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ABSTRACT 

 

Compassion fatigue and compassion satisfaction are two inter-related concepts. Individuals 

in helping professions may occasionally face compassion fatigue from giving so much of 

themselves to others. Compassion fatigue has been studied in a variety of settings: medical, 

social work, nursing, law enforcement, and fire departments, to name a few. While some 

researchers have studied nurses, little published work has focused exclusively on nurses who 

care for specialty pediatric populations. Additionally, there is scant research on whether 

compassion satisfaction and compassion fatigue are associated with patient satisfaction. The 

purpose of this study was to determine the level of compassion satisfaction and compassion 

fatigue among pediatric nurses and whether there was an association with patient satisfaction. 

This descriptive study was conducted in a large academic medical center in the Southwestern 

United States. A convenience sample of 231 nurses working with children in inpatient or 

outpatient settings completed an online demographic questionnaire and the Professional 

Quality of Life (ProQOL) 5 tool, which measured compassion satisfaction and two 

dimensions of compassion fatigue: burnout and secondary traumatic stress. Results of this 
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study showed that the nurses had a moderate to high level of compassion satisfaction, a low 

level of burnout, and a low to moderate level of secondary traumatic stress. There were no 

differences in the level of compassion satisfaction or burnout related to demographic 

characteristics, clinical unit type, or years of experience of nurses. There were no differences 

in the levels of compassion satisfaction or compassion fatigue based on the levels of patient 

satisfaction according to unit type.  

Keywords: compassion satisfaction, compassion fatigue, patient satisfaction, nurse sensitive 

indicators, pediatric nurses 
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CHAPTER 1: INTRODUCTION 

The purpose of this study is to describe the extent of compassion fatigue and 

compassion satisfaction among pediatric nurses and to determine the relationships among 

compassion satisfaction, compassion fatigue, and patient satisfaction. The study setting is a 

large academic medical center situated in an urban area in the Southwestern United States. 

The medical center is a Level I trauma center and has many pediatric specialties not found in 

other parts of the state. Additionally, the center serves as a regional referral center from 

surrounding states.  

Prevalence of Compassion Fatigue and Compassion Satisfaction in Nurses 

Nurses are the largest group of healthcare providers in the United States. According 

to the 2008 National Nurses Survey, there are 3.1 million registered nurses (RN) in the 

United States (Health Resources and Services Administration, 2010). While there is no 

overall estimate of the level of compassion satisfaction and compassion fatigue among nurses 

in general, there are studies that show nurses in specialty areas are at risk for compassion 

fatigue. There are several studies that show high levels of compassion fatigue among 

oncology nurses (Barnard, Street, & Love, 2006; Medland, Howard-Ruben, & Whitaker, E. 

2004; Potter et al., 2010). Hooper et al. (2010) compared levels of compassion satisfaction, 

burnout, and compassion fatigue in emergency department nurses (n = 49) with nurses in 

intensive care units (ICUs; n = 32) and inpatient oncology (n = 12) and nephrology (n = 16) 

units in a hospital located in the Southeastern United States. Approximately one-fifth of their 

sample had low levels of compassion satisfaction, and over a quarter had high levels of 

burnout or compassion fatigue (Hooper et al.) The studies described above were conducted 

with nurses who cared for adult patients exclusively or primarily. This study seeks to 
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determine the levels of compassion satisfaction and compassion fatigue among nurses caring 

for pediatric patients and how they relate to patient satisfaction.  

Specific Aims 

1. Describe the extent of compassion fatigue and compassion satisfaction among 

pediatric nurses on specialty care units.  

2. Determine if there are differences in the level of compassion fatigue and compassion 

satisfaction among pediatric nurses based on demographic characteristics.  

3. Determine whether units that have higher levels of compassion fatigue score lower on 

nurse sensitive patient satisfaction indicators. 

Compassion Satisfaction and Compassion Fatigue 

Compassion Satisfaction 

Compassion satisfaction is described as the positive feelings and emotions of caring 

for others and being able to perform a job well. Nurses who experience compassion 

satisfaction are satisfied with their work and feel invigorated by the work they do. They are 

happy, feel successful and want to continue to do the work they are engaged in because they 

feel they are making a difference for others (Stamm, 2010). Compassion satisfaction allows 

nurses to experience connectedness with their patients regardless of their condition and 

prognosis and leads to meaningful, positive interactions between the nurse and patients and 

their families (Young, Derr, Cicchillo, & Bressler, 2011). 

Compassion Fatigue 

Joinson (1992) first used the term compassion fatigue  as a potential risk for 

professionals involved in health care, human services, or spiritual care  such as social 

workers, nurses, counselors, ministers, and law enforcement and emergency services 
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personnel.  A key feature of individuals in these kinds of occupations is that “the essential 

product they deliver is themselves,” but the human needs they try to address are “infinite” 

(Joinson, p. 117). Nurses are prone to compassion fatigue because, by disposition and 

training,  they tend to place the needs of others before their own wellbeing (Joinson). Often 

the problems, needs, and stresses of patients and family members are so overwhelming, that 

nurses or other caregivers themselves become overwhelmed. Compassion fatigue is 

emotionally devastating and can appear any time in a nurse’s career and can occur more than 

once in the course of a career (Joinson). In recent years, compassion fatigue has been defined 

as consisting of dimensions of burnout and secondary trauma (Stamm, 2010).  

Burnout. Burnout includes feelings of depersonalization, exhaustion, and 

ineffectiveness (Melvin, 2015). It can lead to an inability to perform one’s job and may cause 

a nurse to become ineffective, depressed, apathetic, and detached from his or her work 

(Boyle, 2011; Hunsaker, Chen, Maughan, & Heaston, 2015; Portnoy, 2011; Stamm, 2010). 

Burnout is generally associated with work environment factors including unreasonable 

workload expectations, exposure to negative attitudes among co-workers and lack of 

resources and administrative support (Melvin). Burnout generally occurs gradually; over time 

it can lead to low morale, dissatisfaction, and turnover (Portnoy; Vahey, Aiken, Sloane, 

Clarke, & Vargus, 2004). The nurse experiencing burnout often is unhappy, ineffective, 

disconnected and insensitive to the work environment.  

Secondary trauma. Secondary trauma develops through exposure to patients who 

have, themselves, experienced trauma. The onset of secondary trauma is sudden and rapid 

and generally occurs after caring for a patient who has experienced significant physical or 

emotional trauma. It is a somewhat rare condition (Stamm, 2010), but when it occurs, it 
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becomes increasingly difficult for the nurse to separate private from professional life as a 

caregiver or helper. The symptoms of secondary trauma include forgetting things, difficulty 

sleeping, feelings of being overwhelmed, and sudden surfacing of intrusive images or 

recollections of the event or the (Stamm).  

Stories Compassion Satisfaction and Compassion Fatigue Experienced by Nurses 

Caring for Specialty Pediatric Patients 

Compassion satisfaction. Melissa is a pediatric nurse on a specialty unit whose 

patient population is primarily children who have been diagnosed with cancer. She sees 

children from infancy through young adulthood. Patients who are cared for in the unit range 

from those who are newly diagnosed with a hematological or oncological disease, to those 

who are at the end of their life. She has been a nurse on the unit for the past five years, the 

entirety of her nursing career.  

Melissa enjoys her job and caring for patients who have complex diagnoses. She 

often cares for patients who require a significant amount of support and are labeled by her 

fellow nurses as problem patients. While Melissa cares deeply about her patients and forms 

strong bonds with her chronic long-term patients, she is careful to create boundaries, never 

giving patients her personal cell phone number or other information about herself and her 

family. She also rarely works overtime. Melissa feels she can provide the best care for her 

patients when she has the ability to give of herself without depleting herself. To ensure she 

can be emotionally available for her patients without depleting herself emotionally and 

physically, she puts her family first, making sure she spends adequate time with both her 

family and friends and takes time for herself to pursue activities she enjoys such as stamping, 

exercising, teaching teens at her church, and attending Bible study. Melissa states this makes 
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her feel that she has time to be rejuvenated so she can be her best when she is working with 

critically ill patients and their families at a difficult time in their life. She thoroughly enjoys 

her job and caring for her patients.  

Melissa feels that it is an honor and privilege to care for the patients who are 

entrusted to her. She is involved in her unit’s shared governance activities and her 

community and places her family first. She expresses sincere appreciation for her work and 

those with whom she works. She is often rewarded with notes of thanks, “I Care Awards” 

from her patients, families, and co-workers and has been the recipient of a Daisy Award. “I 

Care” Awards are written by co-workers, patients, families, or others who wish to recognize 

an employee. “I Care” is an acronym that stands for the following (University of New 

Mexico Hospitals, n.d.): 

I   Integrity, accountability, and decisiveness in commitment to excellence; 

C  Compassion and respect in our interactions with students, patients, and colleagues; 

A  Advancement of our institutional mission while supporting professional and 

personal growth; 

R  Respecting diversity in people and thinking; 

E  Effective Utilization of our resources 

The Daisy Award is an award for nurses who possess extraordinary clinical skills and 

compassion. Daisy stands for Diseases Attacking the Immune System. The Barnes family 

created the award after their son, Patrick, died of a rare autoimmune disease. Over 1900 

hospitals in the United States and 14 other countries participate in the Daisy Award program. 

Patients, families, and co-workers make nominations and a committee of peers in each 

participating facility selects a recipient monthly from the blinded nominations. Recipients are 
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awarded a certificate, a hand-carved stone sculpture entitled, “A Healer’s Touch”, crafted by 

artists in Zimbabwe, and a celebratory banner for their nursing unit along with Cinnabon 

cinnamon rolls for the entire unit (Daisy Award Foundation, n.d.). 

Melissa has been able to balance her life in such a way that she has experienced 

satisfaction in caring for others. Melissa’s score on the compassion satisfaction scale would 

likely be high.  

Compassion fatigue. Susan has been a nurse for 25 years on a Pediatric Intensive 

Care Unit. She is a single mother who works two full-time jobs to make ends meet and to 

help support her daughter and granddaughter and pay college expenses for her son. She is 

often tired, stressed and depressed. When she is at work, she feels that she is going through 

the motions of providing care for her patients. She feels she has seen so much that she can no 

longer feel or cry. Her unit often cares for children who have been severely abused by a 

parent, family member, or other caregiver. She used to cry for these patients, but since she 

sees the situation so frequently she no longer feels she can be supportive and allow herself to 

feel for the patients.  

Susan is a competent, skilled caregiver, but she feels emotionally used up and has 

contemplated leaving the nursing profession; however, she does not know what other career 

she would pursue. Because of her feelings and stress level, she has become apathetic and 

angry and often feels depressed. When she does have a day off, she lays in bed or on the 

couch and watches old movies and binges on junk food. She rarely does anything for herself; 

always giving what time and extra dollars she has to her children and other family members. 

She is burned out and often uses that exact phrase. Susan is experiencing the signs and 

symptoms of compassion fatigue and will likely continue to experiencing these feelings 
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unless she finds a way to take care of herself, set boundaries and find an outlet for the 

extreme amount of stress she is experiencing. She would likely score high on measures of 

burnout or secondary trauma (Stamm, 2010). 

Patient Satisfaction 

Patient satisfaction is becoming more important as hospitals are being compared to 

one another on national consumer and governmental websites and there are financial 

penalties for hospitals whose patient satisfaction is not on par with other organizations or is 

not improving. While there are many aspects to patient satisfaction, patient satisfaction has 

been associated with factors that are within the purview and influence of nursing and the 

nursing care provided (Kutney-Lee et al., 2009). Studies have also found that nurses who are 

experiencing difficulties with compassion fatigue and burnout may be too exhausted to 

provide care that supports patient satisfaction and a positive patient experience (Boyle, 2011; 

McHugh, & Ma, 2014).  

Nurse Sensitive Indicators 

Nurse sensitive indicators are those specific items on the patient satisfaction survey 

that nurses can directly influence (Heslop & Lu, 2014). Nurse sensitive indicators can also be 

patient care outcomes that are influenced by the care provided, such as pressure ulcers, falls, 

readmissions, and catheter related urinary tract or blood stream infections (Albanese et al., 

2011). The focus of nursing sensitive indicators in this study are related to those that are 

classified as nurse sensitive indicators on the Press Ganey Patient Satisfaction Survey such 

as: (a) friendliness/courtesy of the nurses and (b) nurses’ attitude toward your child’s 

requests.  
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Glossary 

Pediatric and Neonatal Nurses 

Pediatric nurses. Registered nurses who care for patients from birth through age 18 

or, in some cases, age 21. Pediatric nurses practice in the following settings: pediatric 

intensive care unit, pediatric specialty care unit, general pediatrics unit, Carrie Tingley 

inpatient unit, pediatric hematology/oncology clinic, pediatric infusion, pediatric emergency 

department, pediatric specialty care clinics, and the pediatric operating room.  

Neonatal nurses. Registered nurses who care for patients from birth through 

discharge from the hospital from their initial neonatal period. Neonatal nurses practice in the 

level II or III Newborn Intensive Care Unit (NBICU). 

Specialty Care Units 

Specialty care units within the Academic Medical Center will be defined in this 

section. The units include both inpatient units and outpatient clinics. Specific populations 

served by each area will be described. 

Pediatric intensive care unit (PICU). The Pediatric Intensive Care Unit is a 20-bed 

unit for patients from newborn to age 18 who are seriously ill. Occasionally, a patient over 18 

is admitted to the unit if they have a diagnosis that is chronic and is in the realm of pediatric 

providers (e.g., cystic fibrosis). Additionally, patients who are small in stature and/or 

cognitively delayed may be admitted to this unit. The patients require critical medical and 

nursing care and are diagnosed with a variety of conditions, including non-accidental and 

accidental trauma as well as serious medical and surgical conditions.  

Newborn intensive care unit Level II (ICN-3 and ICN-4).  There are two Level II 

nurseries within the organization, a 16-bed unit and a 12-bed unit. They are located on 
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different floors within the hospital and while both serve the neonatal population, they have 

slightly different admission criteria. The 12-bed unit has four beds that are designated to 

babies requiring transitional care shortly after birth. These conditions include low blood 

sugars, respiratory concerns, and other medical conditions that require observation for less 

than 24 hours and are not conducive to couplet care in the Mother Baby unit. This unit also 

cares for babies who are born to mothers who had drug exposure during their pregnancy, 

those requiring treatment for high bilirubin, and those who were born prematurely and 

require more time to feed and grow. This unit does admit babies directly from the newborn 

clinic if they are less than 14 days of age.  If a baby requires admission after 14 days of life, 

they would be admitted to another appropriate pediatric unit within the hospital.  

The 16-bed unit cares primarily for babies who have had a stay in the NBICU and 

transfer to the ICN-4 after their condition stabilizes. These babies have chronic conditions, 

need to gain weight and mature physiologically before they are ready to be discharged home 

with their parents. This unit does not admit babies who have been discharged from the 

hospital after birth. The unit does admit babies that are directly transported by the Neonatal 

Transport Team from outlying hospitals.  

Newborn intensive care unit Level III (NBICU). The NBICU is a 36-bed unit that 

admits patients directly after birth who require an intensive level of care. The babies cared 

for in this unit can be admitted from the hospital’s labor and delivery suite, the operating 

room or transported in via the Neonatal Transport Team. The Neonatal Transport Team 

transports babies from outlying areas within the state and regionally. This unit provides care 

for congenital conditions, including pre-operative cardiac care, babies requiring 
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extracorporeal membrane oxygenation (ECMO), mechanical ventilation, and aggressive 

intensive medical support and specialized care.  

Pediatric hematology/oncology, renal, and transplant inpatient unit (PSCU).  The 

PSCU is a 20-bed unit that generally admits patients from infancy to age 18. There are 

occasions that the unit does have patients who are older than age 18. Considerations to admit 

patients over the age of 18 include patients who are cognitively delayed, have a chronic 

condition and have been cared for in the unit previously, are on a pediatric cancer treatment 

protocol, or who are small in stature for their age. Typical diagnoses for this unit include 

cancers diagnosed in childhood that require medical or surgical intervention on an inpatient 

service, renal transplants, patients with blood cancers or other hematological conditions, 

including patients diagnosed with hemophilia. The unit accepts patients who require either a 

floor level of care or a progressive level of care also called sub-acute care (SAC).  

General pediatric unit (GPU). The GPU is a 34-bed unit that admits patients with a 

variety of chronic and acute care conditions. While the unit is called general pediatrics, it will 

be included in this study since they care for a variety of patients who require advanced care 

for their chronic conditions. The unit generally admits patients from infancy to age 18. There 

are occasions that the unit does have patients who are older than age 18. Considerations to 

admit patients over the age of 18 include patients, who are cognitively delayed, have a 

chronic condition and have been cared for in the unit previously, or have not transitioned to 

an adult provider and adult service at the time of admission. Common diagnoses of patients 

admitted to this unit include: cystic fibrosis, diabetes, patients who have tracheostomies, 

ventilated patients who are stable, patients with short bowel syndrome requiring 

hyperalimentation, general surgical patients such as those requiring post-operative care after 
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a tonsillectomy or appendectomy or other short-term admission. This unit takes patients who 

require either a floor level of care or progressive care, also called ICU step-down level of 

care or SAC.  

Carrie Tingley inpatient unit (CTI). CTI is a 15-bed unit that generally admits 

patients from infancy to age 21. On very rare occasions, this unit does have patients who are 

older than age 21. Considerations to admit patients over the age of 21 include patients who 

are cognitively delayed, have a chronic condition and have been cared for in the unit 

previously, are being treated by a pediatric orthopedic surgeon or who are small in stature for 

their age. The primary population of this unit is patients who require acute, pediatric 

rehabilitation or those who are recovering from orthopedic surgery. When the unit does not 

have enough patients to fill their beds with the primary population, other general pediatric 

patients are admitted, including those requiring post-operative care, babies who have been 

born with in-utero drug exposure, or other patients requiring inpatient care. 

Pediatric Hematology/Oncology outpatient clinic. The pediatric 

hematology/oncology clinic cares for patients who require outpatient services related to a 

hematology or oncology diagnoses. This clinic primarily serves patients who are between 

infancy and age 18, but does see patients who are older than 18 who are on a pediatric 

oncology protocol or those who have not been transitioned to an adult hematology or 

oncology provider.  

Pediatric infusion unit (PIU). The PIU is an outpatient unit that sees patients who 

require ongoing infusions on an outpatient basis. The infusions can be daily, weekly, or 

several times a month. The unit is open Monday through Friday only. Types of infusions 

administered include chemotherapeutic agents, biologic agents, immunological agents, 
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antibiotics and other agents not conducive to administration in the home, but do not require 

admission to the hospital. The unit generally serves patients from infancy through age 18, but 

on occasion does see patients who are over the age of 18 and are on a pediatric oncology 

protocol. 

Pediatric emergency department (Peds ED). The Peds ED is 12 bay emergency 

department dedicated to the treatment of pediatric patients. The nurses who work in this area 

are specially trained pediatric nurses who care for patients from infancy through age 18, 

including pediatric trauma patients. The unit has dedicated space for pediatric patients that is 

physically separated from the adult emergency department. Patients from this area are often 

admitted to one of the pediatric units after assessment and stabilization. Patients are also 

discharged home from this area after medical treatment.  

Pediatric specialty care clinics. There are a variety of pediatric specialty clinics 

within the organization. These include services such as nephrology, rheumatology, 

endocrinology, cystic fibrosis, gastroenterology, cardiology, cardiothoracic surgery, urology, 

pediatric surgery, pulmonology, genetics, neurology, neurosurgery, dysmorphology, 

dermatology, behavioral health, nutrition, sedation, orthopedics, pain, ENT and 

rehabilitation. Many of the patients seen in these clinics travel from outside the metropolitan 

area for services that are not available in other locations. Many of the patients who are seen 

in these clinics have chronic conditions and require specialized, complex nursing care. 

Because of the patient acuity and care provided, nurses who work in these areas are classified 

as inpatient nurses by the organization. The clinics generally serve patients from infancy 

through age 18, but occasional exceptions are made.  
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Pediatric urgent care clinic.  The Pediatric urgent care clinic is open six days a week, 

Monday through Friday from 8 am to 7:30 pm, and on Saturdays from 9 am to 2 pm. The 

clinic sees patients from infancy to age 18 with a variety of conditions including: allergies, 

asthma, colds, sore throats, fever, ear infections, minor concussions, pain, nausea and 

vomiting, strains and sprains, urinary tract infections and other minor ailments.  

