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Abstract 

Due to an increased demand for nurses and high attrition, a deficit of 260,000 

nurses is expected by 2025. One contributing factor to the current shortage is nurses’ 

exposure to unhealthy work environments. Nurses who work in such environments may 

be at higher risk for low levels of compassion satisfaction and high levels of compassion 

fatigue. Empirically, and when examined as separate constructs, the nurses’ work 

environment, compassion satisfaction, and compassion fatigue have been linked to 

retention. Researchers have theorized that the nurses’ work environment may promote the 

experience of compassion fatigue, while others have indicated that the positive aspects of 

nursing work may encourage the experience of compassion satisfaction. To date, 

empirical testing of these hypotheses has been limited. Therefore, it is unknown how the 

work environment contributes to nurses’ experiences of compassion satisfaction and 

compassion fatigue. To address this gap in knowledge, this study examined the 

relationship of the work environment to compassion satisfaction and compassion fatigue 

in critical care nurses. 

The Compassion Satisfaction-Compassion Fatigue Model guided this study. In 

this model, the work environment, personal environment, and client/person helped 

environment are associated with compassion satisfaction and compassion fatigue. 

Burnout and secondary traumatic stress are two dimensions of compassion fatigue. In this 

study, the work environment was defined by the six American Association of Critical-

Care Nurses (AACN) Standards of a Healthy Work Environment. Age, gender, education 

level, years of experience (full-time and part-time), and critical care specialty were 

considered as potential covariates in the personal and client/person helped environments.  
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This study used a correlational, cross-sectional design. Registered nurses 

providing bedside care at least 50% of the time in adult, pediatric, or neonatal intensive 

care units were eligible to participate. Between July and October 2018, critical care 

nurses who accessed the AACN website, who received the AACN eNewsline, or who 

accessed the researcher’s Facebook or Twitter accounts were invited to participate. 

Participants completed a demographic questionnaire, the AACN Healthy Work 

Environment Assessment™ Tool, and the Professional Quality of Life Scale Version 5. 

Descriptive and inferential analyses were conducted using SPSS 25. One hundred 

and ninety-four participants met inclusion criteria and, after analysis for outliers, 16 cases 

were dropped for a final sample size of 178. The participants rated their work 

environment as good (M = 3.19), according to tool criteria, and had average scores (23 to 

41) in compassion satisfaction, secondary traumatic stress, and burnout (M = 38.69, 

24.94, and 23.51, respectively). In bivariate analysis, age and total years in critical care 

part-time were significantly and positively related to compassion satisfaction. Age, 

highest level of nursing education, and total years in critical care part-time showed 

significant negative bivariate relationships with secondary traumatic stress. Age and 

highest level of nursing education demonstrated significant negative bivariate 

relationships with burnout. These variables were entered as covariates in block one of 

their respective regression analyses. Each of the Healthy Work Environment standards 

was significantly and positively related to compassion satisfaction and significantly and 

negatively related to secondary traumatic stress and burnout in bivariate analysis; these 

predictor variables were entered into block two of the hierarchical regression.  
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In regression analysis, meaningful recognition (β = .281), skilled communication 

(β = .270), and age (β = .177) were significant positive predictors of compassion 

satisfaction and explained 37% of the variance in compassion satisfaction scores (F(8, 157) 

= 11.573, p = .000; R2 = .371). Meaningful recognition (β = -.244), skilled 

communication (β = -.231), appropriate staffing (β = -.194), age (β = -.145), and highest 

level of nursing education (β = -.234) were significant negative predictors of secondary 

traumatic stress and explained 42% of the variance in this outcome measure (F(9, 153) = 

14.100, p = .000; R2 = .421). Lastly, skilled communication (β = -.336), age (β = -.187), 

and highest level of nursing education (β = -.165) were significant predictors of burnout 

with 19% of the variance explained (F(8, 161) = 5.987, p = .000; R2 = .191). 

Findings extend support for the Compassion Satisfaction-Compassion Fatigue 

Model in the nursing profession. Skilled communication in the work environment was a 

significant predictor in all three regression models: nurses reporting increased skilled 

communication in the work environment reported higher levels of compassion 

satisfaction and lower levels of compassion fatigue. Therefore, the development of 

programs to enhance communication in the work environment could be considered in 

light of this relationship. The findings also suggest that interventions to promote a 

Healthy Work Environment in critical care are needed, such as educational and 

mentoring programs, thoughtful recognition programs, and consideration of alternate 

staffing models.  

Lastly, findings may inform national policy recommendations including the 

Future of Nursing revision, the future revision of the Healthy Work Environment 

Standards, and the AACN Appropriate Staffing initiative. Further, these findings may 
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inform national and state policy development for nurse staffing and may also provide 

evidence to secure funding for Title VIII Nursing Workforce Development Programs that 

support nursing workforce improvements. Ongoing investigation into how the work 

environment, compassion satisfaction, and compassion fatigue contribute to patient 

outcomes would provide further support for the appropriation of this funding and would 

be a worthwhile direction for future research.  
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Chapter One 

To meet the healthcare needs of the aging American population, more than 1.09 

million registered nurses (RNs) will be needed by 2024. The active nursing workforce 

itself is projected to increase by 16% during this timeframe. However, approximately 

649,100 nurses are needed to replace those current practicing who are expected to retire 

or be lost to attrition by other means.  (American Association of Colleges of Nursing, 

2017). With current supply and demand predictions, a deficit of 260,000 RNs is 

anticipated by 2025 (American Association of Colleges of Nursing, 2014).  

The demographic changes related to the aging population in the United States 

have significant implications for the nursing workforce due to the growing demand for 

nurses to care for older adults.  Between 2010 and 2030, a 40% decrease in the ratio of 

caregivers to those in need of care is anticipated due to the growth of the elderly 

population (American Association of Colleges of Nursing, 2014). The elderly population, 

by 2030, will comprise 20% of the total population in the United States, or 72 million 

people (Sade, 2012). This growing subset of the population, which is expected to live 

longer with more chronic diseases (Buerhaus, Skinner, Auerbach, & Staiger, 2017a), 

increases the need for healthcare resources and complex disease management, thus 

increasing the demand for nursing care (Buerhaus et al., 2017a; Snavely, 2016). Further, 

many nurses who are actively practicing are approaching retirement age, leading to a 

decreasing supply of nurses (American Association of Colleges of Nursing, 2014; 

Huddleston, 2014; Ritter, 2011). By 2019, it is anticipated that 70,000 RNs will retire 

annually, resulting in a decreased number of experienced nurses in the active workforce 

(Buerhaus et al., 2017a). 



WORK ENVIRONMENT & PROFESSIONAL QUALITY OF LIFE 2 

 

 

The causes of the current nursing shortage are multifactorial, but one significant 

contributing factor is nursing attrition. National average turnover and vacancy rates have 

been reported to be 13.9% and 16.1% respectively (American Association of Colleges of 

Nursing, 2014). In a longitudinal study following three cohorts of newly licensed RN 

participants over a 10-year period, Kovner, Brewer, Fatehi, and Jun (2014) estimated 

turnover rates for newly licensed RNs in their first year of practice to be 17.5% and the 

two-year turnover rate to be 33.5%. Overall turnover, vacancy, and intent-to-leave rates 

vary by institution, with some reporting turnover rates of up to 36% per year (Duffield, 

Roche, Blay, & Stasa, 2010). As this shortage continues, patient care will be adversely 

affected (American Association of Colleges of Nursing, 2014). Many initiatives will be 

necessary to address the current shortage; however, retention efforts are particularly 

urgent, necessitating an examination of factors contributing to both nursing turnover and 

retention. Although nurses’ work environments have been empirically linked to job 

satisfaction and therefore retention, it is not known how the work environment 

contributes to a nurse’s experience of compassion satisfaction and compassion fatigue, 

both of which have been demonstrated to contribute to intent to leave. This study 

addressed this gap in knowledge by examining the relationship of the work environment 

to compassion satisfaction and compassion fatigue in a sample of critical care nurses, 

guided by the Compassion Satisfaction-Compassion Fatigue Model.   

Literature regarding the context of the nursing shortage and the current problem 

of nursing turnover and retention will be described in the following section.  

Subsequently, literature on the nursing work environment, compassion satisfaction, and 

compassion fatigue will be presented to support the aims of this study.   
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Background 

Context of the Nursing Shortage 

The nursing shortage has the potential to influence patient, nursing, and systems 

outcomes internationally (Attree et al., 2011). Shortages have been noted in Europe 

(Attree et al., 2011), the United States (Attree et al., 2011; Auerbach, Buerhaus, & 

Staiger, 2017a; Buerhaus, Skinner, Auerbach, & Staiger, 2017b), Canada (Larety, 

Cummings, & Profetto-McGrath, 2014), Australia (Buchan, Twigg, Dussault, Duffield, & 

Stone, 2015), and Hong Kong (Choi, Cheung, & Pang, 2013). The ANA Enterprise (n. 

d.), a group including the American Nurses Association (ANA), the American Nurses 

Foundation, and the American Nurses Credentialing Center, reports that by 2022, there 

will be more nursing positions available than those in any other profession. The 

American Association of Colleges of Nursing (2017) states that that nursing is listed 

among the top professions for job growth between now and 2024. However, in 2014, the 

Health Resources and Services Administration (HRSA) released an analysis of nursing 

supply and demand; unlike previously published information regarding the shortage, a 

surplus was predicted. The model employed in this analysis predicted a 33% increase in 

supply from 2012 to 2025, but only a 21% increase in demand. The 33% increase in 

supply accounts for an anticipated net increase of 952,000 new nurses (HRSA, 2014). 

Although this model seems to predict a surplus rather than a shortage, it needs to be 

interpreted with caution. Authors of the HRSA report acknowledged that the model 

utilized does not take into consideration changes in health care delivery, the shift in focus 

from acute care to primary care, and the trend of nurses taking on new roles. Further, it is 

difficult to accurately predict retirement and graduation rates, outcomes of current federal 
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health care reform initiatives that could affect the nursing labor force, and the nation’s 

economic health, each of which could drastically change the predicted nursing supply 

(HRSA, 2014).  

In a more recent analysis, Auerbach et al. (2017a) also reported that there may be 

a national surplus of nurses moving forward. However, this surplus is predicted to occur 

disproportionately across the United States. Registered nurse full-time equivalent (FTE) 

growth rates across the nine Census Bureau regions vary considerably. For example, the 

growth noted in the West South Central (Texas, Oklahoma, Arkansas, and Louisiana) 

region from 1979 to 2014 is over three times that of the New England (Maine, Vermont, 

New Hampshire, Massachusetts, Connecticut, and Rhode Island) and Mid-Atlantic (New 

York, Pennsylvania, and New Jersey) regions. Further, regional shortages are even larger 

when population growth and per capita RN growth rates are compared. The regions with 

the most concern include the New England and Pacific (Washington, Oregon, and 

California) regions (zero per capita RN growth), whereas the East South Central 

(Kentucky, Tennessee, Mississippi, and Alabama) and West South Central regions are 

experiencing a 40% growth in nurses per capita. The disparities among these regions 

relate to the age of nurses within each region, expected nursing workforce growth 

patterns, and the rate of population aging (Auerbach et al., 2017). Thus, despite the 

predicted national surplus of RNs, regional shortages of varying degrees are likely.  

The HRSA report and findings from Auerbach et al. (2017a) and Buerhaus et al. 

(2017b) may reflect the success of nursing workforce pipeline efforts that have been 

implemented. Strategies to increase the number of nurses entering the workforce, called 

pipeline efforts, have included the development of academic-practice partnerships to 
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increase student volume, implementation and expansion of a centralized nursing student 

application service (NursingCAS), nursing faculty student loan forgiveness programs, 

and media initiatives to promote the nursing profession as a career (American 

Association of Colleges of Nursing, 2014).  Though some concern remains regarding 

nursing schools’ capacity to meet demand (American Association of Colleges of Nursing, 

2017), these supply efforts, aimed at developing new nurses, appear to be effective in 

addressing the national nursing shortage (American College of Nursing, 2014; HRSA, 

2014). However, there are still concerns related to the retirement and attrition of 

experienced nurses (American Association of Colleges of Nursing, 2017; ANA 

Enterprise, n. d.). 

In considering the generations in the current nursing workforce (e.g., baby 

boomers, generation X, and millennials), the millennials have entered the nursing 

workforce at a rate close to double that of the other generations. Entry into practice by 

millennials has largely contributed to the near elimination of the national nursing 

shortage (Auerbach, Buerhaus, & Staiger, 2017b). However, increasing the actual 

number of nurses with novice nurses does not replace experience and knowledge gained 

throughout a career. Buerhaus et al. (2017a) have estimated that 1.7 million experience 

years, or the number of retiring nurses multiplied by their years of experience, were lost 

from the workforce in 2015. This figure only takes retirement into consideration and not 

turnover from other reasons. Although the number of nurses entering the workforce as a 

result of pipeline efforts seemingly ameliorates the shortage, these nurses are largely 

inexperienced, which may influence the quality of patient care (Buerhaus et al., 2017a). 

The millennials in the workforce are also more likely to change positions and 
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organizations, leading to higher turnover rates (Auerbach et al., 2017b). Buerhaus et al. 

(2017a) acknowledged that the longer a nurse is in the workforce, the better he or she is 

in addressing patient care issues. Therefore, addressing nursing retention and turnover is 

a logical next step in assuring an adequate nursing workforce. 

Nursing Turnover and Retention  

Increasing the number of nurses is an effective short-term solution; but if 

retention continues to be a problem, these pipeline efforts will not be viable solutions as 

nurses continue to leave the profession (Attree et al., 2011). Turnover and attrition are 

complex phenomena. Contributing factors include unhealthy work environments, long 

hours, and physical/psychological demands (Choi et al., 2013; Cohen, Stuenkel, & 

Nguyen, 2009; Erenstein & McCaffrey, 2007; Huddleston, 2014; Jones, 2008; Trinkoff et 

al., 2010). The nursing work environment is stressful, often with high work demands, a 

low sense of control, and a lack of social support (Trinkoff et al., 2010). Job stress may 

result from experiences within the work environment with patient death, conflict and 

communication issues, inadequate staffing, low competence, and few resources 

(Erenstein & McCaffrey, 2007; Lin, Chiang, & Chen, 2011; Lobo, Fisher, Baumann, & 

Akhtar-Danesh, 2012; McGillis Hall & Kiesners, 2005; Tounsel & Reising, 2005). These 

environmental contexts have been linked to medical errors and other unsafe conditions 

(Erenstein & McCaffrey, 2007; Ulrich, Lavandero, Woods, & Early, 2014) as well as 

negative nursing outcomes, such as fatigue, exhaustion (MacKusick & Minick, 2010), 

dissatisfaction, burnout (Foglia, Grassley, & Zeigler, 2010; Lin et al., 2011; Ulrich et al., 

2014), and impaired expressions of caring (Longo, 2011). Under these circumstances, 
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nurses may elect to leave their current positions and the profession altogether (Choi et al., 

2013; Erenstein & McCaffrey, 2007; McHugh, 2010).   

When nurses leave positions, there are direct and indirect organizational costs. 

Marketing, recruitment, and training of new nurses are the most commonly cited direct 

costs (Goldfarb, Goldfarb, & Long, 2008; Li & Jones, 2013; Palumbo, McIntosh, 

Rambur, & Naud, 2009; Staten, Magalindan, Saylor, & Stuenkel, 2003). Per nurse, direct 

costs of turnover are estimated to be approximately 1.2 to 1.3 times a nurse’s salary 

(Kooker & Kamikawa, 2010; Kotzer & Arellana, 2008; Palumbo et al., 2009), and total 

costs per nurse are reported to range between $42,000 and $145,000 (Blake, 2015; Blake, 

Leach, Robbins, Pike, & Needleman, 2013; Boev, 2012; Duffield et al., 2010; Heath, 

Johanson, & Blake, 2004; Huddleston, 2014). When nurses leave positions, further direct 

costs are incurred related to overtime worked by remaining staff and the use of agency 

nurses to provide safe staffing levels (Ritter, 2011; Staten et al., 2003). Based on a high 

estimate of turnover rate at 21.3%, Huddleston (2014) posited that the national costs 

related to nursing turnover can be upwards of $12 billion. Regarding new nurse turnover, 

one study reported an 18.1% national turnover rate after one year in practice, equating to 

a cost across organizations of $856 million (Brewer, Kovner, Greene, Tukov-Shuser, & 

Djukic, 2011).  

The indirect costs of nursing turnover include the loss of experience, expertise 

(Larety et al., 2014; Li & Jones, 2013), productivity (Palumbo et al., 2009), and 

diminished quality and efficiency of care delivered (Goldfarb et al., 2008; Kotzer, 

Koepping, & LeDuc, 2006; Staten et al., 2003; Stuenkel, Nguyen, & Cohen, 2007). 

