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Abstract

Evidence is clear regarding the importance of empathy in the development of
effective relationships between healthcare professionals (HCPs) and patients in the
delivery of successful healthcare. HCPs have pledged to relieve patient suffering,
and they value the satisfaction felt from caring for their patients. However, empa-
thy may lead to negative consequences for the empathiser. If there is a personal
identification with the emotions of the distressed person, empathic concern may
evolve into personal distress leading to compassion fatigue over time. A narrative
review was used to explore the connection between empathy and compassion
fatigue. A search of MEDLINE, PsychINFO and CINAHL resulted in 141 articles
meeting the inclusion criteria. The results included in this chapter explore the
practical implications of empathy in relation to compassion fatigue, examining
the impact on HCPs as well as the potential risk factors and effective strategies to
reduce compassion fatigue. The negative impact of compassion fatigue can have
a severe impact on HCP well-being and can in turn impact the care received by
the patient. Nevertheless, and despite existing effective strategies to support and
manage those experiencing compassion fatigue, more needs to be done to prevent
its development in HCPs.

Keywords: empathy, compassion fatigue, health, healthcare profession, burnout,
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1. Introduction
1.1 Empathy and compassion in the healthcare profession

Compassion and respect for human dignity is enshrined in the codes of conduct
for healthcare professionals (HCPs). Providing high-quality compassionate care is a
fundamental aim of the helping professions and provides them with job satisfaction
and a sense of value [1]. Being treated with compassion also has many patient benefits
including increasing compliance with professional advice, improving satisfaction
with services and enhancing health and quality of life [2]. Providing compassionate
care requires kindness, empathy, and sensitivity [3].
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Empathy refers to the capacity to understand and share the feelings of others
such as pain, joy, fear, and other emotions [4, 5]. Historically, emotional responses to
patients were seen as threats to objectivity and doctors strived for detachment to be
able to care, reliably, for all patients regardless of their personal feelings. Blumgart [6]
recalls Sir William Osler’s “Aequanimitas” in his definition of ‘neutral empathy’ which
states that a physician will do what needs to be done without feeling grief, regret, or
other difficult emotions. Osler argues that by neutralising their emotions to the point
that they feel nothing in response to patient suffering, physicians can ‘see into’ and,
thereby, be able to ‘study’ the patient’s ‘inner life’ [7].

To avoid this conceived conflict between emotions and objectivity, ‘professional
empathy’ was defined, on purely ‘cognitive’ basis, as “the act of correctly acknowl-
edging the emotional state of another without experiencing that state oneself” [8].
This model of ‘detached concern’ assumes that knowing how the patient feels is no
different from knowing that the patient is in a certain emotional state. However, the
function of empathy is to recognise what it feels like to experience something, not
merely to label emotional states [9]. Halpern [9] emphasises that patients sense when
physicians are ‘emotionally attuned’ and that patients trust ‘emotionally attuned’
physicians and adhere better to their treatment.

In the clinical context, Stepien and Baernstein [10] combined the different defini-
tions within the literature to put forward an expanded definition of empathy. This
proposed definition includes four distinct dimensions: ‘moral, emotive, cognitive, and
behavioural’, all working in harmony to benefit the patient.

1.2 From empathy to compassion fatigue

Empathic perspective-taking is the level of empathy which most psychologists refer
to when they speak of ‘empathy’. In this view, empathy is a cognitive state—dependent
on imagination and mental attribution—combined with emotional engagement. A
major manifestation of empathic perspective-taking is ‘targeted helping’ i.e., help and
care based on a cognitive appreciation of the other’s specific need or situation [11]. The
emotional component in providing care and support to people in distress can, over
time, deplete the caregiver’s emotional resources engendering ‘compassion fatigue’;
which is characterised by feelings of indifference to the suffering of others [12]. Joinson
[13] in 1992 described compassion fatigue as a form of ‘occupational burnout’ experi-
enced by those in the caring professions. Figley [14] then described compassion fatigue
as ‘caregiver burnout’ and his 2002 model of compassion fatigue emphasised “the costs
of caring, empathy, and emotional investment in helping the suffering” [15]. These
‘costs’ include the increased risk of mental and physical health problems in helping
professionals [16, 17]. Radey and Figley [12] suggest, “as our hearts go out to our clients
through our sustained compassion, our hearts can give out from fatigue” (p. 207).

Compassion fatigue exists across a diverse range of healthcare professional groups,
disciplines, and specialties [18-20]. Close to 7% of professionals who work with trau-
matised individuals exhibit emotional reactions that are similar to symptoms of post-
traumatic stress disorder (PTSD). This is not only seen in the healthcare sector, where
it has been demonstrated in physicians, psychotherapists, and nurses—especially
those working with critically ill children, in oncology and in trauma care [21-24]—but
also, beyond the hospital setting in first responders, emergency teams, social workers,
police officers, migration workers, and those working with the homeless [25-29].

Levels of compassion fatigue have increased over the last decade [30]. More
recently, compassion fatigue has become a significant concern during the COVID-19
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crisis which has intensified the feelings of burnout, and compassion fatigue in health-
care workers, especially those working in specific COVID-19 units and in emergency
departments, leaving no mental space for clinicians to experience authentic clini-

cal empathy [31-34]. Recent pooled subscale scores indicate average to high levels
compassion fatigue across a diverse healthcare practitioner groups [18]. For nurses,
compassion fatigue rates are currently reported as just above 50% [35].

2. Aim of this chapter

The aim of this narrative review is to describe and synthesise the literature to
explore the associations between empathy and compassion fatigue, and the impact of
the latter in the healthcare profession. Also, to examine screening and management
strategies of compassion fatigue in HCPs and deduce a conclusion from the evidence.

3. Methodology

We conducted a narrative review using the process described by Green et al. [36]
to present objective conclusions based upon previously published literature that
we have comprehensively reviewed. We opted for a narrative overview as narrative
reviews can often serve to provoke thought and controversy and may be an excellent
venue for presenting philosophical perspectives in a balanced manner [36].