Pediatric operating room. The pediatric operating room provides services for 13 sub-

specialties. It is a specifically designed six room pediatric surgical center that provides 

services for both inpatient and outpatient procedures for children from infancy to age 18. The 

operating room has the capability to serve patients who require routine surgical care as well 

as those who require the most complex, specialty care. The unit is staffed with nurses who 

are specifically trained to care for pediatric patients in the perioperative setting. The pediatric 

operating room also has a dedicated post-operative recovery unit. Both inpatient and 

outpatient procedures are performed in the operating room. 

Compassion Satisfaction 

Theoretical definition. Based on prior theory and research (Stamm, 2010; Young et 

al., 2011), compassion satisfaction will be defined as the positive feelings and emotions the 

nurse experiences as a result of his or her work.. 

Operational definition. Compassion satisfaction will be measured using the 

compassion satisfaction (CS) subscale on the Professional Quality of Life (ProQOL) 5 tool 

(Stamm, 2010).  

Compassion Fatigue 

Theoretical definition. For the purpose of this study, compassion fatigue is defined 

as “the emotional, physical, and spiritual exhaustion from witnessing and absorbing the 
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suffering of others” (Sabo, 2011). Compassion fatigue comprises dimensions of burnout and 

secondary traumatic stress (Stamm, 2010). 

Operational definition. Compassion fatigue will be measured using the ProQOL 5 

tool on which the dimensions of compassion fatigue are represented by separate scales of the 

ProQOL 5, the Burnout (BO) Scale and the Secondary Trauma Scale (STS) (Stamm, 2010). 

Burnout subsumes feelings of exhaustion, lack of enthusiasm, ineffectiveness, hopelessness, 

cynicism and reduced ability to perform at work (Boyle, 2011; Hunsaker, Chen, Maughan, & 

Heaston, 2015; Stamm). Secondary trauma pertains to the “emotional toll that compromises 

professional functioning and diminishes quality of life.” (National Childhood Stress 

Network, 2011, p. 1). 

Patient Satisfaction 

Patient satisfaction will measured using the Nurse Sensitive Indicator section on Press 

Ganey Patient Satisfaction Surveys on the selected units (Press Ganey, 2004). The Press 

Ganey survey is a reliable and valid tool and is sent to all patients discharged from the 

hospital and to a random sample of outpatients. Patients and families are asked to complete 

the survey and return directly to Press Ganey. For pediatric patients, either the parent or the 

child may fill out the patient satisfaction survey. Children as young as 12 should be 

encouraged to fill out their own survey based on their experiences; however, it is unknown 

who actually fills out each individual survey since the survey is mailed out, responses are 

anonymous, and the survey tool does not ask whether the patient or parent completed the 

survey. Press Ganey enters the survey responses and comments and provides the hospital 

with a statistical analysis of the results. The results allow comparison between units and other 
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like hospitals. This study will attempt to find the relationships between patient satisfaction, 

compassion fatigue and compassion satisfaction.  

Nurse sensitive indicators. Nurse sensitive indicators are patient attitudes and 

outcomes that nurses directly influence. These are operationally defined as the global nurse 

sensitive indicator score for the inpatient and outpatient patient satisfaction surveys. The 

individual scale items that comprise the global scores for the inpatient and outpatient surveys 

are described in detail in Chapter 3.  

Strengths and Limitations 

The strengths of this quantitative study are the primary investigator will use two tools 

that are valid and reliable: the ProQOL 5 (Stamm, 2010) and the Press Ganey Patient 

Satisfaction survey (Presson et al., 2017). The ProQOL 5 will be administered to a group of 

pediatric nurses in a variety of inpatient and outpatient pediatric units to determine their 

levels of compassion satisfaction and compassion fatigue. Aggregated unit-level results of 

compassion satisfaction and fatigue will be examined according to patient satisfaction results 

to determine whether units with higher levels of patient satisfaction are characterized by 

survey respondents who report higher levels of compassion satisfaction and lower levels of 

compassion fatigue. Limitations of this study include a relatively small sample size of nurses 

in pediatric units from a single academic medical center. 

This study will identify the prevalence of compassion satisfaction and compassion 

fatigue among pediatric nurses working in an academic medical center on pediatric specialty 

units and clinics. The study will also explore the relationship between compassion fatigue 

and compassion satisfaction on specific units and will determine whether there are 

differences in levels of compassion satisfaction and compassion fatigue based on the 
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demographic characteristics of the nurses participating in this study. This study is intended to 

fill several gaps in the existing literature by exploring the levels of compassion satisfaction 

and compassion fatigue among pediatric nurses and determining the relationship of these 

concepts to patient satisfaction.  
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CHAPTER 2: LITERATURE REVIEW 

Compassion fatigue and compassion satisfaction are salient issues in nursing since 

studies have shown that nurses who experience compassion fatigue and burnout are more 

likely to become ineffective, apathetic, depressed, detached and leave the profession (Boyle, 

2011; Hunsaker, Chen, Maughan, & Heaston, 2015). Additionally, high levels of burnout are 

related to lower patient satisfaction scores (Burtson & Stickler, 2010; Potter, et al., 2010; 

Vahey, Aiken, Sloane, Clarke, & Vargus, 2004). As the nursing workforce ages (Collins-

McNeil, Sharpe, & Benbow, 2012), it is important for nursing leaders to create a supportive 

work environment to increase compassion satisfaction and decrease compassion fatigue 

among nurses. 

To date, research on compassion fatigue and compassion satisfaction in nursing has 

been conducted primarily with nurses who care for adult patients. A number of studies have 

been conducted outside of the U. S., in countries such as Taiwan, India, Australia, Belgium, 

China and the United Kingdom. Few studies have focused primarily on pediatric nurses in 

the U. S. (Berger, Polivka, Smoot, & Owens, 2015; Branch & Klinkenberg, 2015) and none 

that could be located examined multiple pediatric specialties across multiple inpatient and 

multiple outpatient settings. Additionally, there is a lack of research that explores the 

relationship between compassion fatigue and patient satisfaction. This chapter provides an 

overview of the compassion satisfaction, compassion fatigue and patient satisfaction 

literature and identifies gaps in the current research. The topics in this chapter include: 

compassion satisfaction, compassion fatigue, burnout, secondary traumatic stress, a 

theoretical framework to help guide the research, the impact of work environment on 
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compassion satisfaction and compassion fatigue, patient satisfaction, nurse sensitive 

indicators and the effect of nursing satisfaction on patient satisfaction. 

Pediatric Nursing 

Pediatric nursing is a satisfying career; however, pediatric nursing also presents many 

challenges based on continuous exposure to child abuse, trauma, illness, pain, suffering and 

death in a population where these occurrences are expected to be relatively small in 

comparison with the adult population. This is particularly difficult for nurses who work with 

children since many nurses have their own children (Coetzee & Klopper, 2010). Compassion 

fatigue and secondary traumatization is additive as the lifespan for children with chronic 

illness increases and nurses and other healthcare providers have prolonged exposure to 

suffering and death in children (Meadors & Lamson, 2008). In a study conducted by Coetzee 

and Klopper, findings suggest if compassion fatigue is not identified and dealt with at an 

early stage, the capacity for full restoration to a pre-compassion fatigue state is lost. 

Compassion fatigue and the manifestations of such are cumulative and if nurses continue 

down the path of compassion fatigue, adverse outcomes for nursing in general may occur. 

These adverse results include nurses leaving the profession. The study recommends further 

research to determine the circumstances that lead a nurse from compassion discomfort to 

compassion stress and finally to compassion fatigue. Identifying these components and 

determining interventions that would assist in preventing progression from compassion 

discomfort to full-blown compassion fatigue and identifying interventions that could be 

implemented at the unit or the hospital level could help improve patient satisfaction and 

reduce turnover in the profession. Additionally, the authors suggest that a theory of 

compassion fatigue be developed.  
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In a thematic analysis of 13 quantitative and 11 qualitative studies, Zander, Hutton 

and King (2010) found that there are additional stressors related to pediatric oncology work. 

These stressors include grief, loss, bereavement, as well as moral and ethical dilemmas 

related to treatment decisions, managing professional boundaries with both patients and 

families and maintaining work life balance (Swetz, Harrington, & Matsuyuma, Shanafelt, & 

Lynckholm, 2009). Additionally, pediatric nurses must deal with the emotional responses of 

families to illness and death, which can lead to an increase in compassion fatigue. End of life 

situations are particularly difficult for nurses caring for pediatric patients (Berger et al., 

2015). Caring for critically ill or terminal children generates grief reactions, stress, increased 

turnover, a possibility of professional loneliness, and a sense of hopelessness. If these issues 

are not addressed additional issues can arise (Zadeh, Gamba, Hudson, & Weiner, 2012).  

The target population of the proposed study is nurses who work in an academic medical 

center in an urban area in the Southwestern United States caring for pediatric patients in a 

variety of inpatient and outpatient pediatric units, areas, and clinics. The goal is to describe 

the level of compassion fatigue and compassion satisfaction these nurses are experiencing 

and determine whether units with higher levels of patient satisfaction scores as measured by 

the Press Ganey global score for nurse sensitive indicators are characterized aggregated 

compassion fatigue scores that are lower or compassion satisfaction scores that are higher. 

After the levels and prevalence of compassion fatigue and compassion satisfaction are 

determined, the next step would be to develop interventions designed to improve or support 

compassion satisfaction and decrease compassion fatigue. The development of interventions 

is not within the scope of the current study. 
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Professional Quality of Life 

Professional quality of life comprises the feelings a person has about the work they 

do. This includes both the positive and negative aspects of one’s work and together, the 

balance of the positive and negative aspects of the work, determines the professional quality 

of life (Stamm, 2010). In caring and human services professions, these positive and negative 

aspects of work can be summarized in terms of compassion satisfaction and compassion 

fatigue. There is evidence that suggests that programs designed to maximize compassion 

satisfaction and reduce the risks of developing compassion fatigue are helpful to staff and 

improve professional quality of life. Prior to developing programs to improve compassion 

satisfaction, decrease compassion fatigue, and improve professional quality of life, the level 

of compassion fatigue should be determined to provide a baseline measurement to help 

determine the effectiveness of the program. This study proposes to determine the level of 

compassion satisfaction and compassion fatigue among pediatric nurses in different areas of 

care. Additionally, the data will be analyzed to determine if there are differences in levels of 

compassion fatigue and compassion satisfaction among nurses with distinct demographic 

characteristics. For instance, do nurses working on different types of units show significantly 

different levels of compassion satisfaction or fatigue? Are there differences in compassion 

satisfaction or fatigue by categories of race, ethnicity, income, or degree type? For 

continuous variables such as age and years of various kinds of nursing experience, are there 

significant associations with compassion satisfaction or fatigue? 

Compassion Satisfaction 

Compassion satisfaction is defined as the pleasure that is achieved from work and 

being able to do a good job. In caregivers, those with compassion satisfaction feel it is a 
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pleasure to work with and help others. Individuals with high levels of compassion 

satisfaction feel positive about their work, their colleagues and their ability to make a 

difference both in their job, and society in general (Stamm 2010). Nurses typically choose 

their profession to help others and obtain satisfaction from their job by helping others. This 

leads to nurses feeling successful, energized and happy with their work and feeling they can 

continue to make a difference (Stamm).  

Compassion satisfaction is also inversely related to compassion fatigue (Young, Derr, 

Cicchillo, & Bressler, 2011). Compassion satisfaction allows nurses to connect with their 

patients and their families despite the long term prognosis or the outlook of the current 

situation and allows meaningful interactions. In a study conducted by Yoder (2010), nurses 

who reported using a variety of coping strategies showed higher compassion satisfaction 

scores than nurses who utilized fewer coping strategies.  

Berger, Polivka, Smoot, and Owens (2015) reported that 71.5% of the pediatric 

nurses in a tertiary care pediatric teaching hospital showed moderate to high levels of 

compassion satisfaction. Fewer than 30% of respondents had low levels of CS or high levels 

of BO or STS. Nurses with six to ten years of experience showed significantly lower levels 

of compassion satisfaction than nurses with more than 20 years of experience; however all 

groups by experience level had mean scores for CS in the average range (Berger et al.)  

Hinderer et al. (2014) studied 128 nurses caring for adults in a trauma ICU setting in 

an urban area of the Eastern United States. Nurses with lower education levels, who were 

older, who had a larger number of support systems and who used exercise and meditation to 

relieve their stress had higher levels of compassion satisfaction. Nurses with a higher level of 

education showed lower levels of compassion satisfaction. In addition, nurses who self-



22 

 

reported weaker co-worker relationships had lower compassion satisfaction (Hinderer, et al., 

2014). 

In a study of 153 registered nurses, medical assistants and radiological technicians in 

a hospital and clinics in a cancer center, those staff who worked on inpatient units had a 

higher percentage of at risk (i.e., low) compassion satisfaction scores (26% vs. 9%, p = .008) 

but no significant difference in burnout or compassion fatigue scores. (Potter et al., 2013). A 

study conducted with 273 RNs in a tertiary medical center in Western Australia found that 

compassion satisfaction had a protective relationship with burnout, but not with secondary 

traumatic stress. Controlling for age, gender, depressive symptoms, and anxiety, trait 

negative affect was strongly associated with burnout and moderately associated with 

secondary traumatic stress; compassion satisfaction attenuated the association of trait 

negative affect with burnout but not secondary traumatic stress (Craige et al., 2015).  

Compassion satisfaction has been shown to be variable in different settings, and 

among nurses with different demographic characteristics. This study will measure the level 

of compassion satisfaction in nurses with differing demographic characteristics, caring for 

pediatric patients in a variety of settings in an academic medical center in the Southwestern 

United States.  

Compassion Fatigue 

Compassion fatigue as defined and researched by Stamm (2010), is broken into two 

separate components, burnout and secondary traumatic stress. Compassion fatigue is a 

descriptive term rather than a diagnostic term and is the negative aspects of helping, or the 

difficult things that are related to work as helpers and caregivers (Stamm). Figley (1995) 

suggested that compassion fatigue encompassed stress-related feeling and behaviors arising 
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in caregivers from vicarious experience of extreme suffering in others (e.g., patients, 

families), “for example the stress resulting from helping or wanting to help a traumatized or 

suffering person” (p. 7).  Compassion fatigue is an adverse effect of providing complex care 

and underlies occupational stress in helping professions (Sabo, 2011). Nurses working in any 

specialty may experience compassion fatigue as they provide empathetic care to meet the 

often overwhelming needs of their patients (Berger et al., 2015; Flemister, 2006; Hooper et 

al., 2010; Hunsaker et al., 2015; Lombardo & Eyre, 2011; Peate, 2014). Compassion fatigue 

has been shown to decrease job satisfaction, emotional and physical health and also has an 

impact in the workplace, potentially decreasing efficiency and employee satisfaction or 

increasing turnover (Flemister; Peate; Reagan, 2014). Compassion fatigue can be costly both 

personally and professionally for nurses; it can also have adverse financial consequences for 

institutions (Lombardo & Eyre).  

Compassion fatigue was first identified in a clinical opinion article by Joinson (1992), 

and subsequently. Compassion fatigue affects individuals in caregiving professions, and 

nurses are particularly susceptible to it, possibly because of personality characteristics that 

commonly motivate individuals to choose nursing as a profession (e.g., dedication, 

responsibility, subordinating personal needs to the needs of others) (Boyle, 2011; Joinson, 

1992). The external situations that are associated with compassion fatigue are unavoidable in 

many nursing settings. It may be difficult recognize compassion fatigue without a heightened 

awareness of its signs and symptoms. Compassion fatigue can be emotionally devastating to 

the person experiencing it and those around them (Joinson).  

There are three core issues related to the development of compassion fatigue. First, 

while caregivers perform concrete tasks, the fundamental work they perform is giving of 
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themselves, which is physically and emotionally demanding. If caregivers do not find ways 

to rejuvenate or renew themselves, they are potentially headed for problems with compassion 

fatigue. Secondly, the needs of patients are immense and nurses and caregivers have a 

tendency to feel they always have a little more to give, but there are times, they just cannot 

help. Finally, caregivers fill numerous roles that are psychologically trying and are 

conflicting. For instance, moving from patient care to delegation, to planning, to an 

administrative task and going back and forth between these and other multiple roles expends 

a lot of physical and emotional energy (Joinson).  

There are also other elements that contribute to the development of compassion 

fatigue such as relationships with colleagues, especially if the relationships at work are 

strained or negative. At times, nurses may feel like they are working two full-time jobs, 

giving of themselves at work and then coming home and having to give even more. In the 

professional setting, nurses may be rewarded (or reward themselves) for putting the needs of 

others before their own.  Nursing is a profession and a calling that requires caring and giving. 

The demands of nursing predispose nurses to be at risk for compassion fatigue. Almost every 

nurse will experience at least some features of compassion fatigue in their nursing career and 

many will experience it multiple times over their career (Joinson). However, informants in 

one qualitative study felt that the term compassion fatigue had a negative connotation and 

were concerned that if they stated they had compassion fatigue, they might be jeopardizing 

their job (Sheppard, 2015). 

Caring for patients who are at the end of life, in pain, or suffering may impact the 

psychological well being of nurses (Sabo, 2011).  Sansó et al. (2015) found that self-care and 

self-awareness helped professionals in palliative care cope with the death and dying of 
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patients. Those who were able to manage and maintain their emotional balance had lower 

levels of compassion fatigue and burnout and increased levels of compassion satisfaction 

(Sansó et al.). Wellness interventions and training in coping with death and dying have some 

potential to assists health care professionals improve their self-care practices, awareness, and 

coping skills (Zadeh, Gamba, Hudson, & Weiner, 2012) and enhance self-awareness (Sansó 

et al.), but data are lacking on efficacy of specific interventions. Results of a longitudinal 

single group pilot study (N = 13) showed that participation in a resilience program was 

associated with decreases in compassion fatigue over a 6 month interval in oncology nurses 

practicing in an outpatient setting (Potter et al., 2013). However, without a control group, 

self-selection bias and expectancies cannot be ruled out.  

Several studies have demonstrated that the age of the nurse, the level of education and 

the years of experience contribute to the risk of compassion fatigue. Some studies have found 

that nurses with 11-20 years of experience had the highest percentage of compassion fatigue 

scores (Potter et al., 2015), while others have found that compassion fatigue is highest among 

young nurses (Burtson & Stichler, 2010). Nurses who were age 18 to 29 had significantly 

lower levels of compassion satisfaction and higher levels of burnout and secondary traumatic 

stress than those over the age of 40 (Berger et al., 2015; Burtson & Stichler). Another study 

showed there were no differences in the level of compassion satisfaction related to 

differences in age (Branch & Klinkenberg, 2015). Some studies have found there are no 

differences in the level of education (Berger et al.; Branch & Klinkenberg) while other 

studies have shown that nurses with advanced degrees had the highest level of burnout scores 

(Potter et al., 2013). 



26 

 

There are several studies that show higher levels of compassion fatigue among 

oncology nurses compared with other specialties (Barnard, Street, & Love, 2006; Hooper et 

al., 2010; Medland, Howard-Ruben, & Whitaker, 2004; Potter et al., 2010; Sabo, 2011). 

Higher levels of burnout and compassion fatigue and lower levels of compassion satisfaction 

have been reported among nurses engaged in trauma, intensive care, or emergency care 

compared with nurses working general or specialty medical-surgical units (Hinderer et al., 

2014; Hooper et al., 2010). However, at least one study of emergency nurses found mainly 

low to moderate levels of compassion fatigue and moderate to high levels of compassion 

satisfaction (Hunsaker et al., 2015).  

While there is conflicting information among different studies regarding the level of 

compassion fatigue in nurses who work in different environments, are in different age 

groups, have different levels of experience and different levels of education, some of these 

differences may be associated with the setting of the study and the demographics of the 

population the nurse cares for. This study will examine pediatric nurses in inpatient and 

outpatient settings at an Academic Medical Center located in an urban Southwestern area and 

will examine demographic characteristics of the nurses caring for patients in a variety of 

pediatric settings to determine the level of compassion fatigue and then determine if there are 

differences in patient satisfaction between units who have differing levels of compassion 

fatigue.   

Burnout 

Stamm (2010) described burnout as feelings of hopelessness and increasing difficulty 

dealing with work or doing a job effectively. The onset of these feelings is generally gradual 

and caregivers feel they can no longer make a difference. Burnout tends to develop gradually 
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over time, whereas compassion fatigue may have a more abrupt onset with few, if any, 

warning signs (Hunsaker, Chen, Maughan, & Heaston, 2015). The development of burnout 

can also be associated with a non-supportive environment and/or a high workload, including 

high acuity and overcrowding (Hunsaker, Chen, Maughan, & Heaston; Profit et al., 2014; 

Stamm; Yoder, 2010), whereas compassion fatigue is more specifically associated with 

repeated or extreme exposure to suffering and depletion of the caregiver’s empathic capacity 

(Hunsaker et al., 2015; Melvin, 2015; Sabo, 2011). 

