Note. The NICE assessment tool (2012) consists of five sections, each with a variety of questions that are designed to 

assess different sections of the study. Section 1 assesses the key population criteria for determining the study’s external 

validity, whereas sections 2-4 assess the study’s internal validity. 

 

 

  

5.1 Are the study results internally valid (i.e. unbiased)? 

 How well did the study minimise sources of bias (i.e. adjusting for potential confounders)? 

 Were there significant flaws in the study design? 

5.2 Are the findings generalisable to the source population (i.e. externally valid)? 

 Are there sufficient details given about the study to determine if the findings are generalisable to the source population? 

 Consider: participants, interventions and comparisons, outcomes, resource and policy implications. 
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Appendix C 

Rating Responses for Question in the NICE (2012) Quality Assessment Tool 

 

++ Indicates that for that particular aspect of study design, the study has been 

designed or conducted in such a way as to minimise the risk of bias. 

+ Indicates that either the answer to the checklist question is not clear from 

the way the study is reported, or that the study may not have addressed all 

potential sources of bias for that particular aspect of study design. 

− Should be reserved for those aspects of the study design in which significant 

sources of bias may persist. 

Not reported 

(NR) 

Should be reserved for those aspects in which the study under review fails 

to report how they have (or might have) been considered. 

Not 

applicable 

(NA) 

Should be reserved for those study design aspects that are not applicable 

given the study design under review (for example, allocation concealment 

would not be applicable for case–control studies). 

 

Note. The reviewer is asked to rate each question using 1 of 5 responses and to include comments providing details 

related to this rating. This is to ensure that the rating of each study remains as transparent as possible. 
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Appendices for Chapter 2 

Appendix A 

E-mail Confirming Ethical Approval of the Study 

  
From: Susan Cottam (Research Support Group) > 
Sent: 18 November 2019 11:01 
To: Juliane Kloess (Psychology) < >; Michael Larkin (Psychology) 
< > 
Cc: Clare Strickland (ForenClinPsyD (SF) FT) > 
Subject: Application for amendment ERN_19-0650A 
  
Dear Dr Kloess and Dr Larkin 
  
Re: “An Exploration of the Personal Experiences of Digital Forensics Analysts’ Daily Work: An 
Interpretative Phenomenological Analysis” 
Application for amendment ERN_19-0650A 
  
Thank you for the above application for amendment, which was reviewed by the Science, 
Technology, Engineering and Mathematics Ethical Review Committee. 
  
On behalf of the Committee, I can confirm that this amendment now has full ethical approval. 
  
I would like to remind you that any substantive changes to the nature of the study as now amended, 
and/or any adverse events occurring during the study should be promptly brought to the 
Committee’s attention by the Principal Investigator and may necessitate further ethical review. A 
revised amendment application form is now available 
at https://intranet.birmingham.ac.uk/finance/accounting/Research-Support-Group/Research-
Ethics/Ethical-Review-Forms.aspx . Please ensure this form is submitted for any further 
amendments. 
  
Please also ensure that the relevant requirements within the University’s Code of Practice for 
Research and the information and guidance provided on the University’s ethics webpages (available 
at https://intranet.birmingham.ac.uk/finance/accounting/Research-Support-Group/Research-
Ethics/Links-and-Resources.aspx ) are adhered to and referred to in any future applications for 
ethical review. It is now a requirement on the revised application form 
(https://intranet.birmingham.ac.uk/finance/accounting/Research-Support-Group/Research-
Ethics/Ethical-Review-Forms.aspx ) to confirm that this guidance has been consulted and is 
understood, and that it has been taken into account when completing your application for ethical 
review. 
  
Please be aware that whilst Health and Safety (H&S) issues may be considered during the ethical 
review process, you are still required to follow the University’s guidance on H&S and to ensure that 
H&S risk assessments have been carried out as appropriate. For further information about this, 
please contact your School H&S representative or the University’s H&S Unit 
at healthandsafety@contacts.bham.ac.uk. 
  