3.11dentifying relevant studies

We determined the search strategy through team discussions and pilot explora-
tions of the different databases. We searched MEDLINE (Ovid), APA PsycINFO
(EBSCOhost), and CINAHL Plus using the Boolean/Phrase (Empathy AND
(‘Compassion Fatigue’ OR “Vicarious Trauma’) AND Health). We conducted the
search during May and June of 2022 and included literature published between 2003
and 2022, including articles published online ahead of print. Initial search recovered
290 results from MEDLINE, 112 from CINAHL Plus, and 215 from PsycINFO.

3.2 Study selection

EndNote X9 (Clarivate Analytics, Philadelphia, PA, USA) was used to download
the bibliographic details of studies yielded from the database searches and duplicates
were deleted. Researchers screened article titles and abstracts to determine eligibility
for full-text review based on relevance to the research topic. After this initial screen-
ing, all researchers read full texts of articles to determine eligibility for inclusion.

Inclusion criteria: The literature review included full text empirical research,
which described empathy and compassion fatigue in healthcare workers, published in
the English language in academic peer-reviewed journals over the last 20 years.

Exclusion criteria: Studies which covered other forms of vicarious trauma and
post-traumatic stress, and studies which explored compassion fatigue in other
professions, e.g., police officers, chaplaincy, caregivers, and migration agents, were
excluded from this review.

Figure 1 shows a flowchart indicating the search and selection process. Following
screening and full-text review, 92 articles were included in this literature review.
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Figure 1.

Flow diagram showing records identified from databases and the screening and selection process.

Subsequent to the full text review, additional related references reported in the 92
examined articles were inspected, and those satisfying the inclusion criteria (n = 49)
were also included in this literature review as secondary sources, leading to a total of
141 studies included in this review.

3.3 Collating, summarising, and reporting results

Authors read and objectively evaluated each of the 141 articles. They recorded
how each article relates to the objectives of this narrative review. The authors
are all HCPs, a chiropractor, psychologist, and a physician. This expertise in the
area was useful in interpreting the literature but the authors were careful not
to incorporate predispositions or biases by having multiple discussions throughout
the review process.

The subsequent data was then organised into four areas:

1. The connection between empathy and compassion fatigue
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2.The impact of compassion fatigue in healthcare
3. The detection and assessment of compassion fatigue

4.Management of compassion fatigue in healthcare professionals

4, Results

HCPs are continually exposed to stressful events in their day-to-day work includ-
ing frequent encounters with: (a) death and dying, (b) grieving families, (c) personal
grief, (d) traumatic stories, (e) observing extreme physical pain in patients, (f)
strong emotional states such as anger and depression, and (g) emotional and physi-
cal exhaustion [37-39]. Over time, high levels of stress can lead to burnout [39, 40].
Burnout, a much-researched topic in the helping professions, has been defined as
“a syndrome composed of emotional exhaustion, depersonalization, and reduction
of personal accomplishments” [41]. Burnout may also lead to negative self-concept,
negative attitudes about work, and a loss of caring about work-related issues [38].

Compassion fatigue, a construct similar to burnout, is a topic that has emerged
in the literature in recent years [42-44]. Radley and Figley [12] define compassion as
a “deep sense or quality of knowing or an awareness [among helping professionals]
of the suffering of another coupled with the wish to relieve it” (p. 207). Compassion
fatigue, a possible effect of long-term demonstrations of compassion, is defined as “a
deep physical, emotional, and spiritual exhaustion accompanied by acute emotional
pain” [45]. Compassion fatigue is thought to be a result of long exposure to the suf-
fering of others, listening to descriptions of traumatic events experienced by others,
little to no emotional support in the workplace, and poor self-care [12].

4.1 The connection between empathy and compassion fatigue

Compassion is an essential component of patient care provided by health pro-
fessionals [46]. The care-giving relationship is founded on empathy and a critical
characteristic of compassion fatigue is a loss or lack of empathy [47, 48].

4.1.1 Temporary lapses in empathy

Temporary lapses in empathy are not uncommon in professional intervention and
can have a variety of causes, ranging from experiences in the professional’s own life to
reactions to clients’ situation [49, 50]. Most clinicians experience them from time to
time, and they rarely arouse major distress. There are reports of self-perceived lapses
of empathy among emergency workers who provide services in the acute phase of the
disaster and psychotherapists engaged in long-term psychotherapeutic relationships
that started before and continued during and after the disaster. Many experience the
conflict of ‘attention-to-self versus attention-to-client’ as temporary and normal for
the situation. Reports by these professionals suggest that their lapses in availability
and empathy cause them distress by impairing their self-esteem and fostering feelings
of guilt, shame, and inadequacy [51, 52].

Baum [53] suggests that the source of much of the widely reported distress among
clinicians is an intra-psychic conflict between two conflicting psychological needs: the
need to distance themselves from their clients and their need to raise their self-esteem,
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especially in experienced professionals whose anxiety is doubly intensified by their prior
experiences. Much of the identity and self-esteem of helping professionals is anchored in
their ability to be empathic, present, and containing towards those they help. The con-
flict from the fact that distancing helps the professionals to cope but reduces their ability
to empathise with their clients, can lead to feelings of guilt, shame, and self-reproach.

Empathy is seen as comprising affective and cognitive components, whereas
compassion is defined in terms of affective and behavioural elements. More specifi-
cally, compassion is perceived as comprising both of ‘feelings for’ the person who is
suffering and a desire to act to relieve the suffering. The desire to act is distinct from
the act itself [54, 55].

Compassion fatigue involves a decline in one’s energy, desire, and/or ability to
love, nurture, care for, or empathise with another’ suffering [56-58]. These critical
defining attributes were used to develop a theoretical definition: “Compassion fatigue
is the physical, emotional, and spiritual result of chronic self-sacrifice and/or pro-
longed exposure to difficult situations that renders a person unable to love, nurture,
care for, or empathize with another’s suffering” [59].

