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Abstract 

Background:  Registered nurses (RN) working in intensive care units (ICU) care for some of the 

sickest patients with the highest acuity within hospital settings. Due to the nature of their work 

and proximity to patient trauma they are at risk for developing compassion fatigue. Compassion 

fatigue is defined as a secondary traumatic stress reaction which results from a deep involvement 

with a primarily traumatized person and is described as a work-related stress response in 

healthcare providers. Compassion fatigue negatively impacts nurses, patients, and organizations 

with significant implications for the nursing profession. Research focusing on the predictors of 

nurses’ compassion fatigue in ICUs is limited.  

Purpose: To test a theoretical model examining selected predictors (exposure to patient 

suffering, nurses’ age, nurses’ years of experience in ICU, managerial support) of compassion 

fatigue in RNs working in ICU.  

Methods: A descriptive cross-sectional survey design was conducted with a sample of 81 RNs 

working in an ICU in Southeastern Ontario. Participants were asked to complete an online 

questionnaire including demographic characteristics, Satisfaction with my Manager Scale, and 

Secondary Traumatic Stress Scale.  

Results: Participants reported a moderate level of compassion fatigue with 48% reporting mild 

levels and 39% reporting high or severe levels. Testing of the theoretical model found 18% of 

the variance in participants’ compassion fatigue was explained by three predictors (exposure to 

patient suffering, nurses’ years of experience in ICU, managerial support). However, only 

managerial support was a significant predictor in the final model.  

Conclusion: The major contribution of this study is the broadening of our understanding of 

nurses’ compassion fatigue in ICU. The study findings suggest that nurses working in ICU value 
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managerial support to help minimize compassion fatigue. This includes managers being visible, 

consulting with staff, providing praise and recognition, and where able, being flexible with work 

schedules. Improving managerial support in  ICU environments may help nurses remain 

empathetic and provide compassionate care.  
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Chapter 1 

Introduction 

Registered Nurses (RNs) working in intensive care units (ICUs) repeatedly witness and 

hear about patients’ traumatic events (Figley, 1995; McCann & Pearlman, 1990). ICU patients 

are often actively experiencing a traumatic life changing situation which is witnessed at the 

bedside by the ICU RN who is responsible for delivering competent and compassionate care. An 

example is the transformation of a healthy, independent mother following a motor vehicle 

accident, now living with many physical and mental deficits resulting from a traumatic brain 

injury. Or a patient who undergoes a routine surgery, then experiences life-threatening 

complications post-surgery and dies, despite all possible efforts from ICU staff. While these 

experiences of caring for patients in the ICU can be rewarding, RNs’ exposure to indirect trauma 

can create negative emotional responses as they witness and experience another person’s 

distress, pain, and sorrow while at the bedside.  

 Compassion fatigue resonates through the healthcare system and is a leading contributor 

to the global nursing shortage (Peters, 2018). In a national report, the Canadian Nurses 

Association (CNA) (2012) raised concerns about the rise of physical (e.g., sleepiness) and 

psychological (e.g., compassion fatigue, emotional exhaustion) fatigue among RNs, which 

significantly interferes with RN functioning and persists despite rest. Compassion fatigue was 

identified as an influencing factor for 26% of the RNs who were considering leaving the 

profession (CNA, 2012). Compassion fatigue is defined as a secondary traumatic stress reaction 

which results from a deep involvement with a primarily traumatized person and is described as a 

work-related stress response in healthcare providers (Figley, 1995). As RNs spend significant 
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time in workplace settings, exposure to patients’ traumatic events can lead to this phenomenon 

(Sabo, 2011).  

In 2016, Health Quality Ontario outlined the current challenges being experienced by 

providers in emergency departments and large trauma hospitals in urban areas (Health Quality 

Ontario, 2016). From 2009 to 2016, the number of annual visits to emergency departments in 

Ontario increased 13.4%, mostly due to visits from older adults requiring more complex care. 

This increase places pressure on inpatient units, such as ICUs, to find beds for and manage sicker 

patients with the support of advancing technologies. With more pressure placed on already 

overburdened Ontario hospitals, careful examination of compassion fatigue among RNs is 

required (Figley, 1995; Sinclair et al., 2016). Without early identification of this phenomenon 

and effective interventions, the emotional, physical and mental capabilities that RNs use to 

provide compassionate care for patients may be negatively affected (Abendroth & Flannery, 

2006; Coetzee & Klopper, 2010; Figley, 1995; Figley, 2002; Sacco & Copel, 2017; Sorenson, 

Bolick, Wright, & Hamilton, 2016). 

 The work of researchers investigating compassion fatigue within various workplace 

environments has received considerable attention over the past twenty years. However, 

inconsistent findings across multiple healthcare settings, including ICUs, suggests gaps exist 

related to the predictors of compassion fatigue. Within compassion fatigue research, the term 

‘secondary traumatic stress’ is used interchangeably with “compassion fatigue” and is the 

acceptable surrogate term to describe this ‘cost of caring’ phenomenon (Sorenson et al., 2016). 

In this thesis, the term “compassion fatigue” is used, unless referring to literature where 

researchers separate “compassion fatigue” from “secondary traumatic stress” and describe these 

terms as different concepts. 
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Significance of the Problem 

ICUs are complex and challenging environments. Patients are admitted and transferred 

from other hospitals or different departments of the same hospital. They regularly transition from 

the emergency department or the operating room following the development of significant health 

changes. RNs who work in ICU are educated to have advanced nursing skills to manage complex 

health conditions and use advanced lifesaving technologies which are constantly evolving. They 

are involved in end of life discussions, help make ethical decisions about care and are often 

morally conflicted by their own and other health professionals’ perceptions of futile care (Holms, 

Milligan, & Kydd, 2014). They observe the continuous suffering of patients and work directly 

with families to care for their loved ones during intimate and stressful times. Though RNs 

working in ICUs have lower patient to RN ratios, patient acuity is high, as patients require closer 

monitoring and advanced interventions creating greater stress and heavy workloads for RNs (St-

Pierre, Alderson, & Saint-Jean, 2001).  

 Van Mol, Kompanje, Benoit, Bakker, and Nijkamp (2015) completed a systematic review 

examining literature related to emotional distress among nurses and physicians who work in 

ICU, with an emphasis on the prevalence of compassion fatigue, and available preventative 

strategies. Only two studies were found that reported the prevalence of compassion fatigue 

ranging from seven to 40%, while five other studies reported prevalence of secondary traumatic 

stress ranging from zero to 38%. Based on the review findings, Van Mol et al. (2015) concluded 

working in an ICU correlates with a substantial risk of emotional distress for RNs. They 

suggested the wide range of reported prevalence may be related to the varying definitions and the 

types of distress being used interchangeably across studies. More specifically, compassion 

fatigue has been measured with different scales. Though the true magnitude of compassion 
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fatigue remains unclear, it is present and problematic for nurses working in ICU environments 

(Van Mol et al., 2015).  

 The physical, behavioural and emotional consequences of compassion fatigue can be 

devastating to an RN and the environment in which they work (Wentzel & Brysiewicz, 2014). 

Compassion fatigue can cause low morale, physical and emotional exhaustion, impaired job 

performance, absenteeism, and high turnover, with some RNs leaving the profession prematurely 

believing they have no other option (MacKusick & Minick, 2010; Sheppard, 2015). The World 

Health Organization (2016) reported there were 20.7 million nurses worldwide in 2013, and they 

estimate there will be a global nursing shortage of 7.6 million by the year 2030. Compassion 

fatigue also increases costs for hospitals due to the high number of sick leaves and staff turnover. 

The cost to educate new staff is between $36, 900 to $57, 300 for a single RN and does not 

include advance training for critical care RNs (Austin, Goble, Leier, & Byrne, 2009). Another 

contributing factor to the nursing shortage is the age of nurses. RNs born between 1946 and 1965 

are in a generation who have already retired or are approaching retirement. With their exit from 

the nursing profession, their critical care knowledge and skills are lost. These consequences of 

compassion fatigue can impact a unit’s culture and the quality and safety of patient care 

(Halbesleben, Wakefield, Wakefield, & Cooper, 2008; Wentzel & Brysiewicz, 2014). Ensuring 

ICU environments can support the growth of staff, while encouraging compassionate care, is 

imperative to providing optimal patient care now and for the future of ICU nursing. 

 Past research has focused on compassion fatigue in acute care and other inpatient nursing 

units including the emergency department, ICUs and neonatal ICUs, mental health, oncology, 

nephrology, pediatrics, medical, surgical, public health, cardiovascular and hospice units 

(Hooper, Craig, Jarvin, Wetself, & Reimeis, 2010; Sacco, Ciurzynski, Harvey, & Ingersoll, 
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2015). RN demographics, personalities, experience, years worked in various units, past mental 

health histories, level of collegial support, level of managerial support, cohesiveness of units, 

supports outside of work life, and marital status have all been examined as potential factors that 

influence compassion fatigue (Hooper et al., 2010; Hunsaker, Chen, Maughan, & Heaston, 2015; 

Kelly, Runge, & Spencer, 2015; Maiden, Georges, & Connelly, 2011; Mason et al., 2014; Sacco 

et al., 2015; Young, Cicchillo, & Bressler, 2011). Other predictors include physical, emotional 

and personal demands experienced daily as a required part of the RN role (Portnoy, 2011). Many 

of the above-mentioned factors are present within ICU nursing. However, research examining 

predictors of compassion fatigue with RNs in ICU settings is limited. Examining predictors of 

compassion fatigue may help minimize its negative consequences and help to guide clinical 

practice. Therefore, the purpose of this study was to test a theoretical model examining selected 

predictors of compassion fatigue in RNs working in an ICU. 

Theoretical Framework 

 Dr. Charles Figley’s seminal research has laid the foundation for the conceptualization of 

compassion fatigue (Sorenson et al., 2016). In the first multifactorial model of compassion 

fatigue, Figley (1995) hypothesized that empathy is the essential element in an effective 

therapeutic relationship, with caregiver suffering and the ‘cost of caring’ being a necessary and a 

negative outcome of this empathetic stance. Figley’s model assumes that exposure to the 

emotional energy of a patient who is suffering, elicits empathetic understanding in the nurse, 

resulting in the depletion of empathy and the potential development of compassion fatigue 

(Figley, 1995; Figley, 2002). Building on Figley’s work, Stamm (2010) developed the 

Theoretical Model of Professional Quality of Life and hypothesized that characteristics of the 

personal environment, work environment (organizational and task-wise), and client environment 
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contributes to a healthcare professional’s development of compassion fatigue. Figley’s (2002) 

Compassion Stress/Fatigue Process Model and Stamm’s (2010) Theoretical Model of 

Professional Quality of Life, were combined and modified to provide a theoretical framework for 

this research study. The developed theoretical framework allowed for an examination of 

individual exposure to trauma and patient suffering, characteristics of the personal environment 

and characteristics of the work environment in the ICU to determine if they were predictors of 

compassion fatigue among ICU RNs.  

 In summary, this introduction provided an overview of the significance of this study and 

the study’s theoretical framework. Chapter 2 discusses in more detail the literature examining 

compassion fatigue, interrelated concepts of this phenomenon, compassion fatigue in RNs 

working in various critical care and other specialty areas, the theoretical framework and 

hypotheses. Chapter 3 focuses on the study methods including the research design, sample and 

setting, instruments, data collection, data management and analysis, plus the ethical 

considerations of this study. Chapter 4 describes the sample characteristics, descriptive results of 

the study variables, reliability analysis and tests of the hypotheses. Chapter 5 discusses the major 

study findings in relation to the research hypotheses, limitations, recommendations for future 

research, implications for nursing practice, and conclusions.  

  



 

7 

 

Chapter 2 

Literature Review 

 This chapter provides a description of compassion fatigue among healthcare practitioners 

with a focus on RNs. Interrelated concepts of this phenomenon will also be discussed to provide 

conceptual clarity. Next, an overview of the theoretical framework guiding this study will be 

discussed, followed by a critique of the work by researchers that have explored potential 

predictors of compassion fatigue. The goal of this review was to summarize the available 

evidence, identify potential gaps in the evidence and inform the predictors used in the theoretical 

framework. The chapter will conclude with statements of hypotheses to be addressed.   

Description of Compassion Fatigue 

 At the core of healthcare is compassion, with the RN’s ability to empathize and provide 

compassionate care being associated with positive patient outcomes (Duarte, Pinto-Gouveia, & 

Cruz, 2016). Compassion is defined by Harris and Griffin (2015) as an act of aiding families, 

individuals and communities when they require guidance to cope with physical, spiritual, and 

emotional distress. In caring for patients who are experiencing a health-related crisis, RNs bear 

witness to the power of the human spirit to endure hardship. These situations inspire compassion 

from within the RN (Chase, 2005). Empathy is described as a cognitive or emotional attribute or 

a combination of both, whereby a person places themselves in the ‘mental shoes’ of another to 

comprehend, non-judgmentally, another person’s experience (Dal Santo, Pohl, Saiani, & 

Battistelli, 2014). In nursing, RNs use empathy to better understand the patient’s experiences and 

help direct care required from patient-to-patient (Dal Santo et al., 2014). Research supports the 

utility of empathy in nursing as it helps to improve communication, increase frequency and 

quality of human connections between the RN and patient, improve patient outcomes, and 
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improve clinical competence (Dal Santo et al., 2014). Compassion is not the same as empathy 

though the concepts are closely related. Empathy refers more generally to our ability to take the 

perspective and feel the emotions of another person, whereas compassion is when those feelings 

and thoughts include the desire and actions to help (Keltner, Goetz, Baumeister, & Vohs, 2007). 