Studies have shown that burnout is associated with decreased job performance and 

commitment. Burnout is predictive of stress-related health problems and decreased career 

satisfaction (Alacacioglu, Yavuzsen, Dinoz, Oztop, & Yimaz, 2009; Amin, Vankar, 

Nimbalker, & Phatak, 2014; Gosseries, at al., 2012; Hunsaker et al., 2015; Lorenz, & 

Guiradello, 2014). Additionally, nurses who are experiencing burnout may express 

unhappiness, disconnectedness or depersonalization, and insensitivity to their work 

environment while showing signs of exhaustion, being overwhelmed, and feeling out of 

touch with the person they want to be (Hunsaker et al.). High performance work systems may 

buffer the effects of stress and burnout (Bartram, Casimir, Djurkovic, Leggett, & Stanton, 

2012). These better work environments have been empirically linked to increased job 

satisfaction, lower inpatient mortality and failure to rescue rates, less nursing burnout, and 

increased patient satisfaction (Kutney-Lee & McHugh, 2009). 

 Often the impetus for burnout stems from conflict in the work setting which leads to 

conflicts and disagreements among co-workers and managers, dissatisfaction with pay, or 

inadequate managerial or administrative support (Hunsaker et al., 2015). As burnout 

progresses, the nurse is likely to withdraw (Boyle, 2011).  Burnout can affect absenteeism, 
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morale, staff retention, patient satisfaction and patient safety (Burtson, Stichler, 2010; Li, 

Guan, Chang, & Zhang; Lorenz, & Guiradello, 2104; Portnoy, 2011; Potter, 2010; Profit et 

al., 2014; Vahey, Aiken, Sloane, Clarke, & Vargus, 2004). Nurses who work shifts that are 

ten hours or longer are two and a half times more likely to experience burnout and job 

dissatisfaction; both the intention to leave and the levels of burnout increase incrementally as 

shift length increases (Stimpfel, Sloane, & Aiken, 2012).  

Nurses who frequently have to deal with death or other negative situations tend to 

develop emotional exhaustion and feelings of negativity and cynicism if they do not develop 

emotional resources to deal with the demands of their work (Li, Guan, Chang, & Zhang, 

2014). In a qualitative study conducted by Bruce, Miller, and Zimmerman (2015) intensive 

care unit team members (physicians, nurses, ancillary staff) expressed distress in relation to 

care situations in which treatments were viewed as futile, when disclosure of anticipated 

benefits and risks was perceived as inadequate, or when there were substantial disagreements 

about goals of treatment. Nurses tended to focus on the humanistic characteristics of the care 

they were providing and communication issues within the team. Repeated incidences of 

disagreements among the care team led to frustration among these nurses. As patient 

prognosis worsened, nurses also were more emotionally invested in the suffering of patients 

and families, whereas physicians tended toward emotional detachment.  

In a large study conducted with 2073 health professionals working in 44 NBICU 

units, Profit et al (2014), found nurses working in these units have an especially difficult time 

balancing personal and work life. There was a high prevalence of burnout among these 

professionals, particularly RNs, Neonatal Nurse Practitioners, and Respiratory Therapists. 

The rate of burnout was reported at 26%. Similar results were found in a study with ICU 
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nurses in an academic medical center; the rate of burnout was high, and both the environment 

of care and the staffing of the unit had a significant impact on job satisfaction and burnout 

(Young, Derr, Cicchillo, & Bressler, 2011). The frequent use of life saving or life prolonging 

equipment in the ICU setting potentially contributes to stress and burnout, particularly if it is 

viewed as nonbeneficial to the patient (Bruce et al., 2015; Profit et al., Young et al.). 

Rudman and Gustavsson (2011) conducted a prospective, longitudinal study with 

1153 new graduate RNs in Sweden. They found that new, inexperienced nurses were at 

higher risk of developing emotional exhaustion and burnout in an unsupportive work 

environment. One third of the nurses in the study reported exceptionally high levels of 

burnout in the first three years after they graduated. This change in burnout level was 

followed by an increase of depressive symptoms and increased the chance of leaving or 

planning to leave their job.  

In a study of 676 RNs with BSNs in Spain, there was a relatively high prevalence of 

burnout. However, nurses who were working in the field of maternal and child health showed 

lower levels of burnout than nurses working in other fields (Cañadas-de la Fuente, et al., 

2015). 

Hinderer et al. (2014) conducted an observational, cross-sectional study with nurses 

who provided direct care to trauma patients (N = 128). Burnout was associated positively 

with years in current position, percentage of hours in direct patient care average hours per 

shift, and twelve versus eight-hour shifts. Burnout was negatively associated with social 

support and quality of relationships with co-workers. In a study with 1846 trauma RNs in 

Taiwan, age was negatively correlated with burnout. Nurses who were classified as 

Generation Y experienced burnout more frequently than nurses from other generational 
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cohorts (Lee, Yen, Fetzer, & Chien, 2014; Xie, Wang, & Chen, 2010). It is conceivable that 

older nurses had more experience that helped them cope with difficult situations to decrease 

the risk of burnout (Xie et al.). 

 This study will utilize a descriptive design to determine whether age, years on current 

unit, years as an RN and other factors influence burnout scores. Additionally, the study will 

describe differences between units in the level of burnout of the nursing staff.  

Secondary Traumatic Stress 

The second component of the compassion fatigue scale is secondary traumatic stress, 

which is somewhat rare, but does occur among individuals who have experienced an 

extremely stressful or traumatic event or events (Stamm, 2010). The exposure to these events 

are work related and the negative effects are fear, sleep difficulties, intrusive images, or 

actively avoiding reminders of other’s traumatic events (Stamm). The symptoms of 

secondary traumatic stress occur suddenly and are generally associated with a particular 

difficulty such as caring for a specific patient and having a difficult time with work-life 

balance. Because images of the precursor event are intrusive, the individual avoids situations 

that are reminiscent of the event, is fearful of forgetting important things, and has an inability 

to keep private life and work life separate (Stamm).  

 Secondary traumatic stress is similar in character to vicarious trauma (Stamm, 2010). 

The most distinctive factors of secondary traumatic stress that differ from burnout are fear 

and avoidance (Melvin, 2015; Stamm, 2010; Young et al., 2011); by contrast, burnout is 

characterized more by emotional exhaustion, depersonalization, and feeling ineffective at 

work (Hinderer et al., 2014; Hooper et al., 2010; Stamm, 2010). The fear associated with 

secondary traumatic stress has a very powerful effect on the person experiencing it, including 
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feelings of being overwhelmed by the emotional demands of work (Stamm, 2010). If burnout 

and secondary traumatic stress are both present, personal and work life can be very difficult. 

Individuals who work in a highly stressful setting are at a particularly high risk of 

secondary traumatic stress and burnout (Li, Early, Mahrer, Klaristenfeld, & Gold, 2014; 

Rees, Breen, Cusack, Heaney, 2015). For example, nurses who worked in an intensive care 

setting caring for highly complex, critically ill patients had a higher incidence of traumatic 

stress than nurses who worked in general medical surgical units (Hinderer et al., 2014). 

Emergency department nurses are frequently exposed to work related traumatic events, the 

most difficult of these being the death or injury to children and adolescents. In a study 

conducted in Belgium, over one third of the 248 nurses who participated in the study had 

sub-clinical levels of mood disturbance and physical symptoms. Approximately eight percent 

had clinically concerning symptoms of PTSD. Nurses who had social support from 

colleagues and supervisors had lower levels of PTSD symptoms. The frequency and type of 

exposure to traumatic events, female gender, professional seniority and the more years of 

experience on the job were predictors of higher levels of PTSD symptoms. Nurses who 

coped by employing avoidance strategies had more physical complaints along with 

disengagement, wishful thinking, and suppression of intrusive thoughts. These along with a 

lack of social support were significant predictors of occupational stress, which can lead to 

PTSD (Adriaenssens, de Gucht, & Maes, 2011).  

Impact of Work Environment on Compassion Satisfaction and Compassion Fatigue 

 High levels of work related stress, burnout, job dissatisfaction and poor health are 

common within the nursing profession (Khamisa, Oldenberg, Peltzer, & Ilic, 2015; Khamisa, 

Peltzer, & Oldenberg, 2013). The impact of the work environment on both compassion 
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satisfaction and compassion fatigue is related to nurse engagement or disengagement and 

also affects the nurse’s intention to remain in or leave a position or the profession (Boyle, 

2011; Kowalski et al, 2010; Lee, Yen, Felzer, & Chien, 2014; Trepanier, Fernet, & Austin, 

2015). Van Bogaert et al. (2014) found that work engagement directly influences both the 

nurse’s perspective of the work environment as well as job outcomes and quality of care. 

Other work environment factors which contribute to burnout and compassion fatigue 

include assignments to care for higher acuity or greater numbers of patients, multiple deaths 

in a relatively short span, long work hours and rotating shifts, staff shortages, the perceived 

lack of support from management, and a lack of resources needed to perform the job well 

(Branch, & Klinkenberg, 2015; Khamisa, Oldenberg, Peltzer, & Ilic, 2015; Kushner, & 

Ruffin, 2014; Li, Guan, Chang, & Zhang, 2014). Nurses who had higher levels of burnout 

also reported poorer relationships with their co-workers (Hinderer et al., 2014). Of concern, 

burnout seems to be contagious among nurses (Murray, 2014). Work environment factors 

potentially affect both emotional and personal health (Branch, & Klinkenberg; Khamisa, 

Oldenberg, Peltzer, & Ilic; Kushner, & Ruffin). With repeated exposure to negative work 

environment factors, nurses gradually withdraw which can lead to burnout and compassion 

fatigue. When this occurs, many nurses put an ever-increasing effort into patient care trying 

to offset their feelings of burnout. This ultimately leads to issues with work-life balance, 

which then perpetuates the feelings of burnout and compassion fatigue (Boyle). When this 

occurs, it is not uncommon for sick leave usage to increase and the effectiveness and 

efficiency of the nurse to decrease and intent to leave one’s job increases. Burnout is one of 

the most commonly cited reasons for leaving a position (Cañadas-de la Fuente et al., 2015; 

Kushner, & Ruffin).  
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Low job satisfaction is positively correlated with both stress and burnout (Gauthier, 

Meyer, Grefe, & Gold, 2015; Vargas, Cañadas, Aguayo, Fernandez, & de la Fuente, 2014). 

Finding ways to reduce work related environmental stress and burnout could have a 

significant impact on patient care, as well as patient and staff satisfaction. It is important for 

employers to address these issues so nurses get the support and assistance they need to 

decrease their stress. A more positive and supportive work environment can enhance job 

satisfaction, productivity, and retention (Gosseries et al., 2012; Kushner & Ruffin, 2014, 

Hinderer et al., 2014; McHugh, Kutney-Lee, Cimiotti, Sloane, & Aiken, 2011; Murray, 2014; 

Wang, Liu, & Wang, 2015). Interventions potentially can assist in decreasing burnout, 

increasing resilience and decreasing the symptoms associated with anxiety, depression, 

burnout and secondary traumatic stress (Kenny & Hull, 2008; Mealer et al., 2014).  

Patient Satisfaction 

Overview 

It is well accepted that patient satisfaction is a key component of patient outcomes as 

well as a key factor in pay for performance metrics for hospitals (Morris, et al., 2013). Part of 

Medicare’s Value Based Purchasing Program includes a patient satisfaction survey. The 

Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) measures 

patient’s satisfaction with their hospital care and part of the hospital’s reimbursement is 

based on these scores. Hospitals that score lower than their peer hospitals lose part of their 

reimbursement until the hospital’s scores improve (American Sentinel University, 2012). 

Measuring patient satisfaction and evaluating the data can identify opportunities to 

improve the quality of nursing and medical care (Beattie, Murphy, Atherton, & Lauda, 2015). 

The nursing care provided during a patient’s hospital stay is a key determinant of the 
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patient’s overall satisfaction with their hospital stay (Boyle, 2011; Johannson, Oleni, & 

Fridlund, 2002; Khan, Hassan, Anwar, Babar, & Babar, 2007; Kutney-Lee, et al., 2009; Press 

Ganey, 2013). A good nurse-patient relationship includes elements of mutual understanding, 

trust, honesty, and respect. Regardless of the aesthetics, location, and organization of the 

hospital, if nursing care is of poor or mediocre quality, patient satisfaction scores will be 

lower than in hospitals where nursing quality of care is reported as being good or excellent 

(Johansson, et al.; Rutherford, 2014).  

The quality and quantity of communication with families is a key indicator of overall 

patient satisfaction with the hospital stay. Patients who reported that their nurse paid attention 

to their needs and responded to those needs while showing empathy reported a higher level 

of satisfaction with their stay (Forsberg, Vikman, Walivaara, & Engstrom, 2015; American 

Sentinel University, 2012; Johansson, et al; Khan, et al.; Lam, et al., 2015; Morris, Jahangir, 

& Sethi, 2013; Rutherford, 2014; Wolf, 2015). Patients who are satisfied with their care are 

more likely to adhere to their plan of care than patients who are dissatisfied with their care 

(Johansson, Oleni, & Fridlund, 2002).  

In a four state study conducted with over 95,000 nurses by McHugh et al. (2011), in 

hospitals where there were a high number of nurses who were burned out and/or dissatisfied 

with their work environment or job, patient satisfaction was lower. Similarly, patient 

satisfaction is impacted by compassion fatigue (Potter, et al., 2013; Reagan, 2014; Van 

Bogaert, et al., 2013). Nurses who are burned out or experiencing compassion fatigue are too 

emotionally exhausted to provide patient care that makes patient’s feel satisfied (Boyle, 

2011; Gosseries, et al., 2012; Kutney-Lee, et al.; VanBogaert, et al., 2013; Vargas, Cañadas, 

Agueyo, Fernandez, & de la Fuente). 
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Nursing leadership has also been shown to relate to patient satisfaction. In a study 

conducted with ICU nurses in a large hospital in New York, if nurses had a favorable 

perception of their nurse manager, an increase in patient satisfaction scores was seen. This 

work supports that the nurses perception of the work and environment and patient 

satisfaction are linked (Boev, 2012). 

Hospitals receive higher patient satisfaction scores if the nurse practice environment 

is perceived as positive by the nurses and patient-to-nurse ratios are considered to be 

favorable (Kutney-Lee, et al., 2009; Boyle, 2011). Patients reported being less satisfied with 

their care in hospitals where a higher proportion of nurses reported their most recently-

worked shift was 13 hours or more compared with 11 hours or less. In addition, as shift 

length increased, so did measures of nurse burnout and job dissatisfaction and also the 

intention to leave that employer within a year’s time (Stimpfel, Sloane, & Aiken, 2011).  

Nurses play a key role in ensuring that patients are satisfied with their care and have 

positive health outcomes. Burnout and compassion fatigue can lead to a decrease in patient 

satisfaction and patient outcomes. This study seeks to determine the level of burnout among 

nurses in an academic medical center in the Southwestern United States and describe whether 

there are differences in patient satisfaction scores on units where burnout and compassion 

fatigue are higher.  

Nurse Sensitive Indicators 

Nurse sensitive indicators are those elements of patient satisfaction and patient care 

that are related to the care nurses provide (Albanese et al., 2010). Since 2004, much progress 

has been made in reporting nurse sensitive indicators at a hospital level. These indicators are 

used with increasing frequency to measure nursing quality of care and performance 
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measurement in a hospital setting. These elements include: (a) patient satisfaction with 

management of pain; (b) wait time to answer call bell; (c) overall satisfaction with nursing 

care, as well as others (Heslop, & Lu, 2014). Using nurse sensitive indicators to benchmark 

unit and hospital performance helps identify potential problems and possible solutions to 

those problems. Monitoring of nurse sensitive indicators also assists in setting goals that are 

data driven to help staff recognize progress toward goals and successful implementation of 

measures that improve care (Storer Brown, Donaldson, Burnes Bolton, & Aydin, 2010). In 

this study, nurse sensitive indicators will be analyzed by type of unit (e.g., inpatient units, 

critical care units, specialty clinics). Analysis will also include the comparison of compassion 

satisfaction and compassion fatigue scores to nurse sensitive indicator patient satisfaction 

scores.  

The Effect of Nursing Satisfaction on Patient Satisfaction 

Compassionate nursing care was the most prominent factor in the HCAPHS survey 

for nurse sensitive indicators and the patient’s intent to return to the organization for further 

care and to recommend the organization to others (Burtson & Stichler, 2010). Studies have 

found there is a relationship between the overall caring a nurse shows toward a patient and 

the patient’s satisfaction. Adding to this, there is a relationship between nursing job 

satisfaction and patient satisfaction in both inpatient and outpatient settings (Burston, & 

Stichler; McHugh et al., 2011; Stimpfel et al., 2012). Patient satisfaction is higher when 

nurses perceive a more supportive and positive work environment, collaborate with 

physicians, and have more favorable staffing relationships (American Sentinel University, 

2012; Kutney-Lee, et al., 2009). By the same token, poor nursing work environments and 



37 

 

staffing levels were associated with a decrease in both patient satisfaction and nursing job 

satisfaction (Kutney-Lee et al.). 

Gaps in the Literature 

There are relatively few studies related to compassion satisfaction and compassion 

fatigue in pediatric nurses (Berger et al., 2015; Branch & Klinkenberg, 2015) and neither 

focused on the possible relationship of compassion satisfaction or compassion fatigue with 

patient satisfaction. The study by Branch and Klinkenberg included other non-physician, 

pediatric health care providers (e.g., social workers, respiratory and physical therapists) in 

addition to pediatric nurses. Past studies have focused on compassion fatigue and compassion 

satisfaction in small populations of pediatric nurses, such as pediatric oncology nurses, but 

these studies did not explore pediatric specialty nurses caring for a variety of patients in 

different settings, both inpatient and outpatient. Additionally, no studies were found that 

analyze whether there is a relationship between compassion fatigue and patient satisfaction. 

While this study is descriptive in nature, the information gained will add to the research 

encompassing compassion satisfaction and compassion fatigue and will provide new 

information regarding the effect of compassion fatigue on patient satisfaction. This new 

information can then be utilized by nurse leaders to explore new methods to support nursing 

staff to protect their compassion satisfaction and decrease the level of burnout and secondary 

traumatic stress.  
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CHAPTER 3: METHODS 

In this chapter, the background of the primary investigator and a detailed plan of the 

study methods related to compassion satisfaction and compassion fatigue and the impact on 

patient satisfaction are presented. The purpose of this descriptive, quantitative study is to 

determine differences in the level of compassion fatigue and compassion satisfaction on 

multiple pediatric nursing units and areas in an academic medical center located in the 

Southwestern region of the United States. Additional purposes include determining if there 

are differences in patient satisfaction on units who have higher compassion fatigue scores 

and whether there are differences in the scores on the compassion satisfaction and 

compassion fatigue scales based on the demographic characteristics of the sample. The 

information obtained from this study is an important first step in determining the level of 

compassion fatigue and compassion satisfaction present. Implications for future research 

include using this information to design interventions that will assist nurses in decreasing 

their level of compassion fatigue overall, as well as within the compassion fatigue subscales 

of burnout and secondary traumatic stress.  

Background of Primary Investigator 

I started my career in healthcare at age 16 as a nursing assistant in a long-term care 

facility. I worked in both home healthcare and nursing home settings while attending classes 

for my Associate Degree in Nursing (ADN).  After graduating, I worked as a staff nurse in an 

acute care setting for four years. I then accepted a leadership position in a long-term care 

facility. In both acute care and long term care, I witnessed nurses who left their position or 

the profession all together because they stated they were burned out, felt the workload was 
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too heavy, or that the work they were doing was not what they envisioned when they 

attended nursing school.  

After working in a long-term care facility for three years, I returned to the acute care 

setting in a leadership position in Case Management. I have held leadership positions with 

increasing responsibility in an academic medical center since 2000. These positions are in a 

variety of settings:  outpatient, inpatient, and case management departments. I have been in 

an Executive leader role since the spring of 2006. As my leadership experience increased, I 

have become increasingly concerned with the level of support and assistance nurses receive 

as they experience stressful events, engage in difficult work with their patients, and are 

constantly faced with the introduction of new technology at the bedside. I am also interested 

in discovering the level of burnout among nurses who work with pediatric patients and how 

this impacts their ability to provide care for patients in a manner that influences the level of 

patient satisfaction on a specific unit. Additionally, are the differences in the level of patient 

satisfaction between units and do the units or areas with lower levels of patient satisfaction 

have nurses who are experiencing higher levels of compassion fatigue? 