Turnover propagates further turnover; in other words, more nurses leave environments 
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that are already experiencing high turnover rates (Jones, 2008), adding to the deficit in 

that environment (Cohen et al., 2009). If turnover can be decreased, costs are reduced and 

patient safety and nurse satisfaction are increased (Larety et al., 2014). Thus, not only are 

retention efforts fiscally responsible; they lead to less care disruption and should be 

considered a high priority (Erenstein & McCaffrey, 2007; Jones, 2008; Larety et al., 

2014).  

Work Environment  

The human costs related to unhealthy work environments are great, affecting both 

nurses and their patients. Nurses in unhealthy work environments report inter- and 

intraprofessional conflict (Beal, Riley, & Lancaster, 2008; Blake, 2015; Heath et al., 

2004), feelings of being overworked (Beal et al., 2008), higher than normal nurse to 

patient ratios for their practice area (Blake et al., 2013), stress (Beal et al., 2008; Duffield 

et al., 2010), a decreased ability to provide quality patient care (Caricati et al., 2014), 

increased absenteeism (Caricati et al., 2014; Heath et al., 2004), the experience of 

harassment, discrimination, and abuse (Ulrich et al., 2006; Ulrich et al., 2009), burnout 

(Choi & Boyle, 2014; Lin et al., 2011), and ultimately job dissatisfaction (Blosky & 

Spegman, 2015; Lin et al., 2011; Staten et al., 2003). Patient safety is ultimately affected 

in unhealthy work environments. These environments are associated with increases in 

medical errors  (Beal et al., 2008; Blake, 2015; Blake et al., 2013; Stuenkel et al., 2007), 

ineffective patient care delivery (Beal et al., 2008; Blake, 2015; Heath et al., 2004), and 

decreased continuity of care (Duffield et al., 2010). Additionally, decreased patient 

satisfaction with care has been reported in unhealthy work environments (Blosky & 

Spegman, 2015). Most striking is that unhealthy work environments have been associated 
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with increased mortality rates (Blosky & Spegman, 2015; Ritter, 2011) and risk of death 

(Olds, Aiken, Cimiotti, & Lake, 2017). Taken as a whole, these adverse patient outcomes 

can have fiscal implications for healthcare organizations (Staten et al., 2003) and may be 

mitigated with efforts to improve the nursing work environment (Olds et al., 2017). 

The work environment may negatively affect the professional life of a nurse (Choi 

et al., 2013).  However, positive aspects of nursing work may balance the negative 

aspects (Sabo, 2008), and a healthy work environment may retain nurses in the 

profession. Such an environment would include supervisor support, autonomy, life-long 

learning, and innovation. When these characteristics exist in the work environment, job 

satisfaction and retention are promoted (Cohen et al., 2009; Coventry, Maslin-Prothero, 

& Smith, 2015).  

In 2001, the American Association of Critical-Care Nurses (AACN) began a 

process to define and establish standards that are present in healthy work environments. 

In 2005, the first edition of the AACN Standards for Establishing and Sustaining Healthy 

Work Environments: A Journey to Excellence was introduced. The second edition, 

published in 2016, is supported by current evidence demonstrating that building a healthy 

work environment can improve patient, nursing, and organizational outcomes. However, 

despite the standards being available and endorsed for over 10 years, the evidence has 

also demonstrated that nurses’ work environments remain unhealthy in many 

organizations. In light of the lack of progress, the standards published in 2016 are 

identical to those in 2005 and call for ongoing efforts to improve the work environment 

in order to better patient, nursing, and organizational outcomes (AACN, 2016a). The 

optimal situation is that these standards exist in every nursing workplace, resulting in 
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positive patient and nurse outcomes that are empirically documented. At this time, little is 

known about how the health of the work environment contributes to two important nurse 

outcomes: nurses’ compassion fatigue and compassion satisfaction.   

Compassion Fatigue 

As previously described, unhealthy work environments result in nursing turnover. 

Many of the characteristics of unhealthy work environments that contribute to turnover 

have also been empirically linked to compassion fatigue, which is defined in nursing as 

“… a state where the compassionate energy that is expended by nurses has surpassed 

their restorative processes, with recovery power being lost” (Cotzee & Klopper, 2010, p. 

237). The work environment characteristics empirically associated with compassion 

fatigue include: job stress (Abendroth & Flannery, 2006; Austin, Goble, Leier, & Byrne, 

2009; Giarelli, Denigris, Fisher, Maley, & Nolan, 2016; Hinderer et al., 2014; Li, Early, 

Mahrer, Klaristenfeld, & Gold, 2014; Meyer, Li, Klaristenfeld, & Gold, 2015; Potter, 

Deshields, & Rodriquez, 2013; Sawatzky & Enns, 2012), lack of required resources 

(Austin et al., 2009; Harris & Griffin, 2015), increased workload (Boyle, 2011; Hooper, 

Craig, Janvrin, Wetsel, & Reimels, 2010; Kelly, Runge, & Spencer, 2015; Perry, Toffner, 

Merrick, & Dalton, 2011; Young, Derr, Cicchillo, & Bressler, 2011), long work hours 

(Boyle, 2011), and lack of support (Burtson & Stichler, 2010; Hegeney, Craigie, 

Hemsworth, Osseiran-Moisson, Aoun, & Drury, 2014). These factors can also contribute 

to a nurse experiencing compassion fatigue and lead to negative outcomes for both nurses 

and their patients. 

Nurses are emotionally and physically influenced by constant exposure to patient 

suffering and grief (Boyle, 2011; Boyle, 2015; Bush, 2009; Collins & Long, 2003; 
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Craigie et al., 2015; Dominguez-Gomez & Rutledge, 2009; Flarity, Gentry, & Mesnikoff, 

2013; Hegeney et al., 2014; Li et al., 2014; Maiden, Georges, & Connelly, 2011; Mason, 

et al., 2014; Melvin, 2015; Murphy, 2014; Perry et al., 2011; Sabo, 2006; Yu, Jiang, & 

Shen, 2016); this constant exposure also contributes to the development of compassion 

fatigue. As demonstrated by researchers, compassion fatigue can negatively impact nurse 

caring and compassion (Burtson & Stichler, 2010; Smart et al., 2014), coping abilities 

(Abendroth & Flannery, 2006), and professional careers (Drury, Craigie, Francis, Aoun, 

& Hegeney, 2014). Nurses with compassion fatigue may experience further job stress 

(Abendroth & Flannery, 2006), psychological distress (Abendroth & Flannery, 2006; 

Craigie et al., 2015; Hooper et al., 2010), emotional exhaustion, depersonalization 

(Aycock & Boyle 2009; Drury et al., 2014), and physical ailments (Boyle, 2011; Boyle, 

2015; Fetter, 2012). Nurses may also experience reduced capacity for work engagement 

that is evidenced by absenteeism, decreased productivity (Abendroth & Flannery, 2006; 

Boyle, 2015; Branch & Klinkenberg, 2015; Craigie et al., 2015; Drury et al., 2014; Fetter, 

2012; Hegeney et al., 2014; Hooper et al., 2014; Mason et al., 2014; Murphy, 2014), a 

reduced capacity to be empathic (Branch & Klinkenberg, 2015; Harris & Griffin, 2015; 

Murphy, 2014), and a reduced capacity to engage in professional relationships 

(Abendroth & Flannery, 2006; Ledoux, 2015). In the most extreme cases, compassion 

fatigue can lead to apathy and detachment (Bush, 2009; Harris & Griffin, 2015; Ledoux, 

2015; Newsom, 2010; Perry, 2008), thus impairing a nurse to the point where she or he is 

no longer able to function in a caregiving role (Boyle, 2011).  

When  nurses experience compassion fatigue, their patients are at higher risk to 

experience medical errors, poor quality care (Branch & Klinkenberg, 2015; Craigie et al., 
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2015; Drury et al., 2014; Harris & Griffin, 2015; Hegeney et al., 2014; Hunsaker, Chen, 

Maughan, & Heaston, 2015; Kim, Han, & Kim, 2015; Ledoux, 2015; Murphy, 2014; 

Potter et al., 2010), dissatisfaction with care (Harris & Griffin, 2015; Hegeney et al., 

2014; Hunsaker et al., 2015; Mason et al., 2014; Potter et al., 2010; Potter et al., 2013), 

and potentially increased mortality (Mason et al., 2014). Similar to the negative nurse and 

patient consequences associated with the nursing work environment, the human effects 

from compassion fatigue can lead to fiscal hardship for an organization (Harris & Griffin, 

2015). Despite the negative consequences associated with the unhealthy work 

environment, many nurses continue to strive to compassionately care  for patients, which 

is likely due to the positive feelings derived from caregiving (Dunn & Rivas, 2014; 

Slatten, Carson, & Carson, 2011; Smart et al., 2014), also known as compassion 

satisfaction. 

Compassion Satisfaction  

In nursing, compassion satisfaction signifies “the pleasure, purpose, and 

gratification received by a professional caregiver [nurse] through their contribution to the 

well-being of patients and their families” (Sacco & Copel, 2018, p. 8). The basis of 

nursing practice is compassion and care, frequently resulting in a connected relationship 

between nurses and their patients (Boyle, 2011). Nurses often experience reward and 

fulfillment from the caring process that can enhance their morale and enthusiasm to 

function in the nursing role (Branch & Klinkenberg, 2015; Dunn & Rivas, 2014). As an 

emotion, compassion allows nurses to recognize a patient or family’s suffering and to be 

motivated to ease it (Austin et al., 2009; Boyle, 2011; Branch & Klinkenberg, 2015; 

Dunn & Rivas, 2014; Fetter, 2012; Harris & Griffin, 2015). In essence, compassion in 



WORK ENVIRONMENT & PROFESSIONAL QUALITY OF LIFE 13 

 

 

nursing reflects a shared anguish, yet it brings the nurse the joy and the strength required 

to connect with the patient (Dunn & Rivas, 2014)   

Compassion satisfaction may be facilitated by a healthy work environment. 

Maytum, Heiman, and Garwick (2004) state that compassion needs to “…be nourished to 

be sustained” (p. 178). Therefore, an environment that is nurturing replenishes the nurse, 

allowing him or her to continue to practice compassionately (Harris & Griffin, 2015).  

Such environments can positively impact a nurse’s emotional well-being and produce 

rewarding and fulfilling nursing work (Branch & Klinkenberg, 2015). When nurses thrive 

within their work environment, they are energized, and they experience a desire and 

motivation to continue in their role (Branch & Klinkenberg, 2015; Young et al., 2011). 

Nurses are also motivated by caring; if the environment promotes caring, retention can be 

a positive consequence (Burtson & Stichler, 2010). Under these circumstances, nurses are 

retained and are more likely to provide high quality care (Branch & Klinkenberg, 2015; 

Li et al., 2014; Kieft, de Brouwer, Francke, & Delnoij, 2014). The positive outcomes of 

nursing work, including caring, motivation, and fulfillment, describe compassion 

satisfaction, the opposite of compassion fatigue. 

Critical Care Environment 

The acute care environment, and particularly critical care, is one of the clinical 

areas at highest risk for an unhealthy work environment (AACN, 2006; Foglia et al., 

2010; Schmalenberg & Kramer, 2007; Ulrich et al., 2006) and for a nurse to experience 

compassion fatigue (Maiden et al., 2011; Mason et al., 2014; Sacco, Ciurzynski, Harvey, 

& Ingersoll, 2015; Young et al., 2011).  The critical care areas, including progressive care 

units and intensive care units, are likely areas in which nurses experience high stress and 
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therefore untoward consequences from the environment (Young et al., 2011). Patients 

admitted to critical care units have high acuity, leading to an increased nursing workload 

and an increased nursing exposure to patients’ and families’ emotional responses to 

illness, both of which increase nursing stress (Bai, 2015). Due to the higher patient acuity 

in critical care units, the degree of nursing accountability increases (Boev, 2012; Young 

et al., 2011). Further, stress experienced in an unhealthy critical care work environment 

can diminish nurse caring with regards to the patient (Burtson & Stichler, 2010) and to 

other nurses (Longo, 2011). 

In addition to caring for patients with higher acuity, the physical design and 

norms within a critical care area are different from other specialty nursing areas. The 

layout of the rooms, which allows for near constant patient observation, 

provider/interprofessional team rounding routines, nurse to patient ratios, and a high 

degree of technology are some factors that impact critical care nursing practice (Kramer 

& Schmalenberg, 2008; Schmalenberg & Kramer, 2007). Further, nurses in critical care 

areas are subjected to sorrow, pain, and death on a regular basis (Sacco et al., 2015; 

Young et al., 2011). They may also frequently be in situations of conflict, where the 

expectations of the patients, their families, and the care providers are potentially quite 

different (Maiden, et al., 2011). Nurses are the providers most frequently at the bedside; 

their proximity to severely ill patients, work stress, and conflict place this specialty group 

at high risk for negative outcomes. 

Assumptions 

 Identification of the assumptions related to the nursing work environment, 

compassion satisfaction, and compassion fatigue is necessary in furthering the science on 
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this topic. There is one basic assumption underlying this research: that nurses aspire to 

provide compassionate care and that this aspiration is supported by professional 

standards. These professional nursing standards include the ANA’s (2015a) Code of 

Ethics for Nurses, the ANA’s (2015b) Nursing: Scope and Standards of Practice, and the 

AACN Standards for Establishing and Sustaining Healthy Work Environments. 

Purpose 

Guided by the Compassion Satisfaction-Compassion Fatigue Model, the purpose 

of this cross-sectional, correlational study was to investigate the relationship of the health 

of the work environment, as depicted by the AACN’s six Healthy Work Environment 

Standards, to compassion satisfaction and compassion fatigue in critical care nurses. 

Research Questions 

There are two research questions for this study: 

1. What is the relationship of the AACN’s six Healthy Work Environment Standards to 

critical care nurses’ compassion satisfaction? 

2. What is the relationship of the AACN’s six Healthy Work Environment Standards to 

critical care nurses’ compassion fatigue, specifically to the dimensions of secondary 

traumatic stress and burnout? 

Theoretical Framework 

This study was guided by the Compassion Satisfaction-Compassion Fatigue 

Model (see Figure 1). In this model, factors associated with both compassion satisfaction 

and compassion fatigue are the work environment, the personal environment, and the 

client helped environment. The personal environment includes the personal 

characteristics of the helper, in this case the nurse, and his or her exposure to trauma in 
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their work (Stamm, 2010). Although the work environment is included in the model, 

there is a dearth of research within the nursing literature addressing the relationship of the 

nursing work environment to both compassion satisfaction and compassion fatigue. 

Figure 1. Theoretical Model of Compassion Satisfaction and Compassion Fatigue  

 
Figure 1. Theoretical Model of Compassion Satisfaction and Compassion Fatigue. ©Beth 

Hudnall Stamm. 2009; modified. Source: ProQOL.org (2018a; 2018b). 

Development of the Compassion Satisfaction-Compassion Fatigue model began 

in the 1990s (ProQOL.org, 2018a), and it has been refined through the work of Stamm, 

Figley, and a multitude of other researchers (Stamm, 2010). In this model, the work 

environment, the client/person helped environment, and the personal environment of the 

nurse can each contribute to the development of compassion satisfaction and the 

development of compassion fatigue (burnout or secondary traumatic stress). According to 
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this model, someone in a helping profession, such as nursing, can simultaneously 

experience compassion satisfaction and compassion fatigue, although levels of each may 

vary. Burnout and secondary stress are dimensions of compassion fatigue in this model 

(Stamm, 2010). A helper can experience burnout and secondary traumatic stress 

simultaneously or separately; each can lead to the negative physical and mental effects of 

compassion fatigue (Sheppard, 2015). Burnout encompasses feelings of exhaustion, 

frustration, and anger, whereas secondary traumatic stress encompasses exposure to 

trauma with feelings of fear (Stamm, 2010).  

The positive component of the model, compassion satisfaction, balances the 

negative effects of compassion fatigue (Sheppard, 2015). When helpers can experience 

compassion satisfaction and compassion fatigue simultaneously, many will continue to be 

dedicated to their work (Gress, 2015; Todaro-Franceschi, 2013).  

Guided by the Compassion Satisfaction-Compassion Fatigue Model, this study 

further examined the relationship of six Healthy Work Environment standards to 

compassion satisfaction and compassion fatigue. The work environment was assessed 

using the AACN Healthy Work Environment Assessment™ Tool that measures the six 

Healthy Work Environment Standards. Compassion satisfaction and compassion fatigue 

were measured using the Professional Quality of Life (ProQOL) Scale Version 5. The 

personal environment was captured through the demographic characteristics of each 

nurse participant. The client/person helped environment was represented by the specialty 

setting in critical care.   
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Definition of Terms 

 Multiple variables were examined within this study, all of which require 

definitions for full understanding. The independent variables include the six Healthy 

Work Environment Standards, and related definitions include the work environment and 

a healthy work environment. The dependent variables include compassion satisfaction 

and two dimensions of compassion fatigue, specifically secondary traumatic stress and 

burnout, as depicted in the Compassion Satisfaction-Compassion Fatigue Model. These 

three concepts contribute to a nurse’s professional quality of life. Lastly, it is important to 

fully define the setting in which the participants work; critical care includes both 

intensive care and progressive care units. 