However, it is this use of consistent empathy and compassion in nursing that allows the RN’s 

“feeling” of another person’s distress, pain, and sorrow. This is the link between the emotions 

and reactions of the RN, while caring for patients experiencing trauma. This “cost of caring” 

effect, called compassion fatigue, is defined as a state of tension and preoccupation with 

traumatized patients, manifested in one or more ways (Figley, 1995), including “re-experiencing 

the traumatic events, avoidance or numbing of the reminders of the traumatic events, and 

persistent arousal associated with the patient” (Figley, 2002, p. 1436). RNs who do not limit their 

compassion and empathy or take the necessary time to recover after experiencing a patient’s 

trauma, are at greater risk for compassion fatigue (Abendroth & Flannery, 2006; Coetzee & 

Klopper, 2010; Figley, 2002; Sacco & Copel, 2017).  

 As discussed in Chapter 1, secondary traumatic stress is the accepted surrogate term used 

to describe compassion fatigue (Figley, 1995; Sorenson et al., 2016). According to Figley (1995), 

compassion fatigue is identical to secondary traumatic stress with both terms describing the 

resulting behaviours and emotions after witnessing another’s suffering. However, Figley 

proposes the term ‘compassion fatigue’ is less stigmatizing then the term secondary traumatic 

stress, which is referred to as a ‘disorder’. Other researchers suggest similarities and differences 

between compassion fatigue, post-traumatic stress disorder, burnout and vicarious trauma. 

Below, these concepts are discussed further to provide an understanding of their similarities and 

differences. 
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Compassion Fatigue and Interrelated Concepts 

 Post-Traumatic Stress Disorder (PTSD). PTSD is one of the most common mental 

health disorders associated with trauma exposure (Goral, Lahad & Aharonson-Daniel, 2017). 

Often trauma exposure is related to events, such as a natural disaster, war, combat, rape or other 

violent personal assaults. These events involve death or the threat of death, serious injury, or 

sexual violence. It remains unclear as to why some healthcare professionals exposed to trauma 

develop severe PTSD symptoms, while others do not (Sheppard, 2015). Within the Diagnostic 

and Statistical Manual of Mental Disorders (DSM-5), the definition of compassion fatigue aligns 

with the current symptom categorization of PTSD from the Trauma-and Stressor-Related 

Disorders section of the DSM–5 (American Psychiatric Association, 2013). For example, in the 

DSM–5, PTSD symptoms are grouped into four categories comprising of intrusive memories, 

avoidance, hyperarousal, and negative alterations in cognitions and mood (Mordeno, Go, & 

Yangson–Serondo, 2017). Initially, Figley (2002) described compassion fatigue as a state of 

tension and preoccupation with traumatized patients, that can manifest in one or more ways: “re-

experiencing the traumatic events, avoidance or numbing of the reminders of the traumatic 

events, and persistent arousal associated with the patient” (p. 1436). These descriptions of both 

PTSD and compassion fatigue have a mimicking effect of symptoms that creates confusion and 

overlap between the two concepts. RNs who help traumatized patients may develop their own 

PTSD symptoms as a response to hearing about or seeing patients suffer. Figley (2002) describes 

compassion fatigue as “nearly identical to PTSD, except that compassion fatigue applies to those 

emotionally affected by the trauma of another” (p. 1435). The RN internalizes the patient’s 

traumatic experience, and by doing so, propagates compassion fatigue. The compassion fatigue 

experienced by the RN then reflects symptoms of PTSD.  
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 Burnout. The concepts burnout and compassion fatigue are interrelated within the 

nursing and compassion fatigue literature. This dates to the early years of compassion fatigue 

research, when Carla Joinson (1992) explored the nature of burnout among emergency room 

RNs. She was the first researcher to identify the RNs’ diminished ability to function with daily 

tasks and care for patients after experiencing hospital emergencies. This caused a blurring of 

these two concepts within nursing research. Originally, compassion fatigue was described as a 

form of burnout, affecting RNs who helped patients suffering from trauma, and resulted in the 

RN limiting their feelings about certain situations (Joinson, 1992). After years of research 

studying the effect of indirect stress exposure on practitioners, it was found that these two 

concepts are not synonymous despite being used as such (Sorenson et al., 2016). This is possibly 

due to Joinson’s (1992) first description of compassion fatigue as a type of burnout and their 

sharing of symptoms. Sorenson et al. (2016) explained that compassion fatigue and burnout have 

similarities, are closely correlated and share some symptoms. However, compassion fatigue and 

burnout do possess uniquely different symptoms as well (Sorenson et al., 2016). An important 

difference between the two is that those suffering from compassion fatigue often love their job, 

while RNs who are burned out, may have altered perceptions about a job they once loved 

(Portnoy, 2011). Burnout can occur within any profession and is not limited to persons working 

with patients experiencing trauma, while compassion fatigue is specifically found within helping 

professions such as nursing (Salston & Figley, 2003). Burnout is related to environmental factors 

(e.g. inadequate staffing), while compassion fatigue is related to exposure to human suffering, 

which worsens with repeated exposure to traumatic events. Peters (2018) also identified that 

compassion does not have to exist prior to burnout, but compassion does have to exist prior to 

compassion fatigue.   
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Vicarious traumatization. Throughout the literature, the term compassion fatigue has 

been used interchangeably with the concept vicarious traumatization, adding to the lack of 

conceptual clarity and confusion within compassion fatigue research (Craig & Springer, 2010). 

The term vicarious traumatization was coined by McCann and Pearlman (1990). It describes the 

transformation in cognitive schemas and belief systems because of one’s empathetic engagement 

with survivors of traumatic experiences (Figley, 1995). These alterations include shifts in the 

healthcare provider from exposure to caring for victims of traumatic events. These 

transformations cause significant disruptions in one’s sense of meaning, connection to others, 

identity, world view, psychological needs, beliefs about self and others, and interpersonal 

relationships. The factors contributing to vicarious traumatization include the healthcare 

provider’s own history of childhood abuse, and an over-investment in meeting patients’ needs 

(Raunick, Lindell, Morris, & Backman, 2015). These factors can result in inadequate self-care 

for the RN and an oblivion to the warning signs of vicarious traumatization. Saakvitne and 

Pearlman (1996) argue that vicarious traumatization is unique to trauma work and can be 

differentiated from, “the fatigue that can result from work in a profession that requires one to 

maintain careful empathic attunement, selflessness, and the capacity to form connections with, 

and respectfully hold projections, affect and transference from, a range of clients.” (As cited in 

Figley, 1995, p. 153). Vicarious traumatization is the theoretical term for describing alterations 

of core beliefs and cognitive changes in the schemas of healthcare providers following 

cumulative exposure to another person’s traumatic events, and these changes are often 

permanent (Burnett & Wahl, 2015; Figley, 1995). In contrast, compassion fatigue can occur with 

a single exposure to another’s traumatic event or over time with consistent exposure, and it can 
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be reversed with recognition, appropriate supports, setting emotional boundaries, and selfcare 

strategies (Jablow, 2017).  

Impact of Compassion Fatigue  

 Compassion fatigue directly affects how an RN compassionately and empathetically 

engages with patients (Austin, 2011; Sorenson et al. 2016), and performs in their job. The RN’s 

role is dependent on establishing and maintaining a relationship based on trust with patients. 

Along with various behavioural, physical and emotional changes, compassion fatigue may 

ultimately influence the RN’s perceived value in their work and their decision to leave the 

profession (Nolte, Downing, Temane, & Hastings-Tolsma, 2017; Peters, 2018; Sacco et al., 

2015; Sorenson et al., 2017). Refer to Table 1 for a detailed description of compassion fatigue 

symptoms experienced by RNs exposed to patients’ trauma (Aycock & Boyle, 2009). 
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Table 1 

Symptoms of Compassion Fatigue 

Behavioural Changes Emotional Changes Physical Changes 

Inability to maintain balance of 

empathy and objectivity 

Health heart and emptiness Chronic fatigue 

Chronic lateness Diminished sense of personal 
accomplishment 

Exhaustion 

Overworking Decreased sense of purpose Gastrointestinal complaints 

Exaggerated startle response Less able to feel joy Hypertension 

Difficulty focusing and 
concentrating 

Low self-esteem Cardiac symptoms 

Substance abuse High self-expectations Sleep disturbances 

Eating disturbances Helplessness and hopelessness Muscle tension, aches, 

pains 

Avoiding or dreading work Numbness, disinterested, 
detached 

Frequent or lingering illness 

 Disillusioned, or apathetic  

 Depressed, angry, irritable or 
blaming 

 

 

Theoretical Framework 

 The theoretical framework developed for this study combined Figley’s (2002) 

Compassion Stress/Fatigue Process Model (Figure 1) and Stamm’s (2010) Theoretical Model of 

Professional Quality of Life (Figure 2). Figley’s (2002) model guided the conceptualization of 

compassion fatigue, while both models guided the selection of predictors in the theoretical 

framework.  

 Figley (2002) conceptualizes compassion fatigue as the stress which results from helping 

or wanting to help a traumatized or suffering person. Figley’s (2002) process model encompasses 
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the concepts of empathy and exposure, with key elements including empathetic ability, 

empathetic response, and residual compassion stress. Compassion fatigue is depicted as a series 

of cascading events beginning with the RN’s exposure to a patient’s pain, suffering, and/or 

traumatic event. From this exposure to another’s suffering, the RN directly experiences the 

emotional energy of pain and suffering of the patient. The empathetic concern and empathetic 

ability of the nurse produces an empathetic response which may result in compassion stress (the 

residual of emotional energy) (Sabo, 2011). The act of being compassionate and “bearing the 

suffering of others” (Figley, 2002, p. 1434) precipitates a compromise in one’s wellbeing. The 

empathy and emotional energy are the critical pieces which form the therapeutic relationship and 

therapeutic response. The very process of empathetic concern and response from an RN creates a 

vulnerability to developing compassion fatigue. In conjunction with an empathetic response, 

however, an individual may also experience detachment, where they may distance themselves 

from the ongoing misery of the traumatized person, or, in contrast, develop a sense of 

satisfaction related to their efforts in helping the patient. Compassion stress (also referred to as 

residual compassion stress) is the compulsive demand for action to relieve the suffering of others 

(Figley, 2002). The prolonged exposure is related to the ongoing sense of responsibility for the 

care of a patient over a period, while traumatic memories are memories that elicit PTSD-like 

symptoms and associated reactions, like depression and generalized anxiety (Figley, 2002). In 

Figure 1, the red brackets indicate the specific concepts of Figley’s model used in the theoretical 

model in this study. Often nurses enter the profession with a desire to help others (Peters, 2017) 

and therefore, have already developed a level of emotional intelligence. Measures of empathy are 

often subjective and within psychology, there remains debate on the validity of existing empathy 

measures (Neumann, Chan, Boyle, Wang, & Westbury, 2015). Due to the difficulty measuring 
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nurse’s empathetic ability and empathetic response, these concepts in Figley’s (2002) model are 

not used. Prolonged exposure to suffering has a direct relationship with compassion fatigue and 

because of the potential for ICU RNs to experience prolonged exposure, it was also included in 

the theoretical model in this study.  

 

Figure 1  

Figley’s (2002) Compassion Stress/Fatigue Process Model (red brackets highlight concepts used in the 

theoretical model in this study) 

 Based on work by Figley (1995), Stamm (2010) developed the Theoretical Model of 

Professional Quality of Life (Figure 2), this refers to the quality one feels within their work. An 

individual’s professional quality of life consists of characteristics from the work environment 

(e.g. characteristics of the setting where care is provided), client environment (e.g. characteristics 

of the patient population), and personal environment (e. g. characteristics of the nurse). The 

characteristics within each of these environments may contribute to an individual’s development 

of compassion fatigue. In Stamm’s model, compassion fatigue also includes a component 

labelled ‘traumatized by work’, which includes an individual’s exposure to primary and 
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secondary trauma or suffering in the work setting. This is similar to the exposure to a patient’s 

pain, suffering, and/or traumatic event discussed in Figley’s (2002) model and is included in the 

theoretical model developed for this study. Additionally, aspects of the work and personal 

environment were included as they aligned with previous research conducted in various nursing 

settings. In Figure 2, the red brackets indicate the specific concepts of Stamm’s model that are 

used in the theoretical model in this study.   

 

 

Figure 2  

Stamm’s (2010) Theoretical Model of Professional Quality of Life (red brackets highlight concepts used 

in the theoretical model in this study) 
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Theoretical Model Used In This Study 

 The theoretical model (Figure 3) tested in this study links selected predictors to 

compassion fatigue. The predictors include exposure to patient’s pain, suffering, and/or traumatic 

events, characteristics from the personal environment, and characteristics from the work 

environment. The exposure to the emotional energy of a patient who is suffering elicits 

empathetic understanding in the nurse, resulting in the depletion of empathy and the potential 

development of compassion fatigue (Figley, 1995; Figley, 2002). With exposure to indirect 

trauma in the ICU, the RN then becomes susceptible to compassion fatigue, which may be 

cumulative. The characteristics of the personal environment and work environment also 

contribute to an RNs’ development of compassion fatigue (Stamm, 2010). Based on a review of 

the literature, selected predictor variables were included in the model: exposure to patients’ 

suffering (e.g. managing end of life care), characteristics of the personal environment (e.g. 

nurses’ age, ICU experience), and characteristics of the work environment (e.g. managerial 

support). The review of the literature and predictors are described in more detail below. 