Specific Aims 

Compassion fatigue and compassion satisfaction are important issues in nursing. 

Previous studies have shown that nurses who experience compassion fatigue and burnout are 

more likely to become ineffective, apathetic, depressed, detached and leave the profession 

(Boyle, 2011; Hunsaker, Chen, Maughan, & Heaston, 2015). Additionally, high levels of 

burnout are related to lower patient satisfaction scores (Burtson & Stickler, 2010; Potter, et 

al., 2010; Vahey, Aiken, Sloane, Clarke, & Vargus, 2004). As the nursing workforce ages, it 

is imperative that nursing leaders find ways to increase compassion satisfaction and create a 
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work environment that is supportive and assists nurses in finding a work life balance that will 

help them maintain their passion for the nursing profession and the patients they care for.  To 

date, research on compassion fatigue and compassion satisfaction in nursing has been 

conducted primarily with nurses who care for adult patients and in foreign counties. Few 

studies have focused on pediatric nurses and none that could be located examined multiple 

pediatric specialties, including both inpatient and outpatient settings. Additionally, there is a 

lack of research that explores the relationship between compassion fatigue and patient 

satisfaction. This study included pediatric nurses in a variety of specialties and settings in an 

academic medical center in the Southwestern United States.  

Specific aims of this study were as follows: 

1. Describe the extent of compassion fatigue and compassion satisfaction among 

pediatric nurses on specialty care units. 

a. Pediatric Intensive Care Unit (PICU) 

b. Newborn Intensive Care Unit Level II (ICN 3 and ICN 4) 

c. Newborn Intensive Care Unit Level III (NBICU) 

d. Pediatric Hematology/Oncology, Renal, and Transplant Inpatient Unit 

(PSCU) 

e. General Pediatric Unit (GPU) 

f. Carrie Tingley Inpatient Unit (CTI) 

g. Pediatric Hematology/Oncology Outpatient Clinic 

h. Pediatric Infusion Unit (PIU) 

i. Pediatric Emergency Department 

j. Pediatric Specialty Care Clinics 
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k. Pediatric Urgent Care Clinics 

l. Pediatric Operating Room 

2. Determine if there are differences in the level of compassion fatigue and compassion 

satisfaction among pediatric nurses based on demographic characteristics:  

a. Age 

b. Race/Ethnicity 

1. Race based on United States 2010 Census Bureau categories 

2. Hispanic or Latino 

c. Gender 

d. Relationship Status 

e. Do you have children? 

1. If yes, please select the age group of your child(ren).  

f. Annual Household Income 

g. Work Status 

h. Are you currently in school 

1. Year Expected to Graduate 

i.  Please select all nursing degrees that you have completed 

j. Number of years in pediatric or neonatal nursing 

k. Primary unit of practice 

l. Number of years on primary unit of practice 

m. Number of years in the current organization 

n. Total Number of years as an RN 
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3. Determine whether units that have higher levels of compassion fatigue score lower on 

nurse sensitive patient satisfaction indicators.  

Addressing Aims 

Tools 

Three data tools were used in this descriptive quantitative study; (1) a researcher 

designed demographic tool; (2) the ProQOL 5 tool, which measures compassion satisfaction 

and compassion fatigue; and (3) results from the Press Ganey Patient Satisfaction survey 

administered to inpatients and outpatients by the hospital/health system. The Press Ganey 

Patient Satisfaction survey Nurse Sensitive Indicators measures for each of the areas or units 

were used since the study is looking at the compassion satisfaction and compassion fatigue 

among nurses and the impact on patient satisfaction. The best measure of how this influences 

patient satisfaction is to examine indicators that measure satisfaction with nursing. Each of 

the tools will be described in more detail in the following section.  

Demographic/Characteristic questionnaire.  The researcher-designed tool is 

intended to collect basic demographic information about participants. The information was 

used to describe the sample in terms of demographic and professional practice 

characteristics.  

ProQOL 5.  The ProQOL 5 is a 30-item scale designed to measure compassion 

satisfaction and compassion fatigue. The tool comprises 30 items that make up three 10-item 

scales: a compassion satisfaction scale (CS) and two scales for dimensions of compassion 

fatigue: burnout (BO) and secondary traumatic stress (STS). High scores on the CS scale are 

reflective of engagement with the work environment (Stamm). High scores on the BO or STS 

scales indicate increased risk for compassion fatigue (Stamm). The ProQOL 5 has been used 
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with a variety of professionals including firefighters, social workers, police officers, clergy, 

nurses, physicians and other healthcare workers, as well as others in helping professions. The 

tool has been used in a variety of settings and multiple countries (Stamm). The tool is self-

administered and individuals are instructed to answer the questions based on their current 

work situation and select the number that most accurately reflects how often they 

experienced the situations in the question in the past 30 days.  

Reliability of the subscales will be discussed in more detail in each sub-section. 

Construct validity is strong. In 2010, there were over 100 published studies on compassion 

fatigue, secondary traumatic stress, and vicarious trauma. Nearly half of those studies utilized 

the ProQOL5 or earlier versions of the ProQOL (Stamm, 2010). Since that time, numerous 

additional studies have been conducted utilizing this tool. The three scales within the 

ProQOL5 are designed to measure different constructs; the compassion fatigue scales 

measure two distinct dimensions of compassion fatigue. According to Stamm, inter-scale 

correlations show that CS has 2% shared variance with STS and 5% shared variance with 

BO. The shared variance between the BO and STS scales is 34%. While this shared variance 

is high, the shared variance is thought to be related to the distress that is common to both 

burnout and secondary traumatic stress (Stamm). 

Compassion satisfaction scale. The compassion satisfaction scale is a 10 item scale 

composed of the following items: (a) I get satisfaction from being able to help people; (b) I 

feel invigorated after working with those I help; (c) I like my work as a helper; (d) I am 

pleased with how I am able to keep up with helping techniques and protocols; (e) my work 

makes me feel satisfied; (f) I have happy thoughts and feelings about those I help and how I 

could help them; (g) I believe I can make a difference through my work; (h) I am proud of 
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what I can do to help; (i) I have thoughts that I am a “success” as a helper;  and (j) I am 

happy that I chose to do this work (Stamm, 2010).  

Item scoring is done on a five point Likert scale, with 1 being never and 5 being very 

often. The Cronbach’s alpha reliability of the compassion satisfaction scale is .88. This is 

based on the 3000 plus cases in the database referenced by Stamm (2010) from studies that 

have used this instrument as a measure for compassion satisfaction. In the current study, the 

Cronbach’s alpha of the compassion satisfaction scale was .85.  

Using standardized T-scores (Mean = 50, SD = 10) approximately twenty five percent 

of the people who have taken the survey score 57 or higher and another 25% score 43 or 

lower; the corresponding raw score cut points are 42 or higher and 22 or lower. Higher scores 

indicate higher professional satisfaction. Lower scores indicate one of two things: 

dissatisfaction or problems on the job, or deriving more pleasure from activities other than 

work (Stamm, 2010).  

Burnout scale. The burnout scale is composed of 10 items: (a) reverse score of I am 

happy, (b) reverse score of I feel connected to others; (c) I am not as productive at work 

because I am losing sleep over traumatic experiences of a person I help; (d) I feel trapped by 

my job as a helper; (e) reverse score of I have beliefs that sustain me; (f) reverse score of I 

am the person I always wanted to be; (g) I feel worn out because of my work as a helper; (h) 

I feel overwhelmed because my workload feels endless; (i) I feel “bogged down” by the 

system; and (j) reverse score of I am a very caring person (Stamm, 2010). 

Scoring is done on the same Likert scale as the compassion satisfaction scale. The 

Cronbach’s alpha reliability of the burnout scale is .75. While this is on the lower end of the 
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limits suggested by Nunnally (1978), the scale is considered reliable for research purposes. 

The Cronbach’s alpha reliability of the burnout scale in the current study was  .78.   

Using standardized T-scores, twenty five percent of individuals score 57 or higher 

on the burnout subscale and another 25% score 43 or less. The corresponding raw score cut 

points are 42 or higher and 22 or less (Stamm, 2010). Higher scores may indicate feelings of 

ineffectiveness on the job, but may also be indicative of a bad patch or needing some time 

off. If the high score persists, individuals may be at risk for burnout or have worries outside 

the workplace (Stamm, 2010).  

Secondary traumatic stress subscale. The Secondary Traumatic Stress Subscale is 

composed of the following 10 items: (a) I am preoccupied with more than one person that I 

help; (b) I jump or am startled by unexpected sounds; (c) I find it difficult to separate my 

personal life from my life as a helper; (d) I think I may have been affected by the traumatic 

stress of those I help; (e) because of my helping, I have felt “on edge” about various things; 

(f) I feel depressed because of my traumatic experiences of the people I help; (g) I feel as 

though I am experiencing the trauma of someone I have helped; (h) I avoid certain activities 

or situations because they remind me of frightening experiences of the people I help; (i) as a 

result of my helping, I have intrusive frightening thoughts; and (j) I can’t recall important 

parts of my work with trauma victims (Stamm, 2010).  

Scoring is done on a five point Likert scale, with 1 being never and 5 being very 

often. The Cronbach’s alpha reliability of the secondary traumatic stress scale is .81 (Stamm, 

2010). This is within the range of acceptable reliability as suggested by Nunnally (1978), 

thus the scale is acceptable to measure Secondary Traumatic stress for research purposes. In 

the current study, the Cronbach’s alpha reliability was also .81.  
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Using standardized T-scores, approximately 25% of individuals score 43 or lower 

and another 25% score 57 or higher. The corresponding raw score cut points are 22 or lower 

and 42 or higher.  Individuals with high scores are encouraged consider what may be 

frightening or upsetting them at work or if there are other reasons why the score may be 

elevated. Higher scores do not necessarily indicate a problem; but are an indication that an 

individual may want to think about how they feel about their work and work environment 

(Stamm, 2010). 

Press Ganey nurse sensitive indicators. Press Ganey Associates, Inc. has 

relationships with 40% of the hospitals in the United States, including over 10,000 health 

care facilities to measure, compare, report and improve the quality of patient care. Surveys 

are sent to patients after discharge from the hospital, or after visits to outpatient clinics, 

procedures, and other health care settings. Organizations set the threshold for number of 

surveys sent (Press Ganey, n.d.).  

According to Press Ganey, a sample size of seven or greater in a specific unit 

produces potentially interpretable results (D. Hawkins, personal communication, October 22, 

2015). At the study site, surveys are sent to 100% of discharged inpatients (excluding deaths) 

unless they have had a previous hospitalization within the last 30 days. This eliminates 

duplicative surveys being sent to patients who have sequential visits for chemotherapy or 

other treatments, as well as readmissions. There is a limit to the number of surveys the 

organization sends each certain month. Once this limit is reached, no further surveys are sent. 

Most months, the organization does not meet this limit until late in the month; however, if it 

were a particularly busy month, the surveys may only be reflective of the discharges for part 

of the month (D. Hawkins, personal communication, October 22, 2015).  
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Nurse sensitive indicators are aspects of patient care and include structure, process, 

and patient outcome measures. These indicators reflect the patient experience (Press Ganey, 

n.d.). The specific indicators that will be evaluated as part of this study are outlined below. 

Results from each of the units were evaluated for the same time frame that the nursing 

surveys were collected, meaning the reports for each area, unit, or clinic were run using 

discharge dates that correlate to the same period the nursing survey was open for response.  

Inpatient Press Ganey nurse sensitive indicator scale. The global nurse sensitive 

indicator is comprised of the following items from the patient satisfaction survey: (a) 

friendliness/courtesy of the nurses; (b) promptness in responding to the call button; (c) 

nurses’ attitude toward your child’s requests; (d) amount of attention paid to your child’s 

special or personal needs; (e) how well the nurses kept you informed; (f) skill of the nurses; 

(g) nurses’ sensitivity and responsiveness to pain your child may have experienced in the 

hospital; (h) nurses’ promptness in giving pain medication (if needed); and nurses efforts to 

educate you about your child’s condition and care he/she required (Press Ganey, 2004). 

Outpatient Press Ganey nurse sensitive indicator scale.  The two items that 

comprise the global score on the outpatient survey are as follows: (a) friendliness/courtesy of 

the nurse/assistant; and (b) concern the nurse/assistant showed for your problem (Press 

Ganey, 2010). While the survey statement says nurse/assistant, the clinics included in this 

study are primarily staffed by registered nurses and the majority of the specialty nursing care 

is provided by these nurses. Surveys are sent to a random sample of 10% of patients who are 

seen in each outpatient setting.  
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Methods 

Purpose 

The study is a quantitative descriptive study to examine the levels of compassion 

satisfaction and compassion fatigue among pediatric nurses in a variety of areas and settings 

in an academic medical center in the Southwestern United States. Additionally, the study 

describes the differences in the levels of compassion satisfaction and compassion fatigue 

across demographic characteristics. The study then examines the impact of compassion 

fatigue on the nurse sensitive indicators portion of the Press Ganey Patient Satisfaction 

Survey.  

Sample and Setting 

The setting for the study was pediatric inpatient units, outpatient clinics and 

procedural areas in an academic medical center in the Southwestern region of the United 

States. The sample was nurses who work on the units and areas identified in the Specific 

Aims section of this chapter. The study targeted all RNs on the units and in the areas 

previously identified. All RNs, regardless of years of experience and time on unit were 

approached to complete the survey. Graduate nurses who had not passed the National 

Council Licensure Exam (NCLEX) were not included in this study. There are approximately 

450 RNs who work in the areas selected. This number varies on a weekly basis because of 

newly hired nurses and nurses who leave the organization. Of these 450 nurses, seventy five 

percent are full-time, twenty percent work part-time and another five percent work 

intermittently. For those who work intermittently, the casual pool nurses, work a minimum of 

one shift per two-week pay period. Participation in the study was voluntary.  
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A purposive sampling approach was chosen for this study. In this type of sampling, 

the researcher starts with a purpose in mind and then selects the sample to include the 

population of interest, excluding people who do not meet the purpose of the study 

(Chaturvedi, n.d.; Guarte & Barrios, 2006; Teddlie & Yu, 2007). This particular 

methodology is subject to bias and sampling errors. The potential advantages to this 

methodology are convenience and lower costs. There are disadvantages to this sampling 

method.  First, the method does not allow the researcher to estimate the extent to which the 

sample statistics are likely to be representative of the population at large (Guarte & Barrios; 

Teddlie & Yu). Additionally, the ability to generalize the results of the study may be limited 

based on the specific population and area where the survey was conducted (Guarte & 

Barrios). While this method has limitations, the method was chosen since this study sought to 

examine a specific sub-set of nurses in an academic medical center. Other medical 

professionals, support staff, as well as nurses working outside of the pediatric units were not 

invited to participate in this study. The chosen sampling method allowed specific sub-sets of 

nurses to be invited to participate in the study.  

Data Sources 

 The study had four data sources. The first was the researcher designed demographic 

collection tool, the second was the quantitative survey questions on the survey tool, the third 

is the qualitative answers on the questionnaire, and the fourth was the Press Ganey Patient 

Satisfaction Nurse Sensitive Indicator results. There was one qualitative question in the 

survey. This question was “Is there anything else you would like to share?” 
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Data Collection Process 

 Web-based data collection. Data were collected using an online survey tool. An 

Internet based data collection method was chosen for a number of reasons. The use of the 

Internet is rapidly increasing among the general population and the use of Internet based 

survey tools and interventions are also increasingly common (Liu at al, 2010; Moloney et al, 

2009; Vicente and Reis 2010). Internet based tools provide researchers with increased 

flexibility and the ability to utilize innovative approaches to conduct a survey (Bertot, 2009; 

Dillman, & Smyth. 2007).  

While there are a number of advantages to the use of an Internet based survey, there 

are also disadvantages.  There are inconsistent reports in the literature that suggest the 

response rate for an Internet based approach may be less than a traditional approach (van 

Gelder et al, 2010; Vicente, & Reis, 2010). Internet administration may be biased toward a 

younger, more educated, higher income sample (Liu et al 2010; Klovning et al 2009; 

Schleyer, & Forrest, 2000; van Gelder et al, 2010); therefore, self-selection bias may limit 

generalizability (Messer & Dillman, 2011; van Gelder et al, 2010). 

Despite the limitations of the internet-based survey strategy, utilizing this strategy can 

significantly simply the research process (Oppenheimer et al, 2011). There are also methods 

to overcome the disadvantages. Offering an incentive to participants can enhance response 

and completion rates.  A drawing for a prize increases the willingness of the participant to 

complete the survey. Additionally, results of the research may be offered to participants as a 

thank you or incentive to participate as well (Dillman, Smyth, & Christian, 2009; Messer & 

Dillman, 2011; Oppenheimer et al). For this survey, the respondents were offered a five 

dollar gift card to the organization that could be used in the gift shop, cafeteria or at any of 
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the coffee carts around campus. Additionally, respondents could request a copy of the study 

results.  

The bias toward a younger population utilizing the Internet and responding to the 

survey was not a huge concern since nurses in the organization use technology and 

computers in their daily work. They also read and respond to email on a regular basis.  

This researcher acknowledged the potential for self-selection bias and strived to 

combat this by sending out multiple invitations to participate in the survey. Concerns over 

data security and privacy were addressed by utilizing an anonymous survey and a separate 

email to receive the gift card and/or request survey results. There was no linkage to the 

demographic questionnaire or survey when the participant selected emailed the researcher 

and requested either to receive a gift card or receive survey data on completion of the study. 

Additionally, by utilizing a commercial survey builder and publishing site, REDCap, data 

security was enhanced and there was no collection of IP addresses on the survey. When the 

survey was built, coding was done to ensure that the anonymity of the respondent was 

maintained. 

Recruitment. For this study, nurses who work in the pediatric units, clinics, and 

procedural areas of the organization were sent an email describing the study with a link that 

took them to the two survey tools that were filled out by the individual nurse. The study link 

was open for one month. Emails with a reminder to participate if they had not had the 

opportunity and thanking them for participating in the study if they had already completed 

the tool were sent at day 14 and day 25. A total of three emails were sent during the duration 

of the study, the initial email and two follow-up emails. This number was selected based on 

the work of Dillman et al. (2007) suggesting that three contacts with participants has shown 
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to increase response rates. However, it is important to vary the content of the email subject 

and content for several reasons: (a) the message in different emails may appeal to different 

people and (b) the emails are less likely to be filtered by the system as spam (Dillman, et al). 

There is some research that suggests that sending emails early in the morning increases 

response rates (Dillman, et al). For this study, the time of day was not thought to influence 

the participation rate since the staff who participated in the study were shift workers so they 

check their email at various times throughout the day.  

Steps in process. Once a nurse self-selected to participate in the online survey, they 

were directed to an informational page (Appendix A), then the demographic questionnaire 

(Appendix B), and finally to the ProQOL 5 for completion (Appendix C). A separate consent 

form was not necessary; however, an informational page about the study was created and was 

the first page displayed when the link was selected. This page contained information about 

the study, including the purpose, how long the questionnaire would take to complete, benefits 

of the study, confidentiality, the ability of the participant to quit at any time, how the study 

results would be used and contact information for the primary investigator. After the 

participant read the first page, they were asked to acknowledge that they read the information 

and then were directed to the demographic questionnaire for completion. At each of the steps, 

there were complete instructions for the participant. Once the participant completed the 

survey, they were thanked for completing and submitting their survey, then were invited to 

email the primary investigator to request a gift card and/or results of the study.  Basic 

information was collected in order for the researcher to contact the individual for delivery of 

the gift card. Participants were not required to request a gift card or results of the study or 
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provide any personal information.  Information provided was not in any way linked to the 

demographic questionnaire or the ProQOL. 

Data Analysis Approaches 

Demographic Information 

The demographic information was evaluated and reported utilizing descriptive 

statistics. Demographic statistics are presented in the data analysis chapter of this paper. The 

demographic questions were utilized to stratify information to determine whether there were 

differences in responses of participants based on demographic differences. For instance, 

nurses with fewer years of experience more likely to experience compassion fatigue? Are 

nurses with a higher level of education more likely to have high levels of compassion 

satisfaction? 

