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Abstract

Introduction. The growing burden of post-traumatic stress disorder (PTSD) in conflict-affected societies
has intensified demands on healthcare systems and placed new pressures on the professional preparation
of medical personnel. Among the competencies increasingly recognized as essential for effective trauma-
focused clinical work, emotional intelligence (EI) occupies a central yet systematically underutilized
position in contemporary medical education.

Aim. To examine the role of EI in the professional preparation of medical specialists for clinical work with
patients diagnosed with PTSD and to propose evidence-based recommendations for integrating El-focused
training into medical education curricula.

Materials and methods. A mixed-methods study involving 124 medical professionals from clinical
institutions and medical higher education establishments in Ukraine. EI was assessed using the Schutte
Self-Report Emotional Intelligence Test (SSEIT), professional readiness was measured with Professional
Readiness Scale (PRS-PTSD), burnout and compassion fatigue were evaluated using the ProQOL-5 scale.
Quantitative data were analyzed with IBM SPSS Statistics v.26.0; qualitative data underwent reflexive
thematic analysis. A subgroup of 42 participants completed a four-week EI development training program
with pre- and post-training assessment.

Results. Significant positive correlations were identified between total SSEIT scores and all three
PRS-PTSD subscales (p < 0.05). Clinicians with higher EI demonstrated greater cognitive, emotional,
and communicative readiness for PTSD care. Participants in the EI training program showed significant
improvements in SSEIT scores and PRS-PTSD subscales post-intervention. Qualitative analysis revealed
four major themes: emotional regulation under clinical pressure, barriers to empathic engagement,
professional identity and resilience, and perceived gaps in El-focused education.

Conclusions. El is a trainable and measurable professional competency directly linked to PTSD care
readiness. Systematic integration of EI development into undergraduate and postgraduate medical
curricula is strongly warranted. A multimodal, longitudinal approach combining reflective practice,
simulation, and trauma-informed communication training is recommended.

Keywords: emotional intelligence, post-traumatic stress disorder, medical education, trauma-
informed care, compassion fatigue, professional readiness, burnout

INTRODUCTION

) ) ) preparation.
Post-traumatic stress disorder (PTSD) is among

urgent demands on clinical training and professional

the most clinically demanding mental health conditions
in contemporary medical practice, affecting an
estimated 10-20% of individuals exposed to significant
psychological trauma [1]. In the context of armed
conflicts, mass casualty events, and widespread social
upheaval, the burden of PTSD on individuals and
healthcare systems has grown substantially, creating

140

Despite this growing prevalence, medical education
has historically prioritized biomedical knowledge and
procedural competencies over the relational and affective
skills that are essential for trauma care [2]. Effective work
with PTSD patients demands the capacity to establish
therapeutic trust, regulate one’s own emotional responses,
communicate empathically, and sustain professional
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resilience — capacities that collectively fall within the
domain of emotional intelligence (EI).

EI, defined as the ability to perceive, understand,
manage, and effectively use emotions in oneself and
others, was formally conceptualized by Salovey and
Mayer [3] and further developed by Goleman [4] and
Bar-On [5]. In medical settings, higher EI has been
consistently associated with improved patient-provider
communication, greater clinical empathy, and reduced
professional burnout [6, 7, 8]. Furthermore, EI has been
shown to serve as a protective factor against secondary
traumatic stress and compassion fatigue — occupational
hazards particularly prevalent among clinicians who work
with trauma survivors [9, 10].

Despite this evidence, few medical training programs
have systematically incorporated EI development into
trauma-focused curricula, and the empirical base linking
EI training to improved PTSD care competencies remains
limited. The present study addresses this gap by examining
the role of EI in preparing medical professionals to work
with PTSD patients and by proposing evidence-based
recommendations for integrating EI development into
medical education.

AlM

The aim of the study is to examine the role of EI
in the professional preparation of medical specialists for
clinical work with patients diagnosed with PTSD, and
to develop evidence-based recommendations for the
integration of El-focused training into medical education
curricula.

The specific objectives of the study are as follows:

1. To analyze the theoretical frameworks and
empirical evidence underpinning the relationship between
EI and trauma-informed clinical care.

2. To assess the current level of EI among medical
professionals working with PTSD patients.

3. To determine the correlation between EI
competencies and clinicians’ perceived readiness, empathic
capacity, and professional resilience in trauma-intensive
settings.

