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Compassion Fatigue among 
Healthcare, Emergency and 

Community Service Workers: A 
Systematic Review Introduction1 

Introduction 

The compassion and empathy shown by 
healthcare, emergency and community 
service professionals can prove psychically, 
mentally and economically costly. In short, 
exposure to patients or clients experiencing 
trauma or distress can negatively impact 
professional’s mental and physical health, 
safety and wellbeing, as well as that of their 
families, the people they care for, and their 
employing organizations. The term 
compassion fatigue (CF) was coined to 
describe the phenomenon of stress resulting 
from exposure to a traumatized individual 
rather than from exposure to the trauma 
itself. An often extreme state of tension and 
preoccupation with the emotional pain 
and/or physical distress of those being 
helped can create a secondary traumatic 
stress (STS) for the caregiver, and, when 
converged with cumulative burnout (BO), a 
state of physical and mental exhaustion 
caused by a depleted ability to cope with 
one’s everyday environment, CF results.  

CF is characterized by exhaustion, anger 
and irritability, negative coping behaviours 
including alcohol and drug abuse, reduced 
ability to feel sympathy and empathy, a 
diminished sense of enjoyment or 
satisfaction with work, increased 
absenteeism, and an impaired ability to 
make decisions and care for patients and/or 
clients. The negative effects of providing care 
are aggravated by the severity of the 
traumatic material to which the caregiver is 
exposed, such as direct contact with victims, 
particularly when the exposure is of a graphic 
nature. This places certain occupations, such 
as healthcare, emergency and community 
service workers, at an increased risk of 

developing CF and potentially more 
debilitating conditions such as depression 
and anxiety, and even posttraumatic stress 
disorder (PTSD). These conditions are known 
to increase sickness absence, psychological 
injury claims, and job turnover, and 
negatively impact productivity. 

Compassion fatigue (CF) has been 
variously defined, and the related concepts 
of BO, STS and vicarious traumatisation (VT) 
are often used interchangeably and 
incorrectly to describe the phenomenon. BO 
and STS are related to CF, but as defined by 
Stamm, they are two distinct outcomes of 
exposure. As demonstrated by Figure 1, BO 
and STS arise from separate failed survival 
strategies. BO arises from a assertiveness-
goal achievement response and occurs when 
an individual cannot achieve his or her goals 
and results in “frustration, a sense of loss of 
control, increased willful efforts, and 
diminishing morale”. Alternatively, STS arises 
from a rescue-caretaking response and 
occurs when an individual cannot rescue or 
save someone from harm and results in guilt 
and distress. Subsequently, STS and BO lead 
to CF if the aforementioned symptoms are 
not mediated by a third, equally important 
concept of compassion satisfaction (CS). CF 
and CS can be seen as the positive and 
negative consequences of working with 
individuals who have experienced or are 
currently experiencing trauma or suffering. 
As a result, a substantial amount of evidence 
suggests CS is an important part of the 
whole, thus increasing the significance of 
building resiliency and the transformation 
from negative to positive aspects. 

The most commonly used definition of CF 
was developed by Figley and describes the 
concept as “a state of exhaustion and 
dysfunction biologically, psychologically, and 
socially as a result of prolonged exposure to 
compassion stress and all it invokes”. This 
definition more effectively encompasses the 
multiple dimensions of CF. Lynch and Lobo 
defined the attributes of CF as an established 
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relationship between the caregiver and the 
patient/client all associated with the 
caregiving role and the psychological and 
physical responses it arouses. Yoder et al. 
identified triggering events based on nurses 
taking care of patients who were 
experiencing serious life-threatening 
situations and cases involving futile or 
palliative care. Lynch and Lobo also identified 
system issues or organisational factors, such 
as physical and emotionally demanding 
assignments and extra work days as risk 
factors for CF, while Najjar et al. identified 
that empathy is vital to the development of 
CF, as the caregiver must have the ability to 
perceive and understand what their 
patient/client is experiencing and be able to 
communicate this understanding. Finally, the 
psychological response to the conflicting 
elements of empathy and suffering provides 
the foundation for ongoing stress and 
subsequent CF. In summary, CF results from 
“the change in empathetic ability of the 
caregiver in reaction to the prolonged and 
overwhelming stress of caregiving”. 

CF is most commonly measured using the 
validated Professional Quality of Life 
(ProQoL) scale. The overall concept of 
ProQoL is a complex milieu of characteristics 
of the work environment (organization, 
tasks), the individual’s personal 
characteristics, and their exposure to 
primary and secondary trauma in the work 
setting. In short, ProQoL refers to the quality 

one feels in relation to their work as a 
caregiver, and both the positive and negative 
aspects of doing one’s job. As such, the 
ProQoL scale measures both pre-cursors of 
CF (BO and STS), and CS. 

Since the mid-1990s the emotional, 
cognitive, and physical consequences of 
providing professional services to trauma 
victims and survivors have been addressed in 
the literature and several conceptual models 
have been developed in attempt to explain 
them. However, the majority of research to 
date has focused on identifying the 
prevalence and predictors of CF in a unique 
occupational group such as nurses, 
therapists, community service workers, and 
healthcare professionals in healthcare 
professionals in hospital emergency 
departments or intensive care units. While 
these studies have gone some way to 
illuminate how CF can be addressed, their 
findings cannot be generalised to working 
populations beyond the healthcare sector. 
Furthermore, despite the identification of 
modifiable individual and organisational risk 
factors used to inform the development of 
interventions and programs to prevent and 
treat CF, few studies have attempted to 
examine and interrogate the quality of these 
preventive measures. These include 
workload intensity, inadequate rest time 
periods between shifts, task repetitiveness, 
low control and low job satisfaction, poor 
resilience, lack of meaningful recognition, 

Fig 1. Compassion fatigue: conceptual model adapted from Middleton 
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and poor managerial support. As a result, 
employers and managers in the healthcare, 
emergency and community services sectors 
have very little conclusive evidence as to the 
best way to prevent CF, and physical and 
mental health outcomes, when its known risk 
factors—exposure to traumatised patients 
and clients—are inherent in the type of work 
that the employees supervise and undertake. 