Quantitative Data 

 Quantitative data were collected using the Research Electronic Data Capture 

(REDCap) system. REDCap is a browser based software package designed for clinical and 

translational research databases. REDCap is a secure, HIPAA compliant, web based 

application for building and managing databases and online surveys. The application is 

recommended for collecting and storing data for projects and studies ranging from small 

projects to longitudinal studies. Respondents can save their responses without completing the 

survey and come back later to complete the survey. The product allows the researcher to 

process and report results in a number of different ways (REDCap, n.d.). Currently, the 

Health Sciences Center, including the hospital and all colleges, has over 700 projects with 

1184 users (REDCap). The software solution also has data quality checks, allows files to be 

exported to other applications, such as SPSS for further statistical analysis, and has a file 
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repository for storage of study related documents (Finley, 2013). REDCap was chosen 

because of the enhanced data security and the ability to analyze data within the application as 

well as export files to SPSS for further data analysis.  

The quantitative data on the ProQOL 5 were analyzed utilizing descriptive statistics 

and where appropriate and groups could be stratified, using t-tests and ANOVA to determine 

differences between groups. For instance, on units where the compassion fatigue scores were 

higher is the overall patient satisfaction lower? Quantitative data analysis was done utilizing 

Statistical Package for the Social Sciences (SPSS).  

There was a question at the end of the survey that was open ended and allowed survey 

participants to enter any further information that they wished to share with the researcher. 

The responses of this question were reviewed and analyzed for themes.  

Power Analysis 

An adequate sample size is necessary to provide a sufficient level of statistical power 

to adequately answer the research questions and identify the relationships between study 

variables. A power analysis was conducted using the G*Power software program. In 

evaluating the differences between units, one way ANOVAs with four groups (the grouping 

of units) can indicate differences with a sample size of 180 with a .25 (medium effect size) 

with a p value of <.05 (Cohen, 1988). If the final sample size is 250 or more, an ANCOVA 

will be considered. Power for this test with four groups set with a medium effect size and a p 

value of <.05 shows that a sample size of 250 is required (Cohen).  Since the sample size was 

greater than 180, but less than 250, ANOVA tests were performed.  
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Data Analyses 

Data analyses were conducted using SPSS, Version 24 for Mac. Data from REDCap 

were exported to SPSS. Labels for the variables were created in REDCap as the survey was 

designed. Data files were examined for missing data analyzed for the extent of the missing 

data and patterns and to determine if there were any identifiable reasons for incomplete 

cases. Missing data for demographic variables was handled by using “exclude cases 

pairwise” so cases were included unless the specific data required for analysis was missing 

(Pallant, 2016). Scale reliability was evaluated for this sample and compared to previous 

results (Pallant). Scale reliability for this study was reported earlier in this chapter.  

Groupings of Units 

After the data were collected, the data were grouped into the following groupings. 

The determination of groups was based on the unit characteristics that were most similar.  

Table 1: Unit Groupings 

Group 1 Group 2  Group 3 Group 4 

PICU 

NBICU Level II  

NBICU Level III 

PSCU 

GPU 

CTI 

Pediatric Infusion Unit 

Pediatric OR 

Pediatric Emergency 

Department 

Pediatric Urgent Care 

Pediatric Specialty 

Clinics 

 

Press Ganey Nurse Sensitive Indicator Scores 

For the purposes of Magnet Recognition, units are required to be at or above the 50
th

 

percentile on the nurse sensitive indicators on the patient satisfaction survey. Survey data is 

to be collected by a reputable company that benchmarks performance between organizations. 

In 2014, Press Ganey received approval from ANCC for the content of their patient 
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satisfaction survey (Tinkam, 2014). For the purpose of this study, aggregate nurse sensitive 

indicator score by unit were divided into two groups, those units at or above the 50
th

 

percentile and those units below the 50
th

 percentile. Scores at are above the 50
th

 percentile are 

considered good, while scores below the 50
th

 percentile indicate a lower level of patient 

satisfaction with nursing specific indicators. See Appendix E for Press Ganey Patient 

Satisfaction Survey Questions.  

Statistical Tests 

Prior to analysis of continuous variables estimates of central tendency and dispersion, 

skewness and kurtosis, and graphical assessment of distributions (e.g., boxplots, normal Q-Q 

plots) were evaluated using SPSS. With the exception of variables related to years of 

experience, which were positively skewed, other continuous variables were consistent with 

assumptions of a normal distribution. In particular, the three ProQOL 5 scales were 

reasonably symmetrical (e.g., means ≈ medians) with very few outliers (<2% of cases) and 

no extreme outliers. Since the sample size was over 200, parametric statistical analyses were 

used; correlations involving experience were also assessed nonparametrically, with only 

trivial differences between Pearson product-moment and Spearman rank correlations.  

 Specific aim number one. Specific aim number one, describe the extent of 

compassion fatigue and compassion satisfaction among pediatric nurses on specialty care 

units, was answered using results from the ProQOL 5 survey. Predetermined cut scores were 

used based on the raw scores on the ProQOL 5 tool. These cut scores indicate whether there 

is a low, average or moderate, or high level of compassion satisfaction or compassion fatigue 

(Stamm, 2010).  
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Specific aim number two. Specific aim number two, determine if there are 

differences in the level of compassion fatigue and compassion satisfaction among pediatric 

nurses based on demographic characteristics, was answered using the ProQOL 5 survey and 

the researcher designed demographic and characteristic tool and running Pearson product-

moment correlations for continuous variables (e.g., age) and independent (two-sample) t-tests 

or one-way ANOVA for differences in mean questionnaire scores by levels of categorical 

variables.   

One-way analysis between groups (ANOVA) were conducted to determine the 

differences between the groups on the variables of relationship status and work status.  

Specific aim number three. Specific aim number three, determine whether units that 

have higher levels of compassion fatigue, based on the compassion fatigue subscales, score 

lower on nurse sensitive patient satisfaction indicators was answered using the ProQOL 5 

tool and the results of the Press Ganey Patient Satisfaction Nurse Sensitive Indicator scores. 

Results of the Nurse Sensitive Indicator scores were split as either above or below the 50
th

 

percentile and that was used as the independent variable for independent (two-sample) t-tests 

of each of the ProQOL 5 scales. In addition, because the nurse sensitive indicators 

constituting the satisfaction rating for inpatient units differ from those for outpatient units, an 

independent t-test was also run according to whether the unit groupings were from inpatient 

or outpatient units.   

Human Subjects Protection 

Subjects were recruited by using a de-identified email list provided by the 

Human Resources Department. All data was collected anonymously through 

REDCap. Only the primary investigator and the co-investigator had access to the 
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data, which was password protected in REDCap. There were no identifiers linking the 

subject to their reported data. REDCap is a HIPAA compliant platform for collecting 

and storing data. The risk to subjects was minimal since the survey was anonymous. 

The study applied for and was granted exempt status by the University of New 

Mexico Human Research Review Committee of the Human Research Protections 

Office.  

Strengths and Limitations 

Data were collected anonymously using a secure, HIPAA compliant web platform 

that allowed data to be quality checked and exported to SPSS for further analysis. A 

limitation to this study is that it is a self-selection study and the individuals who chose to 

participate may not be fully representative of the sampling frame.  Additionally, the 

population of pediatric and neonatal nurses in the organization may not be reflective of other 

pediatric and neonatal nurses in other organizations in the area, region, or nationally so 

results may not be generalizable. Census and staffing issues within units could not be 

anticipated or controlled for in the current study and may have influenced individual 

responses. In addition, anonymous survey administration and cross-sectional data limited the 

analysis of compassion satisfaction and compassion fatigue in relation to patient satisfaction.  

This research has important implications for nurse leaders. First, determining the 

level of compassion fatigue within units can help understand what may be driving burnout 

and also help identify if there is an influence on the patient satisfaction. Once these results 

are examined, leaders can determine if there are areas where interventions and support for 

staff are needed. Further research could determine what interventions decrease burnout, 
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secondary traumatic stress and compassion fatigue. Additionally, do interventions improve 

scores on these items and does the patient satisfaction on these units improve as well? 

Compassion satisfaction, compassion fatigue, and patient satisfaction are all 

important issues in healthcare. While there is an abundance of literature regarding 

compassion satisfaction and compassion fatigue, many of the studies were conducted with 

nurses who work with adult patients or were conducted internationally. Additionally, no 

literature regarding the impact of compassion fatigue on patient satisfaction could be located. 

This study determined the level of compassion satisfaction and compassion fatigue and the 

impact on patient satisfaction in pediatric nurses working in a variety of inpatient and 

outpatient settings. The results of this study can be used to determine if interventions to 

combat compassion fatigue are necessary to assist nurses. Actual results of this study are 

presented in Chapter 4. 
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CHAPTER 4: DATA ANALYSIS 

Chapter four will discuss the study results including the recruitment of the sample, 

demographic characteristics of the sample, descriptive statistics, and analyses of the specific 

aims of the study. All analyses were completed using IBM SPSS Version 24.0 for Mac. Data 

analyses include whether there are differences the levels of compassion satisfaction and the 

compassion fatigue subscales based on demographic and other characteristics. Additionally, 

the qualitative comments will be evaluated and discussed. Finally, the impact of compassion 

satisfaction and the compassion fatigue subscales on patient satisfaction will be analyzed and 

discussed.  

The study’s purpose was to determine the extent of compassion satisfaction and 

compassion fatigue, as measured by the subscales of burnout and secondary traumatic stress, 

of pediatric nurses in inpatient and outpatient settings at a large academic medical center in 

the Southwestern United States. A second purpose was to determine whether there were 

differences in the patient satisfaction scores based on the levels of compassion satisfaction 

and the compassion fatigue subscales by group.  

Recruitment of the Sample 

The survey was opened on September 13, 2016. Invitations were sent to 450 RNs 

who worked in the targeted units (See Appendix D for email text). The email address list was 

obtained from the Human Resources Department of the organization and was simply a list of 

email addresses of all RNs who worked in the targeted areas at the time of the study. Seven 

of the invitations bounced back; six indicating that the person no longer worked in the 

organization and one indicated that the potential participant was on leave. The second 

invitation to participate was sent 14 days after the initial invitation (9/27/2016) to the same 
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450 recipients. There were six invitations that bounced back. These were the same six 

invitations that bounced back during the initial launch of the survey. The final invitation was 

sent on day 25 (October 8, 2016). When the final invitation was sent, there were 11 bounce 

backs: six were the same as the previous two email invitation requests; one recipient was on 

leave; and four no longer worked for the organization. Because the survey was anonymous, it 

is unknown whether any of the five new bounce-backs were from individuals who had 

completed the survey previously.  

Over the course of the 30 days the survey was open, 233 responses were returned out 

of 450 that had been received, a 51.7% response rate. Subtracting the 6 that were returned on 

all three occasions the survey was sent out, the effective response rate was slightly higher 

(233/444 = 52.5%). 

Demographic and Characteristics of Entire Sample 

The demographic characteristics of the total sample are presented in Table 2. The 

nurses who participated in the study were primarily female, white and were between 22 and 

73 years of age (median 35 years; quartiles 29, 47 years). Eighty-nine respondents (39%) 

were of Hispanic or Latino ethnicity. The majority of nurses had at least a Bachelor of 

Science in Nursing degree (BSN), worked full-time, were married, had children in the home, 

and had a family income between $50,000 and $99,999.  Years of experience in the unit, 

organization, pediatric or neonatal specialty care, and nursing are presented in Table 3. In all 

four experience categories the distributions were strongly positively skewed.    
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Table 2: Demographic Characteristics 
Attribute Nurses  

 M SD 

Age 38.26 11.34 

   

 n % 

Gender   

      Male 7 3.1% 

      Female 221 96.9% 

   

Race   

      White 193 87.7% 

       Black 5 2.3% 

       Asian or Pacific Islander 8 3.6% 

       American Indian or Alaskan Native 2 0.9% 

       Other 12 5.5% 

   

Education   

        Diploma   

        ADN   

        BSN     

        MSN         

3 

60 

141 

21 

1.3% 

 26.7% 

62.7% 

9.3% 

 

Ethnicity   

      Hispanic or Latino 89 39.4% 

      Not Hispanic or Latino 137 60.6% 

   

Relationship Status   

      Married 139 60.7% 

      Single, Never Married 36 15.7% 

      Not Married, in a committed relationship 30 13.1% 

      Divorced 21 9.2% 

      Separated 2 0.9% 

      Widowed 1 0.4% 

   

Children in the Home   

      Yes 129 57.3% 

       No 96 42.7% 

   

Income   

      Under $25,000 

      $25,000-$34,999 

0 0% 

0 0% 

      $35,000-$49,999 4 1.8% 

      $50,000-$74,999 69 30.9% 

      $75,000-$99,999 45 20.2% 

      $100,000-$124,999 48 21.5% 

      $125,000-$149,999 29 13.0% 

      Over $150,000 28 12.6% 

   

Work Status   

      Full-Time 189 82.9% 

      Part-time 20-35 hours a week 30 13.2% 

      Part-time, less than 20 hours a week 0 0% 

      Casual Pool 9 3.9% 
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Table 3: Experience (years) 

Years in 
    Quartiles 

n Mean SD Median 25
th

 75th 

Current Unit 222 6.9 7.22 4.75 1.50 9.00 

Organization 222 9.5 8.44 7.00 3.00 13.00 

Pediatric / Neonatal Specialty 217 10.3 9.75 7.00 3.00 14.00 

Nursing 224 11.7 10.61 8.00 4.00 17.38 

 

Responses by Unit and Contribution to Sample 

The response rate by unit and the contribution to the total sample is shown in Table 4. 

None of the respondents indicated they worked in the Pediatric Hematology/Oncology clinic. 

According to the unit director for this area, there were two reasons for this. Many of the 

nurses who work in this clinic are employed by the Department of Pediatrics (School of 

Medicine), not the hospital nursing service. Therefore, they would not have been included in 

the nursing service database received from the hospital’s Human Resources Department. The 

second reason was that any hospital nursing service nurses who work in that clinic work in 

other specialty clinics as well, so it is likely they selected Pediatric Specialty Care Clinic 

rather than the Pediatric Hematology/Oncology Clinic (R. Levi, personal communication, 

December 20, 2016).  Eleven respondents did not identify a specific unit. 
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Table 4: Responses by Unit 

Unit      n = 450 n = 233   

     

 Number of 

Surveys 

Sent 

Number of 

Surveys Returned 

Percentage 

Returned by 

Unit 

Percentage 

Contributed to 

Overall Sample 

     

Pediatric 

Hematology/Oncology 

Outpatient Clinic 

0 0 0 0% 

Pediatric Infusion Unit 

(PIU) 
11 8 72.7% 3.4% 

Pediatric Specialty Care 

Clinics 
22 10 45.5% 4.3% 

Pediatric ED 30 11 36.7% 4.7% 

PSCU 38 15 39.5% 6.4% 

Carrie Tingley Inpatient 

Unit 
30 15 50% 6.4% 

Pediatric Urgent Care 

Clinic 
24 18 75% 7.7% 

Pediatric OR/PACU 28 18 64.2% 7.7% 

PICU 53 22 41.5% 9.4% 

GPU 

NBICU Level II (ICN 

3/4) 

53 26 49.1% 11.2% 

62 33 53.2% 14.2% 

NBICU Level III 

(NBICU) 

Did not indicate unit  

99 46 46.5% 19.7% 

N/A 11 N/A 4.7% 

 

The breakdown by grouped units for respondents (n = 222) and surveys sent out (N = 

450) is shown in Table 5. There was no significant difference by group between the 

percentages of surveys returned and the percentages of surveys sent out, 
2
 (n = 222, df = 3) 

= 2.79, p = .425. 
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Table 5: Responses grouped by like units as identified in Chapter 3 

 

Group 
Units n 

Total 

Respondents  

Percentage 

of Sample 

Surveys 

Sent Out 

Percentage of 

Surveys Sent 

Out 

1 
PICU 

NBICU Level II 

NBICU Level III 

22 

33 

46 

101  45.5% 214 47.5% 

2 
PSCU 

GPU 

CTI 

15 

26 

15 

56 25.2% 121 26.9% 

3 Pediatric Infusion Unit  

Pediatric OR 

8 

18 
26 11.7% 39 8.7% 

4 
Pediatric ED 

Pediatric Urgent Care 

Pediatric Specialty  

11 

18 

10 

39 17.6% 76 16.9% 

 

Compassion Satisfaction and Compassion Fatigue 

Raw scores were calculated for the entire sample each of the scales on the ProQOL 5: 

compassion satisfaction (CS), and the subscales of burnout (BO) and secondary traumatic 

stress (STS) that, together, represent compassion fatigue. These were compared with 

standardized T-scores. The results of these comparisons (Table 6) show that using the raw 

score cut-points recommended by Stamm (2010) for classifying scores as low, average, or 

high on each scale was equivalent to the same classification using the T-score cut-points 

recommended by Stamm. In consultation with my committee, I chose to use raw scores for 

analyzing ProQOL scores for purposes of answering the research questions.  
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Table 6: Summary statistics for raw scores and T-scores for CS, BO, and STS scales 

   

 

  
Quartiles 

 
Mean SD 

Cronbach 

Alpha Min Max 25th 50th 75th 

CS  41.2 5.26 .845 26 50 38.0 41.0 45.0 

CS T-score 50.0 10.00  21 67 43.9 49.6 57.2 

BO Burnout 20.9 4.91 .776 10 37 17.0 21.0 24.0 

BO T-score 50.0 10.00  28 83 42.2 50.39 56.4 

STS  20.8 5.38 .806 11 36 17.00 20.0 24.0 

STS T-score 50.0 10.00  32 78 42.9 48.49 55.9 

CS Compassion Satisfaction; BO Burnout; STS Secondary Traumatic Stress 

 

Pearson product-moment among the three ProQOL scales are shown in Table 7. 

These correspond to shared variances (r
2
) of 47.5% between CS and BO, 8.1% between CS 

and STS, and 37.2% between BO and STS. These are substantially higher than shared 

variances summarized by Stamm (2010) from previous ProQOL studies, which were 5%, 

2%, and 34%, respectively.  

Table 7: Correlations among ProQOL scales (n = 231) 

 
CS BO 

CS—Compassion Satisfaction – 
 

BO--Burnout -.689
**

 – 

STS—Secondary Traumatic Stress -.284
**

 .610
**

 

** p < .001 
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Specific Aim Number One 

In order to answer the first specific aim, describe the extent of compassion fatigue 

and compassion satisfaction among pediatric nurses on specialty care units,  

The Professional Quality of Life scale (ProQOL) 5 was used. The ProQOL 5 is a 30-item 

instrument with separate scales designed to measure compassion satisfaction (CS) and two 

dimensions of compassion fatigue: burnout (BO) and secondary traumatic stress (STS) (See 

Appendix C). On each scale, subjects rate how often they experienced each item during the 

last 30 days. Items are rated on a scale of 1 to 5 with 1 symbolizing “never” and 5 

symbolizing “very often”.  

For purposes of this study, raw scores were used for analyses related to the specific 

aims because Stamm (2010) recommended using the raw scores for research. On each of the 

three ProQOL scales a raw score of 22 or less represents a low level of CS, BO, or STS. For 

the CS and BO scales, raw scores between 23 and 41 represent average levels and raw scores 

of 42 or more indicate high levels of either construct. For STS, a raw score between 22 and 

42 represents an average level and a raw score of 43 or more a high level (Stamm, 2010).   

To determine whether there were any differences in the three ProQOL 5 scales 

according to the 4 groups of clinical units, one-way between groups analysis of variance 

(ANOVA) was conducted (Table 8).  