Work Environment 

 A nurse’s work environment is the area in which he or she is employed and 

practices (Nowrouzi et al., 2015). The overall environment in which the nurse works, or 

the organization, is considered the macrosystem, whereas the individual unit is 

considered the microsystem (Ulrich et al., 2006). Each work environment has its own 

culture or climate that includes principles, values, and norms that provide a means for 

employees to meet organizational goals. These goals are met through problem solving, 

relationship management, and change processes performed by staff within the work 

environment (Caricati et al., 2014; Huddleston, 2014; Person, Spiva, & Hart, 2013). In 

this context, the culture of the organization and unit can either facilitate or constrain 

nursing practice (Kelly, Kutney-Lee, Lake, & Aiken, 2013; Papastavrou et al., 2012). 

Both the overall organization and each nursing unit have an environmental culture. In 
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these units, a group of staff work together to care for a specific patient population (Choi 

& Boyle, 2014).  

 Work environment assessment. A historical perspective of the tools available 

for empirical evaluation of the nurses’ work environment is important as this area of 

research has evolved over time. The development of the current tools to assess the 

nursing work environment dates back to the 1980s (Gu & Zhang, 2014). There are eight 

valid and reliable nursing work environment assessment tools that are the most 

commonly cited in the literature; these include the Nursing Work Index (NWI), the 

Nursing Work Index Revised (NWI-R), the Practice Environment Scale of the NWI 

(PES-NWI), the Professional Practice Environment Scale (PPE), the Revised 

Professional Practice Environment Scale (RPPE), the Essentials of Magnetism (EOM), 

the Critical Elements of a Healthy Work Environment Scale, and the AACN Healthy 

Work Environment Assessment™ Tool. 

 The NWI was developed in 1989 as a tool to assess nurse satisfaction and nurses’ 

perceptions of care quality (Gu & Zhang, 2014). Items included in this tool were 

developed based on the literature and examined the work environment at the hospital 

level (Shao, Zhang, & Ye, 2017); as Lake (2002) stated, it was intended to be “…an all-

inclusive list of factors having a bearing on staff nurse job satisfaction and quality 

nursing care” (p. 177). The NWI-R, based on the NWI and revised by Aiken and 

Patrician, was published in 2000 and was also grounded in the literature and measured 

nurses’ perceptions of their work environment at the hospital level. Further, the NWI-R 

was modified for use in the critical care setting (renamed the Perceived Nursing Work 
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Environment [PNWE] scale) and for use in Canadian hospitals (renamed the Practice 

Environment Index [PEI]) (Shao et al., 2017). 

 In 2002, Lake published the psychometric evaluation of the PES-NWI, a scale 

based on the NWI but for the purpose of examining work environment factors that 

facilitate or constrain nursing practice. The aim behind the development of this tool was 

to produce a measure that could facilitate outcomes research regarding the work 

environment (Lake, 2002). This tool may be used to assess the hospital or unit level work 

environment (Shao et al., 2017). 

 At Massachusetts General Hospital, based on a strategic plan resulting in a Patient 

Care Services structure, a Professional Practice Model was developed at the hospital in 

the late 1990s. In 1998, the PPE was introduced based on this Professional Practice 

Model (Erikson, Duffy, Ditomassi, & Jones, 2009). This tool was intended to be used in 

the acute care environment and assesses the work environment at the individual unit level 

(Shao et al., 2017). The RPPE was a revision to this tool resulting from changes made to 

the Massachusetts General Hospital strategic planning process in 2005. Erickson et al. 

(2009) state that this tool can be used to conduct a baseline and ongoing assessment of 

nurses’ perceptions of professional practice models that are based in the Magnet® 

framework. The EOM was also designed based on the Magnet® Recognition Program. 

The purpose was to provide nursing leaders with a means to determine if their institution 

was qualified to apply for Magnet® accreditation. The original tool was developed in 

2004 and then revised to the EOM II in 2005 (Gu & Zhang, 2014). Huddleston (2015) 

notes that this tool measures direct care nurses’ perceptions of their work environment.  
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Each of these tools was developed prior to the publication of the first edition of 

the AACN’s AACN Standards for Establishing and Sustaining Healthy Work 

Environments in 2005. Both the first and second editions of the Standards are evidence 

based, and the development teams appropriately used empirical literature in which the 

authors, including Aiken and colleagues, utilized the aforementioned tools to assess the 

work environment (AACN, 2005; AACN 2016a). Although the aforementioned tools are 

psychometrically sound, the development of these tools preceded the AACN initiative, 

and none of them are based on the conceptual definition of a Healthy Work Environment 

or the definitions of the six Healthy Work Environment standards, as outlined by the 

AACN. The AACN Healthy Work Environment Assessment™ Tool was developed by 

the AACN and made publicly available in 2010. The purpose of this tool is to allow 

hospital teams to assess the health of their current work environment and compare it to 

the AACN Healthy Work Environment Standards (AACN, 2017a). As Huddleston (2015) 

states, this tool most closely represents the AACN standards and was therefore used to 

measure independent variables in this study.  

Healthy Work Environment 

 In its healthy work environment initiative, the AACN (2016a) aims to “…create 

work and care environments that are safe, healing, humane, and respectful of the rights, 

responsibilities, needs, and contributions of all people…” (p. 9). In addition to healthcare 

providers, “all people” includes patients and their families. A healthy work environment 

is one in which the nurse can meet organizational goals, provide high quality care, and 

receive satisfaction (Bai, 2015; Blake et al., 2013; Kieft et al., 2014; Kramer & 

Schmalenberg, 2008; Schmalenberg & Kramer, 2007). Within such environments, there 
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is an overall philosophy of care that includes quality, safety, collaboration, continuity and 

accountability; leaders are effective; and nurses possess expertise (Beal et al., 2008). 

When the work environment is healthy, a feeling of family exists among employees. The 

culture is one of respect, empowerment, trust, and safety (Huddleston, 2014). 

Operationally, the overall health of the work environment will be measured in this study 

by the AACN Healthy Work Environment Assessment™ Tool, which includes subscales 

for each of the six Healthy Work Environment Standards (AACN, 2016a). Conceptual 

definitions for the six subscales follow below. 

 Skilled communication. Conceptually, this standard is defined as nurses being 

“…as proficient in communication skills as they are in clinical skills” (AACN, 2016a, p. 

13).  Skilled communication occurs as a dialogue among those within the work 

environment, allowing for effective decision making (AACN, 2016a). This standard is 

essential for safe and quality care as well as nurse retention (Kupperschmidt, Kientz, 

Ward, & Reinholz, 2010).  

 True collaboration. This standard is defined as the ability to both pursue and 

foster collaboration among an interprofessional healthcare team. Characteristics of true 

collaboration include trust, knowledge, shared responsibility, respect, optimism, and 

coordination (AACN, 2016a). Under this standard, the nurse-physician, nurse-patient, 

nurse-family, nurse-nurse, and nurse-manager relationships are truly collegial 

(Schmalenberg & Kramer, 2007; Vollers, Hill, Roberts, Dambaugh, & Brenner, 2009).  

 Effective decision making. Effective decision making signifies the involvement 

and partnership with an interprofessional healthcare team in decision making surrounding 

clinical care, organizational operations, and policy making (AACN, 2016a). Competency 
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in this standard is demonstrated by a nurse’s ability to engage in critical thinking 

necessary for effective decision making (Huddleston, 2014).  

 Appropriate staffing. The AACN (2016a) defines appropriate staffing as “…the 

effective match between patient needs and nurse competencies” (p. 25). Appropriate 

staffing encompasses staffing structures and processes; upholding this standard keeps 

patients safe (Blake, 2013) Further, maintaining appropriate staffing assures that the work 

around patient care  gets done (Ulrich et al., 2014).  

 Meaningful recognition. This standard is defined as being recognized and also 

recognizing others for their contribution to the work environment. Recognition is a 

human desire; nurses require recognition for both personal and professional development 

(AACN, 2016a). Meaningful recognition validates one’s contributions to the workplace 

and beyond (Vollers et al., 2009).  

 Authentic leadership. When leaders embrace and exemplify the Healthy Work 

Environment Standards while engaging others in achieving it, they are leading 

authentically. Characteristics of authentic leaders include skilled communicator, team 

builder, change agent, risk taker, role model, and collaborator. These leaders possess self-

knowledge and strategic vision, and they are creative and inspirational (AACN, 2016a). 

Authentic leaders shape the work environment to improve patient and nurse outcomes 

(Aboshaiqah, 2015) by setting the behavioral standard and by facilitating structures and 

processes that are aligned with the overall organization (Shirey, 2009).  

 The AACN (2016a) explicitly states that each Healthy Work Environment 

Standard is “…considered essential in that effective and sustainable outcomes do not 

emerge when any standard is considered optional” (p. 9). Because the standards are 
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interdependent, for example, authentic leadership cannot exist without communication 

and collaboration, each is required in order for a work environment to be considered 

healthy (Schmalenberg & Kramer, 2007). Thus in practice, implementing the standards 

occurs as a bundle in order to create sustainable outcomes (Vollers et al., 2009). 

 Healthy work environment assessment. Since the publication of the AACN 

standards, there have been two work environment assessment tools, the Critical Elements 

of a Healthy Work Environment survey and The AACN Healthy Work Environment 

Assessment™ Tool, designed and tested based on the conceptual definitions provided by 

the AACN. The Critical Elements of a Healthy Work Environment survey was developed 

based on the Standards and other applicable research and was pilot tested prior to 

deployment in the first of three national surveys conducted by the AACN to assess the 

critical care work environment (Ulrich et al., 2006). This is a 32-item scale that was 

modified in 2008 and 2013 for the subsequent national surveys (Huddleston, 2015). In 

addition to the 32 items regarding the work environment, this tool also includes 62 items 

to garner more information about participants’ awareness of the Healthy Work 

Environment Standards, perceptions of care quality, job satisfaction, career plans, 

staffing, and work place violence such as verbal and physical abuse, sexual harassment, 

discrimination, and 29 demographic and organizational questions (Ulrich et al., 2014). 

Although this tool more closely examines the AACN standards, as compared to the 

aforementioned tools, its length and attention to details outside of the scope of this study 

precluded its use in the present study. 

 Therefore, the AACN Healthy Work Environment Assessment™ tool was 

selected for use in this study. As stated, the intended purpose of this tool is for hospital 



WORK ENVIRONMENT & PROFESSIONAL QUALITY OF LIFE  25 

 

 

teams to assess their current work environments and compare their results to the AACN 

Standards (AACN, 2017a). Further information about the tool, questions, and 

psychometric assessment is presented in chapter 3.  

Professional Quality of Life 

 In this study, the dependent variables of interest, compassion satisfaction and 

compassion fatigue, comprise a nurse’s professional quality of life. Professional quality 

of life is defined as the value individuals feel in their work in a helping field such as 

nursing (Stamm, 2010). Further, professional quality of life includes both the positive 

(compassion satisfaction) and negative (compassion fatigue) aspects experienced when 

caring for those in need (Kim et al., 2015; Smart et al., 2014), and it is often considered a 

balance between these positive and negative conditions (Makic, 2015; Sacco et al., 2015). 

Operationally, compassion satisfaction and compassion fatigue are measured by the 

ProQOL version 5 (Stamm, 2009). 

Compassion satisfaction. Stamm (2010) conceptually defines compassion 

satisfaction as the positive feelings resulting from performing the work in a helping 

profession well. As described above, when nurses provide care to patients and families, 

they may receive a sense of pleasure, purpose, and gratification (Sacco & Copel, 2018). 

Experiencing compassion satisfaction provides motivation for nurses to care for patients 

and arises when the nurse utilizes skills, knowledge, and resources in their practice 

(Branch & Klinkenberg, 2015). It has also been described as experiencing feelings of 

accomplishment, reward (Hinderer et al., 2014), gratification (Hooper et al., 2010; Smart 

et al., 2014), enrichment (Mason et al., 2014), inspiration, and invigoration (Young et al., 

2011).  
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Compassion fatigue. In the Compassion Satisfaction-Compassion Fatigue 

Model, compassion fatigue is defined as the negative feelings resulting from working in a 

helping profession, and it is conceptualized as having two dimensions: secondary 

traumatic stress and burnout (Stamm, 2010). Compassion fatigue has been described as 

the cost of caring for those who are suffering (Boyle, 2015) when the nurse is unable to 

emotionally recover (Cotzee & Klopper, 2010). This state results in an inability of the 

nurse to nurture patients (Hinderer et al., 2014; Smart et al., 2014). For the purpose of 

this study, the theoretical definitions of compassion fatigue provided by Stamm (2010) 

and Cotzee and Klopper (2010) will be utilized.  

Compassion fatigue: the dimension of secondary traumatic stress. Stamm 

(2010) defines secondary traumatic stress as the negative feelings of fear that result from 

direct or indirect experiences as a result of helping those that are suffering. Secondary 

traumatic stress often develops suddenly (Beck, 2011; Slatten et al., 2011) as a result of 

being exposed to exceptionally stressful events in the course of caring for patients and 

their families (Makic, 2015). Symptoms of secondary traumatic stress are similar to those 

experienced by people with posttraumatic stress disorder (Collins & Long, 2003).  

Compassion fatigue: the dimension of burnout. Burnout is conceptualized as the 

cumulative exhaustion, frustration, anger, and depression that result from helping those 

that have experienced suffering. Additionally, burnout results from difficulties with 

work-related stressors and difficulties with the ability to perform on the job (Stamm, 

2010). Being involved in demanding situations over a long period of time negatively 

influences nurses’ coping abilities (Abendroth & Flannery, 2006) and can lead to burnout 
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(Hooper et al., 2010). Unlike secondary traumatic stress, burnout develops more 

gradually (Collins & Long, 2003; Hooper et al., 2010; Perry et al., 2011; Schwan, 1998).  

Critical Care 

 Critical care refers to “The specialized care of patients whose conditions are life-

threatening and who require comprehensive care and constant monitoring…” (Hirshon et 

al., 2013, p. 387). Within critical care environments, there are intensive care units and 

progressive care units. The AACN (2016b) states that intensive care units are those that 

have very high nurse-to-patient ratios and utilize invasive patient monitoring, mechanical, 

and pharmacologic life sustaining therapies. Progressive care units are those units in 

which care is provided to patients who are less acutely ill than intensive care patients but 

require more interventions than can be provided on a general care unit. These patients 

often require intense resources or may become unstable easily (AACN, 2016b). Nurse-to-

patient ratios on intensive care units are generally 1:2, whereas on progressive care units, 

they are 1:3 or 1:4 (Rich, 2009). 

Significance of the Study 

To date, few published studies have examined the relationship of the work 

environment, operationalized by the AACN Healthy Work Environment Standards, to the 

degree of compassion fatigue or compassion satisfaction a nurse experiences, specifically 

in the critical care setting; thus, a gap in the literature exists. This study addressed this 

gap and provided data needed to support the relationship of the work environment to both 

compassion fatigue and compassion satisfaction, as posited by the Compassion 

Satisfaction-Compassion Fatigue Model.  
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Findings from this study have the potential to influence nursing practice. Because 

the AACN Healthy Work Environment Assessment™ Tool examines six separate 

components of the nurses’ work environment, specific areas of the work environment in 

need of improvement that are associated with higher compassion satisfaction or lower 

compassion fatigue may be identified. This will allow for the development of 

interventions specific to skilled communication, true collaboration, effective decision 

making, appropriate staffing, meaningful recognition, and authentic leadership. Nursing 

leaders can utilize the findings to implement systematic changes to improve the health of 

the work environment that can translate into a decrease in compassion fatigue and an 

increase in compassion satisfaction. These interventions have the potential to enhance 

nursing retention within the unit, hospital, and professional level.  

Policy changes may also result from this study. The Nursing Reinvestment Act, a 

federally funded program designed to support efforts to improve the nursing shortage 

(ANA, 2018), has identified the nursing work environment as an area needing 

improvement (Donley et al., 2003). Findings from this study could be utilized by nurse 

leaders who are seeking funds to support work environment changes and nursing 

retention at the bedside. Further, the findings may provide ongoing empirical support to 

persuade lawmakers to continue to approve funds for the Nursing Reinvestment Act. 

According to the ANA (2018), the appropriation of funds to this initiative assists nurse 

leaders to address the nursing shortage and nurse retention. 

Lastly, findings from this study may advance the development and revision of 

professional nursing standards, such as the AACN Standards for Establishing and 

Sustaining Healthy Work Environments. Identification of factors contributing to the 
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development of compassion satisfaction and compassion fatigue could suggest revisions 

to this set of standards. Findings may also be used to support and fund efforts to improve 

the health of the work environment and therefore increase nursing retention. Retaining 

nurses improves nursing, patient, and organizational outcomes. By informing practice, 

policy, and professional standards, this study has potential to enhance nursing practice as 

well as patient, nurse, and organizational outcomes. 