 

 

 

 

 

 

 

Figure 3  

Theoretical Model Used in this Study 
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Predictors of Compassion Fatigue 

The databases used to collect articles for identifying the predictors of compassion fatigue 

included CINAHL, MEDLINE, PubMed, PsychInfo and Google Scholar. The search terms 

utilized were ‘Compassion Fatigue’, ‘Critical Care Nursing’, ‘Acute Care’, ‘Burnout’, 

‘Professional’, ‘Vicarious Trauma’, ‘ICU’, and ‘Secondary Traumatic Stress’. The articles were 

limited to peer-reviewed academic journals, published in the past 10 years, and in English. From 

these databases, 102 articles were found. The articles were required to address compassion 

fatigue in the setting of acute or critical care, or ICU nursing with a focus on antecedents, 

predictors or risk factors of compassion fatigue. Following the removal of duplicate articles and 

further review of titles and abstracts, eight articles remained relevant (Hooper et al., 2010; 

Hunsaker et al., 2015; Kelly et al., 2015; Maiden et al., 2011; Mason et al., 2014; Peters, 2018; 

Sacco et al., 2015; Young et al., 2011). All research was conducted in the United States with a 

descriptive cross-sectional survey design being used in six of the studies. Some researchers used 

online surveys, while others delivered questionnaires directly to participants’ home mailing 

addresses. Except for the Peters (2018) article which was a concept analysis, the sample sizes 

varied from 34 participants (Mason et al., 2014) to 419 participants (Kelly et al., 2015). Most 

articles focused on critical care nurses, though some studies compared inpatient units to acute 

care or ICUs. Stamm’s Professional Quality of Life Scale (PRoQOL) (2010) was the most 

commonly used instrument to measure participants’ levels of compassion fatigue, burnout, and 

compassion satisfaction (e.g. the pleasure and satisfaction one derives from the work they do).  

 The studies described how RNs working in ICU contend with a multitude of challenges 

that may contribute to the increased risk of compassion fatigue. These predictors are outlined 

below with a focus on the predictors of compassion fatigue selected for this study: exposure to 
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patients’ suffering (e.g. managing end of life care), characteristics of the personal environment 

(e.g. nurses’ age, ICU experience), and characteristics of the work environment (e.g. managerial 

support).     

 

Exposure to Patients’ Suffering 

Nurse’s exposure to patients’ traumatic events within their work environment is part of 

their professional role and is the catalyst for compassion fatigue development (Hooper et al., 

2010; Hunsaker et al., 2015; Kelly et al., 2015; Maiden et al., 2011; Mason et al., 2014; Peters, 

2018; Potter et al., 2013; Sacco et al., 2015; Young et al., 2011). In 2016, Sorenson et al. 

completed a concept analysis and identified several primary predictors of compassion fatigue, 

including: 1) working as a healthcare practitioner with prolonged and frequent exposure to 

patients’ traumatic events; 2) prolonged and frequent experiences of empathizing with patients 

and their families; and 3) the desire to alleviate or absorb the individual’s suffering. The 

researchers noted that besides the physical, behavioural and emotional symptoms associated with 

compassion fatigue, healthcare practitioners who experienced continued exposure often found it 

difficult to compassionately or empathically engage with their patients. This is similar to Figley 

(2002) describing the RN’s depletion of empathy after being engaged with patients and family 

going through trauma for extended periods of time. Most recently, Peters (2018) completed a 

concept analysis that supported Sorenson et al.’s (2016) findings. Peters (2018) predictors of 

compassion fatigue included: 1) exposure to suffering; 2) chronic and intense nature of patient 

contact; 3) high occupational use of self; and 4) prolonged stress exposure.  

 Managing end of life care. Kelly and colleagues (2015) conducted a predictive non-

experimental descriptive study and found that compassion fatigue risk was high when nurses had 
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experienced a patient’s traumatic death (r = .24). Patient death may occur more frequently within 

the ICU setting and research comparing the prevalence of compassion fatigue between types of 

units may be worthy of further investigation. For example, Young et al. (2011) completed 

research examining the prevalence of compassion satisfaction, and compassion fatigue in two 

separate cardiac and vascular units. One unit was an ICU cardiac and vascular unit, and the other 

an intermediate care cardiac and vascular unit. Their aim was to determine if a significant 

difference existed between intensive care (n=45) and intermediate care (n=25) nurses. They 

found nurses who worked in the intermediate care ICUs had higher levels of compassion 

satisfaction (measured using Stamm’s Professional Quality of Life Scale) and lower levels of 

compassion fatigue when compared to nurses working in ICUs. The researchers suggested these 

differences exist because ICU nurses work with complex technology, experience more patient 

deaths, manage end of life care more frequently, and have less interaction with patients due to 

intubation. Also, ICU nurses do not see significant patient improvements once they are 

discharged from the ICU, which may potentially be a contributor to lower satisfaction levels 

(Young et al., 2011). Similarly, Hooper et al. (2010) compared prevalence of compassion 

satisfaction and compassion fatigue in an emergency department, ICU, nephrology, and 

oncology units, using a cross-sectional survey design. They hypothesized that emergency room 

nurses were at greater risk for compassion fatigue than other inpatient hospital specialties. While 

their findings did not support their hypothesis at a statistically significant level, the researchers 

noted that oncology nurses reported higher compassion fatigue levels, while ICU nurses reported 

a higher risk for burnout. 
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Characteristics of Personal Environment 

The personal environment refers to characteristics of the nurse. From the review of the 

literature, the most common personal characteristics found to predict compassion fatigue were 

the age of the RN, and years of experience working as an RN. The other personal characteristics 

noted as influencing compassion fatigue development are: (1) high personal anxiety of the RN, 

(2) RNs who had “other challenging life demands”, (3) the RN’s past mental health history, and 

(4) RNs who have high levels of empathy towards patients (Abendroth & Flannery, 2006).  

 Age and Years of Experience. Sacco et al. (2015) conducted a cross-sectional survey 

with nurses from adult ICUs (n = 44), mixed ICUs (n = 62), pediatric ICUs plus pediatric cardiac 

centers (n = 41), and neonatal ICUs (n = 63). Their aim was to determine the prevalence of 

compassion satisfaction (e.g. the pleasure derived from helping patients) and compassion fatigue 

in adult, pediatric, and neonatal critical care nurses. The researchers also described potential 

contributing demographic, unit, and organizational characteristics (Sacco et al., 2015). There was 

no statistically significant difference in scores between units. The nurses aged 40-49 years 

(n=44) reported significantly higher burnout (p = .01) and secondary traumatic stress (p = .01) 

than nurses in other age groups (20-29, n=89; 30-39, n= 38; n=40-40, n= 44; >50, n=37) (Note: 

burnout and secondary traumatic stress were used as measures of compassion fatigue). Older 

nurses (>50yrs) reported higher levels of compassion satisfaction, suggesting younger, less 

experienced nurses were at higher risk for compassion fatigue. They postulated that nurses 50 

years and older have more life and professional experience in coping with the challenges of 

nursing in ICUs (Sacco et al., 2015) and those with compassion fatigue in their younger years 

most likely left the profession. This may be indicating a healthy worker effect. 
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 Kelly et al. (2015) provided a focused examination of compassion fatigue and 

compassion satisfaction in a survey with 491 acute care nurses (mean age = 38) across 32 

specialty units. They used Stamm’s (2010) Professional Quality of Life scale to examine 

compassion fatigue risk among participants (the scores of burnout, secondary traumatic stress, 

and compassion satisfaction were separated into subscale scores, giving a level of risk for 

compassion fatigue). They found having more years of experience was a significant predictor of 

lower levels of compassion fatigue. Nurses between 21- 33 years of age had higher levels of 

compassion fatigue, indicating younger nurses may be at greater risk for compassion fatigue 

among acute care nurses. RNs 21-33 years of age had less years of experience than those 50-65, 

unless the researchers did not consider that some RNs may have started practicing nursing later 

in life. The 50-65 year old age group reported less compassion fatigue levels. It would seem 

logical that as nurses age, they gain more years of experience, and as this study found, have 

lower levels of compassion fatigue. However, when controlling for age, they found that as nurses 

gained experience, they were more likely to have higher levels of compassion fatigue (Kelly et 

al., 2015). 

 With experience gained, the ICU RN is exposed more often to repeated and prolonged 

events of patient trauma/suffering. Figley’s (2002) model suggests that increased exposure places 

the nurse at greater risk for compassion fatigue. Interestingly, Sacco et al. (2015) found older 

nurses (50-65 years) had less compassion fatigue, but those working in the profession longer 

(years of experience) had higher rates of compassion fatigue. Similarly, Kelly et al. (2015) found 

younger nurses reported higher compassion fatigue, yet the more experienced nurses also 

reported high compassion fatigue. Potter and colleagues’ (2013) research which examined 

compassion fatigue and burnout among oncology nurses found nurses with 11-20 years of 
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experience reported the highest levels of compassion fatigue. This finding suggests that nurses at 

the beginning of their career are at high risk for compassion fatigue, and as they stay working in 

the profession increased exposure to patients’ trauma is likely and can influence compassion 

fatigue development until the nurse reaches approximately 50 years of age.  Interestingly, 

Yoder’s (2010) research found nurses with less than 10 years of experience had significantly 

higher compassion satisfaction than nurses with 10-19 years of experience. The findings related 

to the nurse’s age and years of experience points to inconsistent findings and needs clarification 

within compassion fatigue research.  

 Other Personal Characteristics. Abendroth and Flannery (2006) investigated the 

relationship between nurse characteristics and compassion fatigue in hospice nurses (n = 216). In 

this study, risk of compassion fatigue was operationalized with scores from the Professional 

Quality of Life Scale, where score ranges were categorized into minimum (<7), moderate (8-17), 

and high (>18) levels for compassion fatigue risk (minimum score 1, maximum score 39). Using 

a predictive non-experimental descriptive design, they found compassion fatigue risk was higher 

when nurses were unable to limit their use of empathy toward patients. Coetzee and Klopper 

(2010), Figley (2002), Sacco et al. (2015), and Sacco and Copel (2017) have supporting research 

indicating that without RNs limiting their empathy toward patients, they are placed at greater risk 

for compassion fatigue. 

 Mason et al. (2014) surveyed a convenience sample of 26 experienced surgical ICU 

trauma nurses, and examined the effect compassion satisfaction, compassion fatigue, moral 

distress, and the level of nursing education had on critical care nurses’ work engagement. With a 

77% response rate, nurses reported high levels of compassion satisfaction. All participants had a 

bachelor’s degree or higher level of education. They found no relationship between moral 
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distress and work engagement, but did find that as work engagement levels increased, 

compassion satisfaction increased. Conversely, as engagement levels increased, burnout and 

compassion fatigue scores decreased. Mason et al. (2014) suggested it is the norm for ICU nurses 

to experience high levels of stress, or even potential violence daily, and these factors may 

contribute to nurses reporting average levels of burnout and secondary traumatic stress. The 

qualitative questions from their study were directed at identifying self-care strategies for coping 

with workplace stress. Introspection and sharing personal experiences with supportive 

colleagues, family members, and friends helped to process unresolved issues (Mason et al., 

2014).  

 Another personal characteristic examined was differences between sexes. The findings 

from Sacco et al. (2015) indicated females had higher compassion fatigue scores than males, 

which was also found by Hooper et al. (2010). However, both groups of researchers noted there 

were more females than males in both studies and these findings should be interpreted with 

caution, with further research directed at sex-based differences (Hooper et al., 2010; Sacco et al., 

2015).  

 Maiden et al. (2011) conducted a mixed methods study examining the relationship 

between moral distress, compassion fatigue, perceptions about medication errors, and nurse 

characteristics within a purposive sample of critical care nurses (n = 205). Using Stamm’s 

Professional Quality of Life tool, their results suggested nurses who have high levels of 

compassion fatigue, also experience high levels of moral distress and vice versa. The 

relationships between the intent to resign, and the perceptions about medication errors were 

related to workplace processes. These processes promoted a pattern wherein the nurse working in 
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the critical care setting, is more likely to experience compassion fatigue and in effect, promote 

higher turnover rates (Maiden et al., 2011).  

Characteristics of Work Environment 

From the review of literature, characteristics from the work environment that impacted 

compassion fatigue development included: (1) managerial support, (2) acuity of unit, (3) lack of 

meaningful recognition, and (4) the length of worked shifts.  

Managerial Support. Abendroth and Flannery (2006) reported a lack of support from 

peers or managers after a patient’s traumatic death led to psychological distress and compassion 

fatigue among nurses. A supportive manager is perceived as one who is visible, consults with 

staff, provides praise and recognition and where able, is flexible with work schedules (Abendroth 

& Flanner, 2006). It is these qualities of a manager that have been found to increase job 

satisfation, and improve staff retention (Duffield, Roche, Blay, & Satasa, 2011). Hunsaker et al. 

(2015) predicted work-related characteristics (e.g. hours of work per week, length of shift, and 

managerial support) may contribute to the development of compassion fatigue among 278 

emergency room nurses. They found managerial support was a significant predictor contributing 

to compassion fatigue development (5.3%, adjusted R2 = .05, F = 7.76, P < .01) and burnout 

(13.8%, adjusted R2 = .15, F = 21.26, P < .01). Conversely, nurses who reported higher levels of 

managerial support also reported higher levels of compassion satisfaction (as measured with 

Stamm’s 2010 Professional Quality of Life scale). This is an interesting perspective and one that 

may be transferable to an ICU setting. If an RN perceives that they are supported by their 

manager this may produce lower compassion fatigue and is worth exploring in ICU RNs. 

Interestingly, Sacco et al. (2015) reported units that had undergone managerial changes within 
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the last five years reported higher levels of burnout and lower levels of compassion satisfaction 

among its staff which may be the result of staff not feeling supported by new management.  