  



68 

 

Table 8: One Way ANOVA 

 Sum of 

Squares 

df Mean 

Square 

F p = 

Compassion 

Satisfaction 

Between 

Groups 
256.700 3 85.57 3.27 0.02 

Within 

Groups 
5447.545 208 26.19 

  

Total 5704.245 211 
   

Burnout 

Between 

Groups 
87.113 3 29.04 1.24 0.30 

Within 

Groups 
4884.939 208 23.49 

  

Total 4972.052 211 
   

Secondary Traumatic 

Stress 

Between 

Groups 
251.077 3 83.69 3.01 0.03 

Within 

Groups 
5789.470 208 27.83   

Total 6040.547 211 
   

 

There was an overall statistically significant difference in mean CS scores between 

the four groups of clinical units, F(3, 208) = 3.27, p = .02  (Table 8), but the effect size for 

the overall difference in means was small (eta squared = .045; Cohen, 1988). Post-hoc 

pairwise comparisons between groups using Bonferroni correction identified only the 

difference in mean scores between Group 3 and Group 4 as statistically significant, with 

group three showing a slightly higher level of CS (Table 9). There were no significant 

differences in group means for the BO scale (Table 8). There was an overall statistically 

significant difference in mean STS scores between the four groups, F(3, 208) = 3.01, p = .03 

(Table 8) but the effect size for the overall difference in means was small (eta squared = 

.042). Post-hoc pairwise comparisons between groups using Bonferroni correction identified 

only the difference in mean scores between Group 1 and Group 4 as statistically significant, 

with Group 4 showing a slightly higher level of STS (Table 9). 
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Table 9: ProQOL 5 summary statistics and confidence intervals by group 

 
Group N Mean SD 

95% Confidence 

Interval for Mean 
Minimum Maximum 

Lower 

Bound 

Upper 

Bound 

Compassion 

Satisfaction 

1 101 41.1 4.7 40.2 42.1 30 50 

2 56 41.4 5.8 39.8 42.9 27 50 

3 26 43.6* 4.0 42.0 45.2 36 50 

4 29 39.3* 5.9 37.1 41.6 26 49 

Total 212 41.3 5.2 40.6 42.0 26 50 

  
 

 
      

Burnout 

1 101 20.7 4.6 19.8 21.6 12 34 

2 56 21.1 5.3 19.7 22.5 10 33 

3 26 19.7 4.5 17.9 21.5 11 28 

4 29 22.1 5.2 20.2 24.1 11 37 

Total 212 20.9 4.9 20.2 21.5 10 37 

  
 

 
      

Secondary 

Traumatic 

Stress 

1 101 20.0† 4.8 19.0 20.9 13 36 

2 56 21.5 5.6 20.0 23.0 11 36 

3 26 20.2 5.5 18.0 22.5 11 31 

4 29 23.0† 6.1 20.7 25.4 13 34 

Total 212 20.8 5.4 20.1 21.6 11 36 

Group 1: PICU; NBICU, Level II; NBICU Level III  

Group 2: PSCU, GPU, CTI 

Group 3: Pediatric Infusion Unit; Pediatric OR  

Group 4: Pediatric ED, Pediatric Urgent Care, Pediatric Specialty Clinics 

*p = .013  †p = .039 
 

None of the four groups had a mean score the low range for CS or in the high range 

for BO or STS (Table 9). Indeed, no participant had a CS score in the low range or a BO or 

STS score in the high range (Table 9). The mean scores for CS were high (44) for Group 3 

and at the high end of the average range (39 to 41) for the other three groups. All four groups 

had mean scores for BO in the low range (19 to 22). Groups 1, 2, and 3 had low mean scores 

for STS (19 to 21); Group 4 had a mean STS score just above the cut point between low and 

average (23). 
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Specific Aim Number Two 

In order to answer specific aim number two, determine if there are differences in the 

level of compassion fatigue and compassion satisfaction among pediatric nurses based on 

demographic characteristics, the ProQOL 5 and the researcher designed demographic 

characteristic tools were used. The characteristics evaluated in relation to the demographic 

characteristic tool were as follows: (a) age; (b) race/ethnicity; (c) gender; (d) marital status; 

(e) do you have children; (f) nursing degrees completed; (g) inpatient versus outpatient 

practice setting; (h) primary unit of practice; (i) number of years on primary unit of practice; 

(j) number of years in pediatric or neonatal nursing; and (k) number of years in the current 

organization; and (l) number of years in nursing.  

None of the three ProQOL scales (CS, BO, STS) was significantly correlated with 

age or with any of the experience-related variables, (i.e., years on the unit, in the 

organization, in a pediatric or neonatal specialty area, or in nursing). 

Independent (two-sample) t-tests were conducted to compare the scores on the 

ProQOL subscales based on race (White vs. Other), ethnicity, gender, presence or absence of 

children in the home. None of these two-sample comparisons demonstrated a significant 

difference in any of the ProQOL scales.  

Data on nursing degrees were recoded to represent highest nursing degree. One-way 

ANOVA by highest nursing degree did not demonstrate any significant differences in CS, 

BO, or STS scales.  

A one-way between groups ANOVA was conducted to explore the differences 

between groups on the ProQOL 5 by relationship status (married, divorced, single, not 
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married but in committed relationship). There was no significant difference in mean scores 

for CS, BO, or STS between those groups.  

A one-way between groups analysis of variance was conducted to explore the 

differences between groups on the ProQOL 5 for the variable of work status. There was no 

significant difference between the groups: (a) full-time, more than 36 hours per week; (b) 

part-time, between 20 and 35 hours per week; and (c) casual pool on the compassion 

satisfaction scale or on the s burnout and secondary traumatic stress scales.  

A one-way between groups analysis of variance was conducted to explore the 

differences between income categories on the three ProQOL 5 scales. Because only 4 cases 

had a gross household income < $50,000, they were combined into the next highest income 

category ($50,000—$74,999). Accordingly, for these ANOVAs, the income categories were 

unequal in size: < $75,000 (n = 73), $75,000—$99,999 (n = 45), $100,000—$124,999 (n = 

48), $125,000—$149,999 (n = 29), and ≥ $150,000 (n = 28). There were no significant 

differences in mean CS or BO scores by income level. For STS, the homogeneity of 

variances assumption was not satisfied and , therefore, Welch’s adjusted F-ratio was used, 

F(4, 89.73) = 2.71, p = .035, eta-squared = .042. Games-Howell post hoc tests showed a 

significant difference in mean STS scores between participants with income in the $75,000—

$99,999 range (mean = 22.6, SD = 5.89; n = 45) and those with income of $150,000 or 

higher (mean = 18.9, SD = 4.25; n = 28), mean difference 3.79 points, 95% CI for difference 

0.46 to 7.12 points, p = .018. However, all 5 income categories in this analysis had mean STS 

scores < 23 (i.e., all group means were in the low range for STS).  
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Specific Aim Number Three 

In order to answer specific aim number three, scores on the ProQOL 5 scales were 

compared using Press Ganey Patient Satisfaction survey data. The time period over which 

Press Ganey data were obtained was between September 13 and October 13, 2016, which 

was the same time period that the ProQOL 5 survey and demographic characteristic 

questionnaire were open to subjects.  

A total of 150 patient satisfaction surveys returned for the clinical units sampled for 

this study. Groups one and two were inpatient units and groups three and four were 

outpatient units. The survey is different for inpatient and outpatient services. The sampling 

approach also differs between inpatient and outpatient units. For inpatient services, all 

discharged patients are mailed a survey from the unit that discharged them. Since most 

patients are not discharged from a critical care unit, the volume of surveys both sent out and 

received from critical care units is lower than for the general units. This is reflective in the 

returned survey numbers for group one, which is much lower than for group two. For 

outpatient services, the volume of patients is much higher; therefore surveys are sent to a ten 

percent random sample of patients seen in outpatient clinics. All survey returns are 

anonymous.  

The items on the Press Ganey Patient Satisfaction surveys that were of interest for 

this study were the nurse sensitive indicators. There are several items that comprise the 

standard overall patient satisfaction nurse sensitive indicator scores chosen for the purposes 

of this study.  

For inpatient units, the items that make up the nurse sensitive patient satisfaction 

indicators are (a) friendliness/courtesy of the nurses; (b) promptness in responding to the call 
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button; (c) nurses’ attitude toward your child’s requests; (d) amount of attention paid to your 

child’s special or personal needs; (e) how well the nurses kept you informed; (f) skill of the 

nurses; (g) nurses’ sensitivity and responsiveness to pain your child may have experienced in 

the hospital; (h) nurses’ promptness in giving pain medication (if needed); and (i) nurses 

efforts to educate you about your child’s condition and care he/she required (Press Ganey, 

2004). Patients or their family member are requested to select their answer based on a five 

point Likert scale with one being very poor and five being very good.  

The outpatient nurse sensitive patient satisfaction indicators were based two items 

that comprised the global score: (a) friendliness/courtesy of the nurse/assistant; and (b) 

concern the nurse/assistant showed for your problem (Press Ganey, 2010). While the survey 

statement says nurse/assistant, the clinics included in this study are primarily staffed by 

registered nurses and the majority of the specialty nursing care is provided by these nurses.  

The breakdown of responses are shown in Table 10. The percentile rankings are 

based on comparisons to like units or outpatient clinics from across the nation that use the 

Press Ganey Patient Satisfaction tool to collect patient satisfaction information from their 

patients. The breakout of the above or below the 50
th

 percentile of the patient satisfaction 

survey was chosen as an indicator based on Magnet Hospital requirements that nurse 

sensitive patient satisfaction indicators be at or above the 50
th

 percentile to obtain Magnet 

Recognition status at the hospital level (ANCC, 2014). The actual Press Ganey Patient 

Satisfaction Survey Questions are shown in Appendix E. 
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Table 10: Patient Satisfaction Survey 

Group Number 

Returned 

Mean SD Percentile 

Ranking 

Above or 

Below 50
th

 

Percentile 

 

1 

 

11 

 

72.9 

 

32 

 

1 

 

Below 

2 29 90.8 20.6 51 Above 

3 52 91.4 16.1 20 Below 

4 58 88.2 19.9 7 Below 

 

For purposes of analysis, the four groups were aggregated into two groups according 

to whether they were: inpatient or outpatient units (i.e., Groups 1 and 2 [n = 157] vs. Groups 

3 and 4 [n = 55]) and whether they were above or below the 50
th

 percentile of their respective 

Press Ganey satisfaction survey nurse sensitive indicators results (i.e., Group 2 [n = 56] vs. 

Groups 1, 3, and 4 [n = 156] ). Using independent samples t-tests, there were no significant 

differences in mean CS, BO, or STS scores based on inpatient vs. outpatient units or based 

on a median split for Press-Ganey percentile scores. None of the mean differences for any of 

those t-tests exceeded 1.2 points on any of the three ProQOL 5 scales. For both sets of t-tests 

(i.e., inpatient vs. outpatient and above vs. below median patient satisfaction), all group 

means were in the low range for BO and STS and at the upper end of the average range for 

CS. 

Qualitative Results 

 On the survey, there was one question that was open ended. That question was. “Is 

there any additional information you would like to share?” Forty-nine of the respondents 

(21%) entered a comment in the text box provided for the question. The comments were hand 

transcribed and the following themes were identified. Sixteen of the responses were no, no 
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thank you, N/A, or nothing. This left thirty-four responses to analyze and determine themes 

(See Appendix F for full listing of responses with unit nurse works on).  

 The first step in this analysis was to group responses by unit to see if there were any 

themes identified by unit. Responses by unit are listed below. 

PICU 

 I feel there should be a difference between physical and emotional fatigue here. 

 I get tired from time to time, and frustrated by certain situations, but overall I am 

happy and proud to be an RN. 

There were no themes identified specific to this unit.  

NBICU Level II (ICN 3/4) 

 I work in intensive care but rarely see traumatic victims. My heart goes out to these 

victims and saddens me but I am always able to complete my job with compassion. 

 I enjoy the work I do, but would appreciate it more if the younger nurses would have 

more respect for the more experienced nurses and if they would realize that it’s not all 

about them, but that we all work together as a team 24/7 to accomplish a common 

goal--- to make the patient better and return to their lives as productive citizens. 

There were no themes identified as specific to this unit.  

NBICU Level III 

 I have been a nurse 32 years and still enjoy being at the bedside. I find the politics of 

the hospital setting frustrating and feel nursing has become a business and has lost its 

personal touch. 

 These negative feelings are worsened when there are staffing shortages. 
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 I do believe that I am "numb" to the sound of the monitors alarming which, in my 

opinion, is very dangerous in my field. I also feel somewhat "numb" to my patient's. I 

do not believe this is how I present myself to my patient's or my patient's families, but 

something I do to protect myself....not sure if that is good or bad. 

 Where my answers are yes to traumatic events there is only one event I refer to, 

although have experienced many more traumatic experiences. 

 I biggest frustration as a healthcare team member, is my department/employers lack 

of ability to take care of those that have been working for them for a long time. 

 I enjoy my work as a nurse but am irritated by all the extraneous (sp) duties we are 

asked to perform; i.e. CAP especially. It seems as if we are getting away from nursing 

in the form of patient care. 

The themes identified in this group relate primarily to work environment issues such 

as inadequate recognition for long-term service, asking nurses to do additional work outside 

of bedside nursing to participate in the Clinical Advancement Program (CAP), hospital 

politics, and reported staffing shortages. These workforce environment issues may lead to 

low job satisfaction, increased absenteeism, decreased morale, and problems with staff 

retention (Gauthier, Meyer, Greffe, & Gould, 2015; Vargas, Cañadas, Aguayo, Fernandez, & 

de la Fuente, 2014). Nurses in this unit were grouped with three other intensive care units 

(Group 1).  However, there was no evidence in results on the ProQOL 5 scales that Group 1 

had significantly lower CS or higher BO or STS scores compared with any other group 

(Table 8).    
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PSCU 

 I am a caregiver of family members as well. I am unsure if the answers related to 

questions of burnout and being overwhelmed would be answered the same way if I 

wasn't a caregiver outside of work. 

 For the most part, the patient and families make the job enjoyable. There are times 

when the job gets overwhelming because of trauma, social situations, abuse and bad 

diagnosis. But this is not a constant. 

There were no themes identified as specific to this unit.  

GPU 

 Nursing is an amazing profession but one that requires self-care in order to be 

effective. 

 I feel undervalued as an UNMH employee. I am enthusiastic about caregiving, but am 

"bogged down" in an organization that is in the middle of a financial semi-crisis. I am 

expected to do more with less every year. The stress and exhaustion of that fact 

contributes to overall fatigue and melancholy. 

 Not enough nursing staff. Demands keep increasing and nothing is done to decrease 

the workload. 

 Overall, I feel the patient acuity and workload expectations have increased which 

does not allow me the necessary time needed for compassion and care with my 

patients. This has been a change over the last 3-5years. 

 The nurse to patient ratio is sometimes very exhausting. The patients are too sick to 

have so many with one nurse. Ratios are not as they should be. 
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The themes in this unit were very similar to the themes identified in the Neonatal 

Intensive Care Unit, Level III. This unit was grouped in group two. There were no significant 

differences in mean CS, BO, or STS scores between Group 2 and any of the other groups 

(Table 8). 

Carrie Tingley Inpatient 

 We are constantly working short and down RNs as well as Techs. It is making work 

very hard, stressful, and exhausting. Feeling burnt out. 

 It seems like the unit has been short staffed with RNs and this makes it very busy and 

hard to keep up with pt cares (sic). But other than sometimes being very stressful I 

love my job! 

Again, the themes identified here are similar to the themes identified in the NBICU, 

Level III and the General Pediatric Unit. This unit was grouped in group two which is the 

same group as the General Pediatric Unit.  

Pediatric Infusion Unit 

 Yes. I am a Christian and have called to be a nurse since I was a child. I do believe 

God is ultimately in control of all things and has a higher purpose that we do not 

understand. It is my job to do the best I can and then let go and let God make the final 

decision. 

 More nursing experience = less perseveration/uncontrolled worry about traumatic 

events, but occasionally events can still trigger early morning awakenings to toss and 

turn and worry! 

 I love caring for pediatric patients and their families. I enjoy my job, and the other 

peds nurses that I work with. 
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There were no themes identified as specific to this unit.  

Pediatric Operating Room/PACU 

 I thoroughly love my job and all aspects of my profession. 

 As a floor nurse I had more satisfaction in my work. I felt like I made a difference. I 

work in Pre-Op now and love the kids still and do make a difference in their 

experience. But truly floor nursing was the most satisfying. 

 The OR really needs to have practice drills for code situations. We currently have 

none. 

 I also work PRN at a Pediatric Urgent Care at another facility 

There were no themes identified as specific to this unit.  

Pediatric Emergency Department 

 I love my job but I stay awake at night feeling like the things I see might happy to my 

children and family. 

Since there was only one comment, there were no identifiable themes in this unit.  

Pediatric Urgent Care 

 People frequently ask "how can you do what you do?" yes, it can trying, and sad, but 

it is also so rewarding to help them. Caring for the families can be just as rewarding 

as caring for the patient. If I can make a parent smile or laugh I have supported them 

and assisted them through what can be a dark time in their life. 

 If I could afford a vacation I would go decompress on a beach. 

 After working in many high stress areas I feel my answers would be different for 

every area. 

There were no themes identified as specific to this unit.  
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Pediatric Specialty Care Clinic 

 Experience has been the best teacher in terms of learning to separate work and life, 

and to remain detached in a healthy way from the challenges faced with certain 

patient situations, while still remaining compassionate and providing thorough care. 

 I enjoy that my career allows for me to make a positive impact on my patients. 

There were no themes identified as specific to this unit.  

No Designation of Work Area 

 I do not work with trauma type patients. 

Since there was only one comment, there were no identified themes for the person 

who did not indicate where they worked.  

Once the analysis by unit was complete, the comments were examined using the 

following thematic categories: compassion satisfaction, compassion fatigue, and work 

environment factors. There were several comments that did not fit within those categories; 

these were categorized as generic comments, suggestions, and mixed. The mixed categories 

had elements of more than one category. 

Compassion Satisfaction 

Compassion satisfaction is the pleasure that one receives from their work and the 

feeling they have done a good job. Nurses acquire compassion satisfaction by caring for 

others and feeling successful, energized and happy. People who get a lot of satisfaction from 

their job also tend to successfully utilize coping strategies, including self-care to increase 

their satisfaction and improve work/life balance (Sanso et al, 2015; Zadeh, Gamba, Hudson, 

& Weiner, 2012). There were nine subjects who entered comments that would fall in this 

category.  
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These comments are as follows: 

 I thoroughly love my job and all aspects of my profession. 

 Nursing is an amazing profession but one that requires self-care in order to be 

effective. 

 I work in intensive care but rarely see traumatic victims. My heart goes out to these 

victims and saddens me but I am always able to complete my job with compassion.  

 As a floor nurse I had more satisfaction in my work. I felt like I made a difference. I 

work in Pre-Op now and love the kids still and do make a difference in their 

experience. But truly floor nursing was the most satisfying.  

 People frequently ask “how you can you do what you do?” yes, it can be trying, and 

sad but it is also so rewarding to help them. Caring for the families can be just as 

rewarding as caring for the patient. If I can make a parent smile or laugh I have 

supported them and assisted them through what can be a dark time in their life.  

 Yes- I am a Christian and have called to be a nurse since I was a child. I do believe 

that God is ultimately in control of all things and has a higher purpose that we do not 

understand. It is my job to do the best I can and then let go and let God make the final 

decision.  

 I enjoy that my career allows for me to make a positive impact on my patients.  

 Experience has been the best teacher in terms on learning to separate work and life, 

and to remain detached in a healthy way from the challenges faced with certain 

patient situations, while still remaining compassionate and providing thorough care.  

 I love caring for pediatric patients and their families. I enjoy my job and the other 

peds nurses I work with. 
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Compassion Fatigue 

Compassion fatigue is the physical and spiritual exhaustion from both witnessing and 

absorbing the trauma and suffering of others. Compassion fatigue decreases job satisfaction 

and impairs emotional and physical health. Compassion fatigue has an impact on the work 

environment, and decreases efficiency, employee satisfaction, and increases turnover 

(Flemister, 2006; Peate, 2014; Reagan, 2014). Additionally, the burnout associated with 

compassion fatigue increases absenteeism and turnover, decreases morale and patient 

satisfaction and affects patient safety (Kowalski et al, 2010; Lee, Yen, Felzer, & Chien, 

2014).  Caregivers need to rejuvenate and renew themselves or they can find themselves 

having issues with compassion fatigue. Compassion fatigue also affects relationships with 

colleagues. Burnout can stem from conflict in the workplace, which leads disagreements 

among co-workers, managers and dissatisfaction with pay and complaints of an inadequate 

work environment (Boyle, 2011). Six comments that were reflective of compassion fatigue 

are as follows: 

 I love my job but I stay away at night feeling like the things I see might happen to my 

children and family. 

 I do believe that I am “numb” to the sounds of monitors alarming which, in my 

opinion, is very dangerous in my field. I also feel somewhat “numb” to my patients. I 

do not believe this is how I present myself to my patient’s or my patient’s families, 

but something I do to protect myself….not sure if that is good or bad.  

 For the most part, the patient and families make the job enjoyable. There are times 

when the job gets overwhelming because of trauma, social situations, abuse and bad 

diagnosis. But this is not a constant.  
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 Where my answers are yes to traumatic events there is only one event I refer to, 

although have experienced many more traumatic experiences.  

 I am a caregiver of family members as well. I am unsure if the answers related to 

burnout and feeling overwhelmed would be answered the same way if I wasn’t a 

caregiver outside of work.  

Work Environment Factors 

Work environment factors that contribute to compassion fatigue or one of the 

subscales, burnout and secondary traumatic stress include higher patient acuity, more patients 

to care for, multiple deaths, long hours and shift work, staff shortages, poor relationships 

with co-workers, work life balance issues, and low job satisfaction (Boyle, 2011; Coetzee & 

Klopper, 2010; Lombardo & Eyre, 2011). There were four comments related to work place 

environmental factors: 

 The nurse to patient ratio is sometimes very exhausting. The patients are too sick to 

have so many with one nurse. Ratios are not as they should be.  