Chapter Summary 

 A body of research has demonstrated that unhealthy work environments 

contribute to negative outcomes for both nurses and their patients and to higher 

organizational costs. Though nurses strive to practice with compassion and care, the 

nature of caregiving can disrupt the balance between compassion fatigue and compassion 

satisfaction. Critical care nurses, in particular, are exposed to intense work-related stress 

in their work environment that may negatively impact their ability to compassionately 

care for patients and may lead to compassion fatigue and reduced compassion 

satisfaction. However, these associations have received little attention in previous 

research. This study was designed to address this gap in the literature by investigating the 

relationship of the work environment to compassion satisfaction and compassion fatigue 

in critical care nurses.  Findings from this study have the potential to guide the 

development of interventions designed to improve the critical care work environment 

while informing policy and professional standards.   
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Chapter Two 

A gap in nursing knowledge exists regarding the relationship between a nurse’s 

work environment and the development of compassion satisfaction and compassion 

fatigue. Each concept has been examined using qualitative and quantitative methods; 

however, no study has directly explored the relationship of the six AACN healthy work 

environment standards to compassion satisfaction and compassion fatigue in a national 

sample of critical care nurses. In this chapter, an analysis of the existing literature is 

presented in six sections. In the first two sections, the literature regarding compassion 

satisfaction, compassion fatigue, and the work environment literature, framed by the 

AACN’s Healthy Work Environment standards, is presented. This is followed by a 

discussion of the importance of examining these concepts in critical care nursing. In the 

fourth section, the Compassion Satisfaction-Compassion Fatigue Model is presented with 

a discussion of its application within nursing and related fields. In section five, critiques 

of existing literature in which relationships among these concepts are studied are 

presented. Lastly, potential background variables that may have a relationship to 

compassion satisfaction or compassion satisfaction are discussed.  

The existing literature regarding nurses’ work environment, compassion 

satisfaction, and compassion fatigue, examined separately, is plentiful and offers a great 

deal of insight into each concept. This study contributes to the body of knowledge about 

nurses’ compassion satisfaction and compassion fatigue in considering both as outcomes 

of interest. It is unknown how the healthy work environment standards are related to a 

nurses’ professional quality of life, in the dimensions of compassion satisfaction and 

compassion fatigue. This study has the potential to address this gap. 
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Compassion Satisfaction and Compassion Fatigue 

Over the last 30 years, there has been an increase in research examining the 

variables of compassion satisfaction and compassion fatigue in various nursing 

specialties. These concepts are conceptualized as dimensions of professional quality of 

life in the Compassion Satisfaction-Compassion Fatigue model. Both quantitative and 

qualitative methods have been deployed by researchers. It is important to note that in this 

body of literature, few authors specifically state that their purpose was to investigate 

compassion satisfaction. Further, there is a lack of conceptual clarity regarding 

compassion fatigue and secondary traumatic stress because researchers have used these 

terms interchangeably. For the purposes of clarity, if secondary traumatic stress was 

reported as compassion fatigue in a study, it will appear in this review as compassion 

fatigue (secondary traumatic stress). In this review, literature on compassion satisfaction 

is discussed first, followed by an overview of literature on compassion fatigue. 

Overview of Compassion Satisfaction 

As a concept germane to nursing practice, compassion satisfaction is not well 

studied (Sacco & Copel, 2018). Some quantitative analyses have reported demographic 

variables that are associated with compassion satisfaction, which are presented later in 

this chapter; however, only two studies have provided a description of compassion 

satisfaction. Dunn and Rivas (2014) conducted an exploratory, phenomenological 

secondary analysis to further explore the meaning of compassion in nursing. Data from 

eight participants were analyzed to more fully examine compassion, which was identified 

as a theme in the original study. Three themes were revealed in the secondary analysis. 

“Compassion as emotion” was a theme that was interpreted to be compassion satisfaction 
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by the authors. “Compassion as emotion” was described as loving concern, 

heartfelt/heartbroken, emotions, and self-compassion. “Compassion as emotion” was 

noted to occur within the environment and between the patient and nurse, allowing the 

nurse to experience professional and personal satisfaction, or compassion satisfaction. 

In a second study, Jakimowicz, Perry, and Lewis (2018a) utilized a grounded 

theory approach to explore patient centered nursing care, compassion satisfaction, and 

compassion fatigue in Australian critical care nurses. This group used Stamm’s (2010) 

definition of compassion satisfaction and were able to describe compassion satisfaction in 

their sample. Using a constant comparative analysis, Jakimowicz et al. (2018a) found that 

“Expectations” was the core category that emerged from the data. The expectations came 

from regulatory bodies and the nurses’ managers, colleagues, patients, and themselves. 

The researchers determined that the participants felt satisfied if they were able to meet the 

expectations of others while providing support to their colleagues and practicing patient-

centered nursing; this was reflective of compassion satisfaction. There were four 

subcategories discovered in this study: “Life in Balance,” “Passion and Pressure,” 

“Understanding and Advocacy,” and “Tenacity and Fragility.” In the “Life in Balance” 

subcategory, satisfaction was achieved when nurses used knowledge and skill and were 

able to balance job resources and demands. Further, nurses in this study were passionate 

about patient-centered care. Jakimowicz et al. (2018a) concluded that this passion led to 

compassion satisfaction that sustained nurses in practice. Being involved in patients’ 

treatment plans and being consulted about patient care also led to satisfaction as 

described in the “Understanding and Advocacy” subcategory. Lastly, in “Tenacity and 

Fragility,” the researchers found that the participants reported satisfaction when positive 
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relationships led to satisfaction and prevented fatigue. In summary, compassion 

satisfaction was experienced when participants in this study felt supported, when their 

expectations were met, and when they were able to provide patient-centered nursing care 

(Jakimowicz et al., 2018a).  

The two studies included here are the first to describe compassion satisfaction in 

nursing. Dunn and Rivas (2014) interpreted “Compassion as emotion” to be compassion 

satisfaction, while Jakimowicz et al. (2018a) utilized Stamm’s definition of compassion 

satisfaction in the social work field while collecting their data in 2016. Although these 

authors did examine compassion satisfaction as a variable, neither provided a conceptual 

definition of compassion satisfaction in nursing in their work. A factor contributing to the 

scarcity of studies examining this construct in nurses is likely a lack of understanding 

regarding the concept. In 2018, Sacco and Copel published the first concept analysis that 

provided a definition of compassion satisfaction in nursing. The introduction of this 

definition will assist researchers in truly examining this concept of professional quality of 

life. 

Overview of Compassion Fatigue 

In contrast to compassion satisfaction, compassion fatigue was introduced as a 

concept germane to nursing in 1992 by Joinson. It has been further analyzed and defined 

through concept analysis by Coetzee and Klopper (2010), Jenkins and Warren (2012), 

Sorensen, Bolick, Wright, and Hamilton (2017), and, most recently, Peters (2018). The 

presence of a clear and current definition in nursing, and application of the Compassion 

Satisfaction-Compassion Fatigue Model, has led to an abundance of literature regarding 

this topic.  
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In the Compassion Satisfaction-Compassion Fatigue Model, compassion fatigue 

is comprised of two dimensions: burnout and secondary traumatic stress. However, in the 

qualitative literature, the term compassion fatigue has been used more broadly. Using a 

descriptive qualitative method, Perry et al. (2011) examined the experience of 

compassion fatigue in 19 Canadian oncology nurses. The researchers identified five 

themes. In the first theme, “defining compassion fatigue,” participants identified that their 

knowledge base for compassion fatigue was limited and they were unsure if they 

experienced the phenomenon. Participants did, however, indicate that they had a sense 

that something was wrong, they were unmotivated to go to work, were sensitive, and 

experienced physical fatigue. A lack of support from peers, interprofessional colleagues, 

and administrators was noted as “causes of compassion fatigue” (theme two). Participants 

expressed that there was an unspoken expectation within the professional culture that 

they were strong and did not need support, and some reported a need to be invincible. 

Many reported that their experience of compassion fatigue was likely worse due to their 

lack of knowledge of the concept. Lastly, lack of time, and therefore decreased ability to 

provide quality care, was viewed by participants as a cause of compassion fatigue. The 

third theme, “factors that worsen compassion fatigue,” had multiple components. 

Participants reported that being unable to help their patients aggravated their feelings of 

compassion fatigue. They also felt helpless and expressed that other physical stressors 

that were not work related worsened their experience. Many were able to describe times 

when they received satisfaction from their emotional connection with their patients; 

however, in some cases, this relationship was reported as being “excessive” and 

worsened their compassion fatigue. In describing the “outcomes of compassion fatigue” 
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(theme four), the participants indicated that mental and physical fatigue was likely their 

first sign. They also communicated the negative effects of compassion fatigue on 

personal relationships and that they often chose to be isolated. Participants were cynical, 

and many reported a desire to leave oncology nursing or the profession altogether. The 

last theme identified by Perry et al. centered on “circumstances that lessen compassion 

fatigue.” Participants described collegial support, work-life balance, connecting with 

others, acknowledgement, maturity, and experience as factors that decreased compassion 

fatigue. 

Six themes were identified in a qualitative study designed to describe psychiatric 

nurses’ experiences of compassion fatigue (Austin et al., 2009). These included “running 

on empty,” “shielding myself,” “being impotent as a nurse,” “losing balance: it 

overwhelms everything,” “the kind of nurse I was,” and “trying to survive.” In describing 

“running on empty,” nurses felt as though they could give no more to their patients. They 

reported intrusion of work-related thoughts that disrupted sleep and rest. This led to 

physical fatigue, a symptom also reported in Perry et al.’s (2011) research. Participants in 

Austin et al.’s study described distancing themselves, focusing on technical skills/just the 

basics, and limiting engagement with patients and families as defense mechanisms 

against compassion fatigue. This was described in the “shielding myself” theme. The 

defense mechanisms led to dehumanization of the nurse, which participants reported as 

potentially impacting the nurse’s level of patient engagement. “Being impotent as a 

nurse” was described as equivalent to hopelessness by Austin et al. In “losing balance: it 

overwhelms everything,” compassion fatigue was noted to be overwhelming, leading to a 

loss of work-life balance. The nurses experiencing compassion fatigue expressed that it 
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had compromised their ability to be happy and healthy and their availability to their 

family. In the theme, “the kind of nurse I was,” nurses spoke of their past ability to be 

empathetic and a past love for nursing. However, participants reported that being 

empathetic was not a part of their current professional identity and talked about their love 

of nursing in the past tense. In “trying to survive,” the nurses reported developing coping 

mechanisms that included changing their practice, obtaining further skills, remembering 

when they made a difference, and attempting to regain work-life balance. Overall, 

participants indicated that they were disengaged and distressed by not being able to meet 

moral obligations to their patients. 

In a descriptive qualitative study, Maytum et al. (2004) studied 20 nurses who 

cared for children with chronic conditions to identify triggers and coping strategies for 

compassion fatigue and burnout. Participants reported that their caring roles and 

witnessing painful procedures, sadness, and death were triggers for compassion fatigue. 

In addition, caring for the patients’ families was a trigger; nurses expressed that some 

families had unreasonable expectations, were angry, and were non-adherent with care. 

Many expressed that overstepping professional boundaries was a personal trigger to both 

compassion fatigue and burnout. 

Six experienced hospice and palliative care nurses discussed the prevalence, 

effects, and coping strategies associated with compassion fatigue in Melvin’s (2012) 

descriptive qualitative study. Participants indicated that in the absence of coping 

mechanisms, they were at risk for developing compassion fatigue. Three themes emerged 

from the interviews: “risk for compassion fatigue,” “physical and emotional costs of 

caring,” and “setting boundaries/healthy coping strategies.” Though nurses identified that 



WORK ENVIRONMENT & PROFESSIONAL QUALITY OF LIFE  37 

 

 

working in hospice and palliative care nursing was an honor, all of them reported past 

symptoms of compassion fatigue. They stated that experiences with death needed to be 

put into a caring perspective so that death was not all-consuming. Each participant 

expressed past compassion fatigue symptoms. The participants described the physical and 

emotional costs related to this nursing specialty and how setting boundaries was 

important to ensure their ability to continue working in hospice and palliative care.  

In addition to examining compassion satisfaction, Jakimowicz et al. (2018a) 

examined compassion fatigue in Australian critical care nurses. In this study, some 

participants reported physical and emotional fatigue and a lack of empathy. If the 

participants perceived a lack of support and resources, they reported fatigue in which 

“…they wanted to block out or cut off emotionally from their work environment” 

(Jakimowicz et al., 2018a, p. 1604). Regarding support from colleagues, if the 

participants felt their colleagues were negative or unapproachable, they reported 

dissatisfaction and a lack of engagement. Under the subcategory “Life in Balance,” when 

the nurses’ responsibilities were above what could be reasonably achieved, there was an 

imbalance between what they could do versus what was expected. The imbalance led to a 

perceived tension between feelings of satisfaction and distress (compassion fatigue). 

Regarding responsibilities, the more experienced the nurse, the more additional tasks they 

felt they were expected to complete; these nurses reported feeling disillusioned, 

distressed, fatigued, and burnt-out. In the “Passion and Pressure” subcategory, nurses 

reported that role expectations and workload prevented them from providing patient-

centered care. Compassion was influenced when they had to “focus on keeping the 

patient alive” (Jakimowicz et al., 2018a, p. 1606) and when medical interventions needed 
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to be attended to. The participants also reported frustration when they perceived that 

management, physicians, or senior nurse colleagues did not understand or respect them. 

When this occurred, participants reported dissatisfaction with medical hierarchy in their 

work environment. 

Using the Compassion Satisfaction-Compassion Fatigue model to inform thematic 

analysis, Finley and Sheppard (2017) performed a secondary analysis of interview 

transcripts with five oncology nurses. The purpose of this analysis was to understand 

early career oncology nurses’ experience of compassion fatigue. Their analysis resulted 

in six themes: Theme 0 “I did not pick oncology, but it did pick me”; Theme 1 “Forming 

and losing long-term connections with patients and family”; Theme 2 “Grief, loss, and 

endless suffering”; Theme 3 “Burnout is all in a day’s work”; Theme 4 “All your 

emotions are spent, but you still have them”; and Theme 5 “What I do here makes me a 

better person.” Themes 1-4 reflect compassion fatigue. In Theme 1, participants reported 

secondary traumatic stress as a result of relationships with patients and their families 

secondary to long-term caregiving and attachment when patients died. Building upon this 

in Theme 2, participants expressed that it was rare to discharge a patient home and that 

they witnessed suffering; most felt that all of their patients would die. Burnout, a second 

component of compassion fatigue, was described in Theme 3. Participants perceived job 

demand and stress, a lack of time for patient interaction, interpersonal conflict among 

other members of the healthcare team, exhaustion, isolation, and a resulting desire for 

sleep. Lastly, the nurses described numbing their emotions in Theme 4. They reported an 

inability to care deeply that resulted in guilt; however, this was described as a defense 

mechanism. Though Finley and Sheppard did not include compassion satisfaction in their 
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aim, Theme 5 encompasses compassion satisfaction and joy resulting from helping 

patients. It is important to note that this is one of the few studies directly informed by the 

Compassion Satisfaction-Compassion Fatigue model in this body of literature. 

Lastly, Perry (2008) interviewed “exemplary” oncology nurses to discover if there 

was something in their lived experience that helped them to avoid the experience of 

compassion fatigue. The “exemplary” participants were considered those who were 

recognized for their patient outcomes and care. Seven nurses were interviewed in this 

phenomenological study. Three themes emerged: “moments of connection,” “making 

moments matter,” and “energizing moments.” Participants reported that through their 

connection with their patients, they put themselves in the patients’ shoes. They identified 

that their patients realistically could be one of their loved ones; this was a motivating 

factor to continue to provide care. An additional motivational factor was the assurance 

they had spent meaningful time with their patients. 

As with the Melvin (2012) study, nurses in the Perry (2008) study felt caregiving 

was an honor. The theme, “making moments matter,” was described by participants as 

the meaning and significance of their relationship with their patients. The “energizing 

moments” were those that occurred when the participants brought vigor to the nurse-

patient relationship. Participants described using a sense of humor, a playful spirit, a 

positive attitude, and having both self-confidence and self-awareness in their roles. 

Nurses and patients found this to be encouraging. 

Findings from these qualitative studies indicate that nurses lack knowledge about 

compassion fatigue. This may prevent nurses from recognizing when they are 

experiencing compassion fatigue, thus potentially worsening its experience. Workload, 
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patient population, and perceived lack of support were triggers for compassion fatigue 

within these studies; nurses reported a loss of work-life balance and engagement, and 

physical symptoms when they experienced compassion fatigue. However, the 

significance of the nurse-patient relationship appeared to be protective against 

compassion fatigue.  