 Other Work Environment Characteristics. Another factor affecting nurses’ levels of 

compassion fatigue, was the acuity of the unit. The definition of single acuity units referred to 

intensive care patients only, while mixed acuity units referred to intensive care patients plus 

progressive care patients and general care patients within the same unit. Sacco et al. (2015) 

found that when comparing the single and mixed acuity units, nurses from single acuity units 

scored higher on compassion satisfaction and lower on burnout and secondary traumatic stress 

scales. Hunsaker et al.’s (2015) findings were comparable to Mason et al. (2014) and Sacco et al. 

(2015), with nurses working in emergency units with high acuity, using more technological 

supports, and high patient mortality rates reporting significantly higher levels of burnout. 

 Young et al. (2011) found high acuity, high mortality and greater use of technology 

contributed to increased levels of reported compassion fatigue among ICU nurses. Though 

according to Sacco et al. (2015), those working in single acuity ICUs (intensive care patients 

only) with more exposure to technological interventions and higher acuity patients had higher 

levels of compassion satisfaction and lower compassion fatigue levels. These two findings 

demonstrate inconsistency within the compassion fatigue research.  

 Kelly et al.’s (2015) research highlighted the impact meaningful recognition (e.g. in the 

form of managerial support) had on compassion satisfaction and compassion fatigue among 

acute care nurses. These authors suggested their findings explain a possible cause for the lack of 

retention for nurses between the ages of 21 to 33 years of age. Employers who invest in reducing 

compassion fatigue among staff have the potential to improve financial savings by reducing 
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turnover, adverse events associated with compassion fatigue symptoms, and increase safety for 

the nurse and their patients (Kelly et al., 2015). 

 Mason et al. (2014) explored the length of shift and found no statistically significant 

relationship with compassion fatigue, or compassion satisfaction regarding the length of shift the 

RN worked. In contrast, Hunsaker et al. (2015) found significant differences (p ≤ .05) in 

compassion satisfaction levels of emergency room nurses between those working 8-10 hour 

shifts, and those working 12-hour shifts (t = 2.47, p = .01).   

Summary  

 Predictors of compassion fatigue have been the focus in previous studies with the 

emphasis on hospital settings such as the emergency departments, mental health and oncology 

nurses (Hooper et al., 2010; Sacco et al., 2015). However, research examining predictors of 

compassion fatigue with RNs in ICU was limited. Working in the ICU presents its own unique 

set of stressors and has potential for impacting front-line nurses. The examination of predictors 

using a combined model of Figley’s (2002) Compassion Stress/Fatigue Process model and 

Stamm’s (2010) Theoretical Model of Professional Quality of Life has not been studied among 

ICU RNs. Exposure to patients’ suffering, characteristics of the personal environment and 

characteristics of the work environment examined in this literature review identified 

inconsistencies and similarities, reiterating the need for further focused research.  

Statement of Research Hypotheses 

 Based on the review of the literature, and the propositions of Figley’s (2002) Compassion 

Stress/Fatigue Process model and Stamm’s (2010) Theoretical Model of Professional Quality of 

Life, the following research hypotheses guided this study: 
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Hypothesis 1  

 ICU nurses who report higher numbers of cases per month managing end of life care will 

report higher levels of compassion fatigue than ICU nurses who report lower numbers of cases.   

 Compassion fatigue begins with the RN’s exposure to a patient’s pain, suffering, and/or 

traumatic event (Figley, 2002; Stamm, 2010). End of life care refers to caring for people who are 

in decline and are deemed to be terminal or dying in the foreseeable future (Fowler & Hammer, 

2013). During the end of life care, patients may experience pain and suffering. Due to repeated 

exposure to patients’ sorrow, pain, death, and managing end of life care patients more frequently 

within the past month, Young et al.’s (2011) study of intermediate and intensive care nurses 

found that nurses working in intensive care had higher levels of compassion fatigue, burnout and 

secondary traumatic stress scores (components of compassion fatigue). Abendroth and 

Flannery’s (2006) study of hospice nurses found compassion fatigue risk was higher when nurses 

had experienced a patient’s traumatic death. Therefore, it is hypothesized that ICU nurses who 

are frequently exposed to the death of patients and who manage the needs of patients and 

families at this time will report higher levels of compassion fatigue than ICU nurses with lower 

levels of exposure cases in a months time. 

Hypothesis 2 

 Younger RNs working in the ICU setting will report higher levels of compassion fatigue 

than older nurses. 

 Stamm’s (2010) Theoretical Model of Professional Quality of Life states the 

characteristics of a nurse’s personal environment contributes to the rise of compassion fatigue. 

Kelly et al. (2015) found nurses 21-33 years of age had higher levels of burnout and secondary 

traumatic stress (measures of compassion fatigue) than nurses who were 50-65 years old. In 
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contrast, Sacco et al. (2015) found nurses 40-49 years of age had significantly higher burnout 

and secondary traumatic stress than nurses in other age groups (both burnout and secondary 

traumatic stress were considered as separate components of compassion fatigue). The conflicting 

results found in these two studies suggests there is a need to examine the age of the nurse as a 

predictor of compassion fatigue. Nurses 50 years and older have more life and professional 

experience in coping with the challenges of nursing in ICUs (Sacco et al., 2015). Younger nurses 

at the start of their career may not have developed effective coping skills in dealing with the 

emotional stresses related to their exposure to patients’ pain, suffering or traumatic events. 

Therefore, it is hypothesized that younger RNs will report higher levels of compassion fatigue 

than older RNs working in ICU. 

Hypothesis 3  

 Nurses with less years of experience working in ICU will report higher levels of 

compassion fatigue than nurses with more years of experience. 

 Kelly et al. (2015) and Sacco et al. (2015) found nurses with more years of experience 

working in ICU reported lower levels of compassion fatigue while other research reported more 

years of nursing experience increased compassion fatigue risk (Ray, Wong, White, & Heaslip, 

2013). Nurses who have more years of experience working in an ICU have had more time and 

experience to develop strategies to cope with the challenges that present within this environment 

(Sacco et al., 2015). More years of experience working within the ICU would allow a nurse more 

opportunity to gather knowledge and skills, therefore it is hypothesized that nurses with less 

years of experience working in ICU will report higher levels of compassion fatigue than nurses 

with more years of experience. 
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Hypothesis 4  

 ICU nurses who report lower levels of managerial support will report higher levels of 

compassion fatigue than ICU nurses who report higher levels of managerial support. 

 Abendroth and Flannery (2006) reported a lack of support from peers, supervisors or 

administrators after a patient’s traumatic death led to psychological distress and compassion 

fatigue among nurses. Managerial support can include debriefing after a traumatic death, which 

can have a positive impact on nurses (Abendroth & Flannery, 2006). Managerial support also 

refers to managers ensuring nursing staff are adequately prepared to care for the critically ill, and 

engaging staff in professional development initiatives (Sawatzky, Enns, & Legare, 2015). In their 

study of emergency room nurses, Hunsaker et al. (2015) found managers who were more 

attentive and involved with staff resulted in nurses reporting lower levels of compassion fatigue. 

Therefore, it is hypothesized that ICU nurses who report lower levels of managerial support will 

report higher levels of compassion fatigue compared to ICU nurses who report high levels of 

managerial support.  

Hypothesis 5 

 RNs in ICU who report higher numbers of cases per month managing end of life care, 

being younger in age, with less years of experience working in ICU, and lower levels of 

managerial support will report higher levels of compassion fatigue.  

 As highlighted above, younger nurses and nurses with less experience working in ICUs 

are at higher risk for compassion fatigue (Sacco et al., 2015; Kelly et al., 2015; Ray et al., 2013). 

If nurses are older, it can be assumed they have had more experience working within the nursing 

profession. This experience would support the development of enhanced skills, abilities and 

knowledge to support patients and families, and also create the opportunity to develop their own 
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necessary coping skills dealing with traumatizing patient events. These factors, paired with 

higher cases per month managing end of life care, and lower levels of managerial support, are 

hypothesized to contribute to higher levels of compassion fatigue in ICU RNs. 

 

  



 

32 

 

Chapter 3 

Methodology 

 

This chapter provides an overview of the research design, sample and setting, instruments, 

data collection, data management, and data analysis. This chapter also discusses ethical 

considerations.   

Research Design 

 A descriptive cross-sectional survey design was conducted utilizing an online 

questionnaire to test the theoretical model examining predictors of compassion fatigue. An 

online questionnaire was selected due to its ease of distribution, timeliness, low cost and 

flexibility in providing access for participants. As well, the use of online questionnaires allows 

for rapid data collection and reduction of data entry errors (Fowler, 2009).  

Setting and Sample  

 The study was conducted in a 33 bed medical-surgical level three adult ICU at an acute 

care teaching hospital in Southeastern Ontario. A non-randomized convenience sample of ICU 

RNs who worked either full-time or part-time in this setting were invited to participate. The 

Canadian Nurses Association (2015) defines RN’s as “self-regulated health-care professionals 

who work autonomously and in collaboration with others to enable individuals, families, groups, 

communities and populations to achieve their optimal levels of health” (p. 6). These RNs are 

college or university prepared with licensure through the College of Nurses of Ontario, which is 

the provincial licensing body for Ontario. RNs in level three ICUs in Ontario are capable of 

providing the highest level of service to meet the needs of patients who require advanced or 

prolonged respiratory support, including invasive ventilator support, or basic respiratory support 
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together with the support of more than one organ system (Critical Care Services Ontario, 2015). 

They care for patients who may be suffering from a multitude of symptoms or disease processes 

and are exposed daily to patients requiring intensive care related to cardiac, respiratory and 

neurological conditions. The nurse to patient ratio in this setting is 1:1, and on occasion, is 1:2.  

Sampling Method 

To be included in the study participants were required to work full-time or part-time in 

ICU for a minimum of six months. This increased the likelihood that participants were exposed 

to traumatic events and managed end of life care for patients’ which may contribute to 

compassion fatigue. Nurse managers, coordinators, educators and other nurse project staff were 

excluded. 

 A sample size calculation was completed prior to data collection and determined the 

target sample size was 85 participants. This was calculated using G-Power (Faul, Erdfelder, 

Buchner, & Lang, 2009) for linear multiple regression assuming a fixed model with four 

independent variables (number of cases per month providing end of life care, age of nurse, years 

of experience in ICU,  and managerial support) with alpha set at .05, power set at .80, and a 

medium effect size of .15.  According to Cohen’s (1988) guidelines for multiple regressions, f2 ≥ 

.02, f2 ≥ .15, and f2 ≥ .35 represent small, medium, and large effect sizes, respectively. The 

outcome of interest for the linear multiple regression was compassion fatigue experienced by 

ICU nurses as measured by the Secondary Traumatic Stress Scale (Bride, Robinson, Yegidis, & 

Figley, 2004). 

Data Collection 

 Dillman, Smyth, and Christian (2014) argue that response rates have been found to be as 

low as 25-30% without follow-up e-mails and other reinforcements. Incorporating a multimode 
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response may yield response rates as high as 70% (Dillman, Smyth, & Christian, 2014). In this 

study, questionnaires were distributed through participants’ work email addresses. The first 

email included an invitation to participate with the letter of information (Appendix A) and a link 

to the online survey on Qualtrics. A reminder email (Appendix B) was distributed to the 

participants one week after the initial email, followed by a second email reminder one week after 

the last reminder. Due to the low response rate after the two reminder emails, a third reminder 

email (Appendix C) was utilized one week after the second reminder. The letter of information 

and link to the online survey was included in all emails. Due to the study’s principal investigator 

also working as a staff nurse in the study setting, all emails were distributed by the health 

educator of the ICU.  

The act of completing the questionnaire and sending responses back to the principal 

investigator, assumed participants wished to participate in the study and had given their implied 

consent. To maintain confidentiality, anonymous participant identifers were used to identify 

respondents on completed online questionnaires. Completed questionnaires were only accessible 

by the principal investigator and her thesis supervisor. To encourage participation, participants 

who completed the questionnaire were offered the opportunity to be entered into a draw for a 

chance to win 1 of 4 gift cards at a local coffee store. An honour system was used, whereby 

participants willingly emailed the principal investigator acknowledging they had completed the 

questionnaire. There was no way to link the email for the draw to the individual’s questionnaire. 

Their name was added to the pool of participants agreeing to have their names included in the 

draw and 4 names were randomly selected. 
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Instruments 

The questionnaire consisted of the following: demographic items, exposure to suffering 

patients in ICU (cases per month managing end of life care), personal environment (age, years of 

ICU experience), work environment (managerial support), and compassion fatigue (Table 2). 

Data were collected in the form of a self-completed online questionnaire (Appendix D). The 

questionnaire was purposely short (time to complete <15 minutes) to encourage study 

participation by enhancing ease and decrease burden.  

Table 2   

Summary of Variables and Instruments 

Variable # Items Possible Range    Instrument (Source) 

Demographics 

    Gender 

    Highest level of education  

    First language 
    Ethnicity 

    Marital status 

    Work status 

    Area of employment 

7  
- 

- 

- 
- 

- 

- 

- 

Researcher developed 

Predictors 

Exposure to patients’ suffering   

    Number of cases per month    
    managing end of life care 

    Was this past month typical? 

 

Personal Environment 
    Age  

    Years of ICU experience 

 
Work Environment 

    Managerial Support 

 

 

 

1 
 

1 

 

 
1 

1 

 
 

18 

 
 

 

 

- 
 

- 

 

 
- 

- 

 
 

1-5 

 
 

 

 

Researcher developed 

 
 

 

 

Researcher developed 
 

 

 
 

Satisfaction with My 

Supervisor Scale (Scarpello 
& Vandenberg, 1987) 

Outcome 

Compassion Fatigue 
 

 

 

17 

17 – 85 

Level of compassion fatigue: 
< 28 little to none 

28-37 mild 

38-43 moderate 
44-48 high 

 >48 severe 

 

Secondary Traumatic Stress 
Scale (Bride et al., 2004)  
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Demographics 

The demographic section of the questionnaire reflected common demographic questions 

as outlined in Table 2. Polit and Beck (2012) provided a general guide to developing 

demographic questionnaires and suggested utilizing previous research from the area of interest. 