 It seems like the unit has been very short staffed with RNs and this makes it very 

busy and hard to keep up with pt cares (sic). But other than sometimes being very 

stressful I love my job. 

 I enjoy my work as a nurse but am irritated by all the extraneous (sp) duties we are 

asked to perform; i.e. CAP especially. It seems as if we are getting away from nursing 

in the way of patient care.  

 1 biggest frustration as a healthcare team member, is my department/employers lack 

of ability to take care of those that have been working for them for a long time.  
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Generic Comments 

There were three generic comments made by survey participants. Those comments 

did not fit into one of the other identified categories and were not similar enough to create a 

new category. These comments are as follows: 

 I do not work with trauma type patients.  

 I also work PRN at a Pediatric Urgent Care at another facility.  

 After working in many high stress areas I feel my answers would be different for 

every area.  

Suggestions 

Two participants made suggestions in the comment section of the survey. The two 

comments are as follows: 

 The OR really needs to have practice drills for code situations. We currently have 

none.  

 I feel there should be a difference between physical and emotional fatigue here.  

Mixed 

There were three comments that were determined to be mixed in nature. These 

comments may indicate compassion fatigue with a need for self-care. The three comments 

are: 

 If I could afford a vacation I would go decompress on the beach.  

 I get tired from time to time, and frustrated by certain situations, but overall I am 

happy and proud to be a nurse.  
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 More nursing experience = less perseveration/uncontrolled worry about traumatic 

events, but occasionally events can still trigger early morning awakenings to toss and 

turn and worry! 
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CHAPTER 5: DISCUSSION OF THE FINDINGS 

Chapter Five will discuss the findings of the study. These findings include the extent 

of compassion satisfaction and the compassion fatigue, based on the subscales burnout and 

secondary traumatic stress among pediatric nurses. Additionally, the level of compassion 

satisfaction and the levels on the compassion fatigue subscales based on demographic and 

other characteristics will be explored. The impact of compassion satisfaction and the 

compassion fatigue subscales on patient satisfaction will also be discussed.  Finally, a 

discussion of the qualitative findings will be presented. After the findings are discussed, 

limitations, implications for practice and recommendations for further research will be 

explored.  

The purpose of this study was to describe the level of compassion fatigue and 

compassion satisfaction among pediatric nurses who work at a large academic medical center 

in an urban area in the Southwestern United States. The nurses who participated in the study 

work in a large Level I trauma center that has many pediatric specialties not found in other 

parts of the state. The outpatient clinics care for chronic, high acuity patients and because of 

the level of care and specialty needs these patients have, they are classified as inpatient RNs. 

Additionally, the center serves as a regional referral center from surrounding states.  

The specific aims of the study are listed below: 

1. Describe the extent of compassion fatigue and compassion satisfaction among 

pediatric nurses on specialty care units.  

2. Determine if there are differences in the level of compassion fatigue and 

compassion satisfaction among pediatric nurses based on demographic 

characteristics. 
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3. Determine whether units that have higher levels of compassion fatigue score lower 

on nurse sensitive patient satisfaction indicators. 

Discussion of Specific Aims 

Extent of Compassion Satisfaction and Compassion Fatigue Among Pediatric Nurses 

The compassion satisfaction scale was analyzed using cut points that were identified 

by the initial developer of the tool. In this study, raw scores were used since they provide a 

continuous variable and are more robust for research purposes (Stamm, 2010). There are few 

studies that compared groups of pediatric nurses based on specialty to determine the level of 

compassion satisfaction. A study conducted at three-hospital sites in South Carolina found 

that registered nurses who worked on adult oncology units had a statistically significant 

higher level of compassion satisfaction compared with nurses who worked with adult patients 

in the emergency department, nephrology unit, and medical surgical ICU, whereas there were 

no significant differences between units in either the burnout or secondary traumatic stress 

subscales of the ProQOL (version IV) (Hooper, Craig, Janvrin, Wetsel, & Reimels, 2010). 

In previous studies of pediatric nurses in a five-hospital system that included a 

university-affiliated children’s hospital (Berger et al., 2015) or pediatric nurses and other 

providers in a regional children’s hospital (e.g., social workers, physical, occupational, and 

respiratory therapists (Branch & Klinkenberg, 2015), researchers found approximately 27% 

to 30% of respondents scored low on the ProQOL 5 CS scale or high on the BO or STS scale. 

In both studies, significant differences were found in all three scales by unit type. In addition, 

Berger et al. found significantly lower levels of CS and higher levels of BO and STS among 

younger compared with older nurses (<40 vs. ≥ 40 years of age). They also found significant 

differences by race, years of nursing experience. In the present study, no respondents scored 
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in low range on the CS scale or in high range on either the BO or STS scale, and there were 

no significant differences in any of the scales based on unit type, years of nursing experience, 

or age (at cut points of 30, 40, or 50 years). Inconsistent results across observational studies 

illustrate challenges in attempting to generalize findings from a single hospital or hospital 

system. 

Amin, Vankar, Nimbalker, and Phatak (2015) conducted a study across nine neonatal 

intensive care units (NICU) in Gujarat, India using the ProQOL 5 to determine the profession 

quality of life among neonatal nurses (N = 129). Results from this study showed 18.6% of 

nurses reported a low CS score; 76.8% reported moderate to high scores for burnout; and 

76.7% reported moderate to high levels of STS. The concerns with using this study as a 

comparator to the current study are that the study was not conducted in the United States and 

there is a large variation in the patient to nurse ratio among the hospitals that were included 

in the study. The lowest ratios were 3:1 and the highest were 25:1 (Amin et al.). Differences 

in ratios may make an impact on the results of the ProQOL 5. The study did not report 

differences by hospital so it is impossible to tell if the results would be different for nurses 

who care for different numbers of patients.  

There were no studies comparing multiple pediatric units/specialties across inpatient 

and non-emergency outpatient settings. Therefore, the results of this study are exploratory in 

nature.  

There are differences in Version IV and Version 5 of the ProQOL, so when 

evaluating studies that used a previous version the ProQOL, the reader is cautioned that the 

Likert scale scores have changed from Version IV, where the scale had six choices for 

response, with 0 being never and 5 being very often to Version 5 where the scale has five 
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choices, with 1 being never and 5 being very often. These changes were not reflected in the 

ProQOL 5 “Table For Determining PROQOL T‐ Score From Raw Scores”. The table 

reflects raw scores of below 10 on both the BO and STS scales with corresponding T scores 

(Stamm, 2010). In the ProQOL 5, the lowest score a person can have on either of these scales 

is 10 if they answer all of the scale questions.  

The raw scores on the compassion satisfaction scale are described in terms of low, 

moderate or average, and high level of compassion satisfaction. In this study, there were four 

groups whose scores were analyzed. Groups one (PICU, NBICU Level II and NBICU Level 

III), two (PSCU, GPU, and CTI), and four (Pediatric ED, Pediatric Urgent Care, and 

Pediatric Specialty Clinic) had average levels of compassion satisfaction, while group three 

(Pediatric Infusion Unit and Pediatric OR) showed a high level of compassion satisfaction. 

The only pairwise statistically significant difference was between Group three and group 

four, but the difference was small and possibly not clinically meaningful. Notably, no group 

scored low on the compassion satisfaction scale, nor did the lowest group mean scores come 

anywhere close to approaching a low level of compassion satisfaction, so it is unlikely that 

the difference was clinically or administratively meaningful.  

The two dimensions of compassion fatigue, burnout and secondary traumatic stress, 

were also evaluated for each of the groups. There were no statistically significant differences 

between the group means on the burnout scale. All group scores showed a low level of 

burnout. There were statistically significant differences in means for secondary traumatic 

stress between the groups. Post-hoc analyses using a Bonferroni correction showed that there 

was a statistically significant difference between Group One and Group Four with group four 

showing a higher level of secondary traumatic stress. But Group Four was only slightly 
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above the cut point between low and average, whereas Group One was slightly below that cut 

point, so the difference may not be clinically or administratively meaningful.   

Level of Compassion Fatigue and Compassion Satisfaction Based on Demographics 

Compassion satisfaction and compassion fatigue, using the two compassion fatigue 

subscales, burnout and secondary traumatic stress were evaluated based on demographic and 

practice characteristics. There were no statistically different differences in the demographic 

categories with the exception of income. In the income category, there was one statistically 

significant result in the income range for the STS subscale. However, participants in all 

income ranges that scored low on the STS subscale so this may not be clinically or 

administratively meaningful.   

The ProQOL databank has 1289 cases of data from individuals who have taken the 

ProQOL 5 and have shared their data. Data have been analyzed based on the following 

demographic categories (a) gender; (b) age; (c) white versus non-white; (d) income groups; 

(e) years with current employer; and (f) years in field. There were no statistically significant 

differences based on gender, age, income groups, years with current employer and years in 

field (Stamm, 2010). These databank results are consistent with the results found in this 

study. There are no statistically significant differences in the compassion satisfaction scale or 

the compassion fatigue subscales of burnout and secondary traumatic stress based on the 

demographic characteristics listed above. The databank results did show statistically 

significant differences in the compassion fatigue subscales, burnout and secondary traumatic 

stress between whites and non-whites with whites reporting less burnout and secondary 

traumatic stress (Stamm). This study did not show these differences based on race or 
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ethnicity. A limitation of the ProQOL 5 databank is that there is no indication of the 

profession of the subjects.  

Impact of Compassion Satisfaction and Compassion Fatigue on Patient Satisfaction 

In the current study, there was no significant relationship between any of the ProQOL 

5 scales and patient satisfaction based on the nurse sensitive patient satisfaction scores from 

the Press Ganey Patient Satisfaction survey. However, because the data were cross-sectional 

and from a single hospital system, the negative result is in need of replication in a larger 

sample of nurses from more heterogeneous facilities and units.   

There is literature that discusses nursing satisfaction in relation to patient satisfaction. 

In one study, Burtson and Stichler (2010) found that compassionate nursing care was the 

most important component of nurse sensitive indicators and the patient’s intent to return to 

the organization for further care and to recommend the organization to others. Additional 

studies have found there is a relationship between the overall caring a nurse shows toward a 

patient and the patient’s satisfaction. There is also a relationship between nursing job 

satisfaction and patient satisfaction in both inpatient and outpatient settings (Burston, & 

Stichler; McHugh, Kutney-Lee, Cimiotti, Sloane, & Aiken, 2011; Stimpfel, Sloane, & Aiken, 

2012). Patient satisfaction is higher when nurses perceive the work environment as more 

supportive and positive, collaborate with physicians, and have positive relationships with co-

workers (American Sentinel University, 2012; Kutney-Lee, et al., 2009).  

While these studies show a relationship between satisfied nurses and satisfied 

patients, the current study was looking for the relationship between compassion satisfaction 

and patient satisfaction. Perhaps using the compassion satisfaction and compassion fatigue 

scale was not sensitive enough to pick up these relationships. Additionally, looking at patient 
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satisfaction results for a longer period of time may have shown different results since the 

numbers of returned surveys was small for most groups. 

Discussion of Qualitative Open Ended Question 

The comments to the open-ended question, “is there anything else you would like to 

share,?” resulted in forty-nine responses (21%). Sixteen of the responses were no, no thank 

you, N/A, or nothing. After removing these responses, there were thirty-four responses to 

analyze and determine themes (See Appendix F for full listing of responses with unit nurse 

works on). 

The identified themes fell into six categories: (a) compassion satisfaction, (b) 

compassion fatigue, (c) work environment factors, (d) generic comments, (e) suggestions, 

and (f) mixed comments. The information from these themes can be used to make 

improvements in the work environment, which in turn may help increase compassion 

satisfaction and decrease burnout and secondary traumatic stress scores. The comments that 

fell under the work environment factors will be shared with the organization so they 

understand there are areas they can work on that could improve the level of compassion 

satisfaction and compassion fatigue among their nurses.  

Limitations 

There were several limitations of the study. The study was done in one academic 

medical center. Expanding the study beyond one center, in another region, or in a different 

type of health care setting may yield different results.  

The design of this study was a descriptive quantitative study that required subjects to 

answer an online questionnaire. This type of survey administration often has a lower return 

rate than other modes of administration (Nulty, 2008). However, for this study, the return rate 
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was 52.5%, which is considered a good response rate for an email survey. Average response 

rate for email studies was found to be 33% (Nulty). Face to face administration is known to 

produce higher results; however, for this study, it was determined that an electronic survey 

with an email request for participation was the most effective method and it also assured 

anonymity of responses. This decision was made because the survey was administered to 

nurses who worked in an academic medical center that has nurses working 24 hours a day, 

seven days a week and trying to reach every eligible nurse face to face would have proven 

extremely difficult, time consuming, and expensive. To increase the response rate and 

address this limitation, repeat reminders to complete the survey were sent on days 14 and 25 

and the wording of the email reminders varied from the initial e-mail. This is consistent with 

the suggestions to increase survey responses (Dillman, 2007; Dillman, Smyth, & Christian, 

2009; Nulty). In addition, I offered to provide a $5 gift card and/or results of the study to 

those who requested either or both at the time they submitted the survey. Eighty-five of the 

participants requested and received a gift card and 16 participants requested results of the 

study. Once the researcher has completed her dissertation, results will be released to those 

who requested study results.  

There was also a single open-ended question. While that question yielded some 

responses, in some cases responses were uninformative (e.g., “No, thank you”) or lacked 

context. Conducting individual or focus group interviews might have been more informative 

in terms of yielding richer, qualitative thematic information.   

The study had a self-selection bias so those who responded to the survey may not be 

representative of even the entire sampling frame, let alone any larger population. For 

example, none of the respondents scored in a low range for CS and none scored in a high 
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range for either BO or STS. The extent to which the corresponding score ranges did or did 

not characterize non-respondents is unknown.  

There is a potential bias toward younger people using the Internet and responding to 

email surveys (Dillman, 2007). For this study, that was not a major concern because the 

organization routinely utilizes electronic communication, electronic medical records and 

other technology in daily operations. In fact, the ages of respondents ranged from 22 to 73 

years of age (43 years) and the interquartile range was 28 to 47 years so effects of any age-

related bias in this study are not likely to be very strong. 

During the time the survey was conducted, there was no way to control for 

circumstances on the units or areas where the nurses worked. For instance, the census on the 

unit, the velocity of admissions and discharges, sick calls, how many nurses were out on 

approved Family and Medical Leave Act (FMLA) leave, deaths on the unit, turnover, and 

other environmental work factors that may have influenced the responses. Additionally, there 

was no way to control for the personal factors in a nurse’s life that may have contributed to 

the responses on the ProQOL 5. However, those are general limitations of much, perhaps 

most, survey research involving professional nurses. 

Implications for Practice 

The implications for practice are to give nurse leaders a better picture of the levels of 

compassion satisfaction and compassion fatigue among their nurses. Bearing the possibility 

of self-selection bias in mind, the results are potentially reassuring about levels of 

compassion satisfaction and compassion fatigue among pediatric and neonatal nurses who 

participated. On the whole, the sample was experienced: at least 75% of respondents had at 

least 2 years’ experience on their current unit and at least 4 years’ experience in nursing, and 
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at least 50% had at least 5 and 8.5 years’ experience, respectively. However there was no 

significant association between any of the ProQOL 5 scales and any of the experience-related 

variables.   

Even so, some of the open-ended responses indicated some concerns about the work 

environment. Improved work environments have been linked to increased job satisfaction, 

lower patient mortality, lower failure to rescue rates, lower nursing burnout, and increased 

patient satisfaction (Kutney-Lee & McHugh, 2009).  Burnout is known to affect absenteeism, 

morale, staff retention, patient satisfaction and patient safety (Burtson, Stichler, 2010; Li, 

Guan, Chang, & Zhang; Lorenz, & Guiradello, 2104; Portnoy, 2011; Potter, 2010; Profit et 

al., 2014; Vahey, Aiken, Sloane, Clarke, & Vargus, 2004). It is important that nurse leaders 

look for ways to promote a healthy work environment.  

Designing jobs that allow for work-life balance may also enhance compassion 

satisfaction and reduce compassion fatigue. Changes such as decreasing shift length, 

decreasing weekend work and offering flexible schedules are some of the interventions that 

may help a nurse achieve work-life balance. Additionally, giving nurses choice and control 

over their schedules, and providing child care and maternity and paternity leave are benefits 

that not only influence the employee positively, but also demonstrate to nurses that we are 

committed to assisting them in achieving a work-life balance (Munir, Nielson, Garde, 

Albertsen, & Carneiro, 2012).   

Another factor that is highly likely to influence work-life balance is management 

support. Managers who lead using transformational leadership principles indirectly impact 

the perceptions of work-life balance (Munir, Nielson, Garde, Albertsen, & Carneiro, 2012). 

Nurse leaders need to develop their skill set to include characteristics of transformational 
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leadership to assist nursing staff in achieving work-life balance and joy in their work. The 

critical skills for nurse leaders are effective communication, being an inspirational leader, 

being trustworthy, and promoting teamwork (Smith, 2011). Transformational leaders are 

motivational and sensitive and are able to effectively convey the mission and vision of the 

organization and encourage pride in work. Effective transformational leaders encourage their 

staff intellectually and encourage the use of evidence-based practice (Smith). Nurse leaders 

play a role in ensuring a healthy work environment, encouraging work-life balance, and 

assisting nurses in identifying issues and concerns with burnout and secondary traumatic 

stress and finding evidence based interventions to improve compassion satisfaction among 

our staff.  

Recommendations for Further Research 

Replication of this study in other academic medical centers and comparing the results 

to other hospital settings, such as for-profit, not-for-profit, critical access, long-term acute 

care, and rehabilitation hospitals may shed light on unique differences in each setting and 

allow nurse researchers to tailor programs to assist nurses in achieving compassion 

satisfaction in their jobs and decreasing the sub-scales of compassion fatigue, burnout and 

secondary traumatic stress.  

Further research should be done on the levels of compassion satisfaction and 

compassion fatigue among nurses in all fields, paying attention to differences in the type of 

nursing, setting where a nurse practices and area of the United States where the nurse 

practices.  

Research that correlates the level of compassion satisfaction and the compassion 

fatigue subscales, burnout and secondary traumatic stress, to the level of nurse satisfaction on 
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specific units and within specific areas of practice would help nurse researchers and leaders 

determine areas where more focus, time and energy should be spent in ensuring that the work 

environment supports the nurse and promotes patient satisfaction (Burtson, Stichler, 2010; 

Li, Guan, Chang, & Zhang; Lorenz, & Guiradello, 2104; Portnoy, 2011; Potter, 2010; Profit 

et al., 2014; Vahey, Aiken, Sloane, Clarke, & Vargus, 2004 .  

Additionally, using the ProQOL 5 as a pre and post-intervention measure may be 

helpful as nurse researchers and nurse leaders test programs and interventions in an effort to 

discover interventions that help decrease burnout and secondary traumatic stress. Literature 

suggests that giving nurses opportunities for training and wellness interventions improves 

their self-care practices, awareness, and coping skills, and improves job performance (Sanso, 

et al; Zadeh, Gamba, Hudson, & Weiner, 2012). Results of a pilot study showed that a 

resilience program could decrease the level of compassion fatigue in oncology nurses who 

practiced in an outpatient setting (Potter et al., 2013). Prior to testing these interventions, the 

ProQOL 5 tool could be administered to determine the level of compassion satisfaction and 

compassion fatigue a nurse was experiencing. At a designated time after the interventions are 

completed, the ProQOL 5 could be administered again and pre and post intervention scores 

compared to determine if the interventions helped to decrease burnout and secondary 

traumatic stress and increase compassion satisfaction.  

This study contributes to the current body of literature related to compassion 

satisfaction and compassion fatigue by extending what pediatric and neonatal nurses know 

across specialties and inpatient and outpatient environments. This study also provides a 

pediatric counter voice to many of the adult studies that show that nurses in ICU settings 

experience higher levels of burnout and secondary traumatic stress (Hinderer, et al., 2014; 
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Hopper, et al., 2010). Understanding the differences and looking for interventions that may 

improve compassion satisfaction and compassion fatigue scores may prove worthwhile in 

looking for ways to help nursing staff and reduce burnout and turnover.  

While the study did not show a relationship between the levels of compassion 

satisfaction and compassion fatigue and patient satisfaction, it is worth more exploration in a 

larger setting and across a longer period of time using a longitudinal design. Additionally, 

looking at the relationship of nurse satisfaction and compassion fatigue and compassion 

satisfaction could also be useful.  