4.1.2 Compassion fatigue and burnout

Compassion fatigue is strongly correlated with burnout [21, 60-62]. Whilst stress
and exhaustion are critical attributes of both concepts [21, 60] the experience is of
being in a ‘tired’ state in burnout and being in a ‘drained’ state in compassion fatigue
[60] and thus devoid of ones resources [14, 60].

Wynn [60] performed a comparative concept analysis examining the terms
‘burnout’ and ‘compassion fatigue’ using Walker and Avant methodology. The
ability to recognise both concepts is pivotal in helping to establish strategies that
support healthcare workers cope and achieve optimal occupational health. Wynn
noted that burnout can be an antecedent of compassion fatigue. The important dif-
ference is that burnout as a precursor may be more readily responsive than compas-
sion fatigue to restorative strategies such as time away from the work environment
and behaviour modification [14, 60]. If not addressed in its early stages compassion
fatigue can permanently alter the compassionate ability of the individual [63]. Thus
compassion fatigue may be considered to be a consequence of ongoing burnout
in healthcare and indicate a further decline in the wellbeing of the healthcare
professional.

The development of compassion fatigue is understood to be a cumulative and
progressive process [64] Whist the development is cumulative, the onset of the
experience compassion fatigue for the healthcare worker is a rapid one [35, 65].
Comparatively burnout, a larger overarching construct, is experienced as a slowly
progressing disorder and is associated with working in burdensome organisational
environments [65]. Thus, in burnout conflict associated with the employer-employee
relationship, and in compassion fatigue the conflict is primarily an internal one which
is associated with the relationship between the healthcare professional and their
patient [60, 66].

4.1.3 Vicarious trauma and secondary traumatic stress

Meadors et al. [67] investigated the relationships between the terms associated
with secondary traumatization using a correlational design. They established that
there is a significant overlap between compassion fatigue, secondary traumatic stress
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Term Definition

Primary traumatization Primary traumatization is the process that can occur from having direct
contact with a traumatic event [68]

Secondary traumatization (ST) Secondary traumatization (ST), via an indirect exposure, may develop
from hearing about a traumatic event or caring for someone who has
experienced such an event [68]

Compassion fatigue (CF) The consequence of working with a significant number of traumatised
individuals in combination with a strong empathic orientation [43] ora
formal caregiver’s reduced capacity and interest in being empathetic for
a suffering individual [16]

Secondary traumatic stress (STS) The distress and emotional disruption connected to an encounter with
an individual who has experienced a primary traumatization [42]

Burnout Burnout is a “defensive response to prolonged occupational exposure to
demanding interpersonal situations that produce psychological strain
and provide inadequate support” [69]. (p. 424)

Adapted from [67].

Table 1.
Definition of compassion fatigue and related terms.

(STS), and burnout, but that each of the concepts also had significant unexplained
variance which suggests that there were differences between the concepts (Table 1).

Secondary traumatization (ST) occurs as a natural consequence of caring between
two people: one who has been traumatised and the other who is affected by the first’s
traumatic experience [70, 71]. Empathy and exposure are central in the development
of ST [72] and can alter the way in which the healthcare worker experiences self,
others, and the world [73].

The potential for ST begins with exposure to a client’s experience that is sufficient
to evoke an arousal or emotional response [71, 74]. Vulnerability to the client’s experi-
ence may be heightened by pre-existing conditions (risk factors) that produce greater
sensitivity to the elements in the client’s situation leading to one’s absorption of the suf-
fering itself [70]. The vicarious experiencing of the feelings, thoughts, or attitudes of
another may result in the development of empathy, or the emotional connection that
occurs through listening and bearing witness to graphic depictions of traumatic events.
While bearing witness to the client’s suffering, the healthcare worker is susceptible
to responses or reactions that may be physiological, behavioural, emotional, and/or
cognitive in nature. Figley describes this as the “cost of caring” for those in emotional
pain [71]. Alternate discussions such as those by Ledoux contest the notion of a ‘cost to
caring’ and propose that compassion fatigue occurs when ‘care is obstructed’ [54].

Osland [75] reported that dietitians in high-risk workloads reported higher levels
of STS than those with low-risk workloads, those in smaller facilities reported higher
STS than larger facilities, and that working for >5 years as a dietitian was associated
with higher rates of STS and burnout than in those working for <5 years. Those who
perceived greater levels of support reported lower rates of burnout and higher rates of
compassion satisfaction.

Zeidner et al. [47] examined the role of some personal and professional factors in
compassion fatigue among health-care professionals. Research participants included
182 healthcare professionals who completed an assessment battery measuring com-
passion fatigue, emotion management, trait emotional intelligence, situation-specific
coping strategies, and negative affect. Major findings indicate that self-reported
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traits ‘emotional intelligence’ and ‘ability-based emotion management’ are inversely
associated with compassion fatigue; ‘adaptive coping’ is inversely related to compas-
sion fatigue. Furthermore, problem-focused coping appeared to mediate the associa-
tion between trait emotional intelligence and compassion fatigue. These findings
highlighted the role of emotional factors in compassion fatigue among health-care
professionals [47].

Rayner et al. [76] examined STS and related factors of empathetic behaviour and
trauma caseload among 190 social workers and psychologists. Approximately 30
percent of participants met the criteria for a diagnosis of STS. Results indicated that
there was a significant interaction between caseload trauma and personal trauma his-
tory on STS. Similarly, empathy alone was not directly related to changes in STS, yet
the trauma in caseload effect on STS was moderated by empathy. A personal history
of trauma was found to be related to increased levels of STS. However, contrary to
expectation of prior research, empathy contributed to a reduction in STS, meaning
that lower empathy levels were associated with a higher risk of developing STS.

Hubbard et al. [77] demonstrated consistency between the five key concepts of
ST discussed in the literature, i.e., exposure, vulnerability, empathic engagement,
reaction, and transformation. The analysis revealed a dynamic, fluid process in which
the energy of the nurse, client, and environment were integrated and part of a diverse
whole [78]. The dynamic nature of the nurses’ experiences created a “kaleidoscope of
potentialities” [78], the outcome of which was either a positive or a negative trajec-
tory. This revealed a new aspect of the dimension of alteration/transformation, which
was the identification of a positive outcome during the ST process. These results
suggest the importance of further research to assess the role and value of reflective
supervision for HCPs and how this may enhance their personal and professional
resilience.