Compassion fatigue as an overall concept has generally been investigated using 

qualitative methods, whereas investigations of the dimensions of burnout and secondary 

traumatic stress have been undertaken with both qualitative and quantitative methods. 

These methods have been used to identify variables associated with compassion fatigue, 

burnout, and secondary traumatic stress, as discussed in the last section of this chapter.  

The overarching concepts of compassion satisfaction and compassion fatigue 

have not been as extensively studied as the nursing work environment. An overview of 

the work environment, which includes an analysis framed by the AACN Healthy Work 

Environment Standards, follows.  

Work Environment 

Substantial domestic and international research, employing both qualitative and 

quantitative methods, has been published assessing nurses’ perceptions of their work 

environment.  This body of research furthers the understanding of the potential negative 

consequences for nurses and patients in unhealthy work environments and the positive 

outcomes for those in healthy work environments. Findings have been reported as 

aggregate work environment scores and reported by subscales. Though different work 

environment assessment tools have been utilized in the studies reviewed, findings are 
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presented in this review using the AACN Healthy Work Environment Standards as a 

framework. 

 Two international research groups have reported aggregate work environment 

findings. Gikopoulou, Tsironi, Lazakidou, Moisoglou, and Prezerakos (2014) examined 

the work environment in a public general hospital in Athens, Greece in a cross-sectional, 

descriptive study that utilized the Practice Environment Scale of the Nursing Work Index 

(PES-NWI). In this study, the 190 participants rated their work environment poorly in 

aggregate and across all PEW-NWI subscales. This is the only study in this literature 

review in which the work environment was identified as unhealthy by participants across 

aggregate and subscale scores. In a second international, cross-sectional, descriptive 

study, the work environment in a government hospital in Saudi Arabia was assessed 

using the AACN Healthy Work Environment Assessment Tool™.  In this study, 1,007 

nurses responded to the survey. Aggregate scores on this tool indicated that the overall 

work environment in this hospital, at that point in time, fell into the good category (3.65 

out of 5; Aboshaiqah, 2015).  

 Of the studies presented in this review, Aboshaiqah (2015) is the only one to have 

utilized the AACN Healthy Work Environment Assessment Tool™; however, as 

described by Alswaid (2014), the nursing work environment and workforce in Saudi 

Arabia is markedly different from that in the United States. As noted in chapter one, 

many other work environment assessment tools exist, including the PES-NWI, the 

Essentials of Magnetism tool, the Revised Professional Practice Environment Scale, and 

the Critical Elements of a Healthy Work Environment Scale, among others. Though 

different validated scales have been utilized, findings from both quantitative and 
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qualitative studies can be mapped and categorized according to the Healthy Work 

Environment Standards. The six standards within this framework are skilled 

communication, true collaboration, effective decision making, appropriate staffing, 

meaningful recognition, and authentic leadership (AACN, 2016a). The empirical 

evidence on these six standards is presented below.  

Skilled Communication 

In the patient care setting, communication skills are just as important as clinical 

skills (AACN, 2016a). Four studies included in this review have reported differences in 

perceptions of communication skills in the work environment. In an ethnographic study, 

Person et al. (2013) utilized a constant comparative method of data analysis and 

organized findings in the following categories: “cognitive attributes,” “environmental 

attributes,” “linguistic attributes: communication,” and “social attributes.”  This 

ethnography occurred in an emergency department in the southwestern United States. 

Regarding “linguistic attributes: communication,” the researchers stated they were 

impressed by the communication practices displayed in the unit but noted that 

communication breakdowns did occur. They also observed that technology, particularly 

use of the electronic medical record, impeded communication. In this study, technology 

was observed to decrease interactions among team members and between healthcare 

providers and patients. 

 In a descriptive, qualitative study, Dutch nurses reported that communication was 

essential to provide a positive patient experience. Kieft et al. (2014) conducted focus 

groups with 26 Dutch nurses practicing in mental health, home care, long term care, and 

hospital settings to examine factors within the work environment that influenced the 
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patient experience. Thematic analysis resulted in the identification of facilitating 

elements and inhibiting factors within the work environment. Findings revealed that 

communication capability was an important facilitating element for “clinically competent 

nurses.” Further, communication was essential to the facilitating element, “collaborative 

working relationships.” Though not separately identified as a facilitating element by Kieft 

et al., skilled communication underpins two of the seven facilitating elements identified 

in this study.  

 The 1,007 Saudi Arabian respondents in Aboshaiqah’s (2015) cross-sectional, 

descriptive study rated skilled communication as good (3.6 out of 5) on the Healthy Work 

Environment Assessment™ Tool. However, Aboshaiqah did note that improvement 

efforts could be directed at two of the subscale items: “Administrators, nurse managers, 

physicians, nurses, and other staff make sure their actions match their words” and 

“Administrators, nurse managers, physicians, nurses and other staff have zero tolerance 

for disrespect and abuse.” 

 Lastly, Blake et al. (2013) examined the effects of communication, collaboration, 

and leadership perceptions on intent to leave in pediatric intensive care units in the 

United States. This group surveyed 415 nurses in 10 pediatric intensive care units in a 

cross-sectional, correlational study. They found that communication scores ranged from 

3.26 to 4.11 out of 5 on the ICU Nurse-Physician Communication Questionnaire. In this 

study, communication between nurses and physicians showed a significant positive 

correlation with reports of collaboration, which was measured using the PES-NWI.   

 Communication is an essential skill in which nurses demonstrate clinical 

competence (AACN, 2016a; Kieft et al., 2014), work within teams (AACN, 2016a; 
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Person et al., 2013), and collaborate (AACN, 2016a; Blake et al., 2013; Kieft et al., 

2014). However, communication breakdowns have negative effects in the work 

environment, including disrespect. In some instances, members of the healthcare team act 

in a way that is contradictory to what they say; they do not “walk the talk.” Skilled 

communication is necessary for positive patient care experiences and to three of the other 

six healthy work environment standards, specifically true collaboration, appropriate 

staffing, and authentic leadership (AACN, 2016a). 

True Collaboration  

The AACN (2016a) has described true collaboration as a process between nurses 

and other healthcare professionals. Similar to skilled communication, true collaboration 

has been examined by both qualitative and quantitative means. In Aboshaiqah’s (2015) 

cross-sectional study, Saudi Arabian nurses rated true collaboration as good (3.64 out of 

5) on the AACN Healthy Work Environment Assessment™ Tool. The author identified 

that improvement was needed on the subscale items: “administrators, nurse managers, 

and physicians involve nurses and other staff to an appropriate degree when making 

important decisions” and “when administrators, nurse managers, and physicians speak 

with nurses and other staff it’s not one-way communication or order giving. Instead they 

seek input and use it to shape decisions.”   

Kramer, Schmalenberg, and Maguire (2010) identified the structures and 

processes required for a healthy work environment. Their meta-analysis examined 12 

publications describing professional practice models and principles of practice 

environments and 18 publications examining the Essentials of Magnetism. They outlined 

nine structures that were environment improving and nine processes that enabled a nurse 
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to provide high quality patient care. Of those structures identified, the following relate to 

true collaboration: collaborative, interprofessional relationships; culture of 

interprofessional collaboration, teamwork, and safety; structures that support evidenced 

based practice teams; programs that help develop effective teamwork; and 

interdisciplinary patient care rounds, review, and critique sessions and protocol 

development. 

Collaboration cannot occur without communication. Kieft et al. (2014) identified 

complementary interactions and mutual respect as characteristics of the “collaborative 

working relationships” facilitating element identified in their descriptive qualitative 

study. The findings of Person et al.’s (2013) ethnography of an emergency department 

support communication practices as being important to teamwork, which can be 

considered a form of collaboration. In describing “linguistic attributes: communication,” 

Person et al. stated they were impressed with their observations of teamwork. In this 

category of findings, the way nursing staff interacted with one another and members of 

other professions influenced collaborative practice. Further, in describing the “social 

attributes” category, the authors stated that teamwork was important in the emergency 

department work environment, especially in regard to managing workload. Team 

membership was viewed as valuable by participants in this study; subgroups and cliques 

were noted to be unprofessional. This was not the only study to report behaviors that 

negatively impacted the work environment. In a descriptive qualitative study, Heath et al. 

(2004) sought to validate findings from the literature regarding the work environment 

using focus groups (n=72). Their analysis revealed that disrespectful and non-

collaborative behaviors were present in unhealthy work environments. These behaviors 
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resulted in unsafe conditions, whereas a culture of teamwork led to respect and 

collaboration. Collaborative working relationships are not simply nurse-nurse 

relationships, but include relationships that nurses build with other professionals as well 

(Kieft et al., 2014). 

 Collaborative nurse-physician relationships have been shown to be components of 

healthy work environments by numerous researchers. Blake et al.’s (2013) cross-

sectional, correlational study found a significant, positive correlation between nurse-

physician collaboration and communication. The mean PES-NWIR collaboration score 

was 3.3 out of 5. Though the findings of the cross-sectional, descriptive study by 

Gikopoulou et al. (2014) revealed an overall unhealthy work environment, collegial 

nurse-physician relationships were rated the highest of all subscales on the PES-NWI. 

This group of researchers concluded that having positive nurse-physician relationships is 

important for patient safety and quality care.  

Kotzer et al. (2006) and Kotzer and Arellana (2008) examined differences in 

perceptions of collaboration between pediatric nurses’ real and ideal work environments 

as measured by the Work Environment Scale (WES). Using descriptive quantitative 

survey designs, 77 nurses responded to the Kotzer et al. (2006) study, and 385 responded 

to the Kotzer and Arellana (2008) study. On the WES, peer cohesion, supervisor support, 

and involvement are included in the Relationship Dimensions subscale. In Kotzer et al.’s 

(2006) study, significant differences in mean peer cohesion scores were reported by 

participants between the real and ideal environment across clinical units (emergency 

department, orthopedic/neurosurgery/trauma/rehabilitation unit, and cardiac intensive 

care unit). Kotzer and Arellana (2008) reported significant differences between real and 
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ideal work environments in their sample, although this is not broken down by unit type. 

Though peer cohesion may not directly measure collaboration, as defined by the AACN 

(2016a), collaboration occurs between nurses and with other professionals. It is unlikely 

that collaboration can occur in an environment without cohesion. 

 Lastly, collaboration takes time and the ability to participate. Smith, Lavoie-

Tremblay, Richer, and Lanctot (2010) identified this in a descriptive, qualitative study 

that investigated nurses’ perceptions of organizational factors related to collaboration. 

Eight nurses from a medical-surgical unit in a teaching hospital in Montreal were 

interviewed. Participants reported that the single most important factor affecting 

collaboration was being physically available to collaborate. Time of day and scheduling 

were factors that facilitated collaboration, whereas conflicting schedules were a barrier. 

 Although there are differences in nurses’ perceptions of true collaboration, it is 

clear that teamwork, and therefore collaboration, is valued (Heath et al., 2014; Kramer et 

al., 2010; Person et al., 2013). Striving for collaborative, interprofessional, and 

intraprofessional relationships where mutual respect is apparent is an important factor in 

the health of a work environment (AACN, 2016a; Kramer et al., 2010; Kieft et al., 2014). 

Nurses desire to be available for collaboration (Smith et al., 2010) and view it as a social 

process (Person et al., 2013). 

Effective Decision Making  

Nurses must be involved in decision making processes in order to function as 

patient advocates (AACN, 2016a). Of all the AACN Healthy Work Environment 

Assessment™ Tool subscales, Saudi Arabian nurses rated effective decision making 

within their institution as the highest scoring subscale (3.76 out of 5); this rating was 
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higher than the aggregate healthy work environment score for this institution 

(Aboshaiqah, 2015). This finding highlights the importance of decision making in 

practice.  

  Findings from the Kramer et al. (2010) meta-analysis of publications describing 

professional practice models, principles of practice environments, and the Essentials of 

Magnetism tool can also be mapped to effective decision making. The authors reported 

that one environment-improving and two enabling structures were linked to effective 

decision making. The environment-improving structure identified was a flat, 

decentralized, organizational structure that promotes shared governance. Shared 

governance provides an avenue for both communication and decision making (Barden, 

Griffin, Donahue, & Fitzpatrick, 2011), thus explicitly linking shared governance 

structures and decision making. The enabling structures identified by Kramer et al. 

(2010) included administrative approval for autonomous decision making and nurses 

making decisions regarding nursing practice regulation. Each exemplifies effective 

decision making as a means of empowering nurses.  

Empowerment, autonomy, and control over nursing practice also contribute to 

effective decision making. Heath et al.’s (2014) descriptive, qualitative study linked 

decision making to empowerment. Participants reported a desire to be empowered to 

make decisions and that empowerment stimulated their thinking, networking, and 

learning. Both autonomous nursing practice and control over nursing practice were 

identified as facilitating elements to improving nursing care by Kieft et al. (2014) in their 

descriptive, qualitative analysis. In this study, Dutch nurses discussed their ability to 

control their practice and make decisions based on clinical judgment. Control over 
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nursing practice meant that nurses were involved in making decisions about policy and 

other nursing issues. Papastravrou et al. (2012) compared the work environment in 

orthopedic units in seven countries using the Revised Professional Practice Environment 

scale in a descriptive, comparative study. The largest discrepancy in nurses’ work 

environment perceptions across the 1,100 respondents was regarding control over nursing 

practice. American nurses in this study scored significantly higher on the control over 

practice subscale than Cypriot, Finnish, Greek, Portuguese, Swedish, and Turkish nurses. 

Finnish nurses reported significantly higher perceptions of control over practice than 

Cypriot, Greek, Turkish, and Portuguese nurses; Swedish nurses had significantly higher 

mean scores on this subscale than Cypriot, Greek, and Turkish nurses; and Portuguese 

nurses reported significantly higher mean control over practice scores than Cypriot 

nurses.   

In order to fill their advocacy role, nurses are accountable for and have control 

over their autonomous clinical practice while collaborating with other disciplines 

(AACN, 2016a). In comparing perceptions of autonomy between the real and the ideal 

work environment, significant differences in mean autonomy scores on the WES were 

reported by participants in the inpatient unit, cardiac intensive care unit, and the 

emergency department (Kotzer et al., 2006). Significant differences were also reported on 

the autonomy subscale between the real and ideal work environment by respondents in 

the Kotzer and Arellana (2008) study. In both studies, participants reported higher mean 

autonomy subscale scores in their ideal environments. 

Effective decision making is embodied by nurse autonomy (Kieft et al., 2014; 

Kramer et al., 2010) and control over nursing practice (AACN, 2016a; Kieft et al., 2014; 
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Kramer et al., 2010). Though differences in perceptions of this healthy work environment 

standard have been reported, nurses are empowered through work environment 

characteristics, such as shared governance, to make the decisions necessary for their 

professional practice (Heath et al., 2014; Kramer et al., 2010). 

Appropriate Staffing  

Regarding the work environment, the AACN (2016a) states that inappropriate 

staffing negatively affects patients and nurses. The ability of nurses to provided patient-

centered, safe, efficient, and effective care is dependent upon appropriate staffing 

(Huddleston & Gray, 2016). Further, patient acuity levels and nurse competency 

influence staffing levels (Huddleston & Gray, 2016) and nursing workload (Pearson et 

al., 2006). In fact, the Institute of Medicine (2004) recommends that mechanisms should 

be in place to accommodate variations in workload to provide adequate staffing. This 

important healthy work environment standard has been examined by both qualitative and 

quantitative methods. 

In a descriptive, qualitative study undertaken to assist hospitals to address work 

life issues for nurses in Canada, the theme of workload and understaffing was one of 

three that was  discovered following analysis of interview transcripts (n=8). Participants 

reported that their nursing workload and responsibilities were increasing due to 

increasing patient acuity. Participants reported that their nurse-to-patient ratios had not 

been adjusted to reflect changes in acuity or workload. Intense workloads and patient 

acuity, without compensatory changes in nurse-to-patient ratios, led to physical fatigue in 

these participants (McGillis Hall & Kiesners, 2005).  
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Nurse competency is an additional component to appropriate staffing (AACN, 

2016a). Kramer et al.’s (2010) meta-analysis identified staffing structures that consider 

competency in addition to patient acuity as enabling processes for nurses’ work. Nurse 

participants in the Person et al. (2013) ethnography expressed concern that less 

experienced nurses were starting their careers in the emergency department. The more 

experienced staff feared that these new nurses would not be able to recognize subtle 

changes in their patients’ clinical condition. In this study, newer nurses reported a need to 

demonstrate competency to the more experienced nurses in order to be accepted into the 

unit culture. Kieft et al. (2014) identified clinically competent nurses and adequate 

staffing as facilitating elements within their descriptive, qualitative study. In order to be 

considered clinically competent, nurses needed to possess social and priority setting 

skills, as well as expertise and experience. Social skills were considered as necessary to 

the development of trusting relationships and conveying a sense of commitment. 

