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ABSTRACT 

Background: Compassion fatigue (CF) impacts medical professionals, especially the nursing 

staff. Nursing staff who work at long-term care (LTC) facilities commonly experience CF, 

comprised of burnout (BO) and secondary traumatic stress, related to increased patient-to-nurse 

ratio, physical demands of patient care, and patient workload. Quality improvements addressing 

CF are slowly rising among the American Indian population. Scarce data exist on rates of CF 

among LTC facilities in American Indian tribes. 

Outcome: This project studied the prevalence and severity of CF among the nursing staff at a 

rural LTC facility located on the Navajo Nation and provided an educational workshop to 

prevent and manage CF.  

Design: A quantitative descriptive approach described how CF impacted the nursing staff. 

Prevalence and severity of CF and the effectiveness of an educational intervention were 

evaluated using quantitative surveys at baseline and post-intervention.  

Setting: A long-term care facility, located on the Navajo Nation with approximately 60 residents 

and over 60 clinical staff. 

Participants: A target of 10 participants, with a minimum of five and maximum of 25 were 

comprised of licensed nurses and nursing assistants with the exclusion of administrative nurses. 

Methods: Participants completed a pre-intervention survey to collect baseline sociodemographic 

and workplace characteristics. The Professional Quality of Life (ProQOL) scale screened for 

prevalence and severity of CF before and after the intervention. Post-intervention, survey 

questions evaluated the satisfaction of the workshop. 
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Intervention: A one-hour educational workshop provided strategies on how to recognize and 

address CF and an opportunity for reflective journaling that focused on responses to emotional 

triggers about CF.  

Findings: Six participants participated in this project, 10% of the nursing staff. Post-

intervention, nursing staff’s high level of compassion increased from 33% to 67%, and low level 

of burnout and secondary traumatic stress increased from 17% to 50%, 33% to 67%. For 

reflective journaling, 83% of participants reported journaling with 2-6 entries. The most 

challenging aspects of work included a lack of teamwork and the short amount of time to 

complete the workload. 

Dissemination: An executive summary with evidence-based recommendations was shared with 

the administrative staff.  

Conclusion: The participants likely experienced compassion fatigue. Utilization of the ProQOL 

self-assessment survey tool helped screen for the prevalence of CF among nursing staff. Future 

workshops need to focus on reviewing intervention techniques to reduce the level of CF 

experienced by nursing staff. Overall, participants reported the workshop increased their level of 

knowledge in recognition of compassion fatigue. 
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INTRODUCTION 

Compassion fatigue (CF) impacts medical professionals, particularly nursing staff, and 

contributes to workplace stress, fatigue, staff turnover, and increases risks of patient safety 

(Kelly, Baker, & Horton, 2017; Ledoux, 2015). In long-term care (LTC) facilities, compassion 

fatigue is commonly experienced by nursing staff due to increased patient-to-nurse ratio, 

employee turnover, and physical demands of patient care. The purpose of this quality 

improvement project is to identify and educate nursing staff at risk for CF who work at an LTC 

facility on the Navajo Nation. This proposal outlines the implementation and evaluation of a 

brief educational intervention to address compassion fatigue and burnout among the nursing 

staff, including evaluation of the prevalence and severity of CF among site staff.  

Background Knowledge  

Nurses are characteristically known for possessing strong work ethics, selflessness, and 

devotion to patient care but commonly experience compassion fatigue due to burnout, fatigue, 

staff shortage, and workplace demands (Kolthoff & Hickman, 2017; Sheppard, 2015). In a long-

term care facility, nursing staff experiencing CF are likely influenced by negative workplace 

stressors, thus impacting the quality of care delivered to the residents (Kolthoff & Hickman, 

2017; Woodhead, Northrop, & Edelstein, 2016).  

This investigator works as administrative nursing staff at the selected LTC facility and is 

knowledgeable of the residential dynamics, cultural aspects, and local background. 

Definition 

In the 1990s, the phrase compassion fatigue was introduced to explain better the 

circumstances where nurses blunted their feelings, felt helpless, or anger towards the stress of 
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witnessing patients experience distressing illnesses or trauma (Coetzee & Laschinger, 2017; 

Kolthoff & Hickman, 2017). Compassion fatigue is a process of detachment from the caregiver 

towards the patient resulting in the inability to feel empathy or compassion, thus affecting the 

quality of appropriate patient care (Coetzee & Laschinger, 2017). In 1992, Joinson first 

associated CF with emergency care nurses who experienced burnout and defined it as having 

‘lost the ability to nurture’ (as cited in Coetzee & Laschinger, 2017). Sheppard (2015) further 

described CF as loss of satisfaction with work-related care or when the job is more distressing 

than satisfying. Over time, CF results in decreased self-confidence, physical and emotional 

fatigue, reduced job performance, increased absenteeism, and increased turnover of nurses and 

health care workers (Sheppard, 2015).  

Woodhead et al. (2016) describe burnout as experiencing a chronic emotional and 

interpersonal response to stressors stemming from on-the-job exposure. Three components 

measure burnout: emotional exhaustion, feelings of pessimism and sarcasm, and disconnection 

from the job (2016). 

Sheppard (2015) stated CF is also associated with the term secondary traumatic stress 

(STS). Secondary traumatic stress is defined as a traumatic, emotional response combined with 

negative emotions or behaviors caused by an encounter with another individual’s traumatic 

experience (Stamm, 2015). The combination of burnout (BO) and STS will increase the risk of 

developing CF (Sheppard, 2015).  

Contributory Factors and Stressors 

Compassion fatigue occurs within nursing, but it is a phenomenon also experienced by 

other highly stressful disciplines such as public safety officers, firefighters, or psychologists 
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(Kolthoff & Hickman, 2017). The nursing profession is a highly stressful profession caused by 

patient-related and practice-related stressors (Sinclair, Raffin-Bouchal, Venturato, Mijovic-

Kondejewski, & Smith-MacDonald, 2017). Nurses work in a variety of specialty care settings 

ranging from acute care settings in the emergency department to chronic care settings such as 

nursing homes. Each care setting has its own set of factors that contribute to CF. Contributory 

factors related to stressful work environments include long work hours, decreased wages and 

benefits, and fewer opportunities to grow into a more skilled position (Liang, Hsieh, Lin, & 

Chen, 2014). Other stressors include repetitive exposures to trauma, death of a patient, providing 

care to challenging patients/families, increased workload, staffing dynamics, lack of clear roles, 

limited resources, and lack of control (Sinclair et al., 2017). Nurses with CF may experience 

feelings of depletion, exhaustion/fatigue, helplessness, hopelessness, increased sadness, or 

development of a cynical attitude towards work, life, world affairs, and of self (Kolthoff & 

Hickman, 2017).  

Compassion Fatigue in the Care of Older Adults 

Nurses who work with older adults are regularly exposed to suffering and loss while 

caring for their patients (Kolthoff & Hickman, 2017). Feelings of increased burden intensify 

when caring for older adults with diseases impairing mental function such as dementia, 

Alzheimer’s disease, cancer, or disabilities (Musich, Wang, Kraemer, Hawkins, & Wicker, 

2017). Residents with dysphagia pose feeding challenges for the nursing staff (Chiang & Hwu, 

2018). Other challenge includes respecting the resident and family’s decision for end-of-life care 

(Towsley & Hirschman, 2017).  
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Stressors among Nursing Staff at a Long-Term Care Facility 

According to Woodhead et al. (2016), one primary stressor experienced by nursing staff 

at a long-term care facility is large caseloads of residents with dementia who are sometimes 

physically or verbally combative towards the nursing staff. Other common stressors include 

caring for patients with declining health, functional dependence, chronic diseases, disabilities, 

incontinence, and the demand for physical assistance required by older patients with multiple co-

morbidities (Squires et al., 2015; Woodhead et al., 2016). 

Kolthoff and Hickman (2017) studied compassion fatigue among nurses caring for older 

adults, but the study did not include nursing assistants (NAs) who provide most of the care in 

LTC facilities. However, Liang et al. (2014) conducted a study in Taiwan that examined the 

effects of “job stressors” among NAs working in LTC facilities. The research identified job 

stressors, which contributed to increased risks of cardiovascular or musculoskeletal disorders, 

lifestyle cancer, or psychosomatic symptoms. Common, contributory factors included the age of 

the resident, identity, length of time for provided care, ratio of residents to NAs, insufficient 

staffing, lack of team communication, staff demeanor, and lack of proper training and knowledge 

in caring for residents (Liang et al., 2014). Nurses and NAs who work at LTC facilities 

commonly experience compassion fatigue, burnout, and secondary traumatic stress related to the 

work environment and patient workload (Liang et al., 2014; Liu, Norman, & While, 2013; 

Woodhead et al., 2016). 

Prevalence 

The prevalence and incidence of compassion fatigue were studied mostly in smaller, 

specialty settings (Ames, Salmond, Holly, & Kamienski, 2017). In a systematic review, 
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compassion fatigue was measured among various nursing specialties. For instance, 25% of 

forensic nurses experienced CF, whereas 26.4% of hospice nurses were at moderate risk for CF, 

and 52% of hospice nurses were at high risk for CF (Ames et al., 2017). In the southwestern 

region, Kelly, Runge, and Spencer (2015) conducted a descriptive study among 491 nurses at a 

Magnet recognized hospital. The study discovered the incidence of CF was similar among 

inpatient acute-setting areas, but burnout and secondary traumatic stress were more prevalent 

among the younger generation nurses. Kolthoff and Hickman (2017) surveyed 42 nurses with 

varying nursing experience and length of service. Their findings indicated nurses with fewer 

years of geriatric nursing experience had increased levels of burnout and CF versus more 

experienced nurses with geriatric nursing experience.  

Significance 

Without proper support and understanding, nurses with compassion fatigue often transfer 

to another work area, feel bored or detached, experience forgetfulness in various areas of life, 

quit bedside nursing, become nurse practitioners, or leave the nursing profession (Sheppard, 

2015; 2016). Likewise, CF among nursing assistants is influenced by adverse physical or 

psychological changes, increased absenteeism, burnout, staff turnover, or more inferior quality of 

care for residents (Liang et al., 2014). To better address patient-related and practice-related 

stressors affecting nurses and healthcare professionals, Sikka, Morath, and Leape stated 

healthcare facilities are broadening the triple aim to quadruple aim with the fourth goal 

improving conditions to ensure healthcare workers find satisfaction, enjoyment, and meaning in 

their work (as cited in Sinclair et al., 2017, p. 10).  
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Local Problem 

Geography 

According to the Navajo Nation Department of Economic Development (2004b), the 

Navajo Nation is the largest Indian tribe that spans three states in Arizona, New Mexico, and 

Utah, comprising 27,000 square miles or about the size of West Virginia.  

Sociodemographics 

The 2000 US Census reported approximately 180,000 people lived on the Navajo Nation 

with 174,000 Navajos, 5,200 non-Indians, and 800 American Indians (Navajo Nation 

Department of Economic Development, 2004a). There are approximately 47,600 occupied 

housing units and 13,000 trailer units, with 15,300 units completed with plumbing facilities 

(Navajo Nation Department of Economic Development, 2004a). Furthermore, there are 47,600 

households with an average household size of 3.77 or family size of 4.36 with an average 

household income of $20,005 (Navajo Nation Department of Economic Development, 2004a). 

About 43% of Navajo individuals live below the poverty line, 40% of families live below the 

poverty line, and approximately 53% of families with a female householder live below the 

poverty level (Navajo Nation Department of Economic Development, 2004a). The average 

number of vehicles reported was 37,000 (Navajo Nation Department of Economic Development, 

2004a). This report does not include information on the number of homes with access to utilities.  

Privacy and Protection of the Navajo Nation 

Since this project was conducted in a long-term care facility on the Navajo Nation, the 

Navajo Nation Human Research Review Board (NNHRRB) required this project to omit the 
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specific name of the facility and other tribal specific information with the exclusion of the 

sociodemographics discussed (Navajo Nation Human Research Review Board, 2005). 

Access to Long-Term Care Facilities 

Only one long-term care facility exists on the Navajo Nation; most LTC facilities caring 

for the Navajo population are located at least a two hours’ drive from the Navajo Nation. A 

cultural challenge that is unique to the Navajo Nation involves remote living and traveling 

efforts. In remote areas, families may travel at least one hour to access the nearest grocery store, 

laundry mat, convenience store, or clinic/hospital for health care. Often, the remote areas are 

accessible by unpaved roads, which makes traveling difficult with untoward weather. Therefore, 

some residents will have limited or no family involvement during their course of stay at the 

facility. Limited contact with family and friends adversely impacts the overall well-being of the 

individual.  

Health Status of Residents 

Common psychiatric and medical comorbidities experienced by the residents included 

dementia, diabetes, hypertension, benign prostatic hypertrophy, depression, Parkinson’s disease, 

substance abuse, and individuals with high fall risk.  

Project Site 

The project was conducted at an LTC facility located in northern Arizona that cares for 

approximately 60 residents from the surrounding areas throughout the Navajo Nation.  

The facility consisted of an 80-bed facility staffed with 16 nurses (both registered nurses 

and licensed practical nurses), 33 certified nursing assistants, three medical assistants, and 11unit 

aides (M. Jones, personal communication, August 1, 2019).  
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Intended Improvement 

The administrative staff identified a few areas that may enhance staff morale, quality of 

care, and patient outcomes. The areas for quality improvement included improving staff 

communication, education and skills training, and support of self-care through wellness activities 

for all nurses and nursing assistants. Before exploring and providing these quality improvement 

strategies, it is essential to assess the current state of nursing morale. If we focus on compassion 

fatigue as the indicator of staff comfort and quality performance, we may develop a better 

understanding of the needs of all nursing staff.  