4.2 Risk factors for compassion fatigue

Risk factors for the development of compassion fatigue include the intensity of
the patient setting as healthcare professionals who care for traumatised individu-
als in critical care environments are at greater risk of acquiring compassion fatigue
[20]. Engaging with the patients loved ones also places the healthcare professional
at risk, particularly if the interactions involve conflict [20]. Other factors that place
the professional at risk including undertaking difficult discussion with patients and
families such as breaking bad or uncertain news to patients and their families. A lack
of perceived managerial support compounds the risk [20, 65] and working more
hours perpetuates emotional exhaustion in providers [79].

Personal factors also appear to play a role in the risk of the development of com-
passion fatigue. Those who have less experience working as a healthcare professional
are at greater risk [20, 80] as are those with less maturity [80] or those who have not
acquired a higher level of education or qualification in their profession [35, 46].

Poor coping strategies and difficulty with emotional regulation also place provid-
ers at greater risk. These include being unable to process feelings in relation to trauma
and caring for those who are impacted by suffering [20, 47]. Being unable to identify
effective coping mechanisms, adapt, manage emotion and develop one’s emotional
intelligence [20, 47]

There is some indication that one’s personality may also play a role and people
with high sensitivity may be more vulnerable to compassion fatigue. People with an
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increased ability to perceive others feelings may have stronger emotional and physio-
logical reactivity [81] and thus be more prone to compassion fatigue [82]. This may be
compounded by the contract between the quality of care the healthcare professional
may want to provide with what they are actually able to achieve [80].

Negative life events and pre-existing mental illnesses such as anxiety or depression
have been found to increases a person’s susceptibility for compassion fatigue [18].
Similarly coexisting physical and emotional stress increases levels of existing compas-
sion fatigue [80].

Certain workplace conditions and events are more likely to trigger the onset of
compassion fatigue [60]. These include continuous and intense contact with patients,
exposure to high levels of stress, exposure to suffering and work which requires a high
use of self [83].

4.3 The impact of compassion fatigue

Compassion fatigue negatively impacts the healthcare professional, the patient,
the organisation, and the healthcare system [19].

4.3.1 Impact on the healthcare professional

In order to support patient autonomy healthcare providers practice patient
centred care. This care requires genuine engagement and an empathetic approach
making exposure to patient trauma and suffering unavoidable for the health care
professional [79].

4.3.1.1 Signs of compassion fatigue

Indicators of compassion fatigue frequently cited in the literature include
exhaustion [14, 60], reduced capacity for self-care [13, 60], ineffective coping, poor
judgement [83], inability to function [63, 83], loss of empathy [60, 83] and deperson-
alisation of patients [83].

4.3.1.1.1 Exhaustion

The experience of the depth of exhaustion has a number of descriptors in the
literature. These include a include feelings of weariness [63, 64] emptiness, of being
drained [14, 60] and a ‘profound fatigue of mind and body’ [80]. People with com-
passion fatigue feel completely depleted of one’s “biological, psychological, and social
resources” [14] such that they have nothing more to give [14, 60]. The individual
wants to rest although concerningly rest does not result in increased energy levels or a
sense of rejuvenation [14, 60]. Individuals may try various attempts to replenish and
yet the feeling of exhaustion remains [14, 60].

4.3.1.1.2 Reduced capacity for self-care

In 1992 Joinson described compassion fatigue as the reduced capacity to self-care
as a result of the sustained fatigue acquired by caring for others [13]. Recent syn-
thesised descriptions of the experience of compassion fatigue include being left so
physically and mentally exhausted and drained by patient care that the provider lacks
empathy and is unable to cope [60].
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4.3.1.1.3 Ineffective coping

Ineffective coping is a critical indicator of the occurrence of compassion fatigue
[13, 60]. When healthcare professionals are no longer able to recover from a depleted
state despite using coping strategies the result is ineffective coping [60]. Coping strat-
egies that may have worked successfully in the past become no longer effective [60].
Recovery from the stress and exhaustion of providing patient care [60], is no longer
possible. Emotional responses may include feeling emotionally overwhelmed [63, 84,
85] and potentially experiencing an emotional breakdown [15, 20, 63].

4.3.1.1.4 Inability to function

Inability to function may be experienced as a diminished ability [15] or reduced
endurance and output [63, 83], leading to a diminished or ineffective work perfor-
mance [13, 63, 83]. The experience of trauma-based symptoms, in addition to signifi-
cant exhaustion results in a deterioration of function [63]. The compassionate energy
required to care for patients has been consumed over time is distinguished beyond
the point of possible replenishment. An inability to compassionately care for patients
moves beyond the work environment and leads to an inability to function which
impacts all aspects of the professionals life [63].

4.3.1.1.5 Loss of empathy

Whilst attempting to employ coping strategies to manage the stress of caregiving a
loss of empathy occurs. In response to the relentless overwhelming stress and resultant
exhaustion of care-giving a deep psychological shift occurs [60, 86]. Health profes-
sionals lose their sensitivity to and understanding of the patient’s needs. The profes-
sional is no longer able to comprehend the patient’s perspectives or recognise their
thoughts and feelings [60, 86]. Thus patient experiences are no longer relatable and
the health professional experiences compassion fatigue [60, 86]. Factors that inhibit
sustained energy and perpetuate compassion fatigue include time constraints, burnout
[87] and caring for high-stakes patients [60]. Health professionals with their own
personal history of trauma are also at greater risk of acquiring compassion fatigue [88]
due to their sensitivity to secondary traumatic stress [76]. As a consequence of their
empathy loss, the healthcare professional appears indifferent [14, 15], unresponsive
[63], callous [15, 84, 89] and unable to share in or alleviate the patients suffering [15].