Knowledge, technical skills, and communication skills were identified as components of 

expertise and experience, whereas priority setting skills were demonstrated through 

organizational abilities.  

In addition to competency, staff skill mix contributes to appropriate staffing. In 

Person et al.’s (2013) ethnography, participants reported that an appropriate skill mix was 

critical in the emergency department setting. Dutch nurses in the Kieft et al. (2014) study 

reported that skill mix also contributed to adequate staffing. Lastly, in a cross-sectional, 

descriptive study, Aboshaiqah (2015) reported that nurse perceptions of staffing were 

good in Saudi Arabia (3.6 out of 5) with sufficient staffing and appropriate staff skill mix.  
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It is apparent that perceptions of what constitutes appropriate staffing differ by 

perceptions of workload (McGillis Hall & Kiesners, 2005; Pearson et al., 2006), nurse 

competency (AACN, 2016a; Huddleston & Gray, 2016; Kramer et al., 2010; Kieft et al., 

2014; Person et al., 2013), and unit skill mix (Kieft et al., 2014; Person et al., 2013). 

Appropriate staffing is complex; achievement of this standard requires a multifaceted 

approach to address competency, nurse-to-patient ratios, and resource adequacy (AACN, 

2016a). 

Meaningful Recognition  

The AACN has stated that recognition is a fundamental need required for both 

personal and professional development (AACN, 2016a). However, few studies included 

in this literature review directly addressed recognition. A structure for meaningful 

recognition, which includes recognition of both nursing contributions to care and the 

value of these contributions, should be in place; Kramer et al. (2010) identified this as an 

environment improving structure in their meta-analysis. Ulrich et al. (2007) reported in a 

descriptive quantitative study that nurses find recognition from patients to be the most 

significant source of recognition, followed by recognition from other RNs.  Similar to 

previous findings on skilled communication and true collaboration, participants in the 

Aboshaiqah (2015) study indicated that there was room for improvement for meaningful 

recognition in Saudi Arabia. Nurses’ perceptions of meaningful recognition (3.5 out of 5) 

were the lowest of the all the work environment subscales reported in this descriptive 

study.   
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Authentic Leadership  

People who possess emotional intelligence and are perceived as understanding the 

values, knowledge, and strengths of others are described as authentic leaders. Further, 

these individuals are contextually aware and demonstrate confidence, optimism, and 

resiliency (Avolio, Gardner, Walumbwa, & May, 2004). Authentic leadership is 

explicitly linked to each healthy work environment standard. Leadership was noted to be 

both an environment improvement process and nurse enabling process in Kramer et al.’s 

(2010) meta-analysis. Nurses have reported that authentic leadership is important for their 

work environment. All participants in Heath et al.’s (2004) descriptive, qualitative study 

indicated that strong leadership is a requirement in healthy work environments, and in 

quantitative analysis, Saudi Arabian nurses rated authentic leadership as the second 

highest component of the work environment (Aboshaiqah, 2015).  

In investigating the link between leadership and communication, Hartung and 

Miller (2013) conducted a descriptive qualitative study to examine how nurse managers 

view communication practices. Six nurse managers participated in two interviews in this 

study. Five themes were discovered: “tone of communication,” “tools of 

communication,” “approaches and processes that enhance communication,” “setting the 

tone of communication,” and “the managers’ role.” Managers reported that 

communication processes were overwhelming, stressful, inconsistent, and at times 

impossible. They noted that effective communication required skill and practice for 

leaders in this study. 

Nurse managers’ perceptions of authentic leadership have also been reported. 

Using a descriptive qualitative study design, Shirey (2009) investigated authentic 
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leadership, organizational culture, and the healthy work environment by interviewing 21 

nurse managers. In this study, 12 of the participating nurse managers reported a positive 

culture, whereas nine reported a negative culture. Those in the positive culture expressed 

having support from their senior nursing leadership, a sense of pride and engagement, 

and that they were well respected despite the stress of the manager role. In contrast, those 

in the negative environments reported less senior leadership support, a punitive 

environment, and feelings of disrespect and being unappreciated. Shirey (2009) 

concluded that organizational cultures both shape and are shaped by their leaders; this 

may be empowering and energizing to the leader.  

In comparing nurses’ perceptions of supervisor support in the real versus their 

ideal work environment, Kotzer et al. (2006) and Kotzer and Arellana (2008) reported 

that while these scores were high in the real environment, participants rated this subscale 

significantly higher in their ideal environment across units. Kotzer and Arellana (2008) 

also found significantly lower scores in perceived managerial control between real and 

ideal nursing work environments; nurses perceived a lower managerial control score for 

the ideal environment.  

In summary, authentic leadership is noted to be important to both staff nurses 

(Aboshaiqah, 2015; Heath et al., 2004; Kotzer & Arellana, 2008; Kotzer et al., 2006) and 

nurse leaders (Hartung & Miller, 2013; Shirey, 2009). Underpinning the importance of 

this standard, the AACN (2016a) has stated that in order to successfully implement all of 

the healthy work environment standards, authentic leadership is essential. 
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Healthy Work Environment Assessments over Time 

Since the original publication of the AACN Healthy Work Environment 

Standards, there have been four critical care nursing surveys evaluating the work 

environment; the most recent was conducted in 2018 (Ulrich et al., 2006; Ulrich, et al., 

2009; Ulrich et al., 2014; Ulrich, Barden, Cassidy, & Varn-Davis, 2019). These studies 

utilized The Critical Elements of a Healthy Work Environment Scale (Ulrich et al., 2013; 

Ulrich et al., 2019). Respondents were asked to rate each question on a 4-point Likert 

scale (strongly disagree [1 point] to strongly agree [4 points]). Results of each survey 

were compared to those found in the years prior. Overall, and in each survey, the nurse 

respondents reported that their work unit was healthier than the organization in which 

they were employed. Each Healthy Work Environment Standard was examined. A 

decline in the health of the work environment aggregate scores in the 2013 survey was 

noted as compared to the 2008 survey (Ulrich et al., 2014); however, an improvement 

was seen in the 2018 survey compared to the 2013 survey (Ulrich et al., 2019).  

Skilled communication. In the 2013 survey, nurses rated their communication 

skills slightly higher than in the two previous surveys (Ulrich et al., 2019). A significant 

decline in communication with nurse managers and nurse administrators was noted in 

2013; however, the ratings of nurse-physician communication remained unchanged. 

Further, access and organizational support for communication and collaboration training 

significantly declined in 2013 (Ulrich et al., 2014). In the 2018 survey, scores for 

communication with nurse managers, nurse administrators, and physicians all improved 

(Ulrich et al., 2019); however, significance was not reported. 
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True collaboration. Participants in the 2013 survey rated structures and 

processes for conflict resolution lower than those in 2006 and 2008; these increased in 

2018 (Ulrich et al., 2019). In 2013, nurse-nurse collaboration was rated higher than in 

previous years, while the rating for nurse-physician collaboration remained unchanged. 

These findings were significantly different in comparing the 2008 and 2013 data. Nurse-

manager and nurse-administrator collaboration was rated significantly lower than in 

previous years (Ulrich et al., 2014). Similar to the data regarding skilled communication, 

scores for nurse-nurse collaboration, nurse-physician collaboration, nurse-manager 

collaboration, and nurse-administrator collaboration all significantly increased in the 

most recent survey (Ulrich et al., 2019). Regarding respect, nurse-nurse respect was rated 

the highest; however, respect from administrators was rated the lowest (Ulrich et al., 

2019). 

Effective decision making. This category had the largest change between the 

2008 and 2013 surveys. The item, “nurses are valued and committed partners in policy, 

directing and evaluating care, and leading organizational operations,” had the largest, 

significant decline in score. In 2008, the mean score for this item for the participants’ 

perception of their work unit was 2.89 and declined to 2.69 in 2013; the mean scores for 

the participants’ organization declined from 2.70 in 2008 to 2.60 in 2013. Standard 

deviations were not reported.  Ratings for items related to nurse involvement in 

technology selection and evaluation and decisions regarding quality of care also 

significantly declined. Decision making by nurse managers and nurse executives were 

both rated poorly by nurses responding to the 2013 survey (Ulrich et al., 2014). Unlike 
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the data from the 2013 survey, all elements of effective decision making significantly 

increased in the 2018 survey (Ulrich et al., 2019). 

Appropriate staffing. The number of nurses reporting that their unit had 

appropriate staffing less than 50% of the time increased significantly between 2008 and 

2013, from 22.1% to 30.2%, respectively. Nurses also reported that the match between 

patients’ needs and nurse competency occurred significantly less often in 2013 than in 

2008 (Ulrich et al., 2014).  In the 2018 survey, 36% of direct care nurses reported having 

appropriate staffing. The mean score for the question, “RN staffing ensures the effective 

match between patient needs and nurse competencies,” increased from 2.61 in 2014 to 

2.66 in 2018; the mean score for the question, “There are formal processes to evaluate the 

effect of staffing decisions on patient and system outcomes,” increased from 2.37 in 2014 

to 2.44 in 2018 (significance is not reported). Overall, nurses reported that the appropriate 

staffing standard was the most difficult of all the healthy work environment standards to 

meet (Ulrich et al., 2014). 

Meaningful recognition. In 2013, participants reported that nurses recognized 

other healthcare team members for their work. However, significantly fewer reported that 

nurses themselves were being recognized overall (Ulrich et al., 2014). Similar to the other 

Healthy Work Environment standards, scores for these items increased in the 2018 

survey. As in previous years, nurses reported that the most meaningful recognition was 

that provided by patients and families. This was followed by recognition from other 

nurses and recognition by nurse managers (Ulrich et al., 2019). 

Authentic leadership. Regarding nurse leaders, there was a significant decline in 

participant ratings of both nurse manager and nurse executive competency in the 2013 
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survey. Similar to the 2006 and 2008 surveys, nurse manager competencies were rated 

significantly higher than those of nurse executives (Ulrich et al., 2014). In 2018, 

however, scores for authentic leadership increased. As compared to 2013, though 

significance is not reported, the mean scores on the following items increased: “Nurse 

leaders (formal and informal) fully embrace the concept of a healthy work environment” 

(2.63 to 2.79); “Nurse leaders (formal and informal) engage others in achieving a healthy 

work environment” (2.58 to 2.74); and “Nurse leaders (formal and informal) receive 

support for and have access to educational programs to ensure that they develop and 

enhance their knowledge and abilities” (2.76 to 2.83; Ulrich et al., 2019). 

Results of these four studies indicate that despite the 10-year effort to implement 

the AACN standards, there is more work to be done regarding the health of a nurse’s 

work environment. On the most recent survey, mean scores to each question of the 

Critical Elements of a Healthy Work Environment Scale ranged from 2.44 to 3.04; thus, 

they fall between disagree and agree and few scores are above 3 (agree; Ulrich et al., 

2019)  The ongoing research related to a nurse’s work environment remains relevant. 

Interprofessional and intraprofessional communication, collaboration, and recognition are 

necessary within the environment (AACN, 2016a). Effective decision making is noted to 

be a component of nursing professional practice (AACN, 2016a), and the mean scores for 

the items on the effective decision making subscale have been inconsistent over time. 

Further, appropriate staffing has been noted to be the most difficult healthy work 

environment standard to achieve (Ulrich et al., 2019). Nurse manager and nurse executive 

ability needs to be addressed so that other standards can be met (AACN, 2016a). Though 
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studies across nursing specialties are needed, the need in critical care is likely the 

greatest. 

Critical Care 

Nurses in the critical care specialty practice with advanced knowledge, skills 

(Choi, Bakken, Larson, Du, & Stone, 2004; Foglia et al., 2010), and competency to meet 

the needs of their patients (Foglia et al., 2010). Yet critical care nurses are exposed to 

patient and family suffering, instability, and distress regularly (Jakimowicz, Perry, & 

Lewis, 2018b; Mooney et al., 2017; Sacco et al., 2015) and are exposed to pressures 

related to patient flow, cost containment, and innovation (Jakimowicz et al., 2018a). In 

this setting, nurses strive to enhance their patients’ well-being despite increasing 

complexity (Boev, 2012) of both patients and the environment. Patient complexity has 

increased over time due to the pressure to decrease length of stay, which has compressed 

nursing care into shorter periods of time (Huber, Kleinknecht-Dolf, Müller, Kugler, & 

Spirig, 2017). Other factors influencing patient complexity include the increased number 

of chronic comorbidities that patients present with (Buerhaus et al., 2017; Huber et al., 

2017; Kaplow, 2017) and the increased risk of hospital acquired conditions and infections 

(Huber et al., 2017). Further, technological and pharmacological innovations can 

contribute to patient complexity (Kaplow, 2017). Complexity increases when patients 

require a higher level of care, such as that provided in the critical care environment. As a 

result, nursing care becomes more intricate and multifaceted. Huber et al. (2017) stated 

that the current complexity of patient care requires that “…nurses’ knowledge, skills, 

attention and clinical reasoning” (p. 1493) is appropriate in settings where patient acuity 

is ever-changing. This is reflected in the AACN Synergy Model in which nurses’ 
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knowledge, skills, attitudes, and competency are matched to the needs of the critically ill 

patient (Pate, 2017). Further, staffing patterns and unit structures, such as physical layout 

and presence of technology, are quite different in the critical care environment when 

compared to other nursing specialties. In this setting, patient acuity and specialization is 

high; and there is constant contact among nurses, providers, and the interprofessional 

team (Schmalenberg & Kramer, 2007). 

Exposure to critical illness and its untoward results (Sacco et al., 2015) and stress 

within the work environment (Boev, 2012; Foglia et al., 2010; Li et al., 2014; Maiden et 

al., 2011; Sacco et al., 2015; Sawatzky & Enns, 2012) place an increased amount of 

pressure on the critical care nurse. The environment necessitates careful patient 

monitoring despite distractions and required multitasking (Maiden et al., 2011). Stressors 

in critical care include family expectations, lack of support from colleagues, the nurse-

physician relationship, patient acuity, staffing deficiencies, rapid patient turnover, and 

noise, among others (Foglia et al., 2010). Further, caring for dying patients and their 

families is an additional stressor within this already chaotic environment (Foglia et al., 

2010; Jenkins & Warren, 2012). Conflict is abundant, particularly in relation to 

expectations and goals of care. Nurses are regularly at the patient’s bedside, increasing 

their exposure to stress and conflict (Maiden et al., 2011). Unfortunately, critical care 

nurses experience physical and emotional exhaustion and depersonalization in response 

to their work environment and its stressors (Sawatzky & Enns, 2012). Nurses in this 

setting are less likely to take care of themselves (Jenkins & Warren, 2012). 

The knowledge, skill, and competency expectations of a critical care nurse are 

immense. The work environment is chaotic and unpredictable for many reasons, and 
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these nurses are exposed to repeated instances of patient suffering and conflict. Thus, 

studying compassion satisfaction and compassion fatigue in the context of the critical 

care nursing environment is imperative to improve nursing practice and drive change. 

Theoretical Framework 

 As described in chapter one, this study is informed by the Compassion 

Satisfaction-Compassion Fatigue model (Figure 1). This model, as well as the 

measurement tools for compassion satisfaction and compassion fatigue, were developed 

largely based on the work of Beth Hudnall Stamm, a traumatic stress researcher 

(Proqol.org, 2018c), and Charles Figley, a social worker and traumatologist (Tulane 

University, n.d.). Research, primarily in the social work, psychology, and traumatology 

fields, has informed the development of this model in which three environments 

(client/person helped environment, personal environment, work environment) influence 

the development of compassion satisfaction and compassion fatigue (Stamm, 2010; see 

Figure 1). According to Stamm (2010), this theoretical model has been informed by over 

two decades of research. This model has been utilized to inform studies in other helping 

professions, such as public health (Rosenberg, 2013), mental health (Phelps, Lloyd, 

Creamer, & Forbes, 2009), and nursing (Politsky, 2013).Though a great deal of research 

has led to the development of this model, research guided by this model in the field of 

nursing is scarce. 

Client/Person Helped Environment 

 Caregivers are exposed to difficult situations in working with their clients that can 

lead to negative reactions (Stamm, 2002). In a systematic review of the health and human 

service literature, West (2015) noted that the helping fields, such as social work and 
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nursing, place higher physical, cognitive, and emotional demands on the individual than 

other professions due to intense interpersonal contact.  The risk in the client/person 

helped environment results when the caregiver interacts with the client empathetically 

(Stamm, 1999) and develops strong relationships (West, 2015). However, helping others 

in need may also result in gratification (Figley, 1999), and thus, work within the 

client/person helped environment can lead a caregiver to develop both compassion 

fatigue and compassion satisfaction. In this study, the client/person helped environment is 

reflected within the critical care nursing specialty. 

Personal Environment 

 In this environment, the caregiver’s demographic characteristics and interactions 

with others can contribute to both compassion satisfaction and compassion fatigue 

(Rosenberg, 2013). These characteristics include demographic factors, work-related 

factors, and social factors. The demographic factors may include gender, socioeconomic 

status, worldview (Smith, 2015), and personal history of trauma or illness (Phelps et al., 

2009). Years of experience, work hours, level of training (Phelps et al., 2009), and work-

life balance (Politsky, 2013) are work-related factors within the personal environment. 