Purpose 

The purpose of this Doctor of Nursing Practice (DNP) quality improvement project was 

to decrease compassion fatigue among licensed nurses and nursing assistants working at a long-

term care facility located on the Navajo Nation. An educational intervention was conducted to 

provide strategies to address CF to support the professional needs and well-being of the nursing 

staff and determine if CF contributes to decreasing job satisfaction or staff turnover.  

Specific Aims 

This project intended to answer the following questions:  

1. What is the prevalence and severity of compassion fatigue among the nurses and nursing 

assistants at a long-term care facility located on the Navajo Nation? 

2. What is the effectiveness of a brief, educational intervention on compassion fatigue 

among the nurses and nursing assistants at a long-term care facility located on the Navajo 

Nation?  
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Theoretical Framework and Synthesis of Evidence 

Conceptual Model 

The Professional Quality of Life (ProQOL) conceptual model is a compassion-based 

theory model that provided the framework for this project (Stamm, 2010). The ProQOL model is 

used to explore the impact of compassion fatigue and compassion satisfaction among health care 

staff who are affected by compassion fatigue or burnout (Stamm, 2010). Various studies 

incorporate the ProQOL model to measure positive and negative attributes while helping 

individuals who experienced deep sorrow or traumatic stress (The Center for Victims of Torture, 

Copyright 2019). The ProQOL conceptual model guided this improvement project.  

Rationale for Model Selection 

Few studies exist that examine compassion fatigue among nurses and nursing assistants 

working at LTC facilities. Utilization of the ProQOL model provided the opportunity to screen 

for CF among nurses and nursing assistants working at this LTC facility. The ProQOL model 

provided a template to conduct an educational workshop intervention to target an audience likely 

experiencing CF. This investigator obtained written permission from the Center for Victims of 

Torture to utilize the ProQOL model and supplemental materials such as handouts and 

PowerPoint (Appendix A).  

For this DNP project, CF screening and intervention were offered to the nursing staff 

members of LTC facility. The model also served as a framework to assist with analyzing the 

findings from this quality improvement project (Stamm, 2010). 
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Definitions 

According to Stamm (2010), the professional quality of life comprises positive and 

negative components: compassion satisfaction and compassion fatigue, respectively (Figure 1).  

 

FIGURE 1. Diagram of professional quality of life (ProQOL). (Adapted from “The Concise Manual for 

the Professional Quality of Life Scale” by Stamm, 2010.) 

Compassion satisfaction causes an individual to feel pleasure and fulfillment by being 

able to do the work well and having positive feelings of being an effective caregiver (Stamm, 

2010). Furthermore, compassion fatigue divides into two segments. First, CF causes negative 

feelings of exhaustion, frustration, anger, and depression – common characteristics of burnout 

(Stamm, 2010). Secondly, secondary traumatic stress negatively impacts compassion fatigue 

resulting in fear and work-related trauma (Stamm, 2010).  

In Figure 2, the theoretical model demonstrates how three essential environments feed 

into the positive and negative components of helping others (Stamm, 2010). The environments 

include the actual work environment, the client’s environment, and the caregiver’s own 

environment (Stamm, 2010).  
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FIGURE 2. Theoretical model of compassion satisfaction and compassion fatigue. 

Effectiveness in Similar Studies 

Steinheiser (2018) discussed the strengths and weaknesses of the ProQOL model when 

studying the effects of compassion fatigue among skilled nurses at a nursing home facility. 

Steinheiser indicated the model conclusively determined burnout among nurses in the nursing 

home; however, nurses did not experience other symptoms of secondary traumatic stress. 

Kolthoff and Hickman (2017) studied the effects of compassion fatigue among nurses caring for 

older adults. Their study indicated the nurses experienced varying levels of compassion fatigue, 

burnout, and compassion satisfaction. With the ProQOL model, Kolthoff and Hickman (2017) 
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discovered significant differences in compassion fatigue between inexperienced nurses and 

experienced nurses. 

Synthesis of Evidence  

A literature review was conducted utilizing multiple databases: PubMed, CINAHL, 

Google Scholar, and EMBASE. Search terms included “compassion fatigue,” “long-term care,” 

“geriatric,” “nurses,” “nursing assistant,” “quantitative,” “qualitative,” “nursing home,” 

“burnout,” “compassion,” and “nursing.” The limitation was set to articles within the past five 

years. A total of 34 articles were retrieved. Articles focusing on compassion fatigue, conducted 

in LTC facilities, population focused on nurses and nursing assistants, qualitative and 

quantitative reviews on compassion fatigue, palliative nursing, and geriatric nursing were 

included for final analysis, resulting in 11 articles (Appendix K). Editorial columns, 

dissertations, theses, or personal stories were excluded from the search.  

Key Concepts and Findings 

Few studies assessed compassion fatigue among nurses and nursing assistants in an LTC 

facility. However, current literature provides a vital foundation for continuous quality 

improvement projects. 

Studies conducted with nurses. Sheppard (2015) provided a strong literature review on 

defining compassion fatigue, burnout, secondary traumatic stress, and compassion satisfaction 

(CS). The study also examined the effect of the interpretation of CF among second-year graduate 

students. Kolthoff and Hickman (2017) learned inexperienced nurses (less than one-year geriatric 

nursing experience) had increased levels of compassion fatigue and burnout compared to 

experienced nurses. Ames et al. (2017) created a systematic review protocol that would examine 
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interventions utilized to reduce CF and increase compassion satisfaction (CS) in studied nurses. 

Upon completion of their study, Ames et al. aim to provide a strongly supported best practice 

guideline for nurse leaders. Nolte, Downing, Temane, and Hastings-Tolsma (2017) conducted a 

meta-synthesis to study the prevalence of CF experienced by nurses, followed by providing 

information on how evidenced-based practice was applied to address CF and promote CS. The 

study identified four core themes affected by CF: 1) physical symptoms, 2) emotional symptoms, 

3) factors that trigger CF, and 4) methods to overcome or prevent CF (Nolte et al., 2017). 

Studies conducted at long-term care facilities. Liang et al. (2014) examined how job 

stressors would impact the health-related quality of life among nursing assistants working in 

LTC facilities in Taiwan. Meyer, Raffle, and Ware (2014) followed rural nursing assistants 

across the US for one-year to determine the cause and source of retention and turnovers in LTC 

facilities. The study primarily focused on determining if training sites (and quality of training 

sites) caused NAs to be retained at their initial facilities upon hire. Squires et al. (2015) 

conducted a systematic review that combined the literature on individual and organizational 

factors affiliated with job satisfaction among care aides working on LTC facilities. Care aides 

reported organizational factors, such as facility resources and workload, affected their job 

satisfaction (Squires et al., 2015). Woodhead et al. (2016) hypothesized their study would reveal 

increased levels of job demand and decreased levels of job resources, which would lead to high 

levels of emotional exhaustion and depersonalization, and low levels of personal 

accomplishments. Woodhead et al. (2016) learned that for LTC staff workers, interventions 

focused on reducing burnout should include routine screening for burnout symptoms and 

provisions of social support outside of the work environment.  
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Studies conducted on health care providers. O'Mahony et al. (2018) studied 

personality traits such as neuroticism and agreeableness to determine if the traits contributed to 

compassion fatigue (caused by working in the field). The authors learned that providers who 

worked over a long period in each field reported increased levels of satisfaction and lower levels 

of burnout. Also, neuroticism was strongly associated with secondary traumatic stress and BO, 

while agreeableness was strongly associated with compassion satisfaction (CS). Sinclair et al. 

(2017) conducted a meta-narrative review that identified, conceptualized, measured, and 

researched the management of CF among healthcare providers. The review identified risk factors 

for CF, such as job-related factors, lesser healthcare qualifications, and a few years of 

professional experience.  

Strengths 

Ongoing studies on compassion fatigue are strengthening the groundwork for future 

quality improvement projects aimed at improving compassion fatigue among all health care 

professionals. Sheppard (2015) provided a comprehensive review of defining CF and CS, 

especially among second-year graduate nursing students. Sheppard concluded Stamm’s (2010) 

ProQOL tool was insufficient in measuring all the relevant experiences of CF. However, 

alternative screening tools for CF are readily available and ready-to-use currently; therefore, the 

ProQOL tool remains the selected tool for this project. Liang et al. (2014) contributed a rare, 

quantitative study that examined how job stressors affected nursing assistants working at an LTC 

facility. The physical demands of working in an LTC facility was associated with increased job 

stressors, thereby affecting the health-related quality of life, indicating a decline in overall health 
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(Liang et al., 2014). O’Mahony et al. (2018) conducted a study among varied health 

professionals and discovered which personality traits were at risk for CF and CS.  

Weakness, Gaps and Limitations 

The literature review identified several weaknesses, especially when examining the 

effectiveness of an educational intervention. Although Kolthoff and Hickman (2017) determined 

inexperienced nurses had increased levels of CF and BO, the number of inexperienced nurses 

interviewed was low in overall sample size. Furthermore, the study, conducted at a Magnet-

achieving facility lacked a diverse population, thereby making the study not generalizable 

(Kolthoff & Hickman, 2017). In the initial literature review, Ames et al. learned few studies 

focused on CS alone, which lead the authors to conduct a systematic review on strategies that 

have a direct impact on reducing CF and increasing CS among all nursing specialties. Nolte et al. 

(2017) reported their study did not include theses or dissertations that may have potentially 

eliminated contributable work on CF. Also, the synthesis of selected articles was performed by 

different investigators from those doing the individual research of interpretive findings. Meyer et 

al. (2014) focused primarily on identifying motivational factors for retaining NAs at a rural LTC 

facility based on their initial training sites. The study did not focus on factors contributing to 

compassion fatigue or job stressors among NAs. O’Mahony et al. (2018) conducted a study 

among various professionals, but the sample lacked nursing assistants. Sinclair et al. (2017) 

conducted a strong meta-narrative review, yet the authors discovered the ProQOL scale was 

useful in assessing for CF but did not determine the elements of compassion. The study of 

Squires et al. (2015) was limited by not searching all grey literature databases, which made the 

review not all-inclusive.  
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Studies (Kolthoff & Hickman, 2017; Liang et al., 2014; Meyer et al., 2014; Squires et al., 

2015; Woodhead et al., 2016) conducted on nurses and nurse assistants at LTC facilities have 

slowly increased over the years. However, further studies are needed to better examine the 

impact on compassion fatigue among nurses and NAs through the incorporation of health 

promotion and social support from the LTC organization.  

Studies of Compassion Fatigue among the American Indian Population 

Quality improvements addressing compassion fatigue and burnout are slowly evolving 

among the American Indian healthcare population. For now, scarce data exist on rates of 

compassion fatigue, burnout, and effective interventions to address these issues in LTC facilities 

among American Indian tribes. 

METHODS 

Design 

This DNP project used a quantitative descriptive methodology to explore and describe 

how compassion fatigue impacted the nurses and nursing assistants working at a long-term care 

facility on the Navajo Nation and evaluated the effectiveness of an intervention focused on 

prevention and management of compassion fatigue. A brief, educational intervention aimed to 

decrease CF among licensed nurses and nursing assistants. The educational intervention included 

a PowerPoint workshop designed by Stamm (2010), providing an overview and strategies to 

address CF. The workshop also introduced the opportunity for reflective journaling post-

intervention. At baseline, the prevalence and severity of CF among the staff members were 

evaluated using a quantitative survey. The effectiveness of the intervention was evaluated by 

comparing pre- and post-intervention quantitative surveys. 
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Setting 

This project was conducted at an LTC facility located on the Navajo Nation. This facility 

houses up to 80 residents with multiple co-morbidities such as dementia, Parkinson’s, ulcers, 

status post-stroke care, cardiac anomalies, end-of-life care, and various disabilities. Residents are 

from the surrounding areas located on the Navajo Nation. There is approximately 60 clinical 

staff caring for patients, including more than a dozen nurses (registered nurses and licensed 

practical nurses) and about 50 certified nursing assistants, medical assistants, and unit aides. Site 

approval was obtained from the chief executive officer (Appendix B), the University of Arizona 

Institutional Review Board (Appendix J), and further supported by the nursing administration.  

Site Approval from Navajo Nation Human Research Review Board 

Since this project was conducted on the Navajo Nation, additional site approval was 

obtained from the Navajo Nation Human Research Review Board (NNHRRB). Research studies 

involving participant consents, the intention of publishing work, or the collection of potentially 

identifiable information then requires research approval from the NNHRRB. The NNHRRB 

application process is arduous and takes approximately three months to obtain since it involves 

obtaining community approval of where the study will take place, then applying one month 

before the monthly NNHRRB committee meetings. 

Since this investigator was conducting a quality improvement project, the investigator 

emailed the NNHRRB chairperson and administrative assistant to request an exemption from the 

application process. The email contained a letter of request for exemption, an abstract, and a 

drafted letter of support for the chairperson to complete if approved for exemption by the 

NNHRRB committee. The primary investigator (PI) communicated with the administrative 
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assistant weekly by email or telephone to track the status of the request. The administrative 

assistant provided much assistance by emailing and calling other NNHRRB board members for 

approval. The NNHRRB board members provided a unanimous consensus, and then the 

chairperson provided the final approval. Six weeks later, this investigator received a letter of 

approval by email and by mail (Appendix C). Lastly, the committee chairperson requested that a 

copy of the project improvement be submitted to their office for filing and tracking of projects 

conducted on the Navajo Nation.  

Participants 

Clinical staff who provided direct patient care services were eligible and invited to 

participate. Criteria inclusion included all part-time and full-time licensed nurses, certified 

nursing assistants (CNAs), medical assistants (MAs), and unit aides (UAs). Exclusion criteria 

consisted of nursing administration and nursing staff not directly involved in residential care. A 

target of 10 participants, with a minimum of five and a maximum of 25, was planned for this 

quality improvement project.  