4.3.1.1.6 Depersonalisation

Depersonalisation is a sense of detachment from oneself in which individuals per-
form tasks in a robotic fashion without emotion. It presents as a coping mechanism
used to manage exhaustion [90] and to avoid the feelings of distress that may arise
when a person is experiencing compassion fatigue. Whilst the response does not arise
from a lack of empathy for the patient [60] the depersonalisation coping mechanism
once triggered in the professional results in a lack human feelings or emotions in the
work place. Consequently, this translates to a lack of human feelings in how the pro-
fessional provides care, which results in substandard care [83]. The serious implica-
tions of depersonalisation in healthcare professionals arises when the lack of emotion
in self, results in the professional viewing the patient as also inert or an ‘object’ and
approaches the patient with an attitude of indifference [90].
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Depersonalisation is a maladaptive coping mechanism seen in both burnout and
compassion fatigue and occurs when individuals detach from their feelings and
emotions in order to be able to function and complete work-related tasks [60]. Yet the
severity of depersonalisation experienced in compassion fatigue leads the provider to
view the patient as an ‘object’ [90] and the provider is no longer able to respond to the
humanity within the patient. This emotionally dissociated approach sharply contrasts
with anticipated patient expectations.

4.3.1.2 Symptoms of compassion fatigue

Compassion fatigue is a significant risk factor for well-being [20, 25]. Compassion
fatigue impacts ones physical and mental health [63, 64] and leading to an array of
potentiation indicators including psychological, physical, spiritual, and social symp-
toms [86]. As the condition progresses the professional experiences an increase in
the scope and severity of symptoms [63]. For example the individual may experience
physical symptoms of burnout, reduced work performance and physical complaints,
the intellectual effects of impaired concentration, emotional effects of breakdown,
the social symptoms of indifference towards patients and desire to quit, the spiritual
effects of disinterest in introspection and dysfunctional coping behaviours [63].

4.3.1.2.1 Physical symptoms

Physical symptoms may include health complaints, intellectual effects and fatigue
[15, 63]. Health complaints may include gastrointestinal conditions and stomach pain,
and headaches, including migraine [20, 83, 91]. Sleep disturbance is frequently cited
[20, 65, 91, 92] and people may be at greater risk of accidents [15, 83]. Intellectual
effects include impaired ability to concentrate [13-15, 63], poor judgement [20] and
disorganisation [63, 89]. Fatigue may manifest as weariness [63, 85] lack of energy
[13, 15, 63, 85, 89] loss of strength [63, 85] loss of endurance [63, 85] and power
of physical recovery [63] Complications of fatigue include weight gain or weight
loss [83].

4.3.1.2.2 Psychological impact

The psychological impact of compassion fatigue is well established in the litera-
ture and manifests as stress, burnout [13], intrusive and pervasive thoughts [65, 91]
anxiety [13, 63, 64], and depression [13, 20, 60, 63-65]. Compassion fatigue has been
found to have a moderate correlation with anxiety and depression [93].

4.3.1.2.3 Emotional impact

The emotional impact of a loss of compassion is typically one of devastation for
those in healthcare professions [13]. Compassion for others drives workplace motiva-
tion to serve and alleviate suffering [54]. People in nurturing roles are rewarded for
putting others needs ahead of their own [13], and ethically a drive to nurture others
connects with the ideal archetype of those in caring professions and a societal sense of
social justice [54].

Emotional exhaustion and its consequential impact on one’s personal life are the
most frequently reported emotional effects of compassion fatigue [20, 94]. A person’s
capacity to communicate with others is impaired and this extended into personal
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relationships. Individuals feel emotionally distressed or bereft and may well experi-
ence an emotional breakdown [15, 60, 63, 65, 80, 83].

Indicators of compassion fatigue may include fluctuations in emotional states
[91, 92] or mood swings [20]. Impacted healthcare professionals may feel emotionally
overwhelmed [63, 84, 85], irritable [14, 20, 63, 64] angry, fearful, out of control [13].
or apathetic [13, 63, 84]. Ones outlook is likely to become negative [60] and people
experience ‘work related dreads’ [91] Healthcare professionals are no longer able to
feel empathy for those in their care or respond compassionately. They have an inabil-
ity to share in, or alleviate suffering [15] and may respond with indifference [14, 15],
callousness [15, 84, 89] or be unresponsiveness [63] to patients at times when they
previously would have been empathetic.

Spiritual effects include a lack of spiritual awareness and disinterest in
introspection [15, 63, 85] which has the potential to result in poor judgement
[15, 63] cynical humour and dysfunctional coping behaviours such an increased
consumption of alcohol, unhealthy food or pornography [91]. The impact is a loss
of self-worth [95] which may be compounded by weight gain or loss [83] and its
emotional impact.

4.3.2 The impact of compassion fatigue on patients

Patient care is negatively impacted by compassion fatigue and this impact is rec-
ognisable to patients. Health professionals effected by compassion fatigue experience
a decreased ability to feel empathy and hence lack meaning in their work [20, 96].
which results in substandard care [20, 83, 96]. The stress of the working environ-
ment is palpable to patients and is identifiable as a consequence of poor-quality care
[60, 97]. Patients depend on health professionals to alleviate the stress, anxiety and
fear associated with their illness [90]. When patients sense the impact of compassion
fatigue they question the quality and appropriateness of care which in turn escalates
patient stress [60].

The relationship between the healthcare professional and the patient becomes
compromised. The trauma response associated with compassion fatigue results in
reduced or decreased workplace engagement [21] and avoidance of particular situa-
tions or patients [96]. The ultimate consequence of compassion fatigue and burnout is
poor patient outcomes [60]. Indeed significant concerns arise regarding the potential
for increased medical errors and patient safety [21, 64, 83].

4.3.3 The impact of compassion fatigue on organisations and the healthcare system

Staff who are experiencing compassion fatigue have reduced job satisfaction
[21] and reduced efficiency levels resulting in reduced service quality [98]. Patient
satisfaction levels are lower in institutions where job satisfaction and burnout levels
are reduced [97]. Poor patient satisfaction levels result in reduced patient recommen-
dation rates of same facility to family and friends [60, 97].