Lastly, the social factors within the personal environment include family life (Politsky, 

2013), support systems (Phelps et al., 2009; Politsky, 2013; Smith, 2015), and 

interpersonal skills (Smith, 2015). In this study, the personal environment will be 

captured by examining background variables (age, gender, educational level, and years of 

experience) that may contribute to compassion satisfaction and compassion fatigue. 
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Work Environment 

 The work environment within the Compassion Satisfaction-Compassion Fatigue 

model encompasses the community and organizational influence over a caregiver 

(Rosenberg, 2013). Work-related factors, such as the support within the workplace 

(Phelps et al., 2009; Smith, 2015; Stamm, 2002), control (Politsky, 2013; Stamm, 2002), 

workload, level of supervision (Phelps et al., 2013; Politsky, 2013; Smith, 2015), 

competency (Stamm, 2002), role and value conflict, variation in reward, isolation within 

the workplace (Smith, 2015), restructuring, and tasks (Politsky, 2013) encompass the 

work environment. As with the two other environments in this model, the work 

environment characteristics can influence the development of both compassion 

satisfaction and compassion fatigue (Stamm, 2010). The present study focused on the 

Healthy Work Environment Standards as potential predictors that may contribute to 

compassion satisfaction and compassion fatigue. 

Professional Quality of Life 

 According to the theoretical framework, compassion satisfaction and compassion 

fatigue are dimensions of a caregiver’s professional quality of life, which is defined as 

the value that results from their work in their selected profession (Stamm, 2010). As 

such, the environments described above contribute to a nurse’s professional quality of 

life. This overarching concept is complex because of the influence of the three separate 

environments. Characteristics of each environment can lead to a caregiver developing 

both positive (compassion satisfaction) and negative (compassion fatigue) aspects of their 

professional quality of life (Stamm, 2010). Further examination of these environments 

and their relationship to professional quality of life, and therefore refinement of the 
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theoretical model, is needed within nursing. This study aimed to further extend this 

theory by examining whether its propositions are supported in a sample of critical care 

nurses. To date, only three nursing studies (Kelly & Todd, 2017; Sawatzky & Enns, 

2012; Sano, Schiffman, Shoji, & Sawin, 2018) have examined these constructs together; 

thus, this study was designed to address this gap in nursing science. 

Healthy Work Environment Standards and Professional Quality of Life 

To explore predictive factors of nurse retention, Sawatzky and Enns (2012) 

examined the relationships of influencing factors (including work environment) and 

intermediary factors (including compassion fatigue and compassion satisfaction) to intent 

to leave in Canadian emergency department nurses. The influencing and intermediary 

factors were identified by the researchers in the Conceptual Framework for Predicting 

Nurse Retention. This model was developed by the researchers who stated it was 

“…based on previously published research evidence, as well as empirical models related 

to predictors of nurse retention” (p. 697). Sawatzky and Enns identified the 

organizational climate (i.e., the work environment) and demographic characteristics as 

influencing factors. Job satisfaction, engagement, compassion satisfaction, compassion 

fatigue, burnout, and caring were included as intermediary factors. Similar to most 

articles in this literature review, the work environment perceptions were not measured 

using the AACN Healthy Work Environment Assessment Tool™. The work environment 

was operationally measured with the Perceived Nurse Work Environment (PNWE) Scale; 

variables such as work engagement and intent to leave were also included. In the study, 

nurses were surveyed with the Emergency Department Nurse Retention Questionnaire, a 

conglomerate of the PNWE, a demographic tool, a measure of job satisfaction, a measure 
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of intent to leave both their current position and the nursing profession, the Engagement 

Composite Questionnaire (for work engagement), and the Professional Quality of Life 

Scale (ProQOL). In regression analysis, the staffing and resources subscale was the only 

work environment factor significantly related to compassion satisfaction and compassion 

fatigue (secondary traumatic stress); however, less than 10% of the variance in each 

variable was predicted by the regression model. Burnout was predicted by staffing and 

resources, marital status, and collaboration with physicians in regression analysis, 

predicting approximately 20% of the variance. These findings are the first reported 

regarding the nursing work environment’s relationship to compassion satisfaction and 

compassion fatigue.  

In a more recent study, Kelly and Todd (2017) sought to examine how the healthy 

work environment standards are related to compassion fatigue and compassion 

satisfaction. Using a quantitative, cross-sectional design, they surveyed 105 critical care 

nurses in a Magnet® designated academic medical center in Arizona. Unlike Sawatzky 

and Enns (2012), Kelly and Todd surveyed participants with the AACN Healthy Work 

Environment Assessment Tool™, the ProQOL, and a demographic questionnaire. 

Participants in their sample reported low and moderate levels of burnout and secondary 

traumatic stress and high and moderate levels of compassion satisfaction. On the AACN 

Healthy Work Environment Assessment Tool™, participants reported perceiving their 

work environment as good. In correlational analysis, all work environment subscales 

were significantly and negatively related to burnout. The skilled communication, true 

collaboration, meaningful recognition, and authentic leadership subscales were found to 

have significant positive correlations with compassion satisfaction. No significant 
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correlations were revealed between the work environment subscales and secondary 

traumatic stress. Kelly and Todd also performed multiple regression analysis. Burnout, 

secondary traumatic stress, and compassion satisfaction were the outcome variables; the 

predictor variables tested included each of the six healthy work environment subscales. 

The covariates included in their analysis were age, years of experience, type of 

employment, shift, hours worked per week, nurse-to-patient ratio, number of untoward 

patient events (cardiac arrests, acute decompensation, and death), professional 

organization membership, educational preparation, certification status, and DAISY® 

Award nomination. The DAISY Award® is intended to honor the care nurses provide to 

patients and families and is awarded through a partnership with healthcare organizations 

and the DAISY Foundation™ (The DAISY Foundation™, 2017). Findings indicated that 

skilled communication, effective decision making, appropriate staffing, meaningful 

recognition, and authentic leadership were significant negative predictors of burnout. 

Authentic leadership was a significant positive predictor of compassion satisfaction, and 

the regression analysis for secondary traumatic stress did not result in any significant 

results. Kelly and Todd concluded that those in healthier work environments experience 

lower levels of burnout and that authentic leadership can lead to higher levels of 

compassion satisfaction. 

Lastly, Sano et al. (2018) examined the negative consequences of providing 

nursing care (compassion fatigue, secondary traumatic stress, and burnout) in neonatal 

intensive care nurses. To participate in this study, nurses had to be in direct care roles in 

level III or IV neonatal intensive care units in a Midwestern state (n=174). The authors 

included the strength of the nurse-infant/family relationship, self-compassion, and nurse-
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physician collegiality as moderating variables in this study. Concerning the work 

environment, nurse-physician collegiality is similar to true collaboration and was defined 

by Sano et al. as “…effective teamwork, positive relationships, and collaboration 

between nurses and physicians” (p. 557). Nurse-physician collegiality was measured 

using the PES-NWI. These researchers found that nurse-physician collegiality 

demonstrated a significant, negative correlation with compassion fatigue, secondary 

traumatic stress, and burnout. In their moderated mediation analysis, when nurse-

physician collaboration was high, there was a mediation effect of self-compassion in the 

relationship between nurse-infant/family relationship and compassion fatigue, secondary 

traumatic stress, and burnout. The strength of the nurse-infant/family relationship was a 

negative predictor of compassion fatigue, secondary traumatic stress, and burnout under 

these circumstances. However, when nurse-physician collegiality was low, this 

relationship was no longer significant. Sano et al. concluded that nurse-physician 

collegiality therefore moderated the mediation effect of self-compassion between the 

nurse-infant/family relationship and compassion fatigue, secondary traumatic stress, and 

burnout. Unlike the Sawatzky and Enns (2012) and Kelly and Todd (2017) studies, Sano 

et al. did not include compassion satisfaction in their aim or analysis. 

These three studies contribute to nursing science about the work environment and 

its relationship to compassion satisfaction and compassion fatigue. Each group of authors 

utilized valid and reliable tools. Sawatzky and Enns (2012) and Kelly and Todd (2017) 

considered covariates of compassion satisfaction and compassion fatigue in their 

inferential analyses, whereas Sano et al. (2018) considered the moderating effect of a 

component of the work environment to compassion fatigue. A strength of the Kelly and 
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Todd study is that they utilized the AACN Healthy Work Environment Assessment™ 

Tool, allowing the reader to directly relate findings back to the Healthy Work 

Environment Standards.  Although the PNWE, PES-NWI, and the Healthy Work 

Environment Assessment™ Tool each measure constructs of the work environment, the 

PNWE and PES-NWI do not specifically assess the AACN Healthy Work Environment 

Standards.  

There are, however, limitations in each of these studies. The Compassion 

Satisfaction-Compassion Fatigue model was not used by either group of researchers to 

guide their study, and therefore this model was not tested. Kelly and Todd’s (2017) study 

appeared atheoretical, as it did not include a discussion of theoretical underpinnings.  

Sawatzky and Enns (2012) developed a model, the Conceptual Framework for Predicting 

Nurse Retention, to “provide theoretical context for this research” (p. 697). The authors 

noted that their model was empirically based in published literature about factors related 

to nurse retention; this was the first study to test this model. Sano et al. (2018) 

investigated the negative consequences of providing nursing care, which they 

conceptualized as compassion fatigue, secondary traumatic stress, and burnout. However, 

their model included additional moderating variables (self-compassion and nurse-

infant/family relationship) in addition to nurse-physician collegiality. As with the model 

tested by Sawatzky and Enns (2012), Sano et al. (2018) were the first to test their model. 

Further, each study utilized cross-sectional designs, a limitation present in most of the 

studies examining the work environment and professional quality of life constructs. 

Sawatzky and Enns’ (2012) and Kelly and Todd’s (2017) studies were conducted in one 

organization with relatively small samples sizes, although Sawatzky and Enns (2012) 
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reported having an adequate sample size to achieve a power of .90. Sano et al. (2018) 

surveyed nurses in direct care roles in level III or IV neonatal intensive care units in a 

Midwestern state. Although 174 nurses participated in this study, the authors do not 

indicate if their sample size met specific power requirements. As these studies were 

conducted in single organizations or with very specific populations and had relatively 

small sample sizes, the generalizability of findings outside of their respective samples is 

limited. 

Further research into the associations between the work environment and 

compassion satisfaction and compassion fatigue is warranted. This study sought to 

address this gap in the literature using a design informed by the Compassion Satisfaction-

Compassion Fatigue Model and the AACN Healthy Work Environment Standards. This 

study will not only advance nursing knowledge regarding the work environment but also 

application of the theoretical framework in nursing. Further, both the ProQOL and 

AACN Healthy Work Environment Assessment™ Tool were utilized in this study. Each 

of these tools reflects the constructs within the model guiding this study and has strong 

evidence of reliability and validity. The generalizability of this study is greater than that 

in the three other studies because this study utilized a national sampling frame and 

partnered with the AACN. The Sawatzky and Enns (2012) and Kelly and Todd (2017) 

studies identified work environment factors contributing to burnout, secondary traumatic 

stress, and compassion satisfaction, while Sano et al. (2018) examined a single work 

environment factor as a moderating variable to compassion fatigue, secondary traumatic 

stress, and burnout; this study sought to investigate these constructs together to advance 

the science and improve working conditions for nurses. Although this study was also 
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cross-sectional in its design, it builds on the existing literature by utilizing a strong 

theoretical underpinning to guide data collection and analysis. Collectively, the findings 

of this study and those of Sawatzky and Enns (2012), Kelly and Todd (2017), and Sano et 

al. (2018) can be used to potentially guide interventions to improve the work environment 

and inform policy and professional standards.  

 Sawatzky and Enns (2012) and Kelly and Todd (2017) are the only known 

researchers to examine the association between the AACN Healthy Work Environment 

Standards and both compassion satisfaction and compassion fatigue using regression 

analysis in one study. However, others have investigated characteristics of the work 

environment separately in relation to compassion satisfaction and compassion fatigue. 

These work environment characteristics have been categorized using the AACN Healthy 

Work Environment Standards as a framing tool and are discussed in relation to 

compassion satisfaction and compassion fatigue below. 

Work Environment and Compassion Satisfaction 

 In the review of the literature, three healthy work environment standards were 

found to significantly influence compassion satisfaction: authentic leadership, true 

collaboration, and meaningful recognition. Managerial support and managerial change 

represent authentic leadership in this body of literature. Hunsaker et al. (2015) conducted 

a descriptive study to determine the prevalence of compassion satisfaction, compassion 

fatigue (secondary traumatic stress), and burnout in emergency department nurses. In this 

study, nurses had significantly higher levels of compassion satisfaction if they also 

indicated that they perceived their managers as supportive. In regression analysis, 

manager support was found to predict 8.5% of the variance in respondents’ compassion 
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satisfaction levels. Sacco et al. (2015) examined the prevalence of compassion 

satisfaction and compassion fatigue in 221 adult, pediatric, and neonatal critical care units 

in a descriptive study. They also described demographic, unit, and organizational 

characteristics that contributed to compassion satisfaction and compassion fatigue. Two 

questions were included about the organization in their demographic survey. Nurse 

respondents who reported a change in their unit’s management team over the last year 

reported significantly lower compassion satisfaction scores than those who did not. This 

finding may speak to a threat to compassion satisfaction in the event of leadership change 

within the work environment.  

 In examining oncology nurses’ experiences of compassion fatigue and 

compassion satisfaction in the United States and Canada, Wu, Singh-Carlson, Odell, 

Reynolds, and Su (2016) found that nurses who reported there was a cohesive work 

environment with teamwork had significantly higher compassion satisfaction scores. This 

was a descriptive quantitative survey of members of the Canadian Association of Nursing 

in Oncology and the Oncology Nursing Society. Based on the Compassion Satisfaction-

Compassion Fatigue model and the AACN Healthy Work Environment Standards, it can 

be argued that teamwork is reflective of true collaboration; therefore, when this work 

environment standard is present, compassion satisfaction may be fostered. 

 Meaningful recognition has also been reported to be associated with compassion 

satisfaction. Two studies, Kelly et al. (2015) and Kelly and Lefton (2017), examined 

meaningful recognition by implementation of the DAISY Award®. Kelly et al. (2015) 

used a cross-sectional design in which 491 nurses completed the ProQOL and were asked 

if they had been nominated for a DAISY Award®. The investigators found that a DAISY 
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Award® nomination was a significant and positive predictor for compassion satisfaction. 

Kelly and Lefton (2017) also used a cross-sectional design in a multicenter study with a 

similar aim. Of the 24 hospitals in their sample, 14 participated in the DAISY Award® 

program, while 10 had not yet implemented the program. Intensive care unit nurses were 

surveyed with a demographic tool, the ProQOL, and questions regarding the DAISY 

Award® program. A total of 1,136 nurses participated. Regarding compassion 

satisfaction, those who had been nominated for the DAISY Award® reported significantly 

higher compassion satisfaction scores. 

Lastly, Perry (2008) interviewed “exemplary” oncology nurses to discover if there 

were some actions they did that might help them to avoid the experience of compassion 

fatigue. Seven nurses were interviewed for this phenomenological study. Three themes 

emerged: “moments of connection,” “making moments matter,” and “energizing 

moments.” Participants reported that their ability to provide exemplary care led to the 

receipt of recognition for their efforts; this was identified as a motivating factor. 

As stated, there is limited research on compassion satisfaction and limited 

investigation on the work environment factors that can contribute to the experience of 

compassion satisfaction. Authentic leadership, true collaboration, and meaningful 

recognition have been identified in this body of literature as three of the healthy work 

environment standards that may promote compassion satisfaction. 

Work Environment and Compassion Fatigue 

 Work environment characteristics that have been found to be related to 

compassion fatigue and the domains of burnout and secondary traumatic stress include 

appropriate staffing, authentic leadership, and meaningful recognition. Maytum et al. 
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(2004) identified work-related triggers for the development of compassion fatigue in a 

descriptive qualitative study of nurses caring for children with chronic conditions. Of 

these triggers, those reflecting the AACN Healthy Work Environment Standards included 

short staffing and excessive workloads (appropriate staffing), and an overall lack of 

support (authentic leadership).  

 Authentic leadership has been investigated in quantitative studies with regards to 

its association with burnout and secondary traumatic stress. In Hunsaker et al.’s (2015) 

descriptive study, participants who reported higher levels of managerial support reported 

significantly lower levels of burnout; managerial support predicted 13.8% of the variance 

in burnout scores. Findings were similar for secondary traumatic stress. Nurses in this 

study who reported higher levels of managerial support reported significantly lower 

levels of compassion fatigue (secondary traumatic stress) than those who did not report a 

perception of managerial support. In regression analysis, 5.3% of the variance in 

compassion fatigue (secondary traumatic stress) could be explained by perceptions of 

manager support. Lastly, in comparing units in which there was a change in management 

within the previous year, nurses in Sacco et al.’s (2015) descriptive study reported 

significantly higher burnout scores in units that had experienced managerial change than 

in those that had not.  