Intervention 

The investigator conducted a workshop at a mutually agreed upon time and date located 

at the facility’s conference room. The content included an overview of compassion fatigue and 

intervention strategies (Appendix D). Educational reading literature, such as Sheppard’s article 

(2016) and Stamm’s handouts (2010), focused on how to recognize the signs and symptoms of 

compassion fatigue. The workshop was approximately one hour long that entailed a PowerPoint 

presentation with educational handouts (Appendix D). The content of the workshop was adapted 

from Sharp’s recent study among transplant nurses (Sharp, 2017) and focus groups on mitigating 
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compassion fatigue among nurses (Sheppard, 2015). However, the workshop was tailored to 

meet the needs of this facility. Recently, this facility assessed the root causes for increased staff 

turnover and absenteeism (B. Burke-Miller, personal communication, May 20, 2019). The 

workshop aimed to address compassion fatigue, a known contributor to staff burnout, and 

turnover nationally. As a result, the workshop was not limited to licensed nurses but included all 

nursing, frontline staff (e.g., CNAs, MAs, and UAs) who provided direct care to residents at this 

facility.  

Reflective Journaling 

After the workshop, all participants were encouraged to complete reflective journals. 

Reflective journaling helps the participant to write about feelings and behavioral responses to 

emotional triggers about compassion fatigue (Sheppard, 2015). The participant was encouraged 

to write a daily reflection in hopes to promote self-evaluation of emotional triggers at risk for 

compassion fatigue (Sharp, 2017; Sheppard, 2016). The journals were private and not reviewed 

to permit confidentiality and promote in-depth personal reflection; only the number of self-

reported entries were recorded. Participants were encouraged to complete 3-4 journal entries, at 

approximately 1-3 pages in length, over one week. The journals were completed using the 

participant’s materials, such as a journal, online document, or paper, at the discretion of the 

participants and based on their personal preference. 

Data Collection Tools 

Pre-Intervention Survey 

A paper quantitative survey tool collected baseline sociodemographic and workplace 

characteristics (Appendix E). Sociodemographics included age, marital status, level of education, 
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years of experience, and occupation status (e.g., part-time, full-time, position title). The survey 

also asked about the number of sick call days for the past six months and the number of job 

changes in the past five years. Sociodemographics excluded gender, ethnicity, and race, given 

more than 95% of the nursing staff were Native American and female. Pre-survey questions had 

10 questions and did not collect identifiable information. The survey questions were adapted 

from questions developed by Stamm (2010) and Wijdenes (2015). The survey, combined with 

the ProQOL survey tool, took approximately 10-15 minutes to complete.  

ProQOL Survey Tool 

The ProQOL survey tool (Appendix F) was developed to measure two components, 

negative (compassion fatigue) and positive attributes (compassion satisfaction) of individuals 

exposed to traumatic stressors in their jobs of caring for people (Stamm, 2010). Compassion 

fatigue further divides into two parts, burnout and secondary traumatic stress (Stamm, 2010). 

This validated survey tool was intended to measure the three scales of compassion satisfaction, 

secondary traumatic stress, and burnout. Furthermore, the tool helped identify participants at risk 

for compassion fatigue, but the results were not indicative of a diagnostic test but a screening 

tool (Stamm, 2010). The ProQOL questionnaire template is readily available online (The Center 

for Victims of Torture, 2019).  

The ProQOL survey questions were administered before and after the intervention. The 

participants were asked to reflect on themselves and their current work environment within the 

last 30 days. The ProQOL survey, combined with pre- or post-intervention surveys (Appendix 

E), took approximately 10-15 minutes to complete. The survey did not collect identifiable 

information. 
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ProQOL Scores and Interpretations 

The responses to the ProQOL questions range from ‘1’ to ‘5’ (Stamm, 2010):  

• 1 = Never 

• 2 = Rarely 

• 3 = Sometimes 

• 4 = Often  

• 5 = Very often 

The raw scores (Appendix F) were then summed up by subscales (e.g., compassion satisfaction, 

burnout, secondary traumatic stress) and then converted to a t-score (Stamm, 2010).  

Compassion satisfaction measures the fulfillment one feels from work performed well 

(Stamm, 2010). Individuals scoring higher in this section typically have a higher capacity to be 

an effective caregiver in their job (Stamm, 2010). The average score for burnout is 50, which is 

one of the components for compassion fatigue (Stamm, 2010). Stamm indicated if the individual 

scores below 18, the score likely implies positive feelings towards one’s capability of being an 

effective caregiver. Secondary traumatic stress, the second component of CF, results from 

secondary traumatic exposure to work-related caregiving, commonly causing rapid onset of 

feeling afraid, trouble sleeping, or avoidance of the remembered event (Stamm, 2010). Stamm 

indicated if individuals score higher than 57, this ought to prompt the person to consider what is 

causing the fearful response.  

Stamm (2010) indicated the ProQOL scores are used in continuous form, but individuals 

(ProQOL users) would like cut scores to predict relative risks. Stamm set cut scores for 25th and 

75th percentiles (Table 1).  
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TABLE 1. Cut scores for the ProQOL. 

 Compassion 

Satisfaction 

Burnout Secondary 

Traumatic Stress 

Bottom Quartile (25th Percentile) 44 43 42 

Mean (50th Percentile) 50 50 50 

Top Quartile (75th Percentile) 57 56 56 
(Adapted from “The Concise Manual for the Professional Quality of Life Scale” by Stamm, 2010.) 

Post-Intervention Survey 

An evaluative, post-intervention survey was completed by the participants (Appendix E) 

one to two weeks after the workshop. The survey assessed the effectiveness of the intervention 

that included the educational workshop and reflective journaling. Free text responses provided 

the opportunity to share additional feedback. Specifically, the PI was interested in asking two 

self-evaluative questions: 1) what is most challenging about your work, and 2) what keeps you 

going in your current position? The survey, combined with the ProQOL survey (Appendix F), 

took approximately 10-15 minutes to complete. The survey did not collect identifiable 

information. 

Recruitment 

This investigator introduced this quality improvement project at a bi-monthly, general 

staff meeting, a few days before the scheduled workshop. Recruitment was extended to all 

licensed nurses and nursing assistants (e.g., certified nursing assistants, medical assistants, and 

unit aides). This investigator introduced the intent of the project through a brief, 10-minute 

verbal presentation and then encouraged the nursing staff to participate in the project. The 

presentation emphasized the goal of the improvement project, how long the workshop would be, 

who would benefit, and what information would be shared at the workshop, as outlined in the 

disclosure (Appendix G). 
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Invitation 

This investigator distributed the paper invitation (Appendix H) along with the disclosure 

form (Appendix G) to all nurses and nursing assistants. Recently, the facility introduced a new 

email system, so email access training was in progress during the time of the project. As a result, 

a paper invitation ensured potential participants were notified of the workshop. The invitation 

indicated who was invited to participate, when and where it took place, and provided an 

overview of the project improvement workshop (Appendix H).  

Advertisement 

After the general staff meeting, a single page paper advertisement for the workshop was 

posted at a centralized staff bulletin board and both nursing stations (Appendix H).  

Reminder for the Post-Intervention Survey 

A paper reminder was distributed one week after the workshop, as previously done with 

the initial invitations (Appendix I).  

Data Collection Methods 

At the workshop, this investigator began with a welcome and review of the disclosure 

(Appendix G) with all potential participants. Ground rules, as adapted by Sharp (2017), were 

reviewed at the beginning of the workshop, including the importance of maintaining the 

confidentiality of all participants (Appendix D). The pre-intervention paper survey (Appendix E) 

and the ProQOL survey (Appendix F) were disseminated before the beginning of the workshop. 

Once the survey was completed, surveys were collected and placed in a manila envelope. This 

investigator then presented the one-hour educational workshop as outlined above. After the 

workshop, instructions for completing the personal reflective journals were reviewed, followed 
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by the distribution of the post-intervention paper surveys (Appendix E) that was completed one 

to weeks post-workshop.  

Post-Intervention Survey 

A reminder letter (Appendix I) was sent out five days later by this investigator to all 

participants. A second and final paper reminder was sent out six days later using the same 

process. The last day for survey collection was seven-days post-workshop intervention – one 

week earlier than projected in the timeline (Figure 3). Surveys were collected in a manila folder 

that was placed at the investigator’s mailbox labeled “workshop post survey.”  

 
FIGURE 3. Timeline. 

Data Analysis 

Collected data was entered into Excel by this investigator. Afterward, the investigator 

shredded the paper forms. The data was encrypted and locked by password protection. 

Quantitative, descriptive statistical analysis was performed for the sociodemographic data, 

prevalence, and severity of compassion fatigue at baseline and post-intervention, the number of 

self-reported journal entries, and satisfaction with the intervention. Pre- and post-intervention 

compassion fatigue scores were compared. Free text responses were summarized.  
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Dissemination 

An executive summary with key findings and recommendations for addressing 

compassion fatigue among the nursing staff was provided to the chief executive officer, nursing 

administration, and Navajo Nation Human Research Review Board (NNHRRB). Next, this 

investigator prepared a PowerPoint presentation with key findings and recommendations to 

present to the general staff. Only aggregate data was shared.  

Ethical Considerations 

Beneficence, respect for human dignity, and justice were the guiding components for 

ethical considerations in this project (Polit & Beck, 2012). This project was designed to provide 

strategies for the clinic staff to recognize and address compassion fatigue, an issue previously 

identified. Respect for human dignity was preserved through disclosure of the purpose, benefits, 

and risks of the project and the right to refuse participation at any time without potential 

repercussions (Polit & Beck, 2012). To ensure privacy and confidentiality were maintained, no 

identifiable information was collected, data was encrypted, password-protected, and locked, and 

only aggregate findings were shared. University of Arizona Institutional Review Board 

(Appendix J) and Navajo Nation Human Research Review Board (Appendix C) review were 

conducted before the implementation of the project. 

RESULTS 

Sample Characteristics 

A total of six participants participated in the project, representing 10% of the clinical 

staff. All participants were Navajo ethnicity and female. Table 2 lists the demographic 

characteristics of the participants. Half of the participants were aged 25-34 years old (50%), but 
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age distribution ranged from 25 to 65 years or older. About 66.7% of the participants were 

singled or never married and possessed a diploma/certificate. Half of the participants worked 2-5 

years at this facility while the remainder worked from one to more than 25 years. Most of the 

participants were nursing assistants (83.3%) with work experience ranging from ‘0’ to more than 

25 years. One licensed nurse had 2 to 5 years nursing experience. About 66.7% of the nursing 

staff had 0 to 1 sick call days in the past six months, and 33.3% had 1-5 sick call days. In the last 

five years, there was a general distribution of the number of job changes within this facility – 

ranging from 0 to 3 times. In the last five years, 33.3% of the nursing had either 0 or 1 job 

change events outside of this facility. 
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TABLE 2. Demographic characteristics of sample. 

Findings Related to Specific Aim Questions 

Score Conversions of Raw Scores 

Stamm (2010) developed the following interpretation table to help convert raw scores to 

levels (Table 3). 

Characteristic 

Frequency 

(N=6) 

Percentage 

(%) Characteristic 

Frequency 

(N=6) 

Percentage 

(%) 

Age (years)   Years of experience: Nursing assistant   

18-24  0 0 0-1 1 16.7 

25-34 3 50 2-5 2 33.3 

35-44 2 33.3 6-10 0 0 

45-54 0 0 11-15 1 16.7 

55-64 0 0 16-20 1 16.7 

65 & older 1 16.7 More than 25 years 1 16.7 

      

Marital Status   Years of experience: Licensed nurse   

Single, Never married 4 66.7 0-1 0 0 

Married/Domestic 

partner 

1 16.7 2-5 1 100 

Widowed, Divorced, 

Separated 
1 16.7 6-10 0 0 

   11-15 0 0 

   16-20 0 0 

   More than 25 years 0 0 

      

Level of Education   

Number of sick call days in the past 6 

months 

  

Diploma/Certificate 4 66.7 0-1 4 66.7 

Associate degree 1 16.7 1-5 days 2 33.3 

Bachelor’s degree or 

higher 

1 16.7 6-10 days 0 0 

   More than 10 sick days 0 0 

      

Years working at this 

facility: 

  Number of job changes within this 

facility in the last 5 years 

  

0-1 1 16.7 None 2 33.3 

2-5 3 50 1 1 16.7 

6-10 0 0 2 1 16.7 

11-15 0 0 3 2 33.3 

16-20 1 16.7 4 or more 0 0 

More than 25 years 1 16.7    

      

Current Position   Number of job changes outside this 

facility in the last 5 years 

  

Nursing Assistant 5 83.3 None 2 33.3 

Licensed Nurse 1 16.7 1 2 33.3 

   2 1 16.7 

   3 0 0 

   4 or more 1 16.7 



 

 

 

 

40 

TABLE 3. Score conversion interpretation table. 

Sum of Individual Compassion 

Satisfaction, Burnout, or Secondary 

Traumatic Stress questions 

Individual 

Score Equals 

Individual Level of Compassion, 

Burnout, or Secondary Traumatic 

Stress 

22 or less 43 or less Low 

Between 23 and 41 Around 50 Average 

42 or more 57 or more High 

In Table 4, the means with standard deviation summarize the results for compassion 

satisfaction (CS), burnout, and secondary traumatic stress are presented. For pre-intervention, the 

mean raw scores for CS, BO, and STS equals around 50, indicating an average level of CF risk. 