Relationships with co-workers become negatively impacted [20, 96] when a
person is impacted by compassion fatigue. If working with colleagues who are equally
exhausted and apathic [13] productivity and workplace morale decline [95]. The
result is a poor work environment with lower levels of productivity, patient satisfac-
tion and patient care outcomes [21]. Compassion fatigue is triggered by the ongoing
use of empathy while caring for those who are suffering and the effect of a poor work
environment [18, 99]. Thus, the cycle of compassion fatigue perpetuates.
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As staff fatigue, the rates of sick leave increase [83]. More staff members experi-
ence an intensifying desire to leave their workplace, profession [15, 24, 60] and spe-
cialty [80]. Compassion fatigue and burnout result in workplace imbalances [24, 60]
with higher rates of staff turnover [95], and attrition and eventually, workforce
dropout [98]. Staff turnover rates are particularly volatile in in high-stakes environ-
ments [100] such as oncology and emergency medicine. Staff seek alternate employ-
ment opportunities in an attempt to combat excessive workplace stress. As turnover
rates increase, the stress in the workplace intensifies as remaining staff attempt to
continue short staffed [60].

Compounding the impact of compassion fatigue is the perception that indicators
of a poor working environment, such as increased rates of absenteeism, reduced
service quality, low levels of efficiency are being ignored by the organisation and
healthcare system [18, 98]. Concerns include the conclusion by staff that admin-
istrators do not consider caregiver stress when allocating tasks [13]. The impact
of compassion fatigue is intensified when management fail to provide workplace
acknowledgement, fail to provide opportunities for peer support and appear not
to value work-life balance [80]. When the workplace culture is not addressed with
opportunity for employee training, and a shift towards a compassionate organisa-
tional culture [65] staff in healthcare will continue to experience moderate to high
levels of compassion fatigue.

As a consequence of the negative impact on productivity, job satisfaction and staff
turnover, compassion fatigue also impedes workplace focus on patient safety [21] and
thus has the potential to lead to an increase in medical errors and diminished patient
outcomes [21]. Healthcare professionals experiencing burnout and compassion
fatigue are more prone to medical error [83] as a result of compassion fatigue symp-
toms including exhaustion [14, 60] and a diminished work performance [13, 63, 83].

In addition to the potential harm to patients and families, compassion fatigue
related medical error has the potential to result in legal, reputational and economic
loss, for individual healthcare providers [101]. The economic impact of an institution
impacted by compassion fatigue staff turnover, patient dissatisfaction and concerns
regarding medical error and patient safety is institutional financial loss [64, 102-104].
Compassion is valued by patients and healthcare professionals alike and both patients
and professionals raise concerns regarding a widespread and escalating lack of
compassion in healthcare systems [30, 101].

4.4 Detection and assessment of compassion fatigue

Compassion fatigue is commonly measured using the Professional Quality of
Life Scale (ProQOL) [105, 106]. The self-score scale is a freely available to measure
the negative and positive effects of caring and helping others who have experiences
significant trauma or suffering.

The Compassion Fatigue Self-Test (CFST) was originally developed to measure
compassion fatigue [107]. The CFST measures the level of risk of an individual to
developing compassion fatigue. The scale included 40 items, divided into two sub-
scales, compassion fatigue and job burnout; 23 items measure compassion fatigue and
17 items burnout. Using a five-point scale, respondents are asked to indicate how fre-
quently a situation or particular characteristic is true of themselves (1 = rarely/never,
2 = at times, 3 = not sure, 4 = often, 5 = very often). On the subscale compassion
fatigue, scores of 26 or below, indicate being at an extremely low risk, a score between
27 and 30, low risk, between 31 and 35 moderate risk, scores between 36 and 40 high
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risk and scores between 41 and above, indicate an extreme high risk of compassion
fatigue. Scores on the subscale for burnout below 36 indicated an extremely low risk,
between 37 and 50 moderate risk, 51-75 indicates high risk, and scores between 76
and 85 indicated an extremely high risk of burnout. The reported internal consistency
alphas are reported to be between .86 to .94 [108]. The scale has been widely used in

a variety of settings and has adequate reliability and validity [69]. The measure was
specifically developed to measure both direct and indirect trauma making it a widely
applied measure [108].

The CFST scale was revised and re-developed [106] into the Professional Quality
of Life (ProQOL). The revised scale included an additional subscale to measure
compassion satisfaction. The three subscales total 30 items, using a six-point scale
(0 = never, 1 = rarely, 2 = a few times, 3 = somewhat, 4 = often, 5 = very often).
Respondents are asked about their thoughts, feelings and behaviour at work. The
first of the three sub-scales measures compassion satisfaction, a higher score on this
scale represents a greater satisfaction as a caregiver and helping others. The second
subscale, measures burnout and feelings of hopelessness at not being able to do a good
job, and the third subscale measures compassion fatigue/secondary traumatic stress.
A higher score on this subscale represents high levels of compassion fatigue/second-
ary traumatic stress. Each subscale includes 10 items, and the subscale scores cannot
be combined to calculate a total score. The ProQOL scale improved on the psycho-
metric properties of the CFST scale [105, 106]. The scale with the additional subscale
measuring compassion satisfaction incorporates the more positive and psychologi-
cally protective aspect of caring, capturing the rewarding and gratifying aspects of
caring [105, 106]. The Cronbach’s « values reported by Stamm for these scales were
.82 for compassion satisfaction, .71 for burnout, and .78 for compassion fatigue [105].
The ProQOL is free to use and is readily available, as are guidelines for interpreting
the results from the scale.