(Cocker & Joss, 2016) 
 

Compassion fatigue as bruises in 
the soul: A qualitative study on 

nurses2 

Introduction 

Ethics provides us with the tools to think 
critically in order to improve the ethical 
aspects of practice. Even though nurses are 
taught about ethics, reports still indicate that 
physical tasks are claimed to every so often 
be performed without emotional 
engagement or recognition of patients’ need 
to feel cared about. Newham et al. claim that 
failures in compassionate care can occur if 
caring is reduced to technical tasks, thus 
losing the moral, compassionate component 
of nursing, even if these tasks are performed 
competently. Gallagher, however, underlines 
that it is not difficult to imagine practitioners 
who think they show compassion but lack a 
sense of social justice, courage, and respect 
for individuals. She also stresses that we 
cannot expect too much from caregivers with 
regard to compassion, and that all care 
shortfalls cannot be ascribed to a lack of 
compassion in a person, since things can go 
wrong in different ways and for diverse 
reasons, such as pathological work cultures 
or poor leadership. 

Background 

Satisfaction arises when nurses 
experience positive feelings of caring 
compassion. Compassion satisfaction is 
constantly challenged by varying demands 

on nurses, and constantly being exposed to 
patients’ suffering, regardless of how 
satisfactory the outcome is, can lead to 
compassion fatigue. Compassion fatigue is 
characterized by an inability to cope with the 
emotional stress caused by the long-term 
exposure to suffering people and leads to 
emotional, physical, and spiritual exhaustion. 
Coetzee and Laschinger have investigated the 
various theories of compassion fatigue and 
conclude that all are based on Figley’s theory 
in which the definition of compassion fatigue 
is “a state of exhaustion and dysfunction, 
biologically, physiologically, and emotionally, 
as a result of prolonged exposure to 
compassion stress”. In addition, compassion 
fatigue is explained as a phenomenon that 
can occur when the amount of compassion 
spent exceeds the capacity to cope or 
recover. Thus, it can be concluded that 
compassion fatigue is an ethical question — 
if suffering from compassion fatigue, the 
nurse is prevented from following a nurse’s 
inner ethical desire of compassion and 
willingness to do good for the patient. 

Some studies suggest that by increasing 
compassion satisfaction, the risk of 
compassion fatigue decreases. Other studies 
allocate preventive actions to personal and 
organizational actions. Personal actions such 
as increased self-compassion, better work–
life balance, healthy living, social relations, 
and activities can prevent compassion 
fatigue. Furthermore, organizational actions 
such as increased awareness and knowledge 
of compassion fatigue, tools to reduce stress 
during work, informal and formal peer 
support, increased influence, good 
leadership, strategies to distinguish between 
professional and personal roles, and 
ergonomic aspects can prevent compassion 
fatigue. 

In order to comprehend the experience of 
compassion fatigue and its impact on nurses’ 
profession and their person, we applied 
Eriksson’s theory of caritative caring as the 
theoretical framework for this study because 
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this theory penetrates deeper into the 
dimensions of a human being’s existence and 
subjective experiences; consequently, 
Eriksson’s theory of caritative caring was 
seen as a potential for supporting our quest 
for pursuing a profound understanding of 
this human phenomenon. Compassion is 
viewed as a core concept in caring science 
and is in the caritative caring theory seen as 
the motive of caring. In order to fully 
understand compassion fatigue, it is 
necessary to grasp compassion. From a 
caring science perspective, neither sympathy 
nor empathy are sufficient synonyms for 
compassion or even sufficient to describe it. 
Compassion is ethical conduct that mediates 
solidarity, commitment, and accessibility 
with the human at the center and treated 
with dignity. Compassionate care can 
enhance health. Compassionate caring 
requires courage to approach suffering 
expressed as pain, devastation, confusion, 
anguish, sorrow, apathy, powerlessness, and 
anger, to name a few. Compassion is a 
merciful act and is also seen as a personality 
trait which implies that it is a virtue, in other 
words, more than correctness or good 
behavior. Compassion is demanding as it 
requires strength to face one’s own emotions 
that arise from encountering suffering. Self-
compassion is the confirmation of and 
reconciliation with one’s own vulnerability 
and suffering. 

Findings 

The results of this study generated five 
themes.  

Compassion as an empathic gift and 
compassion fatigue as a result of 

compassion overload 

In this study, compassion fatigue occurred 
as a result of exposure to patients’ constant 
suffering which led to compassion stress and 
overload. There were also occasions where 
the exposure was not constant, but 

nevertheless compassion fatigue occurred 
more suddenly. 

According to the nurses, the ability to 
compassion is not something learned, but 
something innate. It is seen as an empathic 
gift and thus something positive.  

However, the nurses also expressed that 
high exposure and overload of situations 
that require great empathic energy and 
compassion eventually could lead to 
compassion fatigue. 