For post-intervention, the mean raw score for CS equals 57 or more, indicating a high level for 

compassion; for BO equals an average level for burnout, and STS equals 43 or less with a low 

level for STS.  

TABLE 4. Raw score statistics for participant ProQOL subscales. 

 Statistic 
Compassion 

Satisfaction 
Burnout 

Secondary 

Traumatic 

Stress 

Interpretation 

of CF Risk 

Pre-Intervention (n=6) Mean (SD) 38.8 (9.6) 26.0 (4.4) 23.8 (3.2) Average 

Post-Intervention (n=6) Mean (SD) 42.7 (4.2) 22.8 (3.1) 21.5 (3.7) Low 

 

FIGURE 4. Trends of mean ProQOL survey scores, pre- and post-intervention. 
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ProQOL Survey Findings 

Figure 4, compassion satisfaction increased slightly but remained at an average level for 

compassion. Both burnout and STS decreased from average to low levels. 

After the workshop, the high level of compassion satisfaction increased from 33% to 67% 

(Figure 5). Burnout decreased from 50% to 17% at a low level and decreased from average level 

to a low level. Secondary traumatic stress improved from 33% to 67% at a low level and the 

average level decreased from 67% to 33%.  

 

FIGURE 5. Comparison of levels between pre-intervention and post-intervention among CS, 

BO, and STS. 

Evaluation Workshop Survey 

After one week, all six participants completed the evaluation workshop survey that was 

designed in a Likert-scale fashion (Table 5). First, the participants rated the overall quality and 

usefulness of the workshop, which averaged greater than ‘4’ out of ‘5’ for the overall format, 

CS = compassion satisfaction BO = burnout STS = secondary traumatic stress 
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presentation, organization, and literature provided. The literature provided rated the highest. 

Second, participants rated the PI’s presentation, which averaged ‘4’ to ‘5.’ Identification 

compassion fatigue and complications were highly rated (4.83), while identification of strategies 

to prevent or overcome CF rated the lowest of ‘4’ out of ‘5.’ Thirdly, the participants rated how 

the workshop affected their learning of CF. Participants rated highly that the workshop increased 

their knowledge of CF, while the workshop was rated lower in helping the participants learn how 

to prevent or overcome CF.  

Reflective Journaling 

Five out of six participants reported journaling after the workshop (Table 5). The number 

of journal entries ranged from two to six entries. One participant verbally commented, 

“journaling helped me to acknowledge my stress triggers. When I read my journal the next day, I 

didn’t realize that I was experiencing compassion fatigue.” 

TABLE 5. Evaluation workshop survey (n=6).  

1. Rate the overall quality and usefulness of the workshop format and the intervention provided 

in this session (rank from 1 to 5, with 5 being the best): 

 1 (worse) 2 3 (average) 4 5 (best) Overall Average 
Overall Format 0 0 0 3 3 4.50 

Presentation 0 0 0 2 4 4.67 

Well Organized 0 0 1 1 4 4.50 

Literature Provided 0 0 0 1 5 4.83 

2. Please rate the Primary Investigator’s presentation ranked from 1 to 5 (with 5 being the 

best): 

 1 (worse) 2 3 (average) 4 5 (best) Overall Average 
Overall content 0 0 1 2 3 4.33 

Informative 0 0 0 2 4 4.67 

Identified compassion 

fatigue & 

complications 

0 0 0 1 5 4.83 

Identified strategies to 

prevent or overcome 

compassion fatigue 

0 1 1 1 3 4.00 
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TABLE 5 – Continued  

3. Rate how the workshop affected your learning of compassion fatigue: 

 1 (worse) 2 3 (average) 4 5 (best) Overall Average 
Workshop increased my 

knowledge about compassion 

fatigue 

0 0 0 1 5 4.83 

The workshop helped me to 

learn how to prevent or 

overcome CF 

0 0 1 2 3 4.33 

4. Reflective journaling: 
 

Number of participants who 

did any journaling after the 

workshop: 

5 out of 6 

Number of journal entries 

(Range 2-6):  
3.6 

Additional Verbal Feedback 

Immediately after the workshop, most of the participants expressed they did not realize 

they were at risk for compassion fatigue. Also, one participant voiced her concern about having 

difficulty completing the ProQOL survey. This participant asked other participants to perform 

the self-scoring and conversion of raw scores to levels of CS, BO, and STS. This PI wanted to 

maintain the confidentiality of results between participants; therefore, the PI helped the 

participant complete her ProQOL scoring with conversion.  

Written Feedback 

Unsolicited written feedback was obtained with the post-intervention evaluation survey. 

The post-evaluation survey contained four open-ended questions: 1) what did you learn about 

yourself after attending the workshop on compassion fatigue, 2) was this workshop helpful in 

identifying area(s) you may struggle with at work, 3) what is most challenging about your work, 

and 4) what keeps you going in your current position? 
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After attending the CF workshop, participants commented that they learned: 

• “We can be overwhelmed and not be aware that we are...”  

• “I have experienced compassion fatigue but did not identify as such.”  

• “I have learned that I can handle stress better than I thought – I never really thought about 

how work stresses me.”  

Participants commented if the workshop helped identify area(s) they struggled with at work: 

• “Yes, I will focus on these specific areas.” 

• “Yes, a lot of useful information.” 

• “Yes, and at home.” 

Participants commented the most challenging thing about their work was: 

• “Satisfying everyone, from residents to staff.” 

• “Teamwork.” 

• “Not enough time to complete the job as well as you would like.” 

• “Workload.”  

Lastly, participants stated the following keeps them going at their current position: 

• “Learning something new, whether it be small or big every day. Working towards my 

ultimate goal of becoming an RN.” 

• “My residents, being able to be a voice for them, compassion for my residents.” 

• “The elderly because I believe we make a difference. Our job is to help and care for 

them.”  

• “The staff and the residents.”  

• “I’ve always liked, loved [the] people I work with.”  
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Summary 

In summary, six participants participated in this quality improvement project. Half (50%) 

of the participants were aged 25-34 years, and 66.7% were single/never married and possessed a 

diploma or certificate. And 50%) of the participants worked at this facility for two to five years, 

and mostly as nursing assistants, 83%. In addition, 66.7% of the participants reported 0-1 sick 

call days in the past six months. After participating in the workshop, the nursing staff’s high 

level of compassion increased from 33% to 67%, and the low level of burnout and secondary 

traumatic stress increased from 17% to 50% and 33% to 67%. A large number (83%) of the 

nursing staff participated in reflective journaling after the workshop. Overall, the participants 

reported the workshop increased their level of knowledge for recognizing compassion fatigue at 

work and in their home life. The participants’ most challenging aspects of their work included 

lack of teamwork and the short amount of time to complete workload. 

DISCUSSION 

The purpose of this quality improvement project was to identify and educate the nursing 

staff at risk for compassion fatigue who work at a long-term care facility on the Navajo Nation. 

This project’s specific aims answered two questions: 1) What is the prevalence and severity of 

compassion fatigue among the nurses and nursing assistants at an LTC facility on the Navajo 

Nation? And 2) What is the effectiveness of a brief, educational intervention on compassion 

fatigue among the nurses and nursing assistants at an LTC facility on the Navajo Nation? 

Theoretical Framework and Results 

The Professional Quality of Life (ProQOL) conceptual model, a compassion-based 

theory model, provided the framework for this project. The ProQOL model was used to explore 
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the impact of compassion fatigue and compassion satisfaction among the nursing staff who were 

likely affected by compassion fatigue, which is comprised of burnout and secondary traumatic 

stress (Stamm, 2010). The ProQOL survey tool provided an assessment of each of these elements 

among participants. 

Sample Characteristics 

All six participants were Navajo females with an age distribution from 25 to 65 years old, 

with most of the participants aged 25-34 years. About 67% of the participants were single, never 

married, and possessed a diploma or certificate. Other participants (33%) were married, 

widowed, or separated. Over 80% of the participants were nursing assistants with only one 

licensed nurse participating in the project. As indicated earlier, there is over 60 clinical staff 

comprised of at least 50 NAs (81%) and over 12 licensed nurses (19%). The sample population 

closely resembles the total facility nursing staff, 83% of NAs versus 17%, a licensed nurse. Most 

of the participants worked 2-5 years but ranged from one year to more than 25 years. 

Furthermore, one nursing assistant participant worked at this facility for 16 to 20 years while 

another NA worked for more than 25 years. Among the total facility nursing staff, about five to 

10 nursing assistants and one licensed nurse has worked at this facility for more than 20 years. In 

LTC facilities, nursing assistants provide most of the direct care (Meyer et al., 2014; Squires et 

al., 2015). The ratio of this sample population, nursing assistants versus licensed nurses, is 

similar to other studies (Squires et al., 2015; Woodhead et al., 2016).  

Number of Sick Call Days 

Four out of six participants, 66.7% reported ‘0’ to ‘1’ sick call day in the past six months. 

Although the number sick call days in the past six-months were low (0 to 1 day), the Assistant 
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Director of Nursing reported there were higher frequencies of tardiness or requests for early 

leave from work (M. Jones, personal communication, August 1, 2019) According to Squires et 

al. (2015), dissatisfied nursing staff will commonly display signs of poor work ethics through 

tardiness and occurrences of unscheduled days off. The increased number of tardiness or early 

leave may affect the workplace environment by increasing job stress. Increased job stress further 

impacts the quality of care given to the residents and staff turnover (Liang et al., 2014).  

Number of Job Changes Within this Facility 

The number of job changes within this facility varied from ‘0’ to ‘3’ times. After 

speaking with the ADON (M. Jones, personal communication, August 9, 2019), she explained 

nursing assistants would switch from the role of a certified nursing assistant to a unit aide to 

lessen the workload due to pregnancy or personal or work-related injury. In addition, a CNA 

may be demoted to a UA due to a decrease in work performance or safety concerns with 

residential care. Next, a CNA may be promoted to a medical assistant, after orientation and 

completion of certification, which further contributes to job changes within this facility. Lastly, 

some of the nursing staff will matriculate from a nursing assistant to a licensed nurse, which 

positively contributes to job changes within this facility. Therefore, interpretation of job changes 

was difficult given both positive and negative causes. 

Number of Job Changes Outside of this Facility 

The participants’ number of job changes outside of this facility were generally disbursed 

over ‘0’ to ‘4’ or more times. The ADON explained the nursing staff would either move away 

from the Navajo Nation to an urban area for more job opportunities and increased pay; however, 

some nursing staff will return to the Navajo Nation to be closer to their extended family or to 
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reduce their cost of living (M. Jones, personal communication, August 9, 2019). Meyer et al. 

(2014) stated in rural areas, CNA turnover and shortage are impacted by low population density, 

increased levels of poverty, underinsured/uninsured individuals, and lack of transportation. 

These job changes are consistent with what may be expected, given the rural location of this site. 

Senior Staff and Cultural Nuances 

A unique feature among the nursing staff at this site is at least five to 10 of the 

approximately 60 current nursing staff have worked at this facility for more than 20 to 40 or 

more years, based on personal observation and supported by this project’s findings. A common 

reason for longevity reported by participants was, “I love taking care of the grandmas and 

grandpas.” Other reasons for the longevity of nursing staff include the rural location, and the 

nursing home is the only LTC facility in the Navajo Nation. 

The Navajo population is a culturally enriched, matriarchal-driven society that is evident 

in the nursing care of residents at this facility. Residents living at a long-term facility on the 

Navajo Nation are primarily Navajo speaking, traditional, and revered as elders of the 

community. Therefore, senior nursing staff and most employees demonstrate a willingness to 

devote their careers to care for the residents.  

Prevalence and Severity of Compassion Satisfaction, Burnout and Secondary Traumatic 

Stress 

Score Conversion of Mean Pre-Intervention Raw Scores 

Six participants completed both the pre-intervention and post-intervention ProQOL 

surveys. Pre-intervention survey scores provided baseline scores/prevalence for the current level 

of compassion satisfaction, burnout, and secondary traumatic stress. The mean score for 
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compassion satisfaction was 38.8 with a score conversion indicating an average level for 

compassion satisfaction. Likewise, the mean score for burnout and secondary traumatic stress 

was 26.0 and 23.8 indicating an average level for burnout and secondary traumatic stress. At 

baseline, the participants’ average level for CS is supported by number of years worked at this 

facility, 2 to 5 years. Other positive aspects likely contributing to an average level of CS include 

positive interactions with coworkers and residents. Based on written feedback, contributory 

factors for an average level of burnout stemmed from challenges of workload, teamwork, and 

lack of time to complete resident care. According to a study in Taiwan, nursing assistants who 

performed more face-to-face contact experienced a higher level of job stress due to anxiety, 

increased workload, and lack of teamwork (Liang et al., 2014). 

Individuals exposed to traumatic, stressful events may experience STS, thus putting one 

at risk for CF (Stamm, 2010). In LTC facilities, nursing staff caring for older adults are often 

subjected to sorrow and loss (Kolthoff & Hickman, 2017). Through personal observation, it is 

evident the nursing staff (especially senior staff) develop close relationships with the residents, 

regarding them as elders. Thus, after the death of a resident, staff members may experience some 

level of STS.  

Score Conversion of Mean Post-Intervention Raw Scores 

After the intervention, the mean score of compassion satisfaction improved to 42.7, 

indicating a high level of compassion satisfaction. The improvement from an average level to a 

high level of CS is likely due to the effectiveness of the educational workshop by developing a 

clearer understanding of CS and CF. Stamm (2010) reported individuals scoring higher in CS 

experienced an increase level of satisfaction related to their capacity to an effective caregiver.  
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Both BO and STS decreased from average levels to low levels of 22.8 and 21.5. Stamm (2010) 

explained burnout typically has a slow onset caused by exposure to increased workload or lack 

of teamwork. Stamm further indicated a low level for BO reflects the individual’s positive 

feelings about work performed. Lastly, STS typically occurs acutely and triggered by a traumatic 

event, unlike the slow onset of BO (Stamm, 2010). According to Steinheiser (2018), nurses who 

work in older adults will experience burnout but may not experience STS. Additional studies 

among LTC nursing staff may help to determine the occurrence of STS.  