Exposure to Suffering Patients in ICU 

 Cases per month managing end of life care. Section 1 of the questionnaire measured 

participants’ exposure to providing end of life care in ICU using a researcher developed 

question.  The question asked participants to indicate the number of cases in which they had 

managed end of life care for a patient in ICU in the past month. End of life care was defined as 

the “care for people in decline who are deemed to be terminal or dying in the foreseeable (near) 

future” (Canadian Institute for Health Information, 2011). Patients receiving end of life care in 

the ICU may or may not have palliative care approaches embedded within their care plan, but 

their health status is in decline and they are deemed terminal or will die in the foreseeable (near) 

future. Participants were also asked whether the past month was typical in regard to the number 

of cases they had provided end of life care.  This question was used to assess whether the number 

of reported cases was reflective of their exposure over time.  

Characteristics of Personal Environment 

 Age and years of ICU experience. Section 1 of the questionnaire also included two multiple-

choice questions developed by the researcher to ask participants to identify their age and years of ICU 

experience.  

Characteristics of Work Environment 

Managerial Support. Section 2 of the questionnaire consisted of the Satisfaction with 

My Immediate Supervisor Scale (SWMSS) developed by Scarpello and Vandenberg (1987) to 
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measure participants’ satisfaction with their immediate manager. The SWMSS is an 18-item 

five-point Likert scale (1= very dissatisfied, 3= neutral, 5 = very satisfied) that assesses three 

categories of skills associated with effective supervision: (1) technical – dealing knowledgeably 

with task related issues, (2) human relations – getting the work done with and through the 

people, and (3) administrative – coordinating activities and acting in terms of the system within 

which one operates. The 18 items are summed and averaged with a high score (e.g. scores 

greater than 3) indicating high level of managerial support, and a low score (e.g. scores less than 

3) indicating low levels of managerial support. Satisfaction with one’s manager has been found 

to be significantly correlated with managerial support (Fessler, 2017). In a previous study, 

coefficient alpha values ranged from .95 - .96, with an internal consistency coefficient of .95 

(Scarpello & Vandenberg, 1987). This scale has also demonstrated convergent, discriminant, 

predictive and content validity (Scarpello & Vandenberg, 1987).  

Compassion Fatigue 

Section 3 of the questionnaire consisted of the Secondary Traumatic Stress Scale (STSS) 

(Bride et al., 2004) to assess participants’ level of compassion fatigue. The STSS includes 17-

items designed to assess the frequency of intrusion (items: 2, 3, 6, 10, 13), avoidance (items: 1, 5, 

7, 9, 12, 14, 17), and arousal symptoms (items: 4, 8, 11, 15, 16) associated with compassion 

fatigue. The STSS differs from PTSD measures specifically because the stressor-related items 

were designed to identify traumatic stress as exposure to clients/patients’ trauma. Participants 

were instructed to indicate how often each item was true for them in the past seven days on a 

five-point Likert scale (1=never; 5=very often). The items are summed for each subscale then the 

scores for the three subscales are summed for the overall STS score (compassion fatigue score). 

Scores less than 28 are interpreted as little or no compassion fatigue, scores between 28-37 are 
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interpreted as mild, scores 38-43 are interpreted as moderate, scores between 44-48 are 

interpreted as high, and greater than 48 are interpreted as severe compassion fatigue. In a 

previous study, the STSS demonstrated good internal consistency and reliability with coefficient 

alpha levels of .93 for the total STSS scale (Bride et al., 2004).  

Data Analysis   

 Data were analyzed using Statistical Packages for the Social Sciences (SPSS) software 

version 22.0.0 (IBM corporation, 2012). Descriptive statistical analyses were performed on the 

study variables and demographic characteristics were assessed with means and standard 

deviations calculated for continuous data, and frequencies and percentages calculated for the 

categorical data. All Likert scales were treated as interval data, with sums, means and standard 

deviations calculated. This analytic method was proposed by the instrument developers and 

allows for comparison between previous studies conducted in this field (Waltz, Strickland, & 

Lenz, 2010). Moreover, it was necessary to treat the data as interval data to test the theoretical 

model (Figure 3) presented earlier. 

In evaluating the adequacy of internal consistency reliability for both scales (STSS and 

SWMSS) and their subscales (STSS), Ponterotto and Ruckdeschel (2007) suggest using 

coefficient alpha levels which consider the sample size and item count of the scales used in a 

given study. For this study, Cronbach’s alpha was conducted and met moderate to excellent 

reliability scores indicating adequate levels of internal consistency (Ponterotto & Ruckdeschel, 

2007).  A bivariate analysis was conducted to investigate differences between groups (marital 

status) in the outcome variable (compassion fatigue) using a one-way analysis of variance 

(ANOVA). Correlation analysis was used to examine hypotheses one to four, specifically the 

relationship between compassion fatigue and the predictor variables (number of end of life cases 
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per month, age of nurse, years of ICU experience, and managerial support). Hierarchial multiple 

regression was used to test the theoretical model (hypothesis five) by determining the 

contribution of the predictors (independent variables) on compassion fatigue (dependent 

variable).  This method was used to control the order of each predictor variable entered into the 

model in a series of forced entry steps, based on theoretical grounds, and assessing the effect of 

each predictor variable.  

Data Screening 

 Initial data screening included utilizing frequency tables to identify data that had been 

entered incorrectly and to check for missing data. Missing data was dealt with using both listwise 

deletion and imputation of the mean (Polit & Beck, 2012). In the final sample, 16 questionnaires 

in total were removed as they lacked the necessary data to examine the predictors in the 

theoretical model. Questionnaires without any responses to the items measuring the variables in 

the theoretical model being tested in this study (cases managing end of life care, both age and 

years of experience, managerial support and compassion fatigue) were deleted entirely. For 

questionnaires that had one or two items missing from the STSS (compassion fatigue measure), 

the mean was calculated from the appropriate subscale (intrusion, avoidance, and arousal) and 

the calculated mean was imputed into the missing value.  For questionnaires with one or two 

items missing from the SWMSS (managerial support), the mean was calculated from the entire 

SWMSS scale responses and the calculated mean was imputed into the missing value. For 

questionnaires where participants had not included their age but had included their years of 

experience, an age value was calculated based on their years of experience working as a nurse, 

assuming they entered the nursing profession immediately after their nursing training. For 

example, if a participant did not enter their age, but had worked as an RN for 5 years and was 
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university trained, it was assumed that nurse graduated their university program at approximately 

age 22 and therefore was 27 years old.   

 Demographic categories with small numbers (<10) were collapsed to ensure participants 

were not easily identifiable. Highest level of education was collapsed from five categories 

(college, bachelor’s degree, master’s degree, doctoral/professional degree, and other) into two 

categories (university, non-university). Language was collapsed from three categories (English, 

French, and other), into two categories (English and other). Ethnicity was collapsed from nine 

categories (Caucasian/White, First Nations/Aboriginal/Indigenous, African Origins, Asian, 

Caribbean, Pacific Islander, Hispanic/Latino, prefer not to answer, other) into two categories 

(Caucasian/White, Other). Marital status was collapsed from five categories (married, widowed, 

divorced/separated, living with partner, single/never married) into three categories (married, 

living with partner, divorced/widowed/single/never married). Finally, work status was collapsed 

from three categories (Full-time, Part-time, Other), into two categories (Full-time, Part-time) as 

no participants chose the “other” work status category. 

 Univariate outliers were examined. Table 3 illustrates the frequency in which certain 

cases were outliers and all outlying cases had a frequency of one. Cases 2 and 42 were outliers in 

the SWMSS scores, both reporting low managerial support scores. Cases 25, 55, and 63 were 

outliers in the Avoidance subscale of the STSS and all reported higher scores. Cases 14, 44, and 

80 were outliers in the number of years they had work in ICU (35, 40, and 42 years). Lastly, case 

36 was an outlier in the number of patients they had provided end of life care to per month in the 

ICU (8 patients). The outlier cases fell within the appropriate scores with regards to instrument 

scores, years of experience working in ICU and the number of patients they had provided end of 
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life care to in the past month. Therefore, the outliers are only reported and did not require any 

adjustments.  

 

Table 3 

Outliers Analysis 

Case # Frequency Case # Frequency 

2 1 44 1 

14 1 55 1 

25 1 63 1 

36 1 80 1 

42 1   

 

 Histograms and Normal Q-Q Plots for each variable were visually assessed for normality 

by superimposing the theoretical “normal” distribution onto the graphs. Visual assessment of the 

histograms and Normal Q-Q Plots indicated data was normally distributed. Skewness and 

Kurtosis for each variable were assessed (Table 4). All values of Skewness were within +2/-2 

and Kurtosis were within +7/-7 for each variable indicating they did not depart from normality 

(Kim, 2013). 
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Table 4  

Skewness and Kurtosis 

 

Variable 

 

Skewness 

 

Kurtosis 

Cases per month managing end of life care .94 .59 

Age .64 -.95 
ICU Experience 1.37 1.24 

SWMSS Total -.80 1.89 

STSS Total .16 -.45 

   Arousal Subscale .26 -.44 
   Avoidance Subscale .32 -.37 

   Intrusion Subscale .08 -.27 

 

Multicollinearity 

 Multicollinearity was examined by using the variance inflation factor (VIF) and tolerance 

methods.  Very small tolerance or large VIF values indicate high collinearity.  A common cut-off 

threshold value for tolerance is below 0.10 and for VIF is above 10 (Pallant, 2013). Table 5 

indicates that multicollinearity assumptions were not violated between the selected predicted 

variables. 

Table 5 

Multicollinearity among Study Variables 

Model Tolerance VIF 

Exposure 0.98 1.02 

Age 0.27 3.65 

Experience 0.26 3.64 
Managerial Support 0.90 1.10 

  Dependent Variable: Compassion Fatigue (STSS total) 

 

Ethical Considerations and Approval 

 Approval from Queen’s University Health Sciences and Affliatied Teaching Hospitals 

Research Ethics Board (HSREB) was obtained prior to conducting the study (Appendix E). 
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Ethical considerations were taken into account and participants were instructed that if they 

became distressed answering any of the questions they could contact the employee’s assistance 

program (EAP) for support resources. It was not anticipated the study would cause harm or 

distress to the participants, as participation was voluntary.  

 Due to the study’s principal investigator also working as a staff nurse in the study setting, 

all information provided by participants was anonymous. Individual responses were not shared 

with any member of the research team, healthcare professionals, or management. All data was 

analyzed and presented as group data, and no individual will be identified in publications or 

presentations. The participants were given the Letter of Information (Appendix A) that provided 

them with the study details, information regarding confidentiality, the study background and 

contact information of the researcher and her advisor, should they have any questions about the 

study. Data will be stored in a secure archived location managed by the Queen’s University 

School of Nursing for 5 years and accessible only by the investigator’s thesis supervisor. 
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Chapter 4 

Results 

This chapter will present the study results in the following format: a) sample 

characteristics, b) descriptive results, c) reliability analysis, and c) tests of the hypotheses.  

Sample Characteristics 

 In total, 205 participants were deemed eligible for the study and were sent an invitation to 

participate in the study. Of the 97 questionnaires that were returned, 16 were removed from the 

final dataset as they were not completed to a satisfactory level (e.g. failed to complete entire 

sections required for measuring the variables being tested in this study), resulting in 81 

participants in the final sample (response rate 47.3%, n=97/205, completion rate 39.5%, 

n=81/205). No emails bounced back as undelieverable and no participants responded to indicate 

they did not want to participate.  

 Table 6 outlines the demographic characteristics of the final sample. The majority of 

participants were female (91.4%), primarily educated at the university level (65.4%), married 

(40.7%), and worked full-time (75.3%). Participants were also predominantly Caucasian, spoke 

English as their first language and their main area of employment was the level three ICU; 

however, the numbers and frequencies are not reported due to the small number of responses in 

the other categories. The participants ranged in age from 24 to 68 years with an average age of 

39 years. The years of ICU experience ranged from 1 to 42 years with an average of 11 years, 

and years of total nursing experience ranged from 1 to 45 with an average of 15 years.  
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Table 6  

Sample Characteristics (n= 81) 

    n (%)   
Gender  
 

 
Female 

Male 

 

 
74 (91.4) 

7 (8.6) 

 

 

Education  
University 

College Diploma 

 

 
53 (65.4) 

28 (34.6)   

 

Marital Status  

Married 

Living with partner 

Divorced/Separated/ 
Widowed/Single 

 

 

33 (40.7) 

22 (27.2) 

26 (32.1) 
 

 

Work Status  
Full-time 

Part-time 

 
61 (75.3) 

20 (24.7) 

 

  Mean (SD) Range 

Age 38.65 (11.92) 24 - 68 
RN experience in years 14.56 (11.97) 1 - 45 

ICU experience in years 10.63 (9.82) 1 - 42 

 

Table 7  

Means and Standard Deviations for Managing End of Life Care and Study Scales  

 Mean (SD) 

Cases Per Month Managing End of Life Care 2.09 (1.83) 
(Range 0-8) 

 

Managerial Support (SWMSS)* 3.95 (0.69) 

 
Compassion Fatigue (STSS)** 

 
37.89 (10.86) 

 
     Intrusion subscale***  

 
10.86 (3.25) 

 
     Avoidance subscale**** 

 
15.30 (4.82) 

      
    Arousal subscale*** 

 
11.73 (3.96) 

Note: * Possible range 1-5, **Possible range 17-85, 

*** Possible range 5-25, **** Possible range 7-35 
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Cases Per Month Managing End of Life Care 

Participants reported an average of two cases during the previous month in which they 

managed end of life care in the ICU. When asked if the past month had been typical of other 

months, 68% reported that the past month had been typical with 32% reporting an atypical 

month. Reasons why the past month had not been typical of other months included: 1) being 

away on vacation, 2) acuity of critical care patients varying month to month, and 3) working as a 

charge nurse limited them from taking patient assignments.  