Compassion fatigue as exhausting the nurse 
as a professional and private person 

Regarding the profession, the nurses 
experience compassion fatigue as being 
deprived of the gift of compassion. It 
emerges as a feeling of indifference and 
meeting the patient can feel both inauthentic 
and repugnant. Compassion fatigue can also 
create an inability to face a suffering person.  

Compassion fatigue may give rise to many 
different emotions in the nurse both in the 
profession and as a person. These are mainly 
negative emotions such as guilt, shame, 
sadness, irritation, impatience, inadequacy, 
and increased fear. 

Compassion fatigue is described as a 
different kind of fatigue that completely 
drains the individual of energy and that leads 
to physical, mental, and behavioral 
problems. 

Compassion fatigue gave rise to 
headaches and ill-being in the form of 
nervousness, anxiety, distress, and 
tearfulness. The fatigue is described as heavy 
as lead, as some kind of brain fatigue and as 
a fatigue that does not go away by sleeping. 

Compassion fatigue is experienced as 
changes in the professional self. These 
changes manifest as taking on a shield to 
protect the self from feeling compassionate 
and as emotions that have arisen at work but 
are kept to oneself. The changes are also felt 
as something missing in the profession, 
leading to action-centered care. 
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Compassion fatigue as a crisis with 
potentially valuable insights 

Compassion fatigue leads to a crisis for 
the nurse, both in terms of the professional 
role and as a private person. 

The experience of compassion fatigue can 
lead to the nurse gaining new insights, 
learning self-compassion and to an inner 
growth as a human being. 

Compassion fatigue can be handled by self-
care and focus on self 

A healthy lifestyle, time for reflection, 
recovery, and social networking are 
important aspects in order for the nurse not 
to end up in chronic compassion fatigue. A 
balance between rest and exercise and 
reflection in the form of informal or 
professional support, as well as a feeling that 
there is a deeper meaning or purpose 
supports the nurse on the way back from 
compassion fatigue. 

Focusing on one’s inner convictions or 
religious beliefs can serve as support to deal 
with compassion fatigue. 

Compassion fatigue is affected by life itself 
and multifaceted factors 

The onset of compassion fatigue is 
affected by certain personality traits such as 
being a brooding type and an emotional 
person. Compassion fatigue can also more 
easily arise if a person has high demands on 
self and thus has difficulty being self-
forgiving. In addition, the onset of 
compassion fatigue can be affected if at the 
time there were other factors in the person’s 
life that took much energy, for instance, one’s 
own state of health, dissatisfaction with the 
place of residency, or the busy years in life. 

Working conditions can also affect the 
onset of compassion fatigue. Uneven 
distribution of tasks, injustice, and 
insufficient support are examples of such 
factors that the leader can influence. 

Insufficient collegial support can also 
contribute to the development of 
compassion fatigue. 

Discussion 

This study found that the ability to 
compassion is something that is required for 
compassion fatigue to occur. This is in line 
with Figley’s theory, that the ability to 
compassion is the basis of compassion 
fatigue. Duarte and Pinto-Gouveia claim that 
beyond a certain level of compassion, there 
is a risk of compassion fatigue. This study 
also found that nurses see the ability to 
compassion as something positive and as an 
emphatic gift, an innate quality rather than a 
learned method. This is in line with Eriksson’s 
caritative theory. Bond et al. state that the 
word compassion refers to a natural 
characteristic or attribute that cannot be 
taught but claim that it can be developed 
through repetition of behavior that is 
observed in practice. 

However, this study found that 
compassion fatigue does leave a mark in the 
nurse both as a person and as a professional.  

(Gustafsson & Hemberg, 2021) 
 

Contesting the term ‘compassion 
fatigue’: Integrating findings from 
social neuroscience and self-care 

research3 

Introduction 

Work-related stress is the most common 
occupational health problem among nurses 
after musculoskeletal disorders. Compassion 
fatigue and burnout are terms used by 
nurses to describe work-related stress and 
physical and mental exhaustion.  

Background 

Our ability to develop social competencies 
and emotions, such as empathy and 
compassion, is essential for our wellbeing, 
successful communication, and cooperative 
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interactions in society. The benefits and vital 
role of empathy and compassion to improve 
healthcare, patient satisfaction and 
outcomes, and clinician wellbeing is well-
documented. When empathic 
communication and compassion exist in 
healthcare cultures, clinical teams are more 
resilient, effective, morale and quality care 
are higher, and patient complaints are fewer. 

Patients and families say the manner in 
which they are listened to and cared for 
matters just as much as the quality of 
healthcare. Compassionate care addresses 
the patient’s need for “connection and 
relationships and is based on attentive 
listening and a desire to understand the 
patient’s context and perspective”. 
Compassion is not only essential for high-
quality patient-centred care, but also for 
reducing burnout and improving health 
outcomes, wellbeing, and resilience in 
clinicians themselves. It is essential to 
maintain the ‘self-other’ distinction (emotion 
regulation) and not absorb others’ suffering 
or negative emotions as our own. This can 
lead to burnout or compassion fatigue. 

Definitions 

Burnout is characterised by emotional 
exhaustion, cynicism, negativity, 
depersonalization of patients, inefficacy, and 
lack of perceived accomplishment. Other 
factors include low job satisfaction and 
morale, toxic relationships, incivility, and 
emotional and cognitive detachment. 
Burnout can affect any professional, whereas 
compassion fatigue is experienced by 
professionals who witness the suffering of 
other. 