Baseline and Effectiveness of Educational Intervention Workshop 

Baseline 

At baseline, five individuals were at average risk for BO and four individuals at average 

risk for STS. As a result, five of six participants were at average risk for compassion fatigue. One 

participant indicated she was not aware that she was experiencing compassion fatigue until she 

learned about the symptoms in the workshop. Based on the evaluation feedback, all the 

participants reported increased knowledge about CF with an overall average of 4.83 on a scale of 

1 to 5, with five being the best. Participants commented the most challenging aspects of their 

work included teamwork, “not enough time to complete the job,” and workload.  

Effectiveness of the Educational Intervention Workshop 

After the workshop, three individuals were at a lower risk for BO, while three individuals 

remained at average risk. For STS, only two individuals remained at average risk, while four 

individuals were now at a lower risk for STS. Five of the participants reported the workshop 

helped them learn how to prevent or overcome CF with an overall average of 4.33 on a scale of 

‘1’ to ‘5,’ with five being the highest. For reflective journaling, five of six participants wrote in 



 

 

 

 

51 

their journals identifying possible triggers for CF. However, the average response from the 

evaluation workshop survey indicated the need for additional education focusing on identifying 

strategies to prevent or overcome CF. Therefore, a positive work environment should be 

enhanced by educational resources and training focused on compassion fatigue (Coetzee & 

Laschinger, 2017).  

Strengths and Limitations 

The strengths of this project provided additional data among nursing staff working at an 

LTC facility located in a rural population and revealed that LTC nursing staff also experience 

levels of burnout due to workload, lack of teamwork, or lack of time to complete tasks for 

resident care. Also, there was a 100% response rate of pre-intervention to post-intervention 

surveys (n=6). The written feedback provided additional, unsolicited information on identifying 

workplace challenges and motivational reasons for continuing to work at this facility. One 

participant verbally commented that most Navajo nursing staff would stay at this facility to care 

for the “grandmas and grandpas out of respect for the Navajo elders.” 

The limitations of this study were small sample size, not generalizable to the general 

population, and not providing additional opportunities to reach nursing staff working opposite 

shifts from the workshop scheduled. With over 60 clinical staff, only 10% of the clinical staff 

participated in this quality improvement project. The results of the project did not fully include 

other senior nurses who worked over 20 to 45 years and newly licensed nursing staff. The results 

are not generalizable to other populations, given 100% of the participants were Navajo females. 

The design of this project was to provide only one educational workshop; however, some of the 
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nursing staff working alternative days were not able to participate in the study due to remote 

traveling or inability to leave the unit to participate in the project. 

Recommendations for Nursing 

Based on the prevalence of burnout, a component of compassion fatigue, early screening 

for CF will help with early identification and intervention, thus reducing the likelihood of staff 

turnover and job dissatisfaction (Kolthoff & Hickman, 2017). Kolthoff and Hickman further 

recommended the need to provide proactive support versus responding after a crisis event (e.g., 

staff shortage caused by job abandonment or turnover). Development and implementation of a 

compassion fatigue resiliency program will help LTC nursing staff better understand CF, 

recognize the symptoms, and apply resiliency strategies. Once the program is in place, the 

nursing administrative team can routinely screen the nursing staff for CF and intervene 

proactively (2017). 

Given the unique culture of a predominantly Navajo population, it would be 

advantageous to partner with the health promotions department at Indian Health Service (IHS). 

Partnering with a health promotion program will provide an additional opportunity to lessen the 

psychosocial challenges experienced by the LTC nursing staff (Liang et al., 2014). 

Implications for Nursing 

The findings from this project revealed the nursing staff likely experienced compassion 

fatigue, indicating the need for continued education and intervention. The implications drawn 

from this project indicate that the workload, lack of teamwork, and limited amount of time to 

complete tasks affecting the quality of care provided by nursing leading to staff turnover and 

burnout. Residents currently receive their primary care at Indian Health Service, which is nearby 
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this facility. This facility does not have an in-house provider; therefore, recommendations for the 

advanced practice nurse do not currently apply. In the future, the chief executive officer may 

consider hiring an in-house provider (physician or nurse practitioner) – if the budget allows the 

opportunity. 

Dissemination 

This investigator presented the findings to the chief executive officer and nursing 

administrative team of this facility. Dissemination of information included an executive 

summary of the findings and evidence-based recommendations, as previously discussed. Also, 

the Navajo Nation Human Research Review Board was provided a copy of the executive 

summary with findings and recommendations for filing purposes of projects conducted on the 

Navajo Nation. Lastly, additional workshops on compassion fatigue will be presented at a future 

nursing staff meeting at this facility  

Conclusion 

After participating in the educational workshop on recognition and prevention of 

compassion fatigue, the findings revealed the six participants experienced an average level of 

burnout with a low level of secondary traumatic stress and an increasingly high level of 

compassion satisfaction. Since burnout is one of the components of compassion fatigue, one can 

ascertain the nursing staff likely experience compassion fatigue. Initially, the participants 

reported an average level of compassion satisfaction, but after participating in an educational 

workshop, participants reported an increased knowledge in recognizing symptoms of compassion 

fatigue. Post-evaluation survey responses revealed the need to better focus on identifying 

strategies to prevent or overcome compassion fatigue. Participants’ common reasons for 
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workplace struggle included the amount of workload, lack of time to complete resident care, and 

lack of teamwork. Motivational factors identified by the participants included caring for the 

elderly and having compassion for the resident. One participant reported, “My residents [keep 

me going and], being able to be a voice for them…” 

 



 

 

 

 

55 

APPENDIX A: 

PERMISSION TO USE THE PROQOL 
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Permission to Use the ProQOL 

Thank you for your interest in using the Professional Quality of Life Measure (ProQOL). 

Please share the following information with us to obtain permission to use the measure: 

Please provide your contact information:  

Email Address: tdempsey@email.arizona.edu 

Name: Tanya Dempsey 

Organization Name, if applicable: University of Arizona College of Nursing  

Country: United States 

Please tell us briefly about your project: 

Title: Compassion Fatigue Among Nurses and Nursing Assistants at a Long-Term Care 

Facility on the Navajo Nation. This writer utilized the contents addressing compassion 

fatigue to screen for CF among the nursing staff and to determine the prevalence and 

severity of CF among the nursing staff. 

What is the population you will be using the ProQOL with? 

Primarily Native American nursing staff working at a long-term care facility in the 

Southwest region of the US. 

 

In what language/s do you plan to use the ProQOL? 

English 

 

The ProQOL measure may be freely copied and used, without individualized permission 

from the ProQOL office, as long as: 

You credit The Center for Victims of Torture and provide a link to www.ProQOL.org; It 

is not sold; and 

No changes are made, other than creating or using a translation, and/or replacing 

"[helper]" with a more specific term such as "nurse." 

 

Note that the following situations are acceptable: 

You can reformat the ProQOL, including putting it in a virtual format 

You can use the ProQOL as part of work you are paid to do, such as at a training: you just 

cannot sell the measure itself 

 

Does your use of the ProQOL abide by the three criteria listed above? (If yes, you are free to 

use the ProQOL immediately upon submitting this form. If not, the ProQOL office will be in 

contact in order to establish your permission to use the measure.) 

Yes 

 

mailto:tdempsey@email.arizona.edu
http://www.proqol.org/
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APPENDIX B: 

SITE APPROVAL FROM CHIEF EXECUTIVE OFFICER 
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APPENDIX C: 

NAVAJO NATION HUMAN RESEARCH REVIEW BOARD APPROVAL 
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APPENDIX D: 

OUTLINE OF CONTENT AND INTERVENTION, GROUND RULES AND OUTLINE OF 

POWERPOINT PRESENTATION 
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Outline of Content and Intervention 

What? 

• A quality improvement project that will screen for compassion fatigue (CF) among nurses 

and nursing assistants 

• Includes an educational 1-hour workshop to educate the staff about CF, risk factors, and 

way to prevent CF 

When? 

• Project invitation will be introduced at monthly staff meeting  

• Workshop to occur 1 week after monthly staff meeting 

Why is it important? 

• Nursing home nursing staff commonly experience CF, burnout, or secondary traumatic 

stress leading to stressful work environments, increase in patient workload, and staff 

turnover 

• Recognizing CF can provide positive changes while improving the workplace environment 

and reducing staff turnover 

Strategies to manage/prevent? 

• Will discuss prevention and management techniques such as educational literature that 

provides tips on how to overcome CF 

• Reflective journaling for 1 week after workshop that will help the participant to write about 

triggers for CF 

Workshop Day: 

• Review of Disclosure Form 

• Review of Ground Rules for workshop 

• Demographic and Workplace Characteristics (part of pre-survey) 

• Pre-Survey: Compassion Satisfaction and Compassion Fatigue (ProQOL) Version 5 

(2009). Collected before the end of workshop.  

• 1-hour workshop on compassion fatigue 

• Educational literature on compassion fatigue given during workshop 

• Instructions on journaling (may use own materials, such as journal, online document, or 

paper). Encouraged to write 3-4 entries over one-week post-workshop.  

• Hand out post-survey (to be completed 7-14 days post-workshop) 

 

Post-Workshop: 

• Day 5: paper reminder #1 for post-survey 

• Day 11: paper reminder #2 

• Day 14: data collection closes
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GROUND RULES 

 

All participants will agree to: 

• maintain confidentiality of discussions shared willingly among this group, 

• allow one person to speak at a time, 

• silence cell phones during the workshop or, if necessary, address phone away from the 

workshop, and  

• avoid side conversations to allow full participation in the workshop.  

 

OUTINE OF POWERPOINT PRESENTATION 

• Objectives 

• Ground Rules 

• Introduction of Pre-Intervention Survey and ProQOL Survey 

• Vocabulary: Compassion Satisfaction, Compassion Fatigue, and Work-Related Traumatic 

Stress 

• Professional Quality of Life: Compassion Satisfaction (CS) versus Compassion Fatigue (CF) 

• Figure: CS-CF Model 

• Compassion Satisfaction: Aspects and Related To… 

• Compassion Fatigue: Aspects and Related To… 

• Burnout and Secondary Traumatic Stress: Co-Travelers 

• Relationships are Complex 

• Complex Relationships (Diagram) 

• Measuring CS & CF: The Professional Quality of Life Scale (ProQOL) 

• Well Established Scale 

• Easy to Use and Score 

• Not a Medical Test 

• People Bring Themselves 

• Interpreting Scores 

• Resiliency Plan 

• Reflective Journaling: Self-Evaluation 

• Additional Resources 

• References 
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APPENDIX E: 

PRE- AND POST-INTERVENTION SURVEY 
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Pre-Intervention Survey 

Demographic and Workplace Characteristics 

 
Age: 

 18-24 years old 

 25-34 years old 

 35-44 years old 

 45-54 years old 

 55-64 years old 

 65 years or older 

Marital Status: 

 Single, never married 

 Married or domestic partnership 

 Widowed, Divorced, Separated 

Level of Education: 

 Diploma or certificate 

 Associate degree 

 Bachelor’s degree or higher 

Years working at this facility: 

 0-1 year 

 2-5 years 

 6-10 years 

 11-15 years 

 16-20 years 

 21-25 years 

 More than 25 years 

Current position: 

 Nursing assistant (e.g., CNA, MA, UA) 

 Licensed nurse (e.g., LPN, RN) 

For nursing assistants, years of experience: 

 0-1 year 

 2-5 years 

 6-10 years 

 11-15 years 

 16-20 years 

 21-25 years 

For licensed nurses, years of experience:  

 0-1 year 

 2-5 years 

 6-10 years 

 11-15 years 

 16-20 years 

 21-25 years 

 More than 25 years 

Number of sick call days in previous 6 

months: 

 0-1 sick days 

 1-5 sick days 

 6-10 sick days 

 More than 10 sick days 

Number of job changes within this facility in 

the last 5 years: 

 None 

 1 

 2 

 3 

 4 or more 

Number of job changes outside this facility in 

the last 5 years:  

 None 

 1 

 2 

 3 

 4 or more 
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Post-Intervention: Evaluation Questions 

 
1. Rate the overall quality and usefulness of the workshop format and the interventions provided in 

this session (rank from 1 to 5, with 5 being the best).  

 1 (worse) 2 3 (average) 4 5 (best) 

Overall format □ □ □ □ □ 

Presentation □ □ □ □ □ 

Well organized □ □ □ □ □ 
Literature provided □ □ □ □ □ 

 

2. Please rate the Primary Investigator’s presentation ranked from 1 to 5 (with 5 being the best).  

 1 (worse) 2 3 (average) 4 5 (best) 

Overall content □ □ □ □ □ 

Informative □ □ □ □ □ 

Identified compassion fatigue & 

complications □ □ □ □ □ 

Identified strategies to prevent or 

overcome compassion fatigue □ □ □ □ □ 
 

3. Rate how the workshop affected your learning of compassion fatigue:  

 1 (worse) 2 3 (average) 4 5 (best) 

Workshop increased my knowledge 

about compassion fatigue □ □ □ □ □ 

Workshop helped me to learn how to 

prevent or overcome CF □ □ □ □ □ 

 

What did you learn about yourself after attending workshop on compassion fatigue? 

 

 

Was this workshop helpful in identifying area(s) you may struggle with at work?  

 

 

What is most challenging about your work?  

 

 

What keeps you going in your current position? 