4. To evaluate the effectiveness of El-oriented
educational interventions in  improving clinical
preparedness for PTSD care.

5. To formulate practical recommendations for
incorporating EI development into the training programs
of medical professionals.

MATERIALS AND METHODS

The study employed a mixed-methods research design,
combining quantitative assessment with qualitative analysis
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in order to provide a comprehensive understanding of the
relationship between EI and professional preparedness for
working with PTSD patients. The quantitative component
involved psychometric testing and statistical analysis, while
the qualitative component incorporated semi-structured
interviews and reflexive thematic content analysis of
participants’ reflective narratives.

The study sample consisted of 124 medical
professionals from clinical institutions and higher medical
education establishments in Ukraine. Participants included
practicing physicians, psychiatrists, psychotherapists,
emergency medicine specialists, and medical interns
completing clinical rotations in psychiatry or emergency
care. Inclusion criteria required direct professional or
educational experience with trauma-related patient
populations; individuals with fewer than six months of
relevant clinical exposure were excluded. The mean age
of participants was 31.4 years (SD = 7.2), with 58.1%
identifying as female and 41.9% as male. All participants
provided written informed consent prior to enrollment.

The level of EI was measured using the Schutte
Self-Report Emotional Intelligence Test (SSEIT) [11],
a validated 33-item instrument based on the Salovey-
Mayer model of EI. The SSEIT assesses four dimensions:
perception of emotion, management of own emotions,
management of others’ emotions, and utilization of
emotion. Items are rated on a five-point Likert scale (1 —
strongly disagree to 5 — strongly agree). The Ukrainian-
language adaptation demonstrated satisfactory internal
consistency (Cronbach’s o = 0.83).

Clinicians’ preparedness was evaluated by an
author-developed Professional Readiness Scale (PRS-
PTSD), that comprised 20 items across three subscales:
cognitive readiness (knowledge of PTSD symptomatology
and treatment), emotional readiness (capacity to manage
personal emotional responses during trauma-focused
work), and communicative readiness (ability to establish
therapeutic rapport). Content validity was verified through
expert review by five specialists in psychiatry and medical
education.

The Professional Quality of Life Scale
(ProQOL-5) [12] was administered to assess levels of
compassion satisfaction, burnout, and secondary traumatic
stress, allowing analysis of the protective function of EI
against occupational psychological hazards.

Semi-structured interviews were conducted with
a purposively selected subsample of 20 participants.
Interview questions explored participants’ subjective
experiences of working with PTSD patients, perceived
emotional challenges, coping strategies, and attitudes
toward EI training. Interviews were audio-recorded with
participants’ consent, transcribed verbatim, and subjected
to thematic analysis following the approach of Braun and
Clarke [13].
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Data collection was conducted between February
and September 2025. Quantitative instruments were
administered anonymously during scheduled professional
development sessions. Qualitative interviews, which
lasted 25-55 minutes, were conducted individually in
a private setting. A subgroup of 42 participants additionally
completed a four-week EI development training program
incorporating reflective practice, emotion regulation
exercises, trauma-informed communication skills, and case-
based group supervision. Pre- and post-training assessments
using the SSEIT and PRS-PTSD were conducted to
evaluate the intervention’s effectiveness.

Quantitative data were analyzed using IBM SPSS
Statistics, version 26.0. Descriptive statistics were calculated
for all continuous variables. Distribution normality was
assessed using the Shapiro—Wilk test. Pearson’s correlation
coefficients were computed to examine associations
between SSEIT subscale scores and PRS-PTSD subscale
scores. Group differences (by specialty, gender, and level
of clinical experience) were assessed using independent-
samples -tests and one-way ANOVA with post hoc Tukey
corrections. Pre- and post-training changes were evaluated
using paired-samples #-tests. Statistical significance was set
at p < 0.05. Qualitative data were analyzed using reflexive
thematic analysis by two independent researchers; intercoder
reliability was established through discussion and consensus.

A systematic literature search was conducted
across PubMed/MEDLINE, Scopus, Web of Science,
PsycINFO, and Google Scholar, supplemented by grey
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literature from WHO, APA, and SAMHSA. Keywords
included combinations of «emotional intelligence»,
«PTSD», «trauma-informed care», «medical educationy,
«compassion fatigue», and «burnouty» with Boolean
operators (AND/OR/NOT). The search covered January
2020 to December 2025, with seminal pre-2000 works
included regardless of publication date. Of 1,147 initial
records, 79 sources were retained for final analysis
following duplicate removal, title and abstract screening,
and full-text eligibility assessment.