Figley (1995) described compassion 
fatigue as an acute onset of personal 
suffering linked to an intense sharing of 
another’s negative emotions. It results from 
stress when working in traumatic situations 
or witnessing others’ distress. Symptoms 
include lack of empathy, anxiety, irritability, 

anger, persistent arousal, dread of work, and 
avoidance. 

Culture is a term to explain ‘how we do 
things around here’. Establishing positive 
‘cultures of care’ where nurses feel hopeful, 
experience job satisfaction, and where 
compassionate care can flourish, is an urgent 
policy concern. 

Defining key neurological concepts 

There are two distinct empathy-related 
responses or pathways: socio-affective 
(empathy) and socio-cognitive (compassion) 
that are not in opposition. This is because 
empathy and compassion differ on a neural 
level - each activates different independent 
brain networks. 

Socio-affective path: empathy 

Empathy is the ability to ‘feel with’ others 
when we are exposed to their distress and 
suffering, while recognising that the 
emotions we experience are external to 
oneself, and are initiated by the other 
person. 

fMRI studies show empathy is driven by 
mirror neurons and shared networks. Thus 
empathic experiences are caused by 
activation of similar neural networks that 
process the first-person (our own) 
experiences. This means when we empathise 
with a person who is in pain our brain will 
show activation of similar circuits as the brain 
of the person with whom we are 
empathising. Empathy is essential for 
understanding others’ emotions, but when 
sharing the suffering of others too much, our 
negative emotions and distress increases. 

Socio-cognitive path: compassion 

Compassion is ‘feeling for’ others who are 
in pain with warmth, empathic concern, 
capacity to understand their perspective and 
intentions, and having prosocial behaviours 
such as the motivation to act with 
compassion to relieve their pain. 
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In healthy empathic responses, three 
steps occur: taking another person’s 
perspective which is called mentalising or 
Theory of Mind (ToM), self-awareness (self-
other distinction) and emotion regulation. 
These steps allow us to distinguish between 
the unconscious sharing of a painful 
situation and cognitively processing it. 
Mentalising or ToM is the capacity to see 
another’s situation from their perspective 
through imagination. This process of 
perspective-taking yields abstract, 
propositional knowledge about the other’s 

mental state. This knowledge can motivate 
our compassion to improve their wellbeing. 

Self-awareness (self-other distinction) is 
the ability to distinguish between our own 
and the emotional or mental state of others 
and is a critical element in empathy and 
mentalising (or ToM). This capacity is called 
emotion regulation and is essential to 
manage the ‘self-other’ distinction. 
Cultivating emotion regulation and self-
compassion are critical to being empathetic, 
compassionate and resilient. 

Fig 2. Empathy Pathways 
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In sum, fMRI studies show that exposure 
to the distress and suffering of others can 
activate two different emotional empathic 
reactions. These reactions lead to either: 
prosocial behaviour and compassion via the 
socio-cognitive path or empathic distress if 
the ‘self-other’ distinction is blurred due to 
poor emotion regulation. 

Empathic distress fatigue 

Empathic distress “refers to a strong 
aversive and self-oriented response to the 
suffering of others, accompanied by the 
desire to withdraw from a situation, 
disconnect from those who are suffering, 
and adopting depersonalising behaviours in 
order to protect oneself from excessive 
negative feelings”. As explained, in empathic 
distress, a person feels with the other by 
sharing and internalising their suffering and 
emotions to such an extent that the distress 
experience becomes overwhelming. fMRI 
studies show empathic distress can be 
reversed by turning empathy into 
compassion through compassion training. 
Compassion can be viewed as an emotion-
regulation strategy that buffers negative 
affect. These capacities of empathy, emotion 
regulation, and compassion, taken together 
with dignity and respect, are critical to 
nurses’ compassionate responses when 
witnessing the suffering of others. These 
behaviours, experience, and neural function 
are illustrated in Fig. 2. 

Strategies to ease empathic distress 
and cultivate compassion 

There is increasing evidence that 
compassion can be taught, so training must 
include self-care practices, self-compassion, 
psychological flexibility, and compassionate 
practice. 

Compassion is also being responsive to 
our own suffering and acting to alleviate or 
prevent it. To that end, we present four 
strategies to foster: 

• Compassion; 

• Self-care practices; 
• Self-compassion; 
• Compassion leadership in healthcare 

cultures. 

Compassion 

Our brains are trainable (plastic). 
Neuroplasticity studies into training social 
emotions show measurable changes in 
neural functioning. These findings confirm 
compassion training can build capacity to 
regulate emotions and increase resilience. 
Effective emotion regulation is crucial to 
beingless vulnerable to the repeated 
exposure to others’ suffering. Compassion 
training increases altruistic behaviour, 
improves emotion regulation, and 
strengthens positive affect that leads to 
better coping and cultivates self-compassion. 

Compassion training does not reduce or 
remove negative emotions. Rather, it 
increases activation in the brain areas 
associated with love, affiliation, positive 
emotions, hope and reward. This is why 
compassion training acts as a protective 
factor to empathic distress. The positive 
reward pathways act as a buffer to negative 
emotions, allowing one to be motivated to 
help without becoming overwhelmed by 
constant negative emotions. 

As little as five minutes per day has a 
positive effect and can lead to measurable 
changes in neural functioning. Loving-
kindness meditation (LKM) is a form of 
meditation practice that improves 
compassion and self-compassion. LKM is 
distinct from mindfulness meditation. 

Self-care practices 

Effective self-care is any strategy practised 
regularly both within the workplace and the 
personal setting to improve wellbeing. 