Conclusion 

This purpose of this study was to describe the extent of compassion fatigue and 

compassion satisfaction among pediatric nurses at a large academic medical center situated in 

an urban area in the Southwestern United States using a descriptive design with a 

convenience sample. This study also determined the relationship between compassion 

satisfaction, compassion fatigue, and patient satisfaction. All groups had low mean scores on 

the burnout subscale with no significant differences among groups. There were small, 

statistically significant differences between groups in both compassion satisfaction and 

secondary traumatic stress, but the clinical or administrative importance of those differences 

is hard to gauge. The group that included the Pediatric Emergency Department, Pediatric 

Urgent Care and Pediatric Specialty clinic nurses had slightly lower mean levels of 

compassion satisfaction and slightly higher levels of secondary traumatic stress compared 

with the other three groups, and for both of those variables, the difference between this group 

and one of the other groups was statistically significant after adjusting for multiple 

comparisons. These findings suggest that more work may need to be done with pediatric 
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nurses in those types of units to ensure that they are finding ways to decrease the level of 

secondary traumatic stress and improve compassion satisfaction. Given that nurses in these 

areas see patients with trauma, physical abuse, and who come in very sick, this finding is not 

surprising.  

No statistically significant results were found related to the impact of compassion 

satisfaction and compassion fatigue on patient satisfaction. While this was a surprising 

finding, it is worth doing more exploration on this concept on a wider level and over a longer 

period of time than the thirty days the survey was open. Finding ways to assist nurses to 

increase their compassion satisfaction and decrease their compassion fatigue may assist in 

improving patient and nurse satisfaction and reduce burnout, turnover, use of sick leave, 

workplace injuries and other negative aspects of caregiving and work environment that are 

reflected in the literature.  
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Appendix A 

Informational Page 

An Investigation about the Level of Compassion Satisfaction, Compassion Fatigue Among 

Pediatric Nurses and the Impact on Patient Satisfaction  

 

Purpose of the Study: 

This study is about Compassion Satisfaction and Compassion Fatigue among Pediatric 

Nurses and the impact on Patient Satisfaction and is being conducted by Maribeth Thornton, 

RN, PhD(c), from the University of New Mexico, College of Nursing in Albuquerque, New 

Mexico as part of her PhD studies. This study is being done under the direction of Dr. Marie 

L. Lobo, PhD, RN, FAAN. The purpose of this study is to examine the level of compassion 

satisfaction and compassion fatigue from the perspective of pediatric nurses and study how 

compassion fatigue affects Patient Satisfaction. Information will be collected through an 

Internet survey with Registered Nurses (RNs) in inpatient, outpatient, and procedural areas.  

 

What will be done? 

You will complete a survey that will take between 15 and 20 minutes. The survey includes 

questions about you from a demographic perspective and also a Professional Quality of Life 

tool called the ProQOL 5. You will be asked questions that require a simple yes/no, a check 

box response or selecting a number between 1 and 5 to indicate the level you are 

experiencing the statement on the questionnaire. There are three sections to the survey: the 

informational page that you are reading now, demographic questions, and a ProQOL 

questionnaire. At the end of the ProQOL questionnaire, there is a link that you can select to 

receive a $5 gift card that can be used in the gift shop, cafeteria or any of the coffee carts. 

You can also request a copy of the results of the survey once the survey has been completed 

and the data analyzed. These links are completely separate from the data collection survey. 

Data cannot be linked to your name. 

 

Benefits of the Study: 

You will be contributing to the knowledge of compassion satisfaction and compassion 

fatigue among pediatric nurses and the effect on patient satisfaction. If you select the link to 

receive the $5 gift card, you will be contacted to receive the card. If requested, you will also 

be provided with the results of the study. Data collection in this study is expected to last for 

one month. Statistical analysis and completion of the study report is expected to take an 

additional three months. Once the statistical analysis and study report is complete, you will 

receive the results of the study, if requested.  

 

Risks or Discomforts: 

There are no identified risks or discomforts anticipated from participating in this study. If 

you do not feel comfortable with a question, you can skip that question or withdraw from the 

study. If you quit at any time before you finish the questionnaire, your answers will NOT be 

recorded as part of the study.  
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Decision to quit at any time: 
Participation in this study is completely voluntary. You can stop answering questions at any 

time. If you wish to quit, simply close the questionnaire and do not click the “submit” button 

at the end of the survey and your answers will not be recorded. If you click the submit button, 

you will be directed to a link to receive a $5 gift card. If you choose not to receive the gift 

card, simply close out of the survey.  

 

How the findings will be used: 

The results of the study will be used to help us understand the level of compassion 

satisfaction and compassion fatigue among pediatric nurses and how compassion fatigue 

influences patient satisfaction. The results from this study will be presented as part of the 

researcher’s dissertation. Results may also be presented in professional journals, at 

conferences and other educational activities. Individual data will not be released.  

 

Contact information: 

If you have questions about this study, please contact Maribeth Thornton, MSN, MBA, RN, 

NE-BC, CCM at mthornton@salud.unm.edu or Marie L. Lobo, PhD, RN, FAAN at 

mlobo@salud.unm.edu 

 

By beginning the survey, you acknowledge that you have read the information. By clicking 

continue you agree to participate in the survey. You are free to stop answering questions at 

any time or withdraw your participation in the survey without penalty. 

 

Confidentiality: 

Your responses will be kept completely confidential. We will not know your IP address 

when you respond to the survey. We ask you NOT put your name in the questionnaire. We 

will ask you to include your contact information via a separate link if you choose to receive a 

$5 gift card. However, your name and contact information will not be stored with any data 

from your survey questionnaires. Only the researchers will see your individual responses. 

After we finish data collection, analysis and the report write up, we will send you a copy of 

the results if you request them. The survey will be open for one month and completion of the 

analysis and reporting is expected to take an additional three months.  

 

Thank you for participating in this important research. If you wish to continue, click here to 

access the survey. By continuing to the survey, you acknowledge you have read the 

informational sheet and choose to participate in this study.  

 

Link was added so subjects could request a gift card. 
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Appendix B 

Demographic Questionnaire 

The actual survey will be designed on REDCap using appropriate drop down, radio 

button and yes/no selections based on the question.  

 

 

Age at last birthday (Text Box) 

Are you Hispanic or Latino? (A person of Cuban, Mexican, Puerto Rican, South or Central 

American, or other Spanish culture or origin, regardless of race.)  

  No, not Hispanic or Latino  

  Yes, Hispanic or Latino  

 

What is your race? (Modeled after the 2010 US Census Bureau data collection categories) 

 White 

Black, African American, or Negro 

 American Indian/Alaskan Native 

 Asian Indian 

 Chinese 

 Filipino 

 Other Asian 

 Japanese 

 Korean 

 Vietnamese 

 Native Hawaiian  

Other, please specify (text box for response will pop up if selected) 

 

 

What is your gender?  

 Male 

 Female 

 

Are you currently? 

 Married 

 Separated 

 Divorced 

 Widowed 

 Single, Never Married 

 Not married, in a committed relationship 
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Do you have children living in your home? 

Yes/No response 

 

If you have children in the home, please fill out the table below.   

  

Age Gender Health Status (Excellent, Good, Fair, Poor) 

   

   

   

   

   

   

   

 

 

What is your current household annual income (before taxes): 

 Under $25,000  

 $25,000-$34,999 

 $35,000-$49,999 

 $50,000-$74,999 

 $75,000-$99,999 

 $100,000-$124,999 

 $125,000-$149,999 

 Over $150,000 

 

Do you currently work? 

 Full-time, 36 or more hours per week 

 Part-time, between 20 and 35 hours per week 

 Part-time, less than 20 hours per week 

 Casual Pool 

 

Are you currently in school? 

 Yes 

 No 

If yes, what degree are you working toward? 

 BSN 

 MSN 

 Nurse Practitioner  

 DNP 

 PhD 

 Other 

 

If you are currently in school, what year do you expect to finish your current program? (Text 

box for response) 

 



122 

 

Please select all nursing degrees that you have completed: 

Diploma 

ADN 

BSN 

MSN 

NP without MSN 

NP with MSN 

DNP 

PhD 

 

How many years have you been in a pediatric or neonatal specialty?  

 

What unit do you work on? Categories with drop down or checklist 

Pediatric Intensive Care Unit (PICU) 

Newborn Intensive Care Unit Level II (ICN 3 and ICN 4) 

Newborn Intensive Care Unit Level III (NBICU) 

Pediatric Hematology/Oncology, Renal, and Transplant Inpatient Unit (PSCU) 

General Pediatric Unit (GPU) 

Carrie Tingley Inpatient Unit (CTI) 

Pediatric Hematology/Oncology Outpatient Clinic 

Pediatric Infusion Unit (PIU) 

Pediatric Emergency Department 

Pediatric Specialty Care Clinics 

Pediatric Urgent Care Clinics 

Pediatric Operating Room 

 

How long have you worked in your current unit? (Text Box) 

 

How long have you worked in the current organization? (Text Box) 

 

How many years have you practiced nursing? (Text Box) 

 

Is there any other information you would like to share? (Text Box for free text response).  

 

 

Please click this link to register to receive your $5 gift card.  If you choose to receive the $5 

gift card, no information that you provide will be matched to your demographic or survey 

responses. Your responses to the demographic and survey questionnaire are anonymous.  

 

Link will be placed here once developed. 

 

 

Thank you for your help in this important study.    
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Appendix C 

Professional Quality of Life Scale (ProQOL) 

Compassion Satisfaction and Compassion Fatigue (ProQOL) Version 5 (2009)  

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

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

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

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

reflects how frequently you experienced these things in the last 30 days.  

 

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

______   1.  I am happy.  

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

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

______  4.  I feel connected to others.  

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

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

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

______  8.  I am not as productive at work because I am losing sleep over traumatic 

experiences of a person I [help].  

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

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

______ 11. Because of my [helping], I have felt "on edge" about various things.  

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

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

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

______ 15. I have beliefs that sustain me.  

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

protocols.  

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

______ 18. My work makes me feel satisfied.  

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

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

them.  



124 

 

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

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

______23. I avoid certain activities or situations because they remind me of frightening 

experiences of the people I [help].  

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

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

______ 26. I feel "bogged down" by the system.  

______ 27. I have thoughts that I am a "success" as a [helper].  

______ 28. I can't recall important parts of my work with trauma victims.  

______ 29. I am a very caring person.  

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

© B. Hudnall Stamm, 2009-2012. Professional Quality of Life: Compassion Satisfaction and Fatigue Version 5 

(ProQOL). www.proqol.org   . This test may be freely copied as long as (a) author is credited, (b) no changes 

are made, and (c) it is not sold. Those interested in using the test should visit www.proqol.org to verify that the 

copy they are using is the most current version of the test. 
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Appendix D 

Email Invitations for Participation 

Initial Email Invitation  

TO: 

FROM: Maribeth Thornton 

RE: Request for Participation in a PhD Research Study 

DATE: 

 

 

Dear _________________________ 

 

You have been invited to participate in a study about compassion satisfaction and 

compassion fatigue among pediatric nurses. Taking the survey should take between 15 and 

20 minutes. The information from this study will be used to determine the level of 

compassion satisfaction and compassion fatigue among nurses in the pediatric areas at the 

University of New Mexico Hospitals. Your responses will be completely anonymous. At the 

completion of the survey, you will be invited to click on a link to receive a $5 gift card that 

can be used at the Gift Shop or Coffee Cart as a token of appreciation. The research is being 

conducted as partial fulfillment of requirements for a PhD in nursing. Please click the link 

below to begin the survey. Thank you in advance for your participation in this important 

survey. 

 

Second Email Request for Participation 

 

TO: 

FROM: Maribeth Thornton 

RE: Request for Participation in a PhD Research Study 

DATE: 

 

If you have already had completed this study, thank you for your help. If you have not yet 

had the opportunity to complete the survey, please consider participating in this study about 

Compassion Satisfaction and Compassion Fatigue among Pediatric Nurses. The survey 

should take between 15 and 20 minutes to complete. The information from this study will be 

used to determine the level of compassion satisfaction and compassion fatigue among nurses 

in the pediatric areas at the University of New Mexico Hospitals. Your responses will be 

completely anonymous. At the completion of the survey, you will be invited to click on a link 

to receive a $5 gift card that can be used at the Gift Shop or Coffee Cart as a token of 

appreciation. The research is being conducted as partial fulfillment of requirements for a PhD 

in nursing. Please click the link below to begin the survey. Thank you in advance for your 

participation in this important survey. 
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Final Email Request for Participation 

TO: 

FROM: Maribeth Thornton 

RE: Participation in a Study about Compassion Satisfaction and Compassion Fatigue 

DATE: 

 

Dear _______________________________ 

Thank you if you have been part of this study. The results of this research will give me and 

the organization important information about the level of Compassion Satisfaction and 

Compassion Fatigue among Pediatric Nurses. If you have not had the opportunity to 

participate, please consider completing the survey. Completion of the survey should take 

between 15 and 20 minutes. The study will be open until 0001 on _______. As a reminder, 

the information from this study will be used to determine the level of compassion satisfaction 

and compassion fatigue among nurses in the pediatric areas at the University of New Mexico 

Hospitals. Your responses will be completely anonymous. At the completion of the survey, 

you will be invited to click on a link to receive a $5 gift card that can be used at the Gift Shop 

or Coffee Cart as a token of appreciation. The research is being conducted as partial 

fulfillment of requirements for a PhD in nursing. Please click the link below to begin the 

survey. Thank you in advance for your participation in this important survey. 
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Appendix E 

Press Ganey Nurse Sensitive Indicators 

Inpatient Survey 

 

 

D. NURSES 

Very 

Poor 

    1 

 

Poor 

2 

 
Fair 

  3 

 
Good 

    4 

Very  

Good 

5 

 

 
1.  Friendliness/courtesy of the nurses 

     

 

2.  Promptness in responding to the call button 
     

 

3.  Nurses’ attitude toward your child’s requests 
     

 

4.  Amount of attention paid to your child’s special or personal needs 
     

 

5.  How well the nurses kept you informed 
     

 

6.  Skill of the nurses 
     

7.  Nurses’ sensitivity and responsiveness to pain your child may have 

experienced while in the hospital 
     

 
8.  Nurses promptness in giving pain medicine (if needed) 

     

 

9.  Nurses efforts to educate you about your child’s condition and care 

he/she required 

     

 

Comments (describe good or bad experience):_____________________________________ 

___________________________________________________________________________ 

Outpatient Survey 

 

NURSE/ASSISTANT 

Very 

Poor 

    1 

 

Poor 

2 

 
Fair 

  3 

 
Good 

    4 

Very  

Good 

5 

 

 
1.  Friendliness/courtesy of the nurse/assistant 

     

 

2.  Concern the nurse/assistant showed for your problem 
     

 

Comments (describe good or bad experience):_____________________________________ 

___________________________________________________________________________ 

No index entries found.  
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Appendix F 

Comments From Survey 

(grammar and spelling as comment was written) 

 

1. ICN 3/4- I work in intensive care but rarely see traumatic victims. My heart goes out 

to these victims and saddens me but I am always able to complete my job with 

compassion. 

2. PSCU-I am a caregiver of family members as well. I am unsure if the answers related 

to questions of burnout and being overwhelmed would be answered the same way if I 

wasn't a caregiver outside of work. 

3. GPU-Nursing is an amazing profession but one that requires self care in order to be 

effective. 

4. Pediatric Urgent Care-People frequently ask "how can you do what you do?" yes, it 

can trying, and sad, but it is also so rewarding to help them. Caring for the families 

can be just as rewarding as caring for the patient. If I can make a parent smile or 

laugh I have supported them and assisted them through what can be a dark time in 

their life. 

5. PICU-N/A 

6. NBICU-N/A 

7. Peds OR/PACU-I thoroughly love my job and all aspects of my profession. 

8. Peds OR/PACU-As a floor nurse I had more satisfaction in my work. I felt like I 

made a difference. I work in Pre-Op now and love the kids still and do make a 

difference in their experience. But truly floor nursing was the most satisfying. 

9. Peds Urgent Care-If I could afford a vacation I would go decompress on a beach. 

10. Peds Urgent Care-No 

11. Peds Urgent Care-None at this time 

12. NBICU-no thank you 

13. ICN 3/4-I enjoy the work I do, but would appreciate it more if the younger nurses 

would have more respect for the more experienced nurses and if they would realize 

that its not all about them, but that we all work together as a team 24/7 to accomplish 

a common goal--- to make the patient better and return to their lives as productive 

citizens. 

14. GPU- I feel undervalued as an UNMH employee. I am enthusiastic about caregiving, 

but am "bogged down" in an organization that is in the middle of a financial semi-

crisis. I am expected to do more with less every year. The stress and exhaustion of 

that fact contributes to overall fatigue and melancholy. 

15. GPU- Not enough nursing staff. Demands keep increasing and nothing is done to 

decrease the workload. 

16. NBICU-No 

17. PICU-I feel there should be a difference between physical and emotional fatigue here. 

18. NBICU-I have been a nurse 32 years and still enjoy being at the bedside. I find the 

politics of the hospital setting frustrating and feel nursing has become a business and 

has lost its personal touch. 
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19. NBICU-These negative feelings are worsened when there are staffing shortages 

20. NBICU-I do believe that I am "numb" to the sound of the monitors alarming which, 

in my opinion, is very dangerous in my field. I also feel somewhat "numb" to my 

patient's. I do not believe this is how I present myself to my patient's or my patient's 

families, but something I do to protect myself....not sure if that is good or bad. 

21. PSCU-For the most part, the patient and families make the job enjoyable. There are 

times when the job gets overwhelming because of trauma, social situations, abuse and 

bad diagnosis. But this is not a constant. 

22. NBICU-No 

23. ICN 3/4-N/A 

24. NBICU-No 

25. NBICU-Where my answers are yes to traumatic events there is only one event I refer 

to, although have experienced many more traumatic experiences. 

26. GPU-Overall, I feel the patient acuity and workload expectations have increased 

which does not allow me the necessary time needed for compassion and care with my 

patients. This has been a change over the last 3-5years. 

27. Pediatric Urgent Care-After working in many high stress areas I feel my answers 

would be different for every area. 

28. Peds OR/PACU-The OR really needs to have practice drills for code situations. We 

currently have none. 

29. No designation of work area-I do not work with trauma type patients. 

30. Pediatric Specialty Care Clinic-Experience has been the best teacher in terms of 

learning to separate work and life, and to remain detached in a healthy way from the 

challenges faced with certain patient situations, while still remaining compassionate 

and providing thorough care. 

31. Pediatric Specialty Care Clinic-I enjoy that my career allows for me to make a 

positive impact on my patients. 

32. NBICU-N/A 

33. ICN-N/A 

34. Pediatric ED-I love my job but I stay awake at night feeling like the things I see 

might happy to my children and family. 

35. PICU-I get tired from time to time, and frustrated by certain situations, but overall I 

am happy and proud to be an RN. 

36. GPU-The nurse to patient ratio is sometimes very exhausting. The patients are too 

sick to have so many with one nurse. Ratios are not as they should be. 

37. NBICU-None at this time 

38. GPU-None 

39. Carrie Tingley-We are constantly working short and down RNs as well as Techs. It is 

making work very hard, stressful, and exhausting. Feeling burnt out. 

40. Peds OR/PACU-I also work PRN at a Pediatric Urgent Care at another facility. 

41. No-PSCU 

42. No-Pediatric Urgent Care 

43. NBICU-I biggest frustration as a healthcare team member, is my 

department/employers lack of ability to take care of those that have been working for 

them for a long time. 
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44. Pediatric Infusion Unit-Yes. I am a Christian and have called to be a nurse since I was 

a child. I do believe God is ultimately in control of all things and has a higher purpose 

that we do not understand. It is my job to do the best I can and then let go and let God 

make the final decision. 

45. Pediatric Infusion Unit-More nursing experience = less perseveration/uncontrolled 

worry about traumatic events, but occasionally events can still trigger early morning 

awakenings to toss and turn and worry! 

46. NBICU-I enjoy my work as a nurse but am irritated by all the extraneous (sp) duties 

we are asked to perform; i.e. CAP especially. It seems as if we are getting away from 

nursing in the form of patient care. 

47. Carrie Tingley Inpatient-It seems like the unit has been short staffed with RNs and 

this makes it very busy and hard to keep up with pt cares (sic). But other then 

sometimes being very stressful I love my job! 

48. Pediatric Infusion Unit-I love caring for pediatric patients and their families. I enjoy 

my job, and the other peds nurses that I work with. 

49. GPU- No 
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