If you require a hard copy of this correspondence, please let me know. 
  
Kind regards 
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Susan Cottam 
Research Ethics Manager 
Research Support Group 
C Block Dome 
Aston Webb Building 
University of Birmingham 
Edgbaston B15 2TT 
Tel: 0121 414 8825 
Email:  
Web: https://intranet.birmingham.ac.uk/finance/RSS/Research-Support-Group/Research-
Ethics/index.aspx 
  
Please remember to submit a new Self-Assessment Form for each new project. 
  
Click Research Governance for further details regarding the University’s Research Governance and 
Clinical Trials Insurance processes, or email researchgovernance@contacts.bham.ac.uk with any 
queries relating to research governance. 
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Appendix B 

Participant Information Sheet 

 
 

Information Sheet for Participants 
 

 

Study Title: An Exploration of the Personal Experiences of Forensic Scene Investigators’ Daily 
Work 
 
Introduction: 
You are being invited to take part in the present study. Please take the time to read through the following 
information. Ask the relevant person who provided you with the information sheet if you have any 
questions or would like more information.   
 
What is the purpose of the study? 
The purpose of the present study is to hear about your personal experiences of working as a Forensic 
Scene Investigator. We are interested in how you go about your daily work, what your work means to 
you, how it may affect you, as well as how you manage this in your personal and professional lives. The 
study will take the form of an interview between you and the researcher, which will be audio-recorded.  
 
Why have I been chosen? 
You have been chosen as you are an employee of […] and work in the area of forensic scene investigations. 
Other people who work in this area will also be invited to take part. 
 
Do I have to take part? / What happens if I take part? 
It is entirely up to you whether you decide to take part in the present study or not. If you decide to take 
part, you will be given this information sheet to keep and a meeting in the form of an interview will be 
arranged with you. Even if you decide to take part, you are still free to withdraw from the study at any 
time up until two weeks post completion of the interview, without having to give any reason. 
Withdrawing from the study will not affect you or have any negative consequences on your 
circumstances.  
 
What happens to my information? 
The audio recording of your interview, and its subsequent transcription, will be assigned a number, and 
can therefore not be traced back to you or anyone else. Upon transcription, the audio recording of your 
interview will be destroyed. Your name will only appear on your consent form, and the researcher will 
be the only person who has access to a list linking your name with a number. This information will be 
kept in a secure filing cabinet at the University of Birmingham, and separate from any of the interview 
data. Upon completion of the research project, the list linking your name with a number will be destroyed.  
 
Will my taking part in this study be kept confidential? 
All information that is obtained during the course of the study will be kept strictly confidential. 
No identifiable information will be included in any write-up or publication using the data of this 
study. 
 
What will happen to the results of the study? 
The results of the study will be analysed to see how people like you personally experience working in 
forensic scene investigations. The results may be presented at a conference or in a journal. No identifiable 
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information will be released in any write-up of the results.  
 
What are the risks of participation? 
The focus of the interview will be on your personal experiences of working as a Forensic Scene 
Investigator. While we are interested in how you go about your daily work, what your work means to 
you, how it may affect you, as well as how you manage this in your personal and professional lives, talking 
about this during the course of the interview may give rise to feelings of upset and/or distress. If this is 
the case, you may stop the interview at any time. Should you wish to continue the interview, you may do 
so when you feel ready. Alternatively, you may withdraw from the study, and your interview data will 
not be included in the analysis. Should the interview cause you upset and/or distress, please contact […] 
(Email: […], Tel.: […]), […] (Email: […], Tel.: […]) OR the Be Well Employee Assistance Programme (Tel.: 
0808 168 2143). Alternatively, you may get in touch with the following helplines should you wish to talk 
about any thoughts/feelings that have arisen as a result of the interview.  