Managerial Support 

 As illustrated in Table 7, participants in this study reported they were ‘satisfied’ with 

their manager (M=3.90, SD=0.69) and the level of support provided. 

Compassion Fatigue 

 Overall participants reported a moderate level of compassion fatigue (M=37.89, 

SD=10.86). Figure 4 summarizes the percent of participants who reported mild (48.1%), 

moderate (22.2%), high (12.3%), and severe (17.3%) compassion fatigue scores. No participants 

reported little to none compassion fatigue. 

 

Figure 4  

Percentage of Reported Compassion Fatigue Scores (STSS Scale Scores) 

48.1

22.2

12.3

17.3
Mild Trauma
Moderate Trauma
High Trauma
Severe Trauma
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Reliability of Scale Constructs  

 Cronbach’s alpha was conducted on the study scales for SWMSS, STSS and the STSS 

subscales (Intrusion, Avoidance, and Arousal). Cronbach’s alpha ranged from .70 to .96 (Table 

8), which indicated good to excellent internal consistency for all scales and subscales used in this 

study. Reliability scores were consistent with previous research.  

Table 8  

Cronbach’s Alpha Reliability  

 

Scale 

 

No. of items 

 

Cronbach’s alpha 

 

Satisfaction with my Immediate 

Supervisor Scale (SWMSS) 
 

 

18 

 

.96 

Secondary Traumatic Stress Scale 

(STSS) 

17 .90 

 

Subscales 

     Intrusion  

 

 

5 

 

 

.70 

 
     Avoidance  

 
7 

 
.80 

 

     Arousal 

 

5 

 

.79 

 

Test of the Hypotheses 

Hypothesis 1 

 ICU nurses who report higher numbers of cases per month managing end of life care will 

report higher levels of compassion fatigue than ICU nurses who report lower numbers of cases.   

Hypothesis 2 

 Younger RNs working in the ICU setting will report higher levels of compassion fatigue 

than older nurses. 
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 As illustrated in Table 8, the number of cases managing end of life care, and age of the 

RN, were not significantly correlated to the outcome variable, compassion fatigue. While the 

relationships were in the hypothesized direction, hypothesis one and two were not supported.    

Hypothesis 3 

 Nurses with less years of experience working in ICU will report higher levels of 

compassion fatigue than nurses with more years of experience. 

Years of experience was significantly and negatively correlated to compassion fatigue 

(Table 9) indicating that nurses with less experience working in ICU reported higher levels of 

compassion fatigue. Therefore hypothesis 3 was supported.  

 

Table 9  

Pearson Correlations for Study Variables in Theoretical Model (One-Tailed) (n=81) 

 Cases 
Managing 

End of Life 

Care 

 
 

Age of RN 

 
Years of ICU 

Experience 

 
 

Managerial 

Support 

Cases Managing End of Life 

Care 

 

1 

 

 

 

 
 

Age of RN  .10 1   

Years of ICU Experience  .04     .85** 1  

Managerial Support -.01     .29**     .30** 1 

Compassion Fatigue  .18 -.17 -.19* -.38** 

Note: *p<0.05; **p<0.01   
 

  

Hypothesis 4 

 ICU nurses who report lower levels of managerial support will report higher levels of 

compassion fatigue than ICU nurses who report higher levels of managerial support. 

As illustrated in Table 9, hypothesis 4 was supported with managerial support having a 

negative and significant correlation with compassion fatigue. This indicated that nurses who 
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reported less satisfaction with their manager’s support reported higher levels of compassion 

fatigue. Therefore, hypothesis 4 was also supported. 

Hypothesis 5 

 RNs in ICU who report higher numbers of cases per month managing end of life care, 

being younger in age, with less years of experience working in ICU, and lower levels of 

managerial support will report higher levels of compassion fatigue. 

 To analyze for potential confounding factors which may affect the relationship with the 

dependent variable, an ANOVA was conducted to assess for a potential association between 

marital status (Group 1: married; Group 2: living with partner; Group 3: 

divorced/widowed/single/never married) and compassion fatigue. The analysis showed no 

significant differences in compassion fatigue scores across marital status groups (F (2,78) = .36, 

p = .70). Therefore, this variable was not included as a confounding variable. Moreover, age of 

the nurse was found to have a significant positive correlation with years of ICU experience. Due 

to the high correlation between these two variables (r=.85), only years of ICU experience was 

selected for inclusion in the testing of the theoretical model (hypothesis 5) because of the 

significant relationship identified in the correlation analysis.  

Hierarchical multiple regression was conducted to test the theoretical model (hypothesis 

5). A series of forced entry steps were used to assess the ability of the three independent 

variables (number of cases managing end of life care, years of ICU experience, and managerial 

support) to predict compassion fatigue (Table 10). Cases managing end of life care was entered 

in Step 1, explaining 3.1% of the variance in compassion fatigue. When years of ICU experience 

was entered in Step 2, the total variance explained by the model was 6.9% [R2 change = .04, F 

change (2,78) = 2.88, p> .05]. After entry of managerial support in Step 3, the total variance 
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explained by the model as a whole was 18% [R2 = .11, F change (3, 77) = 5.71, p< .01]. In the 

final model, only managerial support (β=-.35, p< .05) was a statistically significant predictor of 

compassion fatigue. Therefore, hypothesis 5 was only partially supported explaining 18% of the 

total variance in compassion fatigue.  

 In summary, the tests of the hypotheses in this study provided partial support for the 

theoretical model. Consistent with the theoretical proposition, nurses who reported 

dissatisfaction with their manager were more likely to have higher levels of compassion fatigue. 

Table 10  

Multiple Regression Analysis Results  

 
B SE Beta 

Step1 
   

Constant 

 

# of cases managing end of life care 

 

35.69 

 
1.05    

 

1.83 

 
.66 

 

 

 
.18 

Step 2 
   

Constant 

  
# of cases managing end of life care 

 

Years of ICU Experience 

 

37.89 
 

1.10 

 
 

-.22 

 

2.19 
 

.65 

 
 

.12 

 

 
 

.18 

 
 

-.19 

Step 3 
   

Constant 
 

# of cases managing end of life care 

 
Years of ICU Experience 

 

Managerial Support 

 
58.61 

 

1.05 
 

-.10 

 

-5.53 

 
6.68 

 

.62 
 

.12 

 

1.69 

 
 

 

.18 
 

-.09 

 

-.35* 

Note: B = unstandardized regression coefficient; SE = standard error; Beta = standardized 

regression coefficient *p< .05, Step 1 R2 = .03; Step 2 R2 =.06, ΔR2 = .03 (p>.05); Step 3 R2 = 

.18, ΔR2 = .11(p<.01) 
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Chapter 5 

Discussion 

 Research focusing on predictors of compassion fatigue among nurses in ICU settings is 

limited. This study sought to fill the gap and expand research in this area. Therefore, the purpose 

of this cross-sectional study was to test a theoretical model examining selected predictors of 

compassion fatigue in RNs working in an ICU. In this chapter, an overview of the findings and 

comparisons with existing literature, strengths and limitations of the study, implications for 

nursing practice, and recommendations for future research are discussed followed by the final 

conclusions.    

 In the United States it is estimated that 50% of hospital deaths occur during or following 

an ICU admission, and two thirds of ICU deaths involve an active decision to limit treatments 

and transition to an end of life care approach (Adams et al., 2014). Compassion fatigue 

researchers agree that nurses working at the bedside are exposed to patient pain, suffering and 

traumatic events placing them at risk for compassion fatigue development (Figley, 1995; Hooper 

et al., 2010; Hunsaker et al., 2015; Joinson, 1992; Kelly et al., 2015; Maiden et al., 2011; Mason 

et al., 2014; Peters, 2018; Sacco et al., 2015; Sinclair et al., 2016; Sorenson et al., 2017; Young 

et al., 2011).  Previous studies have reported the prevalence of compassion fatigue in ICU 

settings ranging from 7-40% (Hooper et al., 2010; Potter et al., 2013; Yoder, 2010). In this study, 

48% of participants reported mild levels of compassion fatigue, while close to 30% reported high 

to severe levels of compassion fatigue. No participants reported little to none compassion 

fatigue. 
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 When compared to the demographics from a report by Critical Care Services Ontario 

(2017), it was determined that the sample in this study was similar. The average age of critical 

care nurses in Ontario is between 30 – 40 years old, 90% were female, and 66% were employed 

full-time. In this study, the participants’ average age was 38 years, 92% were female and 75% 

were employed full-time. Also, participants had worked an average of 11 years in the ICU. The 

analysis of the sample demographics is similar to the Critical Care Services Ontario report 

(2017) indicating the respondents in this study are representative of critical care nurses in 

Ontario.  

This study was guided by a theoretical model informed by Figley’s (2002) Compassion 

Stress/Fatigue Process Model and Stamm’s (2010) Theoretical Model of Professional Quality of 

Life.  In the model, exposure to indirect trauma or the emotional energy of a patient who is 

suffering during their end of life, elicits empathetic understanding from the nurse and may result 

in the depletion of empathy and compassion giving rise to the potential development of 

compassion fatigue (Figley, 1995; Figley, 2002; Stamm, 2010). With exposure to indirect trauma 

such as providing end of life care to patients in ICU, the RN becomes susceptible to compassion 

fatigue development. Selected characteristics of the personal environment (age, years experience 

in ICU) and work environment (managerial suppport) also contribute to an RNs’ potential 

development of compassion fatigue (Stamm, 2010). 

Discussion of the Research Hypotheses 

ICU nurses who report higher numbers of cases per month managing end of life care will report 

higher levels of compassion fatigue than ICU nurses who report lower numbers of cases.  

In this study nurses who reported higher number of cases managing end of life care 

during the previous month did not report higher levels of compassion fatigue at a statistically 
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significant level. This finding is contrary to other compassion fatigue research which reported 

that compassion fatigue is the consequence of exposure to patient’s pain, suffering, and/or 

traumatic event (Figley, 1995; Figley, 2002; Hooper et al., 2010; Hunsaker et al., 2015). One 

reason for this finding could be related to the nurses in this study not having the opportunity on 

the questionnaire to indicate if their patient experienced a sudden adverse event (e.g. unplanned 

death), or whether their end of life care was expected and occurred as a result of a disease 

progression. This may have influenced how the nurse felt providing end of life care to a patient 

in the ICU and might be a variable not captured in this study. It is possible that in some instances 

end of life care approaches may have been inevitable or were more appropriate, as opposed to 

heroic life saving techniques that could inflict more pain, suffering, or were futile. Also, nurses 

who reported the number of cases providing end of life care did not have the opportunity to 

express whether their cases had happened over one shift, or over a series of days and may have 

impacted the findings of this study.  

 Over the past decade compassion fatigue researchers have found that debriefing 

following cases of traumatic deaths can significantly lower compassion fatigue in nurses 

(Schmidt & Haglund, 2017). It is unknown if the nurses who provided end of life care in this 

study had the opportunity to debrief following their patient’s death and whether this outcome 

was traumatic and unexpected. Interestingly, some participants in this study who reported high to 

severe compassion fatigue (scores > 44), also reported zero cases providing end of life care for 

the past month. Alternatively, some nurses with high and severe compassion fatigue also 

reported high cases providing end of life care for the past month (e.g. reporting more than 4 

cases in the previous month).   
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Younger RNs working in the ICU setting will report higher levels of compassion fatigue than 

older nurses. 

 In this study younger nurses working in the ICU setting did not report higher levels of 

compassion fatigue at a statistically significant level. According to Stamm’s (2010) Theoretical 

Model of Professional Quality of Life this finding was surprising as age (a personal environment 

characteristic) was predicted to be a contributing factor to compassion fatigue development. 

However as discussed in chapter 2, researchers have reported inconsistent results related to the 

age of a nurse and compassion fatigue. Kelly et al. (2015) found younger acute care nurses had 

higher levels of compassion fatigue than older nurses. In contrast, Sacco et al. (2015) found 

younger ICU nurses had higher compassion fatigue than nurses in other age groups. It is possible 

that the younger nurses in the current study had not experienced the emotional stresses related to 

their exposure to patients’ pain, suffering or traumatic events which had been experienced by 

nurses in other studies. It is also possible that they had developed more effective coping skills in 

dealing with the emotional stresses.  

In this study, younger nurses also reported less managerial support than older nurses, 

however they were not asked about support from their colleagues, such as fellow nurses, unit 

educator, physicians. Nurses working in supportive environments help novice nurses develop 

supportive and meaningful relationships with co-workers and other staff members leading to 

lower levels of compassion fatigue (Figley, 1995; Figley, 2002; Harris & Griffin, 2015; Sinclair 

et al., 2016; Sorenson et al., 2016). The findings in this study may be the result of younger nurses 

in this ICU having support from other sources which is discussed further on in this chapter.  

Nurses with less years of experience working in ICU will report higher levels of compassion 

fatigue than nurses with more years of experience. 
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 In this study nurses with less experience working in ICU reported higher levels of 

compassion fatigue at a statistically significant level than nurses with more years of experience. 