RESULTS

The mean total SSEIT score across the full sample
was 127.3 (SD = 14.6), that has indicated a moderate-to-
high overall level of EI. Psychiatrists and psychotherapists
demonstrated the highest EI scores (M = 134.7,
SD = 12.1), while emergency medicine specialists scored
lowest (M = 121.4, SD = 15.8); this difference was
statistically significant (F(3, 120) = 4.87, p = 0.003).

Significant positive correlations were observed
between total SSEIT scores and all three PRS-PTSD
subscales: cognitive readiness (r = 0.54, p < 0.001),
emotional readiness (r = 0.67, p < 0.001), and
communicative readiness (r = 0.61, p < 0.001). The
strongest association was observed between the «managing
own emotions» EI subscale and emotional readiness
(r = 0.72, p < 0.001), underscoring the centrality of self-
regulation for trauma-focused clinical work (Fig. 1).
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Figure 1. Pearson correlations between EI subscale (SSEIT) scores and professional readiness (PRS-PTSD) subscale scores. All correlations
were statistically significant (p < 0.05). The dashed line indicates the significance threshold.
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ProQOL-5 analysis revealed that participants
with SSEIT scores above the sample median reported
significantly higher compassion satisfaction (M = 39.4
vs. 33.1, t(122) = 4.23, p < 0.001) and significantly lower
secondary traumatic stress scores (M = 22.7 vs. 28.6,
t(122) = -3.91, p < 0.001). Burnout scores were also lower
in the high-EI group, though this difference approached but
did not reach statistical significance (p = 0.07).
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Paired t-test analysis of the training subgroup

(n = 42) demonstrated significant improvements
in total SSEIT scores following the four-week
intervention (pre-M = 124.8 vs. post-M = 131.6;

t(41) = -5.14, p < 0.001). All three PRS-PTSD
subscales improved significantly, with the largest gain
observed in communicative readiness (pre-M = 28.3 vs.
post-M = 32.9; t(41) = -4.88, p < 0.001) (Fig. 2).
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Figure 2. Pre- and Post-Training Comparison of SSEIT Total Scores and PRS-PTSD Subscale Scores Following a Four-Week EI
Development Program (n = 42). Error bars indicate SD. All differences significant at p < 0.001.

Reflexive thematic analysis of interview transcripts
yielded four major themes: (1) emotional regulation under
clinical pressure — participants described self-monitoring
and distancing techniques as central coping strategies; (2)
barriers to empathic engagement — participants identified
both institutional time constraints and insufficient
supervision as major barriers; (3) professional identity and
resilience — EI was perceived as integral to sustainable
professional functioning; and (4) perceived gaps in EI-
focused education — the majority of participants reported
receiving no formal training in emotion regulation
or trauma-informed communication during their
undergraduate education.

DISCUSSION

The findings of the present study provide empirical
support for the conceptualization of EI as a dynamic,
trainable professional competency with measurable
implications for PTSD care readiness. The strong
correlations observed between EI subscale scores and all
three dimensions of professional readiness are consistent
with the broader literature demonstrating EI’s contribution
to patient communication, therapeutic alliance formation,
and ethical clinical decision-making [6, 14].
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The ability-based model of EI proposed by Mayer,
Salovey, and Caruso [15] organizes EI competencies
hierarchically — from basic emotion perception to
sophisticated reflective regulation. The present data
support this framework empirically: the strongest
predictor of overall PTSD care readiness was the
«managing one’s own emotions» subscale, suggesting
that the capacity for self-regulation is particularly
foundational in trauma-intensive clinical settings. This is
consistent with the findings of Nightingale et al. [6], who
demonstrated that clinicians with higher EI outperformed
their peers on assessments of empathic accuracy and
clinical reasoning wunder conditions of emotional
complexity (Fig. 3).

The finding that a structured four-week EI
training program produced significant improvements
in both EI scores and professional readiness aligns with
earlier intervention studies [16, 17], and challenges the
persistent assumption that emotional competencies are
innate rather than educable. The particularly strong
gains in communicative readiness following training

highlight the responsiveness of trauma-sensitive
communication skills to structured pedagogical
intervention.