 
Mind 
Telephone: 0300 123 3393 
 
Mind in Birmingham 
https://shop.mind.org.uk/help/mind in your area?loc=Birmingham&council=&lma search lat
=52.48624299999999&lma search lng=-1.8904009999999971  
 
CALM (for men) 
Telephone: 0800 58 58 58 
 
The Samaritans  
Telephone: 116 123 
 
 
If you have any additional questions or would like to speak to anyone within the research 
team about the study before making a decision, please get in touch with Zoe Alexander (E-
mail  or her research supervisor, Dr Juliane Kloess (E-mail: 

 Tel.: 0121 414 3571). 
 

Note. For the purpose of this thesis, some information within this document has been redacted to 

remove any information that may make the constabulary and therefore the participants potentially 

identifiable. This information consists of the name of the constabulary and contact details of 

individuals working in the constabulary. Redacted information can be identified by […]. 
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Appendix C 

Interview Schedule 

1.) While we talk, I would like you to make a diagram, map or picture, which helps me to 

visualise the different elements of your life. Could you start by representing yourself on the 

paper in whatever way you like?  

Possible prompts: You can use words, symbols or images, whatever you prefer, to represent 

yourself on the map.  

Possible prompts: Where do you fit in alongside your work? What is your relationship with 

your work? How do you experience it? What does it mean to you?  

2.) Can you tell me a bit about what you have done there and why?  

Possible prompts: Interviewer to enquire into participant’s choices by making simple 

observation statements (e.g. ‘you chose X colour) (these are typically enough to elicit more 

detail from participants). 

3.) Please could you map/tell me about your relationships with important others/those 

relationships that are most important to you. While you do this, it would be useful if you 

could think about how these relationships may play a supporting role in you being able to 

carry out this work on a daily basis and how you cope with it (perhaps even better than 

others?).  

Possible prompts: Interviewer to state what they see, prompt and enquire with a curious 

mind. Prompts will focus on understanding the quality and nature of each of the 

relationships, how it is sustained and impacted by the participant’s work, with the aim for 

the participant to describe their relationships in rich detail. The interviewer may subsequently 

enquire about other people/relationships in the participant’s life. 

4.) In the context of the relationships, can you tell me a bit about how you ‘manage’ your work 

identity (e.g. not being able to discuss your work in detail) in your relationships with these 

people? 

 

Possible prompts: What is this like for you? What does this mean to/for you?  

 

5.) So now, trying to take a step back and looking at your whole map/everything you’ve 

discussed, what do you think/feel?  

Possible prompts: Is there anything in particular you are thinking or feeling? (The interviewer 

may also raise any specific themes that seemed important during the interview, which would 

benefit from further detail and context.  

6.) In an ideal world, is there anything you would change? (The ‘ideal future’ question allows 

participants to explore how they would like their relational lives to be – their expectations, 

beliefs, fantasies and hopes, however, it may also reveal new information about how things 

are in the present.) 
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7.) Can you tell me a bit more about how you think/feel you may have been affected by your 

work over time? Have you noticed a change in yourself and/or the way your see/experience 

your work since you started working in this area? 

Possible prompts: What is this like for you? What does this mean to/for you? Do you 

remember finding it more difficult in the beginning than now? What do you think may have 

made this process easier for you over time? 
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Appendix D 

Consent Form 

 

 
Consent Form for Participants 

 

 

I have read and understood the information sheet for the  
above and have been given the opportunity to ask questions. 
                                                                                                                             
I understand that my participation is voluntary and that I am  
free to withdraw from the study up until ____________, without  
having to give any reason and without me being affected or  
this having any negative consequences on my circumstances.   
 
I agree to provide information that will be used for research  
purposes only, and understand that all the information  
relating to myself obtained as part of the study will be strictly  
confidential, and that I will not be personally identified in any  
write-up of the results. 
 
I understand that information will be stored in manual and  
electronic files and is subject to the provisions of the  
Data Protection Act. 
 
I wish to participate in this study under the conditions set out  
here and in the Information Sheet for Participants. 
 
 
 
    
 
Signed:         
 
Printed Name:        

 
Date:         

 
 

 
 

Thank you very much for agreeing to participate in this study! 
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Appendix E 

Example of Analysis 

 