4.5 Management of compassion fatigue in healthcare professionals

Figley [70] believed to manage compassion fatigue in health professional a mul-
tifaceted approach is required that includes prevention, assessment and minimising
the consequences. The impacts of compassion fatigue are far reaching for both the
individual health professional and organisations. Helping protect healthcare profes-
sionals from developing compassion fatigue and managing those experiencing high
levels of job burnout and secondary traumatic stress can be done through self-care,
evidence-based interventions and creating organisations that are better able to sup-
port and protect their workers. By protecting health professionals ensures high quality
patient care. Over the past few decades’ interventions have been developed to help
reduce symptoms of compassion fatigue. Self-care techniques that can be used to help
reduce the risk of developing compassion fatigues and managing the risks of provid-
ing compassionate care to patients and clients have been developed and promoted
among health care professionals. Organisations also play a role in helping reduce the
risk to their workers through better training, ongoing support and creating a support
environment that recognises the risks to their staff.

4.5.1 Interventions for compassion fatigue

Interventions have been developed to both prevent and manage compas-
sion fatigue in healthcare professionals. The strategies have included education
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interventions and developing skills such as resilience [109]. The Accelerated Recovery
Program (ARP) is a program developed to reduce compassion fatigue, including
secondary traumatic stress and burnout in healthcare professionals. The ARP was
originally developed in 1997 [110], based on Figley’s work on compassion fatigue
(1995). The main aim of the program is to build resilience skills to prevent compas-
sion fatigue. The program duration is 5 weeks, consisting of a weekly 90-120-minute
training sessions. A full assessment is undertaken in the first session, along with a dis-
cussion exploring the symptoms participants are experiencing. In the second session
treatment goals and a timeline is discussed using self-visualisation techniques. The
third session focuses on reframing and reprocessing the trauma experienced using
eye movement desensitisation and reprocessing therapy and reviewing self-regulation
strategies for managing situations. The fourth session incorporates video-dialogue
techniques to enable the individuals to supervise themselves through the development
of externalisation techniques. In the final session, closure and aftercare are addressed
with the use of Pathways to recovery that include skill acquisition; self-care; connec-
tion with others; and internal conflict resolution. The program works by developing a
person’s self-awareness of compassion fatigue and practicing regular self-care activi-
ties [110]. The ARP primarily focused on mental health and trauma workers [110] but
its potential to be effective in reducing compassion fatigue among nurses and other
healthcare profession is growing [24]. Evidence supports the use of the ARP to reduce
compassion fatigue among health care professionals [24, 111, 112]. An adaptation of
the ARP that reduced the training into a single four-hour session reported a similar
significant reduction in compassion fatigue [113].

The Compassion Fatigue Resiliency program (CFRP) was based on the concepts of
the ACP [110]. The program is a five-week formalised program to educate participants
about compassion fatigue, the factors that contribute to it and the effects of chronic
stress. The program interventions aim to reduce the effects of compassion fatigue
with participants taking part in small group activities that allow them to build resil-
ience through self-regulation, intentionality, self-validation, connection and self-care.

Evidence supports the effectiveness of the CRRP to reduce secondary traumatic
stress by providing nurses with the ability to manage intrusive thoughts [24]. The pro-
gram aids greater relaxation enabling individuals to better manage perceive threats,
enabling them to manage chronic stress through self-regulation [114]. The benefits of
the CFRP have been reported for healthcare providers in reducing the symptoms of
compassion fatigue [115-117].

To improve the resilience of military healthcare professionals and reduce com-
passion fatigue the Army’s Care Provider Support Program (CPSP) was developed.
During one-hour sessions, healthcare providers are educated to be able to assess
themselves for compassion fatigue and identify when they need to take action. The
program activities focus on developing self-awareness through group discussion and
interactive participation, along with providing education on stress and resilience.
Support for the intervention significantly reducing burnout was demonstrated
by Weidleich et al. [118]. However, although a decrease in secondary trauma was
reported this was not significant [118].

Overall, the usefulness of formal intervention programs developed to target reduc-
ing compassion fatigue have been reported in a number of healthcare professionals.
Although, there is only limited evidence to support the effectiveness of the CPSP.
Despite the evidence to support the use of these intervention programs provided in
this section, due to the nature of health care settings it is not always practical or cost
effective to run these programs for staff. Staff would be expected to attend these
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programs in their own time and the financial impact to organisations with other
competing costs make these types of interventions unfeasible.

4.5.2 Self-care

Organisational resources may not be available or sufficient to address compassion
fatigue in employees, therefore promoting self-care can be an effective way to support
staff. Self-care interventions are commonly prescribed for health professions experi-
encing compassion fatigue. Successfully managing compassion fatigue can be done by
developing strategies that enhance awareness and provide thoughtful self-care [119].
There are numerous self-care strategies that can be adopted and utilised by healthcare
professionals.

Strategies and techniques that can be used to reduce the risk of compassion fatigue
involve looking after general wellbeing, including diet, exercise and sleep. Evidence
supports maintaining a healthy diet and getting the recommended amount of physical
exercise help regulates mood [120] and reduce the risk of compassion fatigue [121].
Regular sleep also plays an important role in regulating mood. Sleep deprivation is
associated with decrease cognitive performance and increases the risk of low mood
such as anxiety and anger [122].

Nurturing the self can be done using a number of different techniques. Developing
and practicing self-compassion can increase a person psychological wellbeing and
assist professionals to better respond to the difficulties experienced in their jobs [123,
124]. Self-care interventions developed aim to help healthcare professionals achieve
work-life balance by developing coping skills to maintain both emotional and physical
health [125], along with maintaining healthy social networks and participating in
activities to promote relaxation such as meditation and mindfulness [126, 127]. Other
self-care activities that can be adopted to help to support emotional wellbeing involve
creative writing [128]. Strategies have included the use of writing poems to explore
difficulties with emotional connection [129], or the use of creative cafes to reaffirm
the core values involved in nursing [130].

4.5.3 Peer support programs

Peer support programs can be effective strategies to support healthcare profes-
sionals to help mitigate compassion fatigue. Encouraging individuals to utilise their
social support networks has a protective quality, by providing opportunities to
process traumatic experiences at work [131]. Chambers [132] developed the Care for
Caregivers program for physicians, nurses and other frontline staff. The staff were
trained in peer support techniques that covered active listening, normalising emo-
tions, reframing situations, sharing stories and offering ideas of coping mechanisms.
The program was reported as being well utilised by staff members, especially those
dealing with patients experiencing trauma or patient death. Within 2 years of the
program running staff surveys reported an increase in feeling adequately supported
by the hospital from 16% to 86%, helping change the workplace culture to being more
emphatic [132].