143



MEZIMYHA IICHUXO0JIOI'IA

Compassion
Satisfaction

50 35 1
=001

Burnout

p =07 (nx)

Secondary Traumatic
Stress

w
w
L

po= .00

3&4 ELE

25 7

=
o

24.1

]
o

204

L]
[=]

Mean ProQOL-3 Score
Mean ProQOL-5 Score

10 4

Low EI
Group

High EI
Group

High EI
Group

ZJ.H 2fl.ﬁ

=

]
uw
L

Mean ProQOL-5 Score
-t ]
w (=]
L 1

=
o
L

w
L

Low EI
Group

Low EI
Group

High EI
Group

Figure 3. ProQOL-5 Outcomes by EI Level Group (High vs. Low EI; Median Split on SSEIT). High-EI group shows significantly greater
compassion satisfaction and lower secondary traumatic stress scores. Burnout difference was non-significant (p = 0.07).

CONCLUSIONS

The present study demonstrates that EI is
a measurable and trainable professional competency
with significant positive associations with PTSD care
readiness across cognitive, emotional, and communicative
dimensions. Clinicians with higher EI levels exhibit
greater professional resilience and are better protected
against compassion fatigue and secondary traumatic
stress. A four-week structured EI training program
produced statistically significant improvements in both EI
and professional readiness scores.

These findings underscore the necessity of
systematically integrating EI development into undergraduate
and postgraduate medical education curricula. The following
evidence-based recommendations are proposed:

1. Explicit embedding of EI competencies within
CanMEDS-aligned curriculum frameworks, with EI
treated as an assessable learning outcome.

2. Implementation of multimodal EI pedagogy,
including Balint group supervision, mindfulness-based
stress  reduction, simulation-based = communication
training, and narrative medicine.

3. Development of trauma-specific emotional
preparation modules that target clinicians in psychiatry,
emergency medicine, and rehabilitation.

4. Faculty EI mentorship training to model and
reinforce emotionally competent clinical practice.

5. Longitudinal EI assessment throughout medical
training using validated ability-based measures alongside
reflective portfolios.

Perspectives for further research. Future studies
should employ randomized controlled trial designs to
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establish causal evidence for the effectiveness of EI
training in improving PTSD care outcomes. Cross-cultural
comparative studies across conflict-affected and non-conflict
healthcare systems are warranted. Development of specialty-
specific EI assessment tools calibrated for trauma-intensive
clinical contexts represents a priority area. Longitudinal
designs tracking EI development and occupational outcomes
across medical careers are also needed.

COMPLIANCE WITH ETHICAL REQUIREMENTS

The study was conducted in full accordance with the
ethical principles outlined in the Declaration of Helsinki
(World Medical Association, 2013) and complied with
national regulatory requirements governing research
involving human participants. All participants provided
written informed consent. Data were anonymized at
collection and stored securely with access restricted to the
research team.

Primary data and materials. Primary data were
collected from 124 medical professionals between February
and September 2025 using standardized questionnaires
(SSEIT, PRS-PTSD, and ProQOL-5), semi-structured
interviews, and pre- and post-training assessments in
a subgroup of 42 participants. Quantitative data were analyzed
using IBM SPSS Statistics version 26.0, while qualitative data
underwent reflexive thematic analysis. A systematic literature
search was conducted in PubMed/MEDLINE, Scopus, Web
of Science, PsycINFO, and Google Scholar, supplemented by
grey literature from WHO, APA, and SAMHSA.

Study limitations. The cross-sectional design of
the main survey precludes causal inference regarding the
direction of the El-readiness relationship. The training
subgroup was not randomized, limiting internal validity.
Self-report measures of EI remain vulnerable to social
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desirability bias. Additionally, the sample was drawn
exclusively from Ukrainian institutions, which may limit
generalizability to other healthcare contexts.
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Pe3rome

POJIb EMOLIAHOIO IHTENEKTY Y ®OPMYBAHHI FOTOBHOCTI MEANYHUX ®AXIBLIB 10 HAOAHHS [IONOMOI U1
MALIEHTAM I3 NMOCTTPABMATUYHUM CTPECOBUM PO3NALOM (MTCP)
Bonogumup C. Tutukano, TetaHna B. Konomieub, IpuHa A. KocTiok, llans O. Mpywa