 

Journaling: 

Did you do any journaling? ________ 

If so, what is the number of journal entries? ________ 
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APPENDIX F: 

PROFESSIONAL QUALITY OF LIFE (PROQOL) SURVEY TOOL 
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Compassion Satisfaction and Compassion Fatigue (ProQOL) Version 5 (2009) 

 

When you [help] people you have direct contact with their lives. As you may have found, your 

compassion for those you [help] can affect you in positive and negative ways. Below are some questions 

about your experiences, both positive and negative, as a [helper]. Consider each of the following 

questions about you and your current work situation. Select the number that honestly reflects how 

frequently you experienced these things in the last 30 days.  

1 = Never 2 = Rarely 3 = Sometimes 4 = Often 5 = Very Often 

____ 1. I am happy. 

____ 2. I am preoccupied with more than one person I [help]. 

____ 3. I get satisfaction from being able to [help] people. 

____ 4. I feel connected to others. 

____ 5. I jump or am startled by unexpected sounds. 

____ 6. I feel invigorated after working with those I [help]. 

____ 7. I find it difficult to separate my personal life from my life as a [helper]. 

____ 8. I am not as productive at work because I am losing sleep over traumatic experiences of a person I 

[help]. 

____ 9. I think that I might have been affected by the traumatic stress of those I [help]. 

____ 10. I feel trapped by my job as a [helper]. 

____ 11. Because of my [helping], I have felt “on edge” about various things. 

____ 12. I like my work as a [helper]. 

____ 13. I feel depressed because of the traumatic experiences of the people I [help]. 

____ 14. I feel as though I am experiencing the trauma of someone I have [helped]. 

____ 15. I have beliefs that sustain me. 

____ 16. I am pleased with how I am able to keep up with [helping] techniques and protocols. 

____ 17. I am the person I always wanted to be. 

____ 18. My work makes me feel satisfied. 

____ 19. I feel worn out because of my work as a [helper]. 

____ 20. I have happy thoughts and feelings about those I [help] and how I could help them. 

____ 21. I feel overwhelmed because my case [work] load seems endless. 

____ 22. I believe I can make a difference through my work. 

____ 23. I avoid certain activities or situations because they remind me of frightening experiences of the 

people I [help]. 

____ 24. I am proud of what I can do to [help]. 

____ 25. As a result of my [helping], I have intrusive, frightening thoughts. 

____ 26. I feel “bogged down” by the system. 

____ 27. I have thoughts that I am a “success” as a [helper]. 

____ 28. I can’t recall important parts of my work with trauma victims. 

____ 29. I am a very caring person. 

____ 30. I am happy that I chose to do this work. 

 
© B. Hudnall Stamm, 2009. Professional Quality of Life: Compassion Satisfaction and Fatigue Version 5 (ProQOL). 

/www.Isu. Edu/~bhstamm or www.Proqol. Org. This test may be freely copied as long as (a) author is credited, (b) no changes 

are made, and (c) it is not sold.  
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APPENDIX G: 

PARTICIPANT DISCLOSURE 
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Compassion Fatigue Among Nurses and Nursing Assistants at a Long-Term Care Facility 

on the Navajo Nation 

 

Principal Investigator: Tanya Dempsey 

DISCLOSURE FORM 

 

Introduction 

My name is Tanya Dempsey, and I am a nurse and doctoral Nurse Practitioner student from the 

University of Arizona College of Nursing.  

 

Purpose of Project 

I am doing a project at this facility to help our nursing staff to learn about compassion fatigue 

and how to prevent or manage it to prevent burnout.  

 

Why are you being asked to participate? 

You are being invited to participate because you provide direct care to the residents at this long-

term care facility. Compassion fatigue is common among nursing staff. It can cause a person to 

feel stress, burnout, physically tired, or unhappy at work.  

 

Description of the project: 

Participation is completely voluntary, and confidential meaning supervisors will not be informed 

of who will participate in this project. The one-hour workshop will focus on learning about 

compassion fatigue, determine if you are at risk, and how to overcome compassion fatigue. If 

you choose to participate, you will be asked to complete a survey before and after the workshop. 

The surveys will take about 10-15 minutes to complete. After the workshop, you will be asked to 

keep a journal for one week to write about your experiences from work. You will not turn in the 

journals but will only provide the number of journal entries you write. The final survey will be 

collected 1-2 weeks after the workshop. The information collected from the surveys will help 

determine who is at risk for compassion fatigue and to see if the workshop will help individuals 

recognize compassion fatigue.  

 

Are there any risks? 

There are no risks with participation since the survey responses will be anonymous and only 

summary findings will be shared with your facility. No identifiable information will be collected. 

Participants can withdraw from the project at any time and supervisors will be not be informed of 

who participated in this project.  

 

This project was reviewed by the University of Arizona Institutional Review Board and the 

Navajo Nation Human Research Review Board to ensure participants are protected.  

What are the benefits? 

The benefits of the study will be to improve early recognition of compassion fatigue and learn 

how to prevent and treat the effects of compassion fatigue. The results of this study will help 

your administrative staff learn how prevalent this issue is at your facility and to help the 
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administrative staff to develop better strategies to support nursing staff with compassion fatigue 

and burnout prevention. Your facility may choose to provide future workshops or other activities 

to further address compassion fatigue, burnout, job dissatisfaction, and staff turnover. 

Recommendations will be made after the conclusion of this QI project.  

 

The study is voluntary 

You may decide not to participate or stop participating at any time. By completing the surveys or 

attending the workshop, you are consenting (agreeing) to participate.  

 

For any questions, please contact Tanya Dempsey, DNP-S, BSN, RN at (928) 362-2192 or via 

email at tdempsey@email.arizona.edu.  
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APPENDIX H: 

INVITATION TO WORKSHOP 
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Invitation to 

COMPASSION FATIGUE WORKSHOP 

 

Who:  Licensed Nurses, Certified Nursing Assistants, Medical Assistants, and Unit Aides 

  Open to 5 to 25 participants 

 

What:  Opportunity to learn about compassion fatigue and be a part of quality improvement 

workshop 

 

When: To be announced (likely the following Monday after the general staff meeting) 

 

Where: Conference Room  

 

Why? Compassion fatigue can affect a health care worker’s mentality, job performance, and 

workplace satisfaction. Recognizing the risks can help you prevent the onset of compassion 

fatigue.  

 



 

 

 

 

77 

APPENDIX I: 

PAPER REMINDER 
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Reminder 

 

Dear Participant,  

 

I hope you had the opportunity to write in your journal over the past week, and hopefully, you 

are now more familiar with recognizing the early signs and symptoms of compassion fatigue.  

 

If you have not completed your post-intervention evaluation, this is a reminder to encourage you 

to complete your evaluation by (specified date and time). Place the completed evaluation form in 

the manila envelope placed at the nurse’s station. Remember, do not write your name of the 

evaluation; your responses are completely anonymous.  

 

Thank you for completing the evaluation and participating in the compassion fatigue workshop.  

 

Regards, 

Tanya Dempsey DNP-S, BSN, RN 

Principal Investigator 
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APPENDIX J: 

THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD APPROVAL 

LETTER 
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APPENDIX K: 

EVIDENCE TABLE 
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EVIDENCE TABLE 

Project Questions:  

1. What is the prevalence and severity of compassion fatigue among licensed nurses, certified nursing assistants (CNAs), medical 

assistants (MAs), and unit aides (UAs) at a rural, southwest LTC facility? 

2. What is the effectiveness of a brief, educational intervention on compassion fatigue among licensed nurses, CNAs, MAs, and UAs 

at a rural, southwest LTC facility?  

 

Author / 

Article 

Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 
Design Sample (N) 

Data Collection 

(Instruments/tools) 
Findings 

Ames et al. 

(2017) 

 

Research question: 

Interventions to 

reduce compassion 

fatigue (CF) & 

increase compassion 

satisfaction (CS) in 

nurses 

 

Keywords used for 

search:  

Reward and 

recognition, 

mindfulness, 

mentoring, self-care, 

CF, secondary 

traumatic stress 

(STS), CS, 

professional quality of 

life, resilience, 

psychological capital, 

quantitative research 

and nurses 

None 

indicated 

Systematic Review 

-will review studies 

that compare CF/CS 

status-post 

management 

interventions for 

nurses (e.g., awareness 

or resiliency programs, 

mentorship programs, 

mindful-based stressed 

reduction, and 

reward/recognition 

programs  

Has yet to be 

determined with 

this in-progress 

study 

Databases: JBISRIR, 

Cochrane Library, 

MEDLINE, CINAHL, 

Google Scholar 

-will search for 

quantitative studies 

focused on interventions 

utilized with nurses in a 

clinical setting that 

decreased CF or 

increases CS 

-Search identified 

reports and articles, 

unpublished 

-Selected papers will be 

reviewed by a 

standardized critical 

appraisal instrument, 

Joanna Briggs Institute 

Meta-Analysis of 

Statistics Assessment 

and Review Instrument 

(JBI-MAStARI) 

Initial literature review:  

-5 systematic reviews and 

1 systematic review 

protocol on CF 

-Literature review found 

none addressed CS alone 

-Findings led authors to 

focus on conducting a 

systematic review on 

strategies that directly 

have an impact on 

reducing CF and 

increasing CS across all 

nursing specialties, which 

will form the best practice 

guidelines for nurse 

leaders 

 

Goal:  

-Effect sizes in odds ratio, 

weighted mean 

differences, and 95% 

confidence intervals will 

be calculated for analysis 
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Author / 
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Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 
Design Sample (N) 

Data Collection 

(Instruments/tools) 
Findings 

-Will assess for 

heterogeneity with 

standard Chi-square 

-Will provide narrative 

findings when statistical 

pooling is not feasible 

 

Kolthoff et 

al. (2017) 

 

Key Variables, 

Hypothesis, 

Research Question 

1. Determine the 

prevalence of CF, 

BO, and CS among 

nurses who care for 

the “high needs of 

older adults” 

2. Assess the 

connection between 

CF, BO, and CS 

and the years of 

nursing experience 

 

Hypothesis: 

Inexperienced nurses 

who provide high care 

needs for older adults 

experience increased 

levels of CF and BO 

versus experienced 

nurses with greater 

than 1-year geriatric 

nursing care 

Goal: fill the gap in 

Theoretical 

Framework: 

None 

indicated 

Design: 

(Quantitative)  

Exploratory 

descriptive study 

Sample: 

N = 42 

Inclusion criteria: 

full-time or part-

time nursing 

employment on a 

geriatric unit; 

provide direct 

patient care; be 

primarily employed 

on geriatric unit 

 

 

Middle 

management nurses 

(e.g., charge nurses, 

patient care 

coordinators) also 

encouraged to 

participate in study 

 

Exclusion: senior 

management 

Data Collection 

(Instruments/tools): 

-General 

sociodemographics of 

gender, ethnicity, race, 

age, highest degree 

obtained, work 

responsibility, and years 

of experience 

 

<1yr nursing experience:  

“inexperienced” 

>1yr nursing experience: 

“experienced” 

 

Tool: 

Professional Quality of 

Life 5 Scale – (ProQOL) 

that measures situations 

they experienced over 30 

days (i.e., CF, 

professional BO, CS). 

Likert scale ranges from 

1 (never) to 5 (often). 

Subscale total score: ≥22 

=low; 23-41 =average; 

Findings: 

-42/50 surveys were 

collected 

-37/42 (88%) were 

experienced 

-5/42 (12%) were 

inexperienced 

-significant difference in 

CF between 

inexperienced nurses 

(mean score ≈29.0, SD 

=9.8) versus experienced 

nurses (mean ≈22.0, SD 

4.7) (t=2.9, p<0.01) 

 

-significant difference in 

BO between 

inexperienced nurses 

(mean ≈32.0, SD 7.6) 

versus experienced nurses 

(mean ≈26.0, SD 5.4) 

(t=2.45, p <0.05) 

 

-No significant difference 

in CS between 

inexperienced (mean 
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Author / 

Article 
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phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 
Design Sample (N) 

Data Collection 

(Instruments/tools) 
Findings 

literature by providing 

information about 

factors that contribute 

to CF among nurses 

caring for geriatric 

patients 

 

Variables: 

Age, highest level of 

nursing education, 

years of nursing 

experience, gender, 

number of hours 

worked weekly in a 

geriatric unit, number 

of hours worked 

outside of geriatric 

unit, primary position, 

preceptor, ethnicity, 

race 

≥42 =high =37.0, SD =5.5) versus 

experienced nurses (mean 

=38.0, SD =4.6) 

 

Nurses with fewer years 

of nursing experience on a 

geriatric unit had 

increased levels of CF and 

BO versus more 

experienced nurses who 

have worked there >1 

year 

 

Limitations:  

-Number of inexperienced 

nurses was low in overall 

sample size 

-study conducted at a 

facility achieving Magnet 

status, not generalizable 

-Lack of diverse 

population, not 

generalizable 

-Measured CF, BO, CS at 

one point in time, no 

follow-up. Perceptions 

likely changed over time. 

 

Liang et al. 

(2014) 

 

Quan: Key Variables 

Hypothesis 

Research Question 

Evaluate the presence 

of job stressors among 

Theoretical 

Framework: 

Referenced 

Karasek’s 

model 

Design: 

(Quantitative) 

Cross-sectional study 

Sample (N) 

N=443 female NAs 

 

-Mean age =43.1 

years 

Data Collection 

(Instruments/tools) 

Questionnaire with 

background questions 

about job stressors 

Findings 

-Bivariate analysis 

revealed psychological 

demand, education, NA 

experience, work shift had 



 

 

 

 

85 

Author / 

Article 

Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 
Design Sample (N) 

Data Collection 

(Instruments/tools) 
Findings 

female nursing 

assistants (NAs) 

employed at long-

term care (LTC) 

facilities in Taiwan  

 

Examine the 

relationship between 

job stressors and 

health-related quality 

of life 

 

Hypothesis:  

Job stressors will be 

present and will be 

associated with 

reduced health-related 

quality of life. Chosen 

factors may lessen 

assumed effects of job 

stressors. 