Stamm’s (2010) Theoretical Model of Professional Quality of Life supported personal 

environment characteristics (e.g. years of ICU experience) as a contributing factor to compassion 

fatigue development. This finding supports Stamm’s (2010) Theoretical Model of Professional 

Quality of Life and previous studies which found similar results with regards to nursing 

experience and its impact on compassion fatigue. Kelly et al. (2015) and Sacco et al. (2015) both 

reported nurses with more years of experience working in ICU reported lower levels of 

compassion fatigue, suggesting less experienced nurses were at higher risk for compassion 

fatigue. Also similar to other studies (Yoder, 2010), the findings between age and years of ICU 

experience was inconsistent. Not surprisingly, age and years of ICU experience were positively 

correlated, suggesting that older nurses reported working in ICU for a longer period of time.  

However, several older nurses who reported many years of nursing experience also reported 

working in ICU for less than 5 years.  For example, a nurse who was 47 years old, had 22 years 

of nursing experience with only 2 years of experience working in ICU. It is unclear if previous 

research has considered that some RNs may have started working in ICU settings later in life. 

More experience working within the ICU would allow a nurse more opportunity and time to 

gather knowledge, skills and experience to develop strategies to cope with the challenges that 

present within this environment. In contrast, nurses with less experience have not yet acquired 

the skills, knowledge and abilities to care for the severe cases of patient trauma (Kelly et al., 

2015; Sacco et al., 2015).  

 In this study, nurses with less ICU experience also reported less managerial support than 

nurses with more years working in the ICU. Abendroth and Flannery (2006) found that nurses 



 

56 

 

who reported no support after a patient's traumatic death were in the moderate-to-high risk CF 

category. A lack of support from managers after a patient’s traumatic death may diminish 

internal coping mechanisms and more significantly impact nurses with less experience working 

in ICU settings (Abendroth & Flannery, 2006).  As well, RNs about to enter the profession, or 

RNs who are mid-to late-career who perceive a lack of managerial support from their immediate 

manager also view this problem as a significant barrier to the provision of safe care to patients 

(Price & Reichert, 2017). Another reason why nurses with less years of experience reported 

higher compassion fatigue could be an indication that they lack social supports outside of their 

work life. Nurses with strong external support systems have been found to have less reported 

compassion fatigue (Harris & Griffin, 2015; Sorenson et al., 2016).   

ICU nurses who report lower levels of managerial support will report higher levels of 

compassion fatigue than ICU nurses who report higher levels of managerial support. 

In this study ICU nurses who reported lower levels of managerial support reported higher 

levels of compassion fatigue at a statistically significant level. Satisfaction with one’s manager 

has been significantly and positively correlated with perceived managerial support in previous 

studies (Abendroth & Flanner, 2006; Fessler, 2017; Hooper et al., 2010; Hunsaker et al., 2015). 

Employees who are satisfied with their manager describe their workplace as supportive and a 

place where they feel valued and would recommend their friends and family to work for their 

employer (Baloyi, Van Waveren, & Chan, 2014). More recently, Kelly and Lefton’s (2017) 

research found meaningful recognition from peers and management in the form of a ‘daisy’ 

award (e.g. an award created in the United States that provides ongoing recognition for clinical 

skills and compassion in nurses) results in lower levels of compassion fatigue in a group of 
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critical care nurses. This is an interesting finding as managers are in a unique position of 

leadership to show their staff support by providing meaningful recognition (Hickman, 2017).  

RNs in ICU who report higher numbers of cases per month managing end of life care, being 

younger in age, with less years of experience working in ICU, and lower levels of managerial 

support will report higher levels of compassion fatigue. 

Eighteen percent of the variance in participants’ compassion fatigue was explained by 

three predictors (exposure to patient suffering, nurses’ years of experience in ICU, managerial 

support). However, only managerial support was a significant predictor in the final model. Even 

though years of experience working in ICU was significantly related to compassion fatigue when 

examined on it’s own in the correlation analysis, it became non-significant when included a 

model with other predictors. This highlights managerial support as an important characteristic of 

the work environment and contributor to reducing compassion fatigue. Nurses value support 

from their managers, especially after the traumatic death of a patient. A supportive manager is 

perceived as one who is visible, consults with staff, provides praise and recognition and where 

able, is flexible with work schedules (Abendroth & Flanner, 2006). It is these qualities of a 

manager that have been found to increase job satisfation, and improve staff retention (Duffield, 

Roche, Blay, & Satasa, 2011; Fessler, 2017).  

Strengths and Limitations 

Several strengths are noted in this study. The major contribution of this study is the 

broadening of our understanding of nurses’ compassion fatigue in ICU using a theoretical model.  

Previous researchers have reported conflicting results specific to age and years of experience as 

predictors of compassion fatigue, possibly due to weak study designs and small sample sizes. A 

strength of this study was the use of hierarchical multiple regression to test the theoretical model. 
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As mentioned, the participants demographic characteristics were similar to the demographic 

characteristics from the report by Critical Care Services Ontario (2017). According to Warner 

(2013), when a sample is representative of a study’s population, the findings can then be 

generalized to that population.  

Several limitations are noted in this study. The first limitation is the sample size (n =81). 

Despite all nurses in this ICU being invited to participate into this study the sample size was less 

than expected and no information is known about why some chose not to participate. Data 

collection was completed in the summer months with many RNs taking vacation. This may be 

one reason why the response rate was less than expected. This study was limited to one hospital. 

This limits the generalizability of the results to other hospitals. 

 Participation in this study was voluntary and volunteer bias may have been a factor as the 

internal validity could have be affected (Warner, 2013). For example, those nurses with better 

coping skills and who have high work-related stress may have chosen to participate in this study 

at a higher rate than other nurses in this unit. Another limitation is that the questionnaire was 

conducted using self-report. Self-reported data can be affected by the external bias caused by 

social desirability (Althubaiti, 2016).  Despite ensuring anonymity and confidentiality to the 

participants regarding their responses to the questionnaire, social desirability bias may have 

affected the results. For example, when determining compassion fatigue levels, the exact levels 

of compassion fatigue could be underestimated in this sample. Alternatively, the levels of 

managerial support could be overestimated as a result of social desirability bias. Recall bias is 

another potential bias found in self-reported data (Althubaiti, 2016). This type of bias may have 

affected the participants’ ability to recall a past event, i.e. number of cases where they provided 

end of life care from the previous month. This potential bias may have impacted the construct 
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validity of the study (Warner, 2013). The questionnaire was also administered through work 

emails and completed online through a link.  This may have impacted the study as some 

participants may not have felt comfortable answering personal questions at work, or rating their 

satisfaction with their manager for fear of negative repercussions.  

Implications for Nursing Practice 

 Compassion fatigue has proven to be a detrimental problem for healthcare providers and 

takes a toll not only on nurses but the organizations where they work (Potter, Pion, & Gentry, 

2015). It is paramount for healthcare practitioners, especially nurses, to understand what factors 

contribute to compassion fatigue to identify symptoms and develop positive protective strategies 

for coping with working in stressful ICU environments. This study aimed to examine predictors 

of compassion fatigue in ICU nurses. The results of the study found that support from managers 

is key in decreasing compassion fatigue.  

 Over time symptoms of compassion fatigue may erode a nurse’s level of compassion 

(Jakimowicz, Perry, & Lewis, 2017) and cause them to disengage, have noticeable changes in 

their clinical practice, or even choose to leave the nursing profession altogether (Nolte et al., 

2017; Peters, 2018; Sacco et al., 2015; Sorenson et al., 2017). When compassion fatigue 

symptoms are unrecognized and untreated in nurses, hospitals are negatively impacted as costs 

related to absenteeism and turnover may be higher (Halbesleben et al., 2008; Wentzel & 

Brysiewicz, 2014).  Most importantly, unrecognized compassion fatigue in nurses can impact the 

quality and safety of patient care (Wentzel & Brysiewicz, 2014). Patient acuity is expected to 

rise in hospitals and ICU settings with more complex interventions and therapies (Health Quality 

Ontario, 2016; Holms, Milligan, & Kydd, 2014; Hunsaker et al., 2015; St-Pierre, Alderson, & 

Saint-Jean, 2001). As a result, now more than ever, nurse managers and those in leadership roles 
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must take the opportunity to support front-line nurses. Meaningful recognition programs are one 

strategy managers can utilize to help show support to staff, with the additional outcome of 

enhancing nurse retention (Hickman, 2017).    

 There is a growing body of literature in the field of compassion fatigue that highlights the 

importance resiliency plays in decreasing this problem among nurses and those who work in 

caring professions (Burnett & Wahl, 2015). Resiliency is defined as the ability to cope, learn, 

and grow from difficult experiences (Wagnild & Young, 1993). Potter et al. (2015) conducted a 

qualitative study examining the effectiveness of a resiliency training program on staff who 

worked at a medical center in an urban center in the United States. Following their intervention, 

which consisted of teaching five strategies for increasing resiliency in the participants everyday 

life (e.g. self-regulation, intentionality, self-care, connection, and perceptual maturation) all 15 

participants demonstrated significant benefit from the intervention and cited their emotional 

health had much improved.  

Another method that has shown to decrease workplace stress is debriefing. Debriefing is 

a low-cost strategy to support front-line staff following adverse events. Debriefing has shown to 

help nurses cope with the emotions associated with caring for traumatized patients (Schmidt & 

Haglund, 2017) and is one method that not only decreases compassion fatigue in nurses, but it 

can be a strategy utilized by managers that also shows support for their staff. As well, debriefing 

identifies opportunities for improvement with future cases, and encourages those involved to 

heal as a group (Schmidt & Haglund, 2017). 

Recommendations for Future Research 

 Future research is needed to expand on the results of this study and explore how personal 

and work environment characteristics influence compassion fatigue development in ICU nurses. 
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Limitations outlined above may be minimized by conducting a similar study at multiple locations 

as this would help capture more nurses who are at risk, or are suffering from the effects of 

compassion fatigue. From this study one recommendation would be to conduct a similar study at 

a time of year when it is less likely that staff are on vacation. During data collection in this study 

32% of the nurses reported the past month as atypical at work. They cited that many nurses were 

on vacation, the acuity of the unit had varied, and some worked as the unit charge nurse limiting 

them from taking patient assignments. Conducting a similar study at a different time of year may 

capture a larger sample size and could support the findings in this study. With regards to the 

acuity of the unit, the nurses in this study did not have the opportunity to express whether acuity 

was low or high with multiple trauma patient cases. Examining the level of acuity within the unit 

prior to a future study may help to determine if exposure to patient trauma, measured with cases 

where end of life care was provided, is a useful measure of exposure to patient pain, trauma, 

and/or suffering. Examining the acuity of the unit may also provide an understanding of the 

expected amount of traumatic patient cases that are typical in that particular ICU. Another 

recommendation is to examine different types of trauma cases (e.g. cardiac arrest from septic 

shock versus spinal cord injury from a motor vehicle accident), and whether they play a role in 

compassion fatigue development. 

 Further research is also needed to explore what strategies could be utilized by those in 

leadership roles (e.g. managers, or charge nurses) that help ICU nurses feel supported. 

Debriefing is a strategy used to support nurses and decreases compassion fatigue symptoms 

following adverse events (Abendroth & Flannery, 2006; Schmidt & Haglund, 2017). This study 

found nurses who felt satisfied and supported by their manager had lower reported compassion 
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fatigue scores. By determining supportive strategies managers could aid in diminishing this 

problem especially within nursing areas where exposure to patient trauma is high. 

 The use of alternative study designs may also be beneficial for future compassion fatigue 

research. For example, longitudinal studies assessing nurses’ skills, knowledge, abilities and age 

over time may further uncover the role age and years of experience play in compassion fatigue 

development in ICU nurses. In addition, using longitudinal studies examining the effectiveness 

of an educational program aimed at informing nurses about compassion fatigue and the 

development of their own resiliency strategies would be worthwhile. Previous research in 

oncology nurses found a significant decrease in compassion fatigue scores following an 

educational program intervention (Potter et al., 2013). Conducting a similar study with an 

educational intervention and its effectiveness over six months would help strengthen the 

importance of prevention in ICU nurses.  

 Nurses gain knowledge and experience during their years at formal education institutions 

(Jakimowicz et al., 2017). It would be worthwhile examining if nursing students are informed 

about compassion fatigue prior to entering the profession. Identiying if nursing students are 

aware of this problem before entry into the nursing profession could help direct future learning 

and provide an opportunity for new nurses to develop emotional awareness about the potential 

challenges that the may face when they start to work in the profession.    

Conclusions 

 This study has provided insight into how exposure to patients’ suffering, personal and 

work environment characteristics contribute to compassion fatigue in ICU nurses. The benefits 

of nurses caring for patients and families with no compassion fatigue have been well established 

but insight into predictors in ICU nurses need to be addressed. This study provides a current look 
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at the role managing end of life care, experience and managerial support play in influencing 

compassion fatigue in ICU nurses.  

 The results of this study lead to three main conclusions. First, the results demonstrated 

that the number of cases providing end of life care in one months’ time and the age of the nurse 

did not contribute to compassion fatigue in ICU nurses. Second, years of experience working in 

ICU was a significant predictor of compassion fatigue in ICU nurses when examined on its own. 

Third, only managerial support was a significant predictor of compassion fatigue in the testing of 

the theoretical model. These findings illustrated how work environment characteristics play an 

important role and contribute to compassion fatigue in ICU nurses (Stamm, 2010).   

 Nurses enter the profession of nursing with the desire to help and care for others in need. 

It is not always known how draining this role can be when it requires continuous compassion and 

empathetic care. It is essential for healthcare workers, especially ICU nurses, to understand what 

contributes to compassion fatigue in order to minimize the outcomes associated with it through 

developing positive protective strategies. Because exposure to patient trauma is embedded within 

the role of ICU nursing seeking supports within and outside of the workplace is an important 

strategy that individuals, and organizations can utilize to avoid its negative consequences. 