HaujoHanbHuin MeguuHuia yHiBepeuTeT imeHi O. O. Boromonbug, M. Kuis, Ykpaita

Beryn. 3pocTaHHS MOUIKMPEHOCTI MOCTTPaBMaTHYHOTO cTpecoBoro possaay ([ITCP) B ymoBax 36poHHUX KOHQJIIKTIB
Ta MacoBUX Ha/I3BUYAaMHUX CUTyallil CTaBUTb HOBi BUMOTH Ilepej, CUCTEMOI0 OXOPOHM 3/0POB’sl Ta MiJArOTOBKOIO
MegU4YHUX daxiBiiB. Cepesl KOMIIETEHTHOCTEH, HEOOXiJHUX /Jis1 eDeKTUBHOI KJIiHIYHOI PO6GOTH 3 MalieHTaMu, sKi
NepeXXuwIn TpaBMy, ocobsrBe Micue nocigae emouinauil iHtesnekt (EI) mompu #oro HeZocTaTHIO iHTerpaunino [0
Cy4aCHHUX MporpaM MeJU4HOI OCBITH.

Meta. Jocriautu posab El y mpodeciitHiii migroroBui MeguyHux ¢axiBuiB Ao KiaiHIYHOI po6OTH 3 maljieHTaMu i3
zAiarHo3oM IITCP Ta po3po6uUTH HayKOBO 0OI'PYHTOBaHI pekoMeHauii moao inTerpauii EI-opieHTOBaHOr0 HaBYaHHS
Jl0 HaBYaJIbHUX IPOrpaM MeAUYHOI OCBITH.

MarTepiasu Ta MeToAM. 3MillaHe [OCHiJKeHHA 3a y4dacTio 124 MeJWYHUX MNpaLiBHUKIB KJIHIYHUX YCTaHOB
i 3ak/iaziB BULOI MeAUYHOI OCBiTH YKpaiHU. [l oniHku piBHA El BukopucroByBaBcsa onuTyBaibHUK SSEIT, nisa
oninku roroBHOCTi Ao pob6otu 3 IITCP - aBTOopchbka mkasna mpodeciiiHoi rotoBHocTi (PRS-PTSD), mns oninkm
BUTOPaHHS Ta BTOPUHHOTO TpaBMaTHUYHOTO cTpecy - mKkasta ProQOL-5. KinbkicHi faHi 06po6Jisi/iucs 3a A0MOMOT00
IBM SPSS Statistics v.26.0; sikicHi gaHi aHasidyBasucs MeTOAOM pedieKCUBHOrO TEMAaTHYHOTo aHauisy. Iliarpyna
3 42 y4aCHUKIB poiLIIa YOTUPUTHXKHEBY NporpamMy po3BuTKy EL.

Pe3synbTaTu. BUAB/EHO CTAaTUCTUYHO 3Hayylli MO3UTHBHI Kopessuii Mk nokasuukamu SSEIT i BciMa Tpboma
cyomkanamu PRS-PTSD (p < 0,05). YyacHuku 3 BumuM piBHeM El geMoHcTpyBasn BHIMH piBeHb 3aJ0BOJIEHHS
BiZ po60TH Ta HIKYUN piBeHb BTOPMHHOTO TpaBMaTH4YHOro ctpecy. [licis HaB4asbHOI MporpaMu crocrepiraaocs
3HayHe NMOKpallleHHs noka3HuKkiB El Ta npodeciiiHoi roTOBHOCTI.

BucHoBKHU. El € Takolo, 1110 MiAJa€TbCS pO3BUTKY, i BUMiproBaHO NMpodeciiHO KOMIETEHTHICTIO, 6e3mocepeiHbO
MOB’I3aHOI0 3 TOTOBHIiCTIO A0 po6oTtu 3 IITCP. PekoMeHJ0BaHO cHUCTeMaTHW4HYy iHTerpauniro po3BUTKy EI no
HaBYQJIbHUX MporpaM MAOAUIJIOMHOI Ta MIiCAAAUIVIOMHOI MeAWYHOI OCBITH IJIAXOM MYJIbTHMOJAJIBHOTO,
M03/,0BXHBOI0 NIXOAY.

Knwouoei csnoea: eMoniiiHuil iHTe/JeKT, NOCTTPAaBMAaTUYHUI CTpecoBUil po3jaj, MeAUYHA OCBiTa, TPaBMO-
iHpopMoBaHa JonoMora, BTOpMHHUM TPpaBMaTU4HUM cTpec, npodeciiiHa rOTOBHICTh
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