Effective professional self-care strategies 
include maintaining clear boundaries and 
networking with trusted colleagues. The term 
‘work-life balance’ is a misnomer in 
contemporary society. A better goal is the 
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idea of “work-life harmony” that was 
identified in recent study as an important 
aspect of effective self-care. 

Self-compassion 

Self-compassion is treating self with the 
same kindness and compassion that we 
would give a good friend. Psychologist Kristin 
Neff was the first researcher to measure and 
define the term self-compassion. She 
describes self-compassion as being kind, 
supportive and understanding toward 
oneself (particularly when we fail) rather than 
being harsh or judgmental. We may talk to 
ourselves in ways we would never talk to a 
friend when we make an error. Self-
compassionate talk is kind, respectful and 
recognises everyone makes mistakes. Self-
compassion is the opposite of self-criticism 
and self-loathing. Neff (2011) said three 
elements are required to be self-
compassionate: 

a) Self-kindness: being understanding 
with ourselves, rather than harshly 
critical or judgmental; 

b) Common humanity: recognise that 
pain, feeling inadequate and making 
mistakes is part of being human and 
is experienced by everyone. Feel 
connected with others in that 
experience rather than feeling 
isolated by our suffering. 

c) Mindfulness: keep our experience in 
perspective rather than ignoring or 
exaggerating it. 

Compassion leadership in healthcare 
cultures 

Lown noted, “employee engagement 
emerges from their satisfaction and 
wellbeing; however, it is difficult for an 
individual to engage when she or he feels 
depleted and unsupported”. 

Leaders and managers work in contexts 
that are not ideal, but must do what they can 
to support their staff and encourage 

recruitment and retention of the right skill 
mix in their local context. 

Promoting wellness practices enhances 
clinicians’ hope, confidence, reduces stress, 
and improves compassion. Finally, 
professional development / training budgets 
must be protected; often viewed as 
dispensable when organisational cuts are 
made. 

At best, healthcare cultures must be a 
synergy of safety, quality, competence and 
compassion. Too little of any ingredient will 
negatively impact patients and caregivers 
alike. 
(Hofmeyer, et al., 2019) 
 

Compassion fatigue, burnout, and 
compassion satisfaction in 

pediatric subspecialists during the 
SARS-CoV-2 pandemic4 

The global pandemic of coronavirus 
disease 2019 (Covid-19) caused by the severe 
acute respiratory syndrome coronavirus-2 
(SARS-CoV-2) has forced physicians to rapidly 
adapt clinical practices and their personal 
lives to meet unprecedented professional 
demands. Physicians have been redeployed 
to provide clinical care outside their 
specialties, worked extra shifts and longer 
hours, and faced devastating outcomes 
among patients, colleagues, and loved ones. 
In addition, by virtue of their work 
environment, physicians are at high risk of 
acquiring SARSCoV-2 and transmitting it to 
patients, colleagues, and family members. 
The heightened personal and professional 
tolls of practicing medicine during the 
pandemic are well-documented. Healthcare 
workers globally are reporting increased 
levels of depressive symptoms, acute stress, 
burnout (BO), and exhaustion, with clinical 
demands and lack of control over practice 
cited as major contributors. At the same 
time, healthcare providers may also be 
experiencing shared pandemic stressors of 
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socioeconomic inequalities, unemployment, 
limited support services, and 
childcare/schooling issues. 

Professional distress in physicians can 
manifest as compassion fatigue (CF) and/or 
BO. CF is defined as vicarious traumatic 
stress experienced by medical caregivers 
with chronic exposure to patient and family 
suffering. BO is occupational distress 
characterized by emotional exhaustion and 
feelings of depersonalization and low 
personal achievement. The long-term 
corollaries of CF and BO in physicians, 
including stress in personal relationships, 
low morale, decreased productivity, 
decreased patient satisfaction, substance 
abuse, and suicide, are well documented and 
have only been exacerbated by the SARS-
CoV-2 pandemic. Despite this, physicians 
have persevered, demonstrating courage, 
selflessness, and compassion. Compassion 
satisfaction (CS) is work-related fulfillment 
related to providing patient care and feeling 
supported and productive in professional 
endeavors. CS is often described as a 
protective factor against CF and BO. 

Factors impacting CF score 

Higher CF scores were associated with the 
sentiment, “I have put myself at increased 
risk through my work.” The chronic stress of 
working at increased personal risk is both 
physically and emotionally exhausting. A 
sense of duty to care for patients and the 
related inability to extricate oneself from 
these risky situations may further contribute 
to CF. This lack of control or agency may also 
be reflected in the fact that distress regarding 
“uncertainty about the future” was 
significantly associated with a higher CF 
score. This is not surprising given the unclear 
duration of new norms created by the 
pandemic. A higher CS score was the only 
factor associated with lower CF scores, which 
suggests that CS is an important target for 
intervention. 

Factors impacting BO score 

Emotional depletion was significantly 
associated with a higher BO score, as was the 
sentiment “Self-care is not a priority for me.” 
Chronic exposure to SARS-CoV-2, the 
uncertain course of the pandemic, and the 
resultant fatigue may drive such emotional 
exhaustion. Given the altered and 
unpredictable demands during the 
pandemic, participants may also have 
difficulty prioritizing self-care that might 
mitigate BO. The sentiment “My institution 
has valued my contribution to the Covid-19 
crisis” was the sole significant factor 
associated with lower BO scores. It was also 
associated with higher CS scores, and may 
provide an important point of intervention 
for institutions. 