 

Variables: 

Independent variables: 

Job stressors (e.g., job 

control, psychological 

demands, and work-

related social support) 

 

Descriptive variables: 

-Characteristics: age, 

nationality, 

educational level, 

-82% were native 

Taiwan, 

-18% were foreign,  

≈60% possessed 

had a senior high 

degree,  

≈63% marriage rate, 

-Earned US $670-

1000 monthly, 

≈10% had 1 

preschool-aged 

child, 

≈180 (40%) NAs 

had a government-

issued license 

-mean length of 

employment at 

current facility, 4.2 

years 

-mean years of 

experience for NAs, 

6.1 years 

-15% of NAs were 

in managerial 

positions 

-88% of NAs were 

employed full-time 

at LTC facilities 

-Percentage of 

working 8hrs or 12 

hours were the same  

-resident to NA 

ratio, 10:1 

 

SF-12: measured health-

related quality of life 

that measures physical 

component summary 

(PCS) and mental 

component summary 

(MCS) scores. Scores 

range from 0 to 100, 

zero being the lowest 

level of health-related 

quality of life versus 100 

being the highest level.  

 

Job stressor evaluation: 

used Karasek’s job 

content questionnaire 

(C-JCQ) to evaluate job 

control, psychological 

demands, and work-

related social support 

 

Trained interpreters 

provided for face-to-face 

questionnaire collection 

significant impact on 

physical component 

summary (PCS) score 

-job control, 

psychological demands, 

work-related social 

support, age, monthly 

salary, ownership and 

institution size were 

significantly associated 

with MCS score 

-Empirical results reveal 

NAs with higher scores in 

job control and work-

related social support 

enjoyed better mental 

health, as revealed by 

higher MCS scores 

-NAs with higher PCS 

scorers often had worse 

overall health, as revealed 

by lower PCS and MCS 

scores 

-the authors 

recommended reducing 

the selected job stressors 

and enhance job control to 

improve the NA’s health-

related quality of life 

 

Limitations: 

-Causality and temporal 

ordering cannot be 
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Author / 
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Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 
Design Sample (N) 

Data Collection 

(Instruments/tools) 
Findings 

marital status, 

monthly salary, 

number of preschool 

children < 6years old, 

possession of a 

government-issued 

license, length of 

employment at 

facility, work 

experience as an NA, 

management position, 

contract type, work 

shift, and care load 

-Institution: institution 

type, ownership, 

institution size  

 

inferred due to cross-

sectional data 

-Recommend a 

longitudinal study to 

examine long-term effects 

of stress and its 

relationship to health-

related quality of life 

-self reports of job stress 

exposure and health-

related quality of life 

 

Meyer et al. 

(2014) 

 

Quan: Key Variables 

Hypothesis 

Research Question 

1. Does the training 

site (facility or non-

facilities-based) 

affect retention? 

2. Does the training 

site affect training 

satisfaction? 

3. After training and 

during the first 12 

months, what is the 

CNA’s employment 

pattern? 

4. After leaving the 

Theoretical 

Framework 

None 

indicated 

Design: 

-Ex post facto (unable 

to use a treatment to 

cause the key 

independent variables, 

retention, and 

turnover)  

-studied the impact of 

a natural event after it 

happened leading to 

a… 

-panel study, 

longitudinal survey 

design following same 

participants 1-year 

later 

Sample (N) 

N=123 

Female, 90% 

Age: 

<30, 45% 

30-44, 31% 

45-64, 24% 

 

Marital status: 

Married/common 

law marriage, 48% 

 

Education: 

<12 years, 8% 

12 years, 52% 

Some college, 39% 

Data Collection 

(Instruments/tools) 

-CNAs surveyed 3 

times: at end of training, 

6-mth and 12-mth later 

(initial survey done in-

person, 2nd and 3rd via 

mailed survey) 

 

-PASW utilized for data 

analyses 

-Descriptive statistics 

characterize the sample 

-Inferential statistics 

utilized with a 0.05 level 

of significance 

Findings 

1. ≈66% of respondents 

trained in non-facility- 

based programs. Type 

of training was non-

significant to 

employment history, 

p>0.05. Both types of 

training resulted in 

same percentage of 

NAs employed at a 

LTC at 1-year, 52% 

(facility-based) versus 

54% (non-facilities-

based).  

2. NAs rated how well 
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Theoretical 

Framework 
Design Sample (N) 

Data Collection 

(Instruments/tools) 
Findings 

LTC facility, do 

CNAs return to the 

workforce? 

5. Those who leave 

the LTC, do they 

earn better wages 

and benefits 

elsewhere?  

6. What concerns or 

problems do CNAs 

find problematic in 

the LTC setting? 

 

Hypothesis: a linkage 

between training site 

and quality of training 

may link training sites 

to increased retention 

rates 

 

Key variables: 

Gender, age, marital 

status, education level 

 

Type of training: 

-facility-based  

-non-facility based 

 

Employment history: 

-Working in an LTC 

1-year later 

-Not working in an 

LTC 1-year later 

  

-Working in an 

LTC at 1-yr, n=66 

(54%) 

-Not working in 

LTC at 1-yr, n=38 

(31%) 

-Never worked in 

LTC, n=19 (15%) 

their training site 

prepared them to work 

at a LTC using a 5-

point Likert scale, 

higher values = greater 

satisfaction, Ps >0.05. 

Training satisfaction 

high among all NAs 

regardless of site 

trained at, mean score 

3.1 – 1.8 (SD 1.4 – 

0.44). Training 

satisfaction high for 

needed knowledge, 

safety issues and 

needed skills. 

Satisfaction lowest in 

daily pressures/ 

workload, death of 

resident/grief and 

emotional toll 

3. 82% of the CNAs 

employed in an LTC 

facility at 6-mths post 

training were still 

employed at 12-mths 

4. 60.5% of CNAs who 

worked in LTC at any 

time during the year 

after training, remained 

employed after leaving 

the LTC. More than 

50% remained in the 
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Author / 

Article 

Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 
Design Sample (N) 

Data Collection 

(Instruments/tools) 
Findings 

-Never worked in 

LTC 

healthcare setting.  

5. No significant 

differences in pay 

between working in an 

LTC versus employed 

elsewhere (mean 

=$9.22 compared to 

$9.26, SD $1.28 to 

$3.10), Ps >0.05. 

6. At 1 year, pay for 

CNAs who left the LTC 

facility was worse 

(58%) compared to 

those who remained at 

the LTC facility (25%). 

Problematic areas 

identified: ‘lack of 

respect/recognition’, 

‘workload’ and ‘too 

few advancement 

opportunities’ 

 

Limitations:  

-small sample size utilized 

for the longitudinal survey 

design 

-Participant attrition: very 

high 

-Study may not be 

generalizable since it was 

conducted in a rural area. 
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phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 
Design Sample (N) 

Data Collection 

(Instruments/tools) 
Findings 

Nolte et al. 

(2017) 

 

Qual: Concepts or 

phenomena 

Hypothesis 

Research Question 

-provide a systematic 

study on prevalence 

or extent of CF 

experienced by nurses 

-metasynthesis will 

provide information 

on evidence-based 

practice (EBP) 

 

Aim: Interpret the 

qualitative work 

focused on CF and 

provide a common 

understanding of CF 

that can be applied to 

nursing 

Theoretical 

Framework: 

Noblit and 

Hare’s meta-

ethnographic 

approach  

-primarily 

used for 

ethnographic 

studies but can 

be applied to 

interpretive 

studies 

Design: 

Metasynthesis 

Sample (N) 

N=9 articles with 

201 participants 

(from 12,08 articles 

found in all 

databases). 

-8 found in nursing 

journals, 1 in 

ethics/social work 

publication; studies 

done in Canada, 

US, and in 

Australia. – 

-Studies focused on 

nurses, their roles 

and various practice 

settings 

 

Inclusion criteria: 

-qualitative method 

-focused on CF 

-studied nurses 

were the population 

of interest 

 

Exclusion criteria: 

-all quantitative 

studies, reviews, 

concept analyses, 

dissertations and 

theses 

-Databases 

searched: Web of 

Data Collection 

(Instruments/tools): 

-searched through 

qualitative & mixed-

method studies from 

1992 through 2017 

(most recent time of 

article) 

 

-selected articles 

examined for quality 

using Joanna Briggs 

Institute Qualitative 

Assessment and Review 

Instrument (QARI) 

 

-QARI tool: contains 10 

questions about 

congruity 

 

All studies read by 

researchers of this study. 

Identified metaphors, 

concepts, relationships 

and themes then 

compared and contrasted 

to one another.  

Findings 

-Four central themes and 

5 subthemes identified. 

-physical symptoms; 

emotional symptoms of 

CF; factors that trigger 

CF; methods to overcome/ 

prevent CF 

 

-Physical symptom: ‘just 

plain worn (wrung) out’ 

-Emotional symptom: 

‘walking on a tight rope’ 

-Factors that trigger CF: 

workplace creates an 

‘unbearable weight on 

shoulders’ 

-methods to overcome/ 

prevent CF: coping 

mechanisms such as ‘who 

has my back?’ 

 

Limitations: 

-search did not include 

theses or dissertations, 

key works may have been 

missed 

-researchers were unable 

to access to individual 

research studies 

-Synthesis of studies 

performed by different 

investigators from those 
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Design Sample (N) 

Data Collection 

(Instruments/tools) 
Findings 

Science, CINAHL, 

PubMed, 

EMBASE, Google 

Scholar, and 

PsycInfo with terms 

“qualitative”, 

“nurses”, CF, STS, 

and “vicarious 

stress” 

 

 

doing the individual 

research report likely 

leading to different 

interpretations of findings 

-Studies found were 

conducted in 3 countries 

with limited information 

about culture 

-Metasynthesis utilized 

two independent methods 

for analysis, thematic or 

content. Themes and 

content may need to be 

further described resulting 

in less clarity and rigor.  

 

O’Mahoney 

et al. (2018) 

 

Quan: Key Variables 

Hypothesis 

Research Question 

Determine if 

personality traits such 

as neuroticism or 

agreeableness relate to 

CF (as a result of 

working in the field) 

 

Hypothesis: 

When emotional 

exhaustion increases, 

levels of 

agreeableness 

decreases leading to 

distress and social 

Theoretical 

Framework 

Conception 

model of 

compassion 

fatigue  

Design 

Quantitative study not 

defined by authors, but 

reported in discussion 

as cross-sectional 

study  

Sample (N) 

N=66, 

recruited from 70 

professionals 

participating in a 

continuing 

education program 

on palliative 

medicine 

 

Participants: 

physicians, nurses, 

chaplains, social 

workers, and others 

working in 

palliative medicine 

-83% female 

Data Collection 

(Instruments/tools) 

-Pre-participation survey 

collected at first. 

-Data collected and 

managed with the 

research electronic data 

capture (REDCap), a 

web-based application  

 

-participants completed 

validated measures of 

personality traits, CF, 

and work background 

 

-Measured participants 

profession and years of 

Findings 

-Participants reported 

high levels of CS (mean 

42.7, SD =4.2) and low 

levels of BO (mean =20.3, 

SD 4.2) and STS (mean 

20.7, SD 4.1).  

 

Providers who worked 

longer (over time) 

reported increased levels 

of satisfaction (r =0.35, P 

= .005) and lower levels 

BO (r = - 0.30, p = .015). 

-Chaplains reported lower 

levels of neuroticism 

(mean 6.9, SD 2.1) versus 
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Theoretical 

Framework 
Design Sample (N) 

Data Collection 

(Instruments/tools) 
Findings 

disengagement 

 

Study may help 

identify groups of 

vulnerable 

practitioners early on 

by 

 

1. Time spent in area 

of palliative 

medicine leads to 

increased levels of 

BO and STS, and 

lower levels of CS 

2. Agreeableness has a 

positive association 

with CS and 

negatively 

associated with BO 

and STS 

3. Neuroticism is 

negatively related 

to CS while 

positively related to 

BO STS 

 

Concepts measured: 

Professional 

background 

Personality traits 

Compassion fatigue 

 

 practice in reported area 

 

-Utilized the mini-

International Personality 

Item Pool (Mini-IPIP) 

which measures the Big-

Five personality traits 

that include 

agreeableness and 

neuroticism 

 

-CF, along with STS, 

BO, and CS, were 

measured by the 

Professional Quality of 

Life Scale version 5 

(ProQOL 5) 

 

Data analyzed with 

SPSS version 22 using 

descriptive statistics, 

Spearman correlations, 

multiple regression 

models 

 

social workers (mean 

11.6, SD 2.2, P< .01) and 

physicians (mean 10.3, 

SD 2.8, P < .05) 

-Neuroticism had strong 

association with STS and 

BO (Ps <0.001).  

-Agreeableness was 

significantly, strongly 

associated with CS 

(P<0.001).  

 

For palliative care 

professionals, 

agreeableness and 

neuroticism likely convey 

resilience and risk.  