Making compassion fatigue awareness a focus for nurses working in ICU environments could 

help mitigate its detrimental effects. 
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Appendix A 

Letter of Information 

 

 

Study Title: Examining Predictors of Compassion Fatigue in Intensive Care Nurses 

You are invited to participate in a survey-based research study examining the factors which may 

lead to compassion fatigue among intensive care nurses. It will take approximately 15 minutes to 

complete the questionnaire.  You are eligible to participate if you are a part-time or full-time 

registered nurse working in ICU. Before agreeing to participate, it is important that you read and 

understand the following information. Please ask for clarification about anything you do not 

understand. The Queen’s University Health Sciences and Affiliated Teaching Hospitals Research 

Ethics Board have reviewed this study for ethical compliance. Upon completion of 

questionnaires you will have the opportunity to be entered into a draw for a chance to win 1 of 4 

gift cards at a local coffee store (Gift card value of $25.00).   

 

Purpose: Compassion fatigue is becoming more and more frequent in nursing. The effects of 

compassion fatigue are immense and contribute to a negative work life balance. Compassion 

fatigue is defined as “-the emotional strain of exposure to working with those suffering from the 

consequences of traumatic events. It differs from job burnout but can co-exist. Compassion 

fatigue can occur from exposure to one event or can occur from exposure to several traumatic 

events-” (Figley, 1995). Working within the ICU setting you may be frequently involved in 

caring for patients who have undergone a traumatic or life ending event. The aim of the study is 

to explore what factors which may lead to compassion fatigue among ICU nurses. By 

participating you will contribute to research that will inform current knowledge surrounding 

intensive care nurses and compassion fatigue, which may help to design supportive working 

environments. Your participation in this study is completely voluntary. Choosing to not 

participate in this study will have no effect on your employment. Completion of the online 

questionnaire will signify consent to participate. 

 

Risks and Benefits: There are no known risks to participating in this study. Should you feel 

uncomfortable or unable to continue at any point during the questionnaire, you may choose not 

to answer any questions. If you become distressed while completing the survey, please contact 

the employee’s assistance program for support resources.  

 

Access to Information, Confidentiality, and Publication Results: All information that is 

provided will be anonymous, meaning that in no way can your responses be linked back to you 

(the participant). No names will appear on any questionnaires. Your individual responses will not 

be shared with your colleagues or manager. Data will be analyzed and presented as group data, 

with no discussion that will identify any individual. Data will be stored in a secure archived 

location managed by the Queen’s University School of Nursing for 5 years. All electronic data 

files will be deleted with a secure erase utility that will immediately overwrite the deleted data 

several times to prevent recovery. Only the principal investigator (Lisa Willing, RN, MNSc 
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Student) and the thesis supervisor (Joan Almost, RN, PhD) will have access to your 

questionnaire. You will not be identified in any publication or reports. 

 

Questions: If you have any questions, concerns, or comments, please do not hesitate to contact 

the Principal Investigator. If you have any questions about your rights as a research participant, 

please contact Dr. Albert Clark, Chair, Queen’s University Health Sciences and Affiliated 

Teaching Hospitals Research Board at 1-844-535-2988.  

 

Principal Investigator  

Lisa Willing, RN, MNSc student, 

Email: 15lbw@queensu.ca 

Phone: (613) 533-6000 ext. 74748 

 

Thesis Supervisor  

Joan Almost, RN, PhD,  

Email: joan.almost@queensu.ca 

Phone: (613) 533-6000 ext. 74748 

  

mailto:15lbw@queensu.ca
mailto:joan.almost@queensu.ca
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Appendix B 

Reminder Email 

 

Study Title: Examining Predictors of Compassion Fatigue in Intensive Care Nurses 

Two weeks ago you were invited to participate in a survey examining the factors which may lead 

to compassion fatigue among intensive care nurses.  If you have already completed the survey, 

thank you.  If you have not completed the survey, then please consider completing this survey 

which will take approximately 15 minutes of your time.  Upon completion of questionnaires you 

will have the opportunity to be entered into a draw for a chance to win 1 of 4 gift cards at a local 

coffee shop (Gift card values of $25.00). 

 

Link to Qualtrics survey 

 

Compassion fatigue is becoming more and more frequent in nursing. The effects of compassion 

fatigue are immense and contribute to a negative work life balance. Compassion fatigue is 

defined as the emotional strain of exposure to working with those suffering from the 

consequences of traumatic events. It differs from job burnout but can co-exist. Compassion 

fatigue can occur from exposure to one event or can occur from exposure to several traumatic 

events. Working in the ICU setting you may be frequently involved in caring for patients who 

have undergone a traumatic or life ending event. The aim of the study is to explore what factors 

which may lead to compassion fatigue among ICU nurses. By participating you will contribute to 

research that will inform current knowledge surrounding intensive care nurses and compassion 

fatigue, which may help to design supportive working environments. Your participation in this 

study is completely voluntary. Choosing to not participate in this study will have no affect on 

your employment. Completion of the online questionnaire will signify consent to participate. 
 

Questions: If you have any questions, concerns, or comments, please do not hesitate to contact the 

Principal Investigator. If you have any questions about your rights as a research participant, please contact 

Dr. Albert Clark, Chair, Queen’s University Health Sciences and Affiliated Teaching Hospitals Research 
Board at 1-844-535-2988.  

Principal Investigator  

Lisa Willing, RN, MNSc student, 

Email: 15lbw@queensu.ca 
Phone: (613) 533-6000 ext. 74748 

 

Thesis Supervisor  
Joan Almost, RN, PhD,  

Email: joan.almost@queensu.ca 

Phone: (613) 533-6000 ext. 74748 

 

mailto:15lbw@queensu.ca
mailto:joan.almost@queensu.ca
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Appendix C 

 

Study Title: Examining Predictors of Compassion Fatigue in Intensive Care Nurses 

Two weeks ago you were invited to participate in a survey examining the factors which may lead 

to compassion fatigue among intensive care nurses.  If you have already completed the survey, 

thank you.  If you have not completed the survey, then please consider completing this survey 

which will take approximately 15 minutes of your time.  Upon completion of questionnaires you 

will have the opportunity to be entered into a draw for a chance to win 1 of 4 gift cards at a local 

coffee shop (Gift card values of $25.00). 

 

Link to Qualtrics survey 

 

Compassion fatigue is becoming more and more frequent in nursing. The effects of compassion 

fatigue are immense and contribute to a negative work life balance. Compassion fatigue is 

defined as the emotional strain of exposure to working with those suffering from the 

consequences of traumatic events. It differs from job burnout but can co-exist. Compassion 

fatigue can occur from exposure to one event or can occur from exposure to several traumatic 

events. Working in the ICU setting you may be frequently involved in caring for patients who 

have undergone a traumatic or life ending event. The aim of the study is to explore what factors 

which may lead to compassion fatigue among ICU nurses. By participating you will contribute to 

research that will inform current knowledge surrounding intensive care nurses and compassion 

fatigue, which may help to design supportive working environments. Your participation in this 

study is completely voluntary. Choosing to not participate in this study will have no affect on 

your  

employment. Completion of the online questionnaire will signify consent to participate.  
Questions: If you have any questions, concerns, or comments, please do not hesitate to contact the 

Principal Investigator. If you have any questions about your rights as a research participant, please contact 

Dr. Albert Clark, Chair, Queen’s University Health Sciences and Affiliated Teaching Hospitals Research 

Board at 1-844-535-2988.  
 

Principal Investigator  

Lisa Willing, RN, MNSc student, 
Email: 15lbw@queensu.ca 

Phone: (613) 533-6000 ext. 74748 

 

Thesis Supervisor  
Joan Almost, RN, PhD,  

Email: joan.almost@queensu.ca 

Phone: (613) 533-6000 ext. 74748 
 

 

 
  

mailto:15lbw@queensu.ca
mailto:joan.almost@queensu.ca
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Appendix D 

Questionnaire 

Section 1: Demographics 

 

Please complete the following questions by filling in/or selecting the answer that corresponds to 

your response. 

 

1. What year were you born in? 

_______ 

2. What is your gender? 

1) Male 

2) Female 

3) Other 

 

3. What is the highest level of education you have completed related to nursing? 

1) College Diploma 

2) Bachelor’s Degree 

3) Master’s Degree 

4) Doctoral/Professional Degree 

5) Other: ___________________  

 

4. What is your first language? 

1) English 

2) French 

3) Other: _____________________ 

 

5. How would you describe yourself (check only one)? 

1) Caucasian/White 

2) First Nations/Aboriginal/Indigenous 

3) African Origins 

4) Asian 

5) Caribbean Origins 

6) Pacific Islander 

7) Hispanic/Latino 

8) Prefer not to answer 

9) Other: ___________________ 
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6. What is your marital status? 

1) Married 

2) Widowed 

3) Divorced/separated 

4) Living with partner 

5) Single/never married 

 

7. What is your work status? 

1) Full time 

2) Part time 

3) Other: _______ 

4) Part-time 

If you are a part-time worker how many hours per month do you work (approx.) 

_____ 

 

8. Area of Employment within hospital setting? 

1) Intensive care unit (K2) 

2) Intensive care combined nurse (ICCN) 

If you are ICCN how many hours per month is spent in the level 3 ICU (K2) 

(approx.) 

_____ 

 

9. What is the number of years in total you have worked in ICU? 

_____ 

 

10.  How many years of experience have you worked in total as a Registered Nurse? 

_____ 

 

11. How many times during the last month (e.g. number of patients) did you provide end of 

life care for patients in the ICU? (approx.)  

 

 End of life care refers to “care for people in decline who are deemed to be 

 terminal or dying in the foreseeable (near) future” (Canadian Institute for  Health 

 Information, 2011). End of life care patients in the ICU may or  may not have 

 palliative care  approaches to their care initiated yet.   

_____ 

 

12. Was the last month typical of other months regarding the amount of cases you managed 

end of life care for your patients? 

1) Yes 

2) No 

3) Other? _____ 
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Section 2: Satisfaction With My Supervisor Scale 

Please indicate the extent to which the following describes your satisfaction with your immediate 

supervisor. 

 

  1  2  3  4  5 

 Very Dissatisfied         Neutral      Very Satisfied 

1. The way my supervisor listens when I have something          1   2   3   4   5 

             important to say.  

2. The way my supervisor sets clear goals.     1   2   3   4   5 

3. The way my supervisor treats me when I make a mistake.   1   2   3   4   5 

 

4. My supervisor’s fairness in appraising my job performance.   1   2   3   4   5 

5. The way my supervisor is consistent in his/her behaviour  

 towards subordinates.                                                               1   2   3   4   5 

 

6. The way my supervisor helps me to get the job done.             1   2   3   4   5 

  

7. The way my supervisor gives me credit for my ideas.             1   2   3   4   5 

 

8. The way my supervisor gives me clear instruction.                 1   2   3   4   5 

 

9. The way my supervisor informs me about work changes 

 ahead of time.                     1   2   3   4   5 

10. The way my supervisor follows through to get problems 

 solved.          1   2   3   4   5 

11. The way my supervisor understands the problems I might  

 run into doing the job.        1   2   3   4   5 

12. The way my supervisor shows concern for my career    1   2   3   4   5 

Progress          

 

13. My supervisor’s backing me up with other management.   1   2   3   4   5 
 

14. The frequency with which I get a pat on the back for doing    1   2   3   4   5 

            a good job.                     

 

15. The Technical competence of my supervisor.     1   2   3   4   5 

 

16. The amount of time I get to learn a task before I’m moved     1   2   3   4   5    

      to another task.          

 

17. The time I have to do the job right.      1   2   3   4   5 

  

18. The way my job responsibilities are clearly defined.    1   2   3   4   5 
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Section 3: Secondary Traumatic Stress Scale 

The following is a list of statements made by persons who have been impacted by their work 

with traumatized clients. Please read each statement then indicate how frequently the statement 

was true for you in the past seven (7) days by checking the corresponding number next to the 

statement.  

NOTE: “Client” is used to indicate persons with whom you have been engaged in a helping 

relationship. You may substitute another noun that better represents your work such as 

consumer, patient, recipient, etc.  

1                 2                 3                    4                     5      

          Never                 Rarely          Occasionally            Often             Very Often 

 

1. I felt emotionally numb.    

 

2. My heart started pounding when I thought about my work.        

 

3. It seemed as if I was reliving the trauma (s) experienced by my client 

(s). 

 

4. I had trouble sleeping.  

 

5. I felt discouraged about the future.     

 

6. Reminders of my work with clients upset me. 

 

7. I had little interest in being around other.      

 

8. I felt jumpy.                                  

 

9. I was less active than usual.   

 

10. I thought about my work with clients when I didn’t intend to.  

 

11. I had trouble concentrating.     

 

12. I avoided people, places, or things that reminded me of my work.  

 

13. I had disturbing dreams about my work with clients               

 

14. I wanted to avoid working with some clients.     

 

15. I was easily annoyed.      

 

16. I expected something bad to happen.   

 

17. I noticed gaps in my memory about client sessions.   

1       2       3       4       5 

 

1       2       3       4       5 

 

1       2       3       4       5 

 

 

1       2       3       4       5 

 

1       2       3       4       5 

 

1       2       3       4       5 

 

1       2       3       4       5 

 

1       2       3       4       5 

 

1       2       3       4       5 

 

1       2       3       4       5 

 

1       2       3       4       5 

 

1       2       3       4       5 

 

1       2       3       4       5 

 

1       2       3       4       5 

 

1       2       3       4       5 

 

1       2       3       4       5 

 

1 2       3       4      5       
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