Prior to the pandemic, higher BO scores in 
our cohort of pediatric subspecialists were 
associated with distress about 
“administrative/ academic issues” and/or 
“coworkers”. These associations were not 
seen in our current study during the early 
pandemic. This may be due to changes in 
academic pediatricians’ work during the 
pandemic, with mutable schedules, work 
from home, and changing administrative 
demands potentially shifting sources of 
distress. 

Factors impacting CS score 

As previously noted, the sentiment “My 
institution has valued my contribution to the 
Covid-19 crisis” was the sole significant factor 
associated with lower BO scores; notably, it 
was also significantly associated with higher 
CS scores. However, nearly 40% of 
participants expressed that they did not feel 
that their contribution was valued by their 
institution. This is an important finding for 
institutional leadership, as interventions 
aimed at making physicians feel valued can 
have a far-reaching impact. How institutional 
leadership expresses employee value and 
shows appreciation is not “one-size-fits-all” 
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and requires meticulous attention. Prior to 
the pandemic, pediatric subspecialists 
reported wanting more social and emotional 
support from their institutions. That need 
has increased exponentially with the 
unpredictable demands of the pandemic. We 
need to understand how well-established, 
pre-pandemic institutional social/emotional 
supports translate to the virtual platform. If 
the essence of social/emotional support 
requires our physical presence together, how 
can we modify existing virtual platforms to 
provide what is needed? Finally, 
acknowledgement and exploration of 
positive emotions may galvanize joy and 
meaning in medicine and foster resilience. 
Our findings suggest potential targets for 
intervention to mitigate the negative impact 
of catastrophe and to amplify any potential 
positive outcomes. 

Conclusion 

The personal and professional 
aftershocks of the current SARSCoV-2 
pandemic for physicians will likely persist 
well into the foreseeable future. Our results 
suggest that institutions may be able to 
mitigate these effects using targeted 
interventions aimed at conveying to 
physicians that they are valued. When 
considering interventions to promote CS and 
mitigate CF and BO for pediatric 
subspecialists during and after the 
pandemic, a “one-size-fits-all” approach is 
inadequate. Institutions must prioritize an 
institutional culture that provides 
social/emotional supports and explicitly 
recognizes and values providers” 
contributions. Additional work is needed to 
develop and test interventions and to better 
understand their impact on CF, BO, and CS. 

(Kase, et al., 2021) 
 

 

Compassion fatigue and 
compassion satisfaction among 

palliative care health providers: a 
scoping review5 

Background  

Palliative care aims to support people with 
life-threatening conditions and improve their 
quality of life. Palliative care health providers 
(PCHP) comprise medical, nursing, and allied 
health care professionals who work in 
palliative care settings and who have specific 
knowledge, skills, and expertise in providing 
care for people living with a life limiting 
illness and their families. PCHP can provide 
direct care in various settings such as 
dedicated hospital wards, hospices, and 
community, and through consultancy to 
patients in other areas. 

There is no consensus in the literature on 
the dimensions or components of 
compassion fatigue. However, there is a 
general agreement that compassion fatigue 
is related to both burnout (BO) and 
secondary traumatic stress (STS). While STS is 
very closely related to compassion fatigue, 
the nature of the relationship is defined 
differently and both terms used 
interchangeably by some authors. The 
concept of compassion satisfaction is related 
to positive work experience, whereas 
compassion fatigue is associated with 
physical and emotional exhaustion, caused 
by constant, progressive, and cumulative 
negative experiences associated with various 
clinical settings. Compassion fatigue has 
negative impacts on job satisfaction and 
patient outcomes. This emphasizes the 
significance of investigating compassion 
fatigue in PCHP. 

Discussion 

This scoping review mapped available 
evidence on compassion fatigue and 
compassion satisfaction among PCHP in 
various palliative care settings. The current 
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scoping review included all relevant studies 
regardless of the publication year but the 
majority that met inclusion criteria were 
published within the last 5 years (n = 16). This 
suggests that interest in compassion fatigue 
and compassion satisfaction in the field of 
palliative care is increasing. 

Findings in our review suggest a general 
agreement that compassion satisfaction 
reflects a sense of accomplishment and 
reward of providing care for patients. 
However, there was no consensus on the 
definition of compassion fatigue in palliative 
care settings. While some studies treated 
compassion fatigue as a single discrete 
entity, or synonymous with STS, it was 
considered a multi-dimensional concept by 
others. The multidimensionality of 
compassion fatigue is further complicated 
because it is informed by different theories 
that inform the definition of compassion 
fatigue. 

Compassion is a central concept for PCHP 
who provide care for people with life limiting 
conditions. The more empathic a palliative 
care provider becomes, the more likely 
compassion fatigue will occur. Therefore, it is 
important to educate PCHP to modify 
empathetic ability in response to prolonged 
work with patients needing palliative care. 
The human nervous system plays an 
important role in regulating the empathetic 
response of the individual. Recent literature 
has shown that empathy is influenced by 
nervous system stimulation and it may lead 
to empathic distress.  