 

Limitations:  

Further research required 

to determine if assessment 

of personality traits reveal 

providers at risk for 

adverse reaction to patient 

trauma 

-Limited sample size 

-Self-reported measures 

-at risk for social 

desirability and selection 

biases 
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Design Sample (N) 
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Findings 

Sheppard, 

K. (2015) 

 

Qual: Concepts or 

phenomena 

Hypothesis 

Research Question 

 

Concepts: 

-Compassion fatigue  

-Burnout 

-Secondary traumatic 

stress 

-Loss of compassion/ 

or satisfaction 

 

1. Define and clarify 

CF among RNs 

who worked at a 

level-1 trauma 

center 

2. Determine if 

student nurse 

practitioners 

(SNPs) experienced 

CF 

 

Theoretical 

Framework 

Compassion 

fatigue 

conceptual 

model using 

the 

Professional 

quality of life 

(ProQOL) that 

measures 

risk(s) of CF 

Design 

Concept development 

study that entailed 

theoretical, field and 

analytical phases: 

1. Literature review to 

create a definition of 

CF 

2. Qualitative 

phenomenological 

research that 

interviewed nurses 

about the definition 

of CF 

3. Thematic analysis 

 

Sample (N) 

N= 16 participants 

(all RNs who 

worked at a level 1 

trauma center) 

 

N= 59 SNPs (2nd 

year students) 

Data Collection 

(Instruments/tools) 

-Extensive literature 

review on conceptual 

model of CF, ProQOL 

 

-Qualitative interview 

asking, ‘what can you 

tell me about CF?’ 

-ProQOL measuring tool 

for measuring risk for 

CF 

Findings 

-Volunteers who 

experienced BO did not 

attribute BO as a 

contributing factor to their 

CF 

-Shared experiences and 

emotions revealed during 

interview did not fit with 

Stamm’s ProQOL 

conceptual model 

 

Four themes revealed: 

1. Life is unfair 

2. Endless suffering 

3. Unable to let go 

4. Wanting support, but 

pushing away 

 

BO was not a significant 

factor in the evolvement 

of CF.  

 

Current, existing 

conceptual model of CF 

did not represent CF 

among nurses 

 

The term CF was 

perceived as stigmatizing 

and if one accepted the 

label, the participant 

feared his/her 
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Framework 
Design Sample (N) 

Data Collection 

(Instruments/tools) 
Findings 

employment would be 

compromised.  

 

Among SNPs: 

-81% experienced 

moderate to high levels of 

BO.  

-74% had moderate to 

high levels of STS 

-71% had moderate to 

high levels of CS 

-Dr. Sheppard’s study on 

SNPs revealed the current 

ProQOL model was 

insufficient in capturing 

all relevant experiences of 

CF. 

 

Sinclair et 

al. (2017) 

 

Qual: Concepts or 

phenomena 

Hypothesis 

Research Question 

CF lacks conceptual 

foundation, cannot be 

empirically validated 

or measured, and is a 

euphemism for 

defining occupational 

stresses that is 

characteristic of 

healthcare providers  

 

Objectives: 

Theoretical 

Framework 

Critiqued 

documents on 

CF by 

principles of 

pragmatism, 

pluralism, 

historicity, 

contestation, 

reflexivity, 

and peer 

review 

Design 

Meta-narrative review 

based on the Realist 

and Meta-narrative 

Evidence Syntheses: 

Evolving Standards 

(RAMESES) 

 

1. Planning phase 

2. Search phase 

3. Mapping phase 

4. Appraisal phase 

5. Synthesis phase 

6. Recommendation 

phase 

Sample (N) 

N=90 documents 

-31 observational 

studies, 

-11 experimental 

studies, 

13 qualitative 

studies,  

-4 concept analyses, 

-remainder were 

theoretical 

documents 

 

Conducted in 12 

countries including 

Data Collection 

(Instruments/tools) 

Databases searched: 

PubMed, Medline, 

CINAHL, and 

PsycINFO from 1980-

2016, for the term 

“compassion fatigue” 

 

Review methods and 

mapping criteria:  

1. Definition 

2. Conceptual analyses 

3. Signs and symptoms 

4. Measures 

Findings 

-In 1992, Joinson created 

the term CF 

-In 1995, Charles Figley 

adopted the term CF and 

associated it with 

psychotherapists 

 

Findings identified that 

physical, emotional, 

social, and spiritual health 

of healthcare providers is 

impacted by stress related 

to their work which may 

affect the delivery of 
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Design Sample (N) 

Data Collection 

(Instruments/tools) 
Findings 

1. Perform a meta-

narrative review 

that includes 

identification, 

conceptualization, 

measurement and 

management of CF 

among healthcare 

providers 

2. Determine the 

validity of CF “as a 

construct of 

scientific inquiry 

and as a descriptor 

of the work-related 

stress faced by 

healthcare 

providers” (p. 10) 

 

Search terms: 

CF, nurses, 

physicians, 

counselors, 

emergency, definition, 

concept, symptoms, 

measure, intervention 

 

 the US 

 

Providers: nurses 

(especially specialty 

nurses), student 

midwives, ER 

medicine resident 

physicians, ER 

medicine 

consultants, 

audiology 

practitioners, 

genetic counselors, 

and palliative care 

professionals 

 

Inclusion criteria: 

-empirical/ 

theoretical studies, 

documents focused 

on CF, 

-studies/ documents 

conducted within 

healthcare setting 

 

Exclusion criteria: 

-Focused on terms 

BO, STS, vicarious 

trauma; 

-documents that 

used CF 

synonymously with 

other terms related 

5. Prevalence and 

associated risk factors 

6. Interventions 

 

 

 

 

 

 

healthcare services.  

  

Empirical studies 

typically utilize the 

ProQOL scale to assess 

for CF, but this tool was 

discovered it does not 

assess any of the elements 

of compassion.  

 

Risk factors for CF: 

Job-related factors, lesser 

healthcare qualifications 

and fewer years of 

experience 
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Author / 

Article 

Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 
Design Sample (N) 

Data Collection 

(Instruments/tools) 
Findings 

to work-related 

stress in healthcare 

providers; 

-documents focused 

on social workers, 

first responders, 

educators, and 

family caregivers; 

-letters, 

commentaries, 

editorials, or 

conference abstracts 

 

Squires et 

al. (2015) 

 

Quan: Key Variables 

Hypothesis 

Research Question 

Purpose: combine the 

evidence of individual 

and organizational 

factors affiliated with 

job satisfaction among 

care aides in long-

term care (LTC) 

facilities 

 

Key variables/words: 

Long-term care, care 

aide, and job 

satisfaction 

 

Factors (independent 

variables):  

-any individual or 

Theoretical 

Framework 

  

Design 

Systematic review 

Sample (N) 

N=42 from 967 

identified studies 

 

Inclusion criteria 

for studies: 

-primary 

experimental and 

nonexperimental 

designs affiliated 

with job satisfaction 

among care aides 

working in LTC 

facilities 

-limited to English 

language 

 

Inclusion criteria 

for participants: 

-care aides, nursing 

Data Collection 

(Instruments/tools) 

Databases searched: 

CINAHL, Business 

Source Complete, 

Medline, EMBASE, 

AARP Ageline, Web of 

Science, SCOPUS, ABI 

Inform, and Cochrane 

 

Tools used to assess 

quantitative studies: 

-Quality Assessment and 

Validity Tool for Cross-

Sectional Studies 

-Quality Assessment and 

Validity Tool for 

Pre/Posttest Studies 

-Quality Assessment 

Tool for Quantitative 

Findings 

Important individual 

factors:  

-empowerment and 

autonomy 

 

Individual factors not 

important: 

-age, ethnicity, gender, 

education level, attending 

specialized training, and 

years of experience 

 

Important organizational 

factors: 

-facility resources and 

workload 

 

Organizational factors not 

important:  
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Author / 

Article 

Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 
Design Sample (N) 

Data Collection 

(Instruments/tools) 
Findings 

organizational 

variable affiliated 

with job satisfaction 

(the outcome of 

interest) 

 

Independent variables: 

Individual or 

organization variable 

affiliated with job 

satisfaction (the 

outcome of interest) 

 

assistant/aide, 

certified nurse aid 

 

Studies 

 

Tool used to assess 

qualitative studies: 

-Critical Appraisal Skills 

Programme (CASP) 

Quality Assessment 

Tool 

 

 

-satisfaction with salary/ 

benefits and job 

performance 

 

Limitations: 

-did not search all gray 

literature databases, 

review may not be all 

inclusive 

-unclear studies not 

clarified with original 

authors 

-small possibility of 

culture effect between 

different countries in 

regard to job satisfaction 

 

Steinheiser 

et al. (2018) 

Qual: Concepts or 

phenomena 

Hypothesis 

Research Question 

Concepts: 

-compassion fatigue 

-skilled nursing 

facilities 

-nurses 

-ProQOL conceptual 

model 

 

Hypothesis & 

Research Questions:  

Apply current 

conceptual model of 

Theoretical 

Framework 

Compassion 

fatigue 

conceptual 

model using 

the 

Professional 

quality of life 

(ProQOL)  

Design 

Heidegger’s 

interpretive, 

phenomenological 

study approach 

Sample 

N=8 

Registered nurses of 

a skilled nursing 

facility 

 

Data Collection 

(Instruments/tools) 

-Each participant was 

interviewed x3 during 

study 

-use of ProQOL version 

5 instrument 

 

Findings 

-Results revealed the 

strengths and weaknesses 

of the ProQOL model and 

the potential use of 

ProQOL version 5 

instrument 

-Participants struggled 

with providing excellent 

nursing care within time-

restricted work hours 

-Nurses in SNFs reported 

struggles with work 

environment reflective of 

burnout, just as in the 

ProQOL model but 
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Author / 

Article 

Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 
Design Sample (N) 

Data Collection 

(Instruments/tools) 
Findings 

CF on nursing care for 

older adults in skilled 

nursing facilities 

(SNF) and determine 

if the SNF nurses’ 

work and feelings fit 

the ProQOL model 

for CF and STS 

symptoms of secondary 

traumatic stress (part of 

ProQOL version 5 

instrument) were not 

common among SNF 

nurses 

-further qualitative studies 

are needed distinguish 

between CF and STS 

-a quantitative tool will 

need to be developed best 

study CF among SNF 

nurses 

Woodland 

et al. (2016) 

 

Quan: Key Variables 

Hypothesis 

Research Question 

 

Goals: 

Use the model to: 

a. Determine the 

amount of job 

demands (e.g., 

occupational and 

personal stress) and 

job resources (e.g., 

sources and 

functions of social 

support) among a 

group of nursing 

staff working at a 

LTC setting 

b. Assess zero-order 

correlations of 

Theoretical 

Framework 

Job demands-

resources 

model of 

burnout 

 

Design 

Quantitative study 

utilizing hierarchical 

linear regression 

analyses 

Sample (N) 

N=250 total 

Females =216 

Males =34 

Age range 17-63 

years 

Most were direct 

care (CNAs or 

LPNs) 

-predominantly 

White participants, 

earned a high 

school diploma or 

completed some 

college 

-Most participants 

worked 7am -3pm, 

and had some 

experience working 

in a LTC facility 

Data Collection 

(Instruments/tools) 

-Nursing Home Stress 

Inventory (NHSI), 46-

item questionnaire 

-Scores ranged from 1 

(occurred but was not 

stressful) to 7 (caused 

me to panic) 

 

-Daily Stress Inventory 

(DSI) measured personal 

stress 

-assessed 5 areas of 

stress: interpersonal 

problems, personal 

competency, cognitive 

stressors, environmental 

hassles, and varied 

stressors 

Findings 

Hierarchical linear 

regression analyses 

revealed:  

-job demands (increased 

occupational stress) were 

affiliated with greater 

emotional exhaustion, 

more depersonalization, 

and less personal 

accomplishment 

-job resources (as 

supported by supervisors, 

friends, family members, 

reassurance of worth, 

nurtured opportunity) 

were affiliated with less 

emotional exhaustion and 

increased levels of 

personal accomplishments 
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Author / 

Article 

Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 
Design Sample (N) 

Data Collection 

(Instruments/tools) 
Findings 

demographic 

variables (age, sex, 

education), job 

demands and 

resources using the 

three dimensions of 

BO (emotional 

exhaustion, 

depersonalization, 

and personal 

accomplishment) 

c. Assess the amount 

variance accounted 

for by each of the 

job demands and 

resources in 

predicting BO, 

controlling for 

demographic 

variables 

significantly 

associated with BO 

 

Hypotheses: 

-increased levels of 

job demands and 

decreased levels of 

job resources will 

determine high levels 

of emotional 

exhaustion, high 

levels of 

depersonalization, and 

 

Setting: 

-Participants from 1 

of 10 nursing homes 

in West Virginia 

-All facilities had 

varying types of 

dementia diagnoses 

 

 

Source of Support (SOS) 

questionnaire: 

48-item questions that 

assesses social support 

from 4 areas 

(supervisors, coworkers, 

spouse/ significant other, 

friends/ family 

members) 

 

Social Provisions Scale 

(SPS; assesses functions 

of support): 24-item 

questionnaire that 

assesses an individual’s 

current social 

relationships 

 

Maslach Burnout 

Inventory (MBI) 

contains a 22-item 

questionnaire that 

assesses numerous 

aspects of BO 

 

-For long-term care staff 

workers, interventions 

that may be beneficial in 

reducing BO should 

include focus on stress 

and social support outside 

of work 
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Author / 

Article 

Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 
Design Sample (N) 

Data Collection 

(Instruments/tools) 
Findings 

low levels of personal 

accomplishments 

-increased levels of 

supervisor support 

will determine high 

levels of emotional 

exhaustion, high 

levels of 

depersonalization, and 

low levels of personal 

accomplishments 

 

Variables: 

Age, gender, marital 

status, position in the 

nursing home, 

primary work shift, 

highest degree 

obtained, years of 

nursing home 

experience, length of 

employment at the 

present nursing home 

CF = compassion fatigue CS = compassion satisfaction BO = burnout   STS = secondary traumatic stress 
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