4.5.4 Protection through training

Preventing healthcare from the risks of developing compassion fatigue can be
included in training programs. There are ways in training healthcare professionals
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to equipped them with strategies to help protect them from developing compas-
sion fatigue. For example, trauma therapists utilising evidence-base practices when
treating their clients had significantly decreased amounts of compassion fatigue
and burnout compared to specialists not using evidence-based practices [133]. This
demonstrates the use of evidence-based practices to prevent the negative outcomes
of compassion fatigue therefore improving both the therapists and clients experience
of therapy [133, 134]. A study by Deighton [135] reported the exposure to the clients
traumatic event was not as important in therapists developing compassion fatigue as
the therapist’s t ability to help the client work through their trauma [135]. Being able
to identify possible strategies to be better equipped to deal with exposure to clients’
traumas can reduce the impact on healthcare professionals.

4.5.5 Culture change in healthcare facilities

Organisations can help mitigate the effects of compassion fatigue experienced by
their employees. Organisations need to assess whether and to what extent compassion
fatigue is a concern of their workers to be able to start to address the problem [136].
Prevention is recommended as the first line of defence against compassion fatigue
[137]. Organisations should provide regular education and training around the
importance of building employees self-care routines [138]. The Hospital, University
Pennsylvania, is an example of an organisation that has provided their own wellness
programs to support their staff. A Centre for Nursing Renewal was developed to
minimise the ill effects of compassion fatigue and promote wellness among its staff
[139]. The centre offered relaxation, meditation, yoga, group exercise classes, along
with other classes and spaces to support nurses emotional and physical wellbeing. The
centre assisted in creating a culture where nurse leaders were increasing awareness of
nurses experiencing compassion fatigue and burnout and could therefore encourage
staff to engage in discussion and renewal practices such as exercise, talking, reflection
and getting adequate rest [139].

Staff wellness programs and initiatives have been implemented and trialled in
other health care providers organisations. These programs range in the types of
resources provided, include from professional counselling, employee health screen-
ing, role modelling, mentor program, o providing healthy snacks and relaxation.
These types of programs offered by organisations and led by trained professional can
help reduce compassion fatigue [119, 128]. These include employee health screening,
role modelling, mentor program and staff retreats.

Staff wellness programs and initiatives have been implemented and trialled in
other organisations. These programs range in the types of resources provided and
included professional counselling, employee health screening, role modelling, mentor
program, staff retreats, providing healthy snacks and relaxation. These types of pro-
grams were offered by organisations and led by trained professional can help reduce
compassion fatigue [116, 125].

More practical strategies that could be provided from an organisational level
include providing adequate staffing levels, having good leadership support and expe-
rienced staff [140]. By creating workplaces where it is encouraged to acknowledge
that providing emphatic care to patients in difficult situations can cause compassion
fatigue is a response of caring, can help to address the phenomenon [66]. At an organ-
isational level demonstrating compassion is genuinely appreciated through celebrat-
ing staff acts of compassion [136] can help make staff feel valued and supported.
Providing staff with personal development opportunities promoting psychological
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wellbeing [141], along with debriefing after stressful events could promote heal-
ing [140]. Organisations can play a major role in supporting staff provide the best
patients care in a safe and nurturing environment.

5. Limitations of this review

While every attempt was made to search the appropriate databases for articles sys-
tematically, it is important to note that this is not a systematic review. The search was
limited to three major databases: MEDLINE (Ovid), APA PsycINFO (EBSCOhost),
and CINAHL Plus using the Boolean/Phrase (Empathy AND (“Compassion Fatigue”
OR “Vicarious Trauma”) AND Health). Two main limitations influenced the studies
identified by the database search; the first was not including the term “Secondary
Traumatic Stress” as an alternative to “Vicarious Trauma” in the search terms, and
the second was limiting the search to literature published between 2003 and 2022 and
missing essential articles published in the 90s. These dates were initially selected due to
the escalation in volume of relevant publications during that timeframe. Fortunately,
these limitations were identified by the authors during the review process and were
corrected by including all relevant secondary sources which retrieved the essential
articles before 2003 in addition to studies examining Secondary Traumatic Stress.

6. Conclusion

Empathy and compassion are fundamental aspirations for HCPs as they provide
them with job satisfaction, a sense of value, as well as greatly benefiting their patients.
However, caring and supporting people in distress can, over time, lead to compassion
fatigue which negatively impacts the healthcare professional, the patient, the organ-
isation, and the healthcare system. Although there are clear risk factors, identifying
tools and effective strategies to support and manage those experiencing compassion
fatigue, compassion fatigue in HCPs continues to grow reaching alarming levels over
the last decade. Further research is needed to quantify the escalation and impact of
compassion fatigue, and in a broader array of healthcare professionals. Exploration of
the unique impact of loss of compassion beyond the experience of burnout is also an
area requiring an enhanced understanding.

We propose that organisations implement regular screening and targeted support
for at-risk individuals. More practical strategies could be provided from an organisa-
tional level to prevent the development of compassion fatigue in HCPs and support
staff to provide the best patient care in a safe and nurturing environment. Ensuring a
positive work culture, which includes peer support programs, is a managerial respon-
sibility. Evidence supports the use of formal intervention programs such as CFRP and
the ARP to be effective in reducing compassion fatigue, yet these programs required
the HCP to commit a substantial amount of time, usually outside of their working
day. For the benefits of these programs to reach HCP, shorter programs preferably
accessible during work hours could be incorporated. Future research should focus on
identifying components of these programs that could be adapted into modified shorter
training sessions that could become part of ongoing professional development.

Crucially, we propose that ensuring adequate staffing levels be a key responsibility
of management and, therefore, we advise the meticulous implementation of quality
assurance, evaluation, and formal reporting of staffing ratios.
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