The literature review revealed various 
organizational factors (e.g., work-related 
empowerment, receiving training in palliative 
care, and being recognized as a palliative 
care nurse) and demographic factors (e.g., 
employment status as part-time workers or 
full-time and experienced in palliative care) 
associated with compassion fatigue and 
compassion satisfaction across PCHP. 
Further, it was noted that some personal 
factors associated with compassion fatigue 

and compassion satisfaction were 
nonmodifiable (e.g., neuroticism personality 
trait and psychological hardiness). Additional 
factors included personal variables such as 
practicing some personal rituals, the ability 
to cope with death and self-care, levels of 
dissociation, using self-care strategies and 
mindful self-care. Therefore, it can be 
concluded that compassion fatigue and 
compassion satisfaction are predicted by 
many factors, some of which may not be 
modifiable. 

Receiving palliative care training or 
education was found to help reduce the 
likelihood of developing symptoms of 
compassion fatigue. None of these studies 
explored the content of education programs 
to identify which aspects induced this effect. 
Studies in nonpalliative are settings have 
investigated training programs specifically 
focused on reducing or preventing 
compassion fatigue. For example, in a Pre- 
Post-test study conducted to examine the 
effect of Mindful Self-Compassion (MSC) 
training on compassion fatigue and 
resilience among nurses working in various 
settings, there was a significant reduction in 
the scores of secondary trauma and BO after 
the intervention. Another study reported a 
significant reduction in participants’ 
compassion fatigue and BO and 
improvement in compassion satisfaction 
after Compassion Fatigue Specialist Training 
for mental health professionals. It would 
seem likely given the nature of palliative care 
work that specialist education programs 
would include a focus on similar self-care 
activities; an examination of the curricula of 
these programs would be useful in 
explicating this content. We recommend that 
PCHP undergo specific education/training in 
this area, whether through formal programs 
or continuing professional development. 

A number of interventions have been 
shown to reduce compassion fatigue and 
improve compassion satisfaction across a 
wide range of populations. However, few 



 
 
 

15 
 
 
 

intervention studies were conducted specific 
to the field of palliative care. Only two of the 
included studies in this review involved 
interventions and measured their 
effectiveness to mitigate compassion fatigue 
and improve compassion satisfaction among 
PCHP. Only one of the tested interventions 
(The 6-week technology-assisted meditation) 
was found to be effective in reducing 
compassion fatigue. 

Conclusion 

One important aspect to be considered is 
the impact of compassion fatigue and 
compassion satisfaction on the productivity 
of PCHP and their ability to provide safe and 
compassionate care. This is an important 
topic especially among palliative care nurses 
since they are the largest group of PCHP and 
they spend a long time caring for people with 
life-threatening conditions and related 
trauma. 

(Baqeas, et al., 2021) 
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QUESTIONNAIRE 
P1(22) Part 1 

Compassion fatigue, compassion satisfaction and burnout: a review of the literature 
INSTRUCTIONS 

• Read through the article and answer the multiple-choice questions provided below. 
• Some questions may have more than one correct answer; in which case you must mark all the correct answers. 

Compassion Fatigue among Healthcare, Emergency and 
Community Service Workers: A Systematic Review 

Introduction1 

 

Question 1: The term compassion fatigue (CF) was coined to 
describe the phenomenon of stress resulting from exposure 
to ………………? 
 

A: Traumatic events 
B: Stressful events 
C: A traumatized individual  

 
Question 2: CF is characterised by which of the following? 
 

A: Anger and irritability  
B: Negative coping behaviours, such as alcohol and 

drug abuse  
C: Impaired ability to make decisions and care for 

patients  
D: Diminished sense of enjoyment or satisfaction with 

work  
E: None of the above 

 
Question 3: The negative effects of providing care are 
aggravated by the severity of the traumatic material to 
which the caregiver is exposed. Is this TRUE? 
 

A: YES  
B: NO 

 
Question 4: Burnout (BO) and secondary traumatic stress 
(STS)……………………….? 
  

A: Can interchangeably be used to describe CF 
B: Are related to CF, but are two distinct outcomes of 

exposure  
C: Lead to CF if the symptoms thereof are not 

mediated by a third, equally important concept of 
compassion satisfaction (CS)  

D: None of the above 
 
Question 5: Which of the following is vital to the 
development of CF? 
  

A: Prolonged periods of excessively long working 
hours 

B: Empathy  
C: Dissatisfaction with employer 
D: Opposition from family members 

 
Compassion fatigue as bruises in the soul: A qualitative 

study on nurses2 

 

Question 6: Ethics provides the tools to think critically and 
to improve the ethical aspects of practice. Is this TRUE? 
 

A: YES  
B: NO 

Question 7: Which of the following are CORRECT? 
 

A: Nurses often perform physical tasks without 
emotional engagement or recognition of patients’ 
need to feel cared about  

B: Failures in compassionate care can occur if caring is 
reduced to technical tasks, even if these tasks are 
performed competently  

C: Practitioners who think they show compassion can 
lack a sense of social justice, courage, and respect 
for individuals  

D: All care shortfalls can be ascribed to a lack of 
compassion 

 
Question 8: Which of the following are personal actions that 
can be used as preventive measures for compassion fatigue? 
 

A: Better work–life balance  
B: Healthy living  
C: Increased self-compassion  
D: Informal and formal peer support 
E: Tools to reduce stress during work 

 
Question 9: Which one of the following best describes 
compassion from a caring science perspective? 
 

A: Benevolence 
B: Sympathy 
C: Empathy 
D: None of the above  

 
Question 10: Because compassion fatigue is a psychological 
construct it causes mental and behavioral problems but 
won't result in physical ailments. Is this TRUE? 
 

A: YES 
B: NO  

 
Question 11: Compassion fatigue can result due to which of 
the following? 
 

A: Personality traits, such as lower levels of 
agreeableness and neuroticism 

B: Having high demands on self and having difficulty 
being self-forgiving  

C: Dissatisfaction with the place of residency  
D: Uneven distribution of tasks  

 
Question 12: Viewing one’s ability to compassion as 
something positive and as an emphatic gift, an innate quality 
rather than a learned method is in line with which of the 
following theories? 
 

A: Figley’s theory 
B: Eriksson’s caritative theory  
C: Scheler’s empathy theory 
D: Vischer's theory 



Contesting the term ‘compassion fatigue’: Integrating 
findings from social neuroscience and self-care research3 

 

Question 13: Which of the following is the most common 
occupational health problem among nurses? 
 

A: Infectious diseases 
B: Musculoskeletal disorders 
C: Respiratory illnesses 
D: Work-related stress  

 

Question 14: Which of the following are not related to 
burnout? 
 

A: Feeling cynical and inefficient 
B: Being in a toxic relationship 
C: Experiencing cognitive detachment 
D: Witnessing someone else suffer 
E: Incorrect, all the above are related to burnout  

 

Question 15: Which of the following are symptoms of 
compassion fatigue? 
 

A: Excessive empathy 
B: Anxiety  
C: Irritability  
D: Exaggerated positivity 

 
 
 

END 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



QUESTIONNAIRE 
P1(22) Part 2 

Compassion fatigue, compassion satisfaction and burnout: a review of the literature 
INSTRUCTIONS 

• Read through the article and answer the multiple-choice questions provided below. 
• Some questions may have more than one correct answer; in which case you must mark all the correct answers. 

Contesting the term ‘compassion fatigue’: Integrating 
findings from social neuroscience and self-care research3 

(continued) 
 

Question 1: Which of the following are TRUE regarding the 
socio-cognitive path? 
 

A: It is the ability to ‘feel with’ others when exposed to 
their distress and suffering, while recognising that 
the emotions we experience are external to 
oneself, and are initiated by the other person 

B: fMRI studies show when we empathise with a 
person who is in pain, our brain will show activation 
of similar circuits as the brain of the person with 
whom we are empathising 

C: It is ‘feeling for’ others who are in pain with 
warmth, empathic concern, capacity to understand 
their perspective and intentions, and having 
prosocial behaviours such as the motivation to act 
with compassion to relieve their pain  

D: In healthy empathic responses, three steps occur: 
mentalising, self-awareness and emotion 
regulation  

 
Question 2: Is it TRUE that in empathic distress, a person 
feels with the other by sharing and internalising their 
suffering and emotions to such an extent that the distress 
experience becomes overwhelming? 
 

A: YES  
B: NO 

 
Question 3: Which of the following are CORRECT regarding 
compassion training? 
 

A: It increases altruistic behaviour, improves emotion 
regulation, and strengthens positive affect that 
leads to better coping and cultivates self-
compassion  

B: It reduces and removes negative emotions 
C: It increases activation in the brain areas associated 

with love, affiliation, positive emotions, hope and 
reward  

D: As little as five minutes per day has a positive effect 
and can lead to measurable changes in neural 
functioning  

 
 
 
 
 
 
 
 
 

Question 4: Which of the following are needed to be self-
compassionate? 
 

A: Being understanding with ourselves, rather than 
harshly critical or judgmental  

B: Recognising that pain, feeling inadequate and 
making mistakes are part of being human and are 
experienced by everyone  

C: Keeping our experiences in perspective rather than 
ignoring or exaggerating it  

D: Re-examining oneself and one's behavior as it gives 
a better insight into the possible and necessary 
changes that can be made 

 
Compassion fatigue, burnout, and compassion satisfaction 

in pediatric subspecialists during the SARS-CoV-2 
pandemic4 

 

Question 5: Which of the following is described as 
occupational distress characterized by emotional exhaustion 
and feelings of depersonalization and low personal 
achievement? 
 

A: Burnout  
B: Compassion fatigue 
C: Secondary traumatic stress 
D: None of the above 

 
Question 6: Which of the following had a negative impact on 
compassion fatigue? 
 

A: Chronic stress of working at increased personal risk  
B: Lack of control or agency  
C: Emotional depletion 
D: Distress about administrative/academic issues 

 
Question 7: Which ONE of the following sentiments was 
significantly associated with lower BO scores and higher CS 
scores? 
 

A: My institution has valued my contribution to the 
COVID-19 crisis  

B: Coping by making use of mental health services 
C: Self-care is a priority for me 
D: Putting myself at significant risk as a part of my 

clinical work 
 

 
 
 
 
 
 
 
 



Compassion fatigue and compassion satisfaction among 
palliative care health providers: a scoping review5 

 

Question 8: Which of the following are CORRECT? 
 

A: Compassion fatigue (CF) is related to burnout (BO) 
and secondary traumatic stress (STS)  

B: Because the nature of the relationship between STS 
and compassion fatigue CF are similar these terms 
can be used interchangeably 

C: Compassion satisfaction (CS) is related to positive 
work experience  

D: CS is associated with physical and emotional 
exhaustion, caused by constant, progressive, and 
cumulative negative experiences associated with 
various clinical settings 

 

Question 9: Is it TRUE that all factors that have an impact on 
compassion fatigue and compassion satisfaction are 
modifiable? 
 

A: YES 
B: NO  

 
Question 10: Which of the following did this study find to be 
effective in reducing compassion fatigue? 
 

A: Art therapy 
B: Music therapy 
C: Self-care strategies 
D: Technology-assisted meditation  

 
 
 

END 
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