 Meaningful recognition may be a protective factor against burnout. Kelly and 

Lefton (2017) found that receiving a DAISY Award® nomination was a significant and 

negative predictor of burnout in their cross-sectional, multisite study. Unfortunately, the 

same finding was not revealed for secondary traumatic stress. Though no significant 

correlation between DAISY Award® nomination and secondary traumatic stress was 
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reported, attendance in a DAISY Award® presentation was a significant positive predictor 

of secondary traumatic stress. Due to the study’s design, Kelly and Lefton were unable to 

further investigate this interesting finding. 

 Outside of the Sawatzky and Enns (2012) and the Kelly and Todd (2017) studies, 

the only healthy work environment standards that have been empirically associated with 

compassion satisfaction and compassion fatigue are appropriate staffing (Maytum et al., 

2004), authentic leadership (Hunsaker et al., 2015; Maytum et al, 2004; Sacco et al., 

2015), and meaningful recognition (Kelly et al., 2015; Kelly & Lefton, 2017; Perry, 

2008). Thus, there is a limited nursing literature investigating the work environment 

component of the Compassion Satisfaction-Compassion Fatigue Model, providing further 

support for the importance of this study. 

Background Variables 

 The background variables considered as potential covariates presented here are 

representative of the personal and client/person helped environments of the Compassion 

Satisfaction-Compassion Fatigue Model. These variables were investigated as potential 

covariates to compassion satisfaction and compassion fatigue, as they may contribute to 

these outcome variables. The background variables in the personal environment include 

age, gender, education level, and years of experience; whereas the background variable in 

the client/person helped environment includes nursing specialty. 

Personal Environment 

In the Compassion Satisfaction-Compassion Fatigue Model, the personal 

environment refers to the personal characteristics of the nurse and his or her exposure to 

trauma in their work (Stamm, 2010). Researchers have examined the relationships 
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between age, gender, education level, and years of experience to compassion satisfaction, 

burnout, and secondary traumatic stress. The results have been mixed and in some cases 

were conflicting; however, significant relationships have been discovered. Research on 

these relationships is summarized below. 

Age.  Age has been significantly and positively correlated with compassion 

satisfaction in three studies. In Hinderer et al.’s cross-sectional study (2014) of secondary 

traumatic stress, burnout, compassion fatigue, and compassion satisfaction in trauma 

nurses, nurses with increasing age reported significantly more compassion satisfaction. In 

this study, the authors used the ProQOL for their measure of compassion satisfaction, 

compassion fatigue, and burnout, and the Penn Inventory for their measure of secondary 

traumatic stress. The Hunsaker et al. (2015) study was also cross-sectional but focused on 

emergency department nurses. They found that compassion satisfaction had a significant 

positive correlation with age. In another study, a significant, positive relationship 

between age and compassion satisfaction was found in a sample of 488 Korean nurses 

(Kim et al., 2015). In Kim et al.’s cross-sectional study (2015), respondents between the 

ages of 30 and 39 had significantly lower compassion satisfaction scores than those aged 

40 to 49. In contrast, Sacco et al. (2015) reported different findings for the association 

between age and compassion satisfaction. In that study, nurses in the 40 to 49 age group 

reported significantly lower compassion satisfaction scores than those in any other age 

group, while nurses older than 50 reported the highest levels of compassion satisfaction. 

Kelly et al. (2015) operationalized utilized age by generation in their study examining 

compassion satisfaction and compassion fatigue in acute care nurses. This cross-sectional 

study also utilized the ProQOL; 491 nurses responded to the survey. In this study, 
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generation was a significant and positive predictor of compassion satisfaction, such that 

older generations reported significantly more compassion satisfaction. Further, in another 

cross-sectional and multicenter study, Kelly and Lefton (2017) found age to be a 

significant and positive predictor of compassion satisfaction. 

Age has similarly been examined in the context of burnout in cross-sectional 

studies. Hunsaker et al. (2015) and Jakimowicz et al. (2018b) reported that age in years 

was significantly and negatively associated with burnout. Similar to Hunsaker et al. 

(2015), Jakimowicz et al. (2018b) conducted a cross-sectional survey; the survey was part 

1 of a 2-part mixed methods study examining factors that predicted compassion 

satisfaction and compassion fatigue in Australian critical care nurses. Using generation as 

a proxy for age, Kelly et al. (2015) found generation to be a significant negative predictor 

of nurse burnout. Differences in burnout scores between age groups have also been 

reported. Among Korean nurses, those aged 40 to 49 reported significantly lower burnout 

scores than those aged 20 to 29 (Kim et al., 2015), and nurses aged 40 to 49 in the Sacco 

et al. (2015) study reported significantly higher burnout scores than those in other age 

groups. 

Cross-sectional, descriptive/correlational designs have also been utilized by 

researchers in examining age and secondary traumatic stress. Age, operationalized in 

both years and generation, has been significantly and negatively correlated with 

secondary traumatic stress (Hunsaker et al., 2015; Kelly et al., 2015). In comparing 

nurses of different age groups, Wu et al. (2016) found that nurses under 40 years of age 

were more likely to report moderate to high levels of secondary traumatic stress when 

compared to those over 40; this finding was significant. In regression analysis, age, 



WORK ENVIRONMENT & PROFESSIONAL QUALITY OF LIFE  77 

 

 

measured in ordinal groups, has also been found to be a significant negative predictor of 

compassion fatigue (secondary traumatic stress; Mooney et al., 2017). However, Sacco et 

al. (2015) reported contrary findings. Nurses aged 40 to 49 in this study reported 

significantly higher secondary traumatic stress scores than those in all other age groups; 

and nurses aged 20 to 29 had significantly higher secondary traumatic stress scores than 

those aged 30 to 39 and older than 50. Though differences based on age have been 

reported in each outcome variable of interest, results are inconsistent. Thus, investigation 

of age as a potential covariate in this study was necessary. 

Gender. Few differences in compassion satisfaction and compassion fatigue by 

gender have been reported. Further, cautious interpretation of findings is required due to 

the low response rates of male nurses in each study and the cross-sectional nature of the 

studies. Four studies reported significant differences in compassion satisfaction by 

gender, but the findings were contradictory. In the Sacco et al. (2015) and Roney and 

Acri (2018) studies, females had significantly higher compassion satisfaction scores than 

males. Roney and Acri (2018) conducted a descriptive correlational design examining the 

incidence of compassion fatigue, compassion satisfaction, and job satisfaction in pediatric 

nurses who were members of the Society of Pediatric Nurses. Likewise, Kelly and Lefton 

(2017) reported that female gender was a significant positive predictor of compassion 

satisfaction. However, males in the Mooney et al. (2017) study had higher scores on the 

ProQOL compassion satisfaction subscale. 

Mooney et al. (2017) also reported that men had significantly lower burnout and 

compassion fatigue (secondary traumatic stress) scores than women. Hooper et al. (2010) 

reported similar compassion fatigue (secondary traumatic stress) findings; men 
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responding to their survey reported significantly lower scores. As stated, these results 

must be interpreted with caution; however, further study is warranted regarding the 

association between gender and professional quality of life. 

Level of Education. Differences in reported levels of compassion satisfaction 

based on nurse education level have been identified. In the Hunsaker et al. (2015) study, 

American nurses with graduate and doctoral degrees reported significantly higher 

compassion satisfaction levels than those with bachelor’s, associate’s, or diploma 

degrees. Wu et al. (2016) also reported that American and Canadian oncology nurses who 

held a master’s or doctoral degree had significantly higher levels of compassion 

satisfaction than those who did not. Jakimowicz et al. (2018b) reported similar findings. 

Australian nurses who held postgraduate qualifications reported significantly higher 

compassion satisfaction scores than those without postgraduate qualifications. However, 

postgraduate qualifications were not defined in this study. In contrast, in Hinderer et al.’s 

(2014) descriptive study, nurses’ educational level was significantly and negatively 

correlated with compassion satisfaction scores. Although the nursing education system is 

different in Korea, Kim et al. (2015) found that nurses with graduate degrees had 

significantly higher levels of compassion satisfaction than those with bachelor’s degrees. 

Lastly, Sacco et al. (2015) reported that nurses with associate’s degrees or master’s 

degrees in the United States had significantly higher levels of compassion satisfaction 

than those with bachelor’s degrees. Taken as a whole, the findings on the relationship 

between education and compassion satisfaction are inconsistent when analyzing findings 

from Australia, Canada, Korea, and the United States.  



WORK ENVIRONMENT & PROFESSIONAL QUALITY OF LIFE  79 

 

 

Though the findings regarding educational level and compassion satisfaction are 

conflicting, more consistent findings exist regarding burnout. Hunsaker et al. (2015) 

found that nurses with graduate and doctoral degrees had significantly lower burnout 

scores than those with bachelor’s, associate’s, or diploma degrees. In Korea, Kim et al. 

(2015) found that those with graduate degrees reported significantly less burnout than 

those educated at the college level. No differences in secondary traumatic stress have 

been reported when considering educational level. 

As noted above, these studies all employed descriptive/correlational, cross-

sectional designs. Taken as a whole, the findings regarding differences in compassion 

satisfaction and burnout by nurses’ educational level are inconsistent and, therefore, 

inconclusive. 

Years of experience. The last background variable empirically correlated with 

the outcome variables under study is number of years of experience. Two studies found a 

significant, positive relationship between years of experience and compassion 

satisfaction. In the emergency department nurses, those with more years in overall 

nursing practice and more years in practice in the emergency department reported 

significantly higher compassion satisfaction in one study (Hunsaker et al., 2015). 

Similarly, Jakimowicz et al. (2018b) found a significant, positive correlation between 

years as a nurse and compassion satisfaction in Australian critical care nurses.  Four 

groups of authors measured years of experience in ordinal groupings and reported 

differences in compassion satisfaction scores. Kim et al. (2015) found that nurses with 

more time in clinical practice had higher levels of compassion satisfaction. Those with 

more than 10 years of experience reported significantly higher levels of compassion 
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satisfaction than those with 3 to 5 years of experience. Sekol and Kim (2014) reported 

that nurses on a pediatric surgical unit with 5 to 9 years of experience had the lowest 

compassion satisfaction scores, while those with 20 or more years of experience reported 

the highest; however, significance was not reported. Hegeney et al. (2014) reported 

differences in compassion satisfaction scores based on experience in nurses in Australia. 

In their sample, nurses with 15 years or more of experience had higher compassion 

satisfaction scores than those with less than 5 years and 5 to 15 years of experience; 

however, these findings did not meet statistical significance. Al-Majid, Carlson, 

Kiyohara, Faith, and Rakovski (2018) conducted a cross-sectional survey to assess 

compassion satisfaction and compassion fatigue in critical care, oncology, and charge 

nurses in a nonprofit community hospital in southern California. They found that nurses 

in their sample with greater than 10 years of experience reported significantly higher 

compassion satisfaction scores than those who had less than 10 years of experience. 

Lastly, only one study, Kelly et al. (2015), reported that years of experience in nursing 

was a significant negative predictor of compassion satisfaction in inpatient nurses across 

specialties. Each of these studies was cross-sectional and descriptive/correlational in 

design. 

Levels of burnout also vary based on years of experience. Both years in clinical 

practice and years in the emergency department were significantly and inversely related 

to burnout levels in Hunsaker et al.’s (2015) study. Kolthoff and Hickman (2017) 

examined compassion fatigue (secondary traumatic stress), burnout, and compassion 

satisfaction in nurses caring for older adults using an exploratory descriptive design. 

They found that nurses with less than 1 year of experience in geriatric medicine had 
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significantly higher burnout scores than those with more than 1 year of experience. In 

comparing age groups, nurses with more than 10 years of experience reported 

significantly lower burnout scores as compared to those with 1 to 3 or 3 to 5 years of 

experience (Kim et al., 2015). Participants in the Sekol and Kim (2014) study who had 5 

to 9 years of experience on the surgical unit reported the highest burnout scores; those 

with 20 or more years of experience had the lowest scores, though significance was not 

reported. Wijdenes, Badger, and Sheppard (2019) described compassion fatigue of nurses 

working in an urban trauma center using a descriptive survey design. They found that 

those working 6 to 10 years in the organization had significantly more risk for moderate 

burnout scores, while those with 2 to 5 years in the organization had significantly more 

risk for high levels of burnout. In another study, Jakimowicz et al. (2018b) found that 

years of experience in the current practice site (tenure) was a significant negative 

predictor of burnout, explaining 6% of the variance in Australian nurses. 

Differences in secondary traumatic stress scores related to years of nursing 

experience have been identified. In a sample of pediatric nurses, those with 5 to 9 years 

of nursing experience on the surgical unit reported higher secondary traumatic stress 

scores than those with 20 or more years of experience; however, significance was not 

reported (Sekol & Kim, 2014). Nurses working with geriatric patients have also been 

found to have differences in compassion fatigue (secondary traumatic stress) scores based 

on years of experience; those who have worked for longer than 1 year in this population 

reported significantly lower scores than those with less than 1 year of experience 

(Kolthoff & Hickman, 2017). Wu et al. (2016) also reported differences in secondary 

traumatic scores by years of experience among oncology nurses. Those with more than 
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26 years of experience had significantly lower secondary traumatic stress scores than 

respondents with less experience. In a study of critical care and oncology nurses working 

in a community hospital (Mooney et al., 2017), regression analysis revealed that 

experience (measured as years in the current nursing position) was a significant negative 

predictor of compassion fatigue (secondary traumatic stress)  

As with the other background variables in the personal environment, the findings 

related to nursing experience are inconsistent and need further investigation. Findings are 

from cross-sectional studies, and thus, only associations, not causal relationships, can be 

inferred.  

Client/Person Helped Environment 

In the Compassion Satisfaction-Compassion Fatigue Model, the client/person 

helped environment refers to those the nurse is caring for (Stamm, 2010). The 

client/person helped environment is a direct reflection of the patient population and 

therefore the nursing specialty working with the population. Although this study focused 

on critical care nursing, many differences in compassion satisfaction and compassion 

fatigue have been reported across specialties. Unlike the personal environment, 

investigational methods to study the client/person helped environment are more varied 

and include comparative and mixed method designs in addition to cross-sectional, 

descriptive/correlational studies. Differences in the outcome variables have been reported 

in oncology, hospice, emergency department, pediatric, critical care, and trauma nurses. 

Differences across nursing specialties included in the same study have also been reported.  

Oncology. Potter et al. (2010) used a descriptive, cross-sectional study to 

determine the prevalence of burnout and compassion fatigue in oncology healthcare 
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providers. Though compassion satisfaction was not included in this aim, it was measured 

using the ProQOL 4. Nurses, patient care technicians, medical assistants, and radiation 

technologists were included in this sample (n=153). Data for each subscale were analyzed 

and then categorized based on a high or low risk score. For the compassion satisfaction 

subscale, a lower score on the scale equated to a higher risk profile; for the burnout and 

secondary traumatic stress subscales, a lower score equated to a lower risk profile. The 

percentage of participants in each risk category was then presented. In this study, a 

significantly higher percentage of respondents working in the outpatient oncology clinics 

were categorized as low risk for compassion satisfaction. Regarding burnout, 44% of 

respondents in the inpatient oncology setting and 33% of those in the outpatient oncology 

clinics were at risk for burnout, however, these findings did not reach significance. There 

were no differences noted in compassion fatigue (secondary traumatic stress) in this 

study. 

Giarelli et al. (2016) also examined nurse perceptions of quality of work life and 

compassion fatigue in oncology nurses. In this mixed methods study, compassion 

satisfaction, also not identified as a construct in the aim, was measured using the 

ProQOL; participant’s scores on the ProQOL were categorized as low, average, or high. 

Twenty nurses participated; 10 fell into the above average/high and 10 in the average 

categories for compassion satisfaction. Of the 20 participants, 14 were categorized as 

having low levels of burnout and secondary traumatic stress; the remaining six were in 

the average category. Though results differ in the Potter et al. (2010) and Giarelli et al. 

(2016) studies, it appears that there are both risks and benefits in the oncology setting. 
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One study examined differences in compassion satisfaction and compassion 

fatigue scores among American and Canadian oncology nurses. In this analysis, there 

were no significant differences in scores on any of the ProQOL subscales. Mean scores 

indicated that oncology nurses in both groups reported high levels of compassion 

satisfaction and low levels of burnout and secondary traumatic stress (Wu et al., 2016). 

Findings from this study are important, as an international sample of nurses was 

examined. However, they must be interpreted with caution, as the sampling frame 

included only nurses who were members of the Canadian Association of Nurses in 

Oncology and the Oncology Nursing Society (Wu et al., 2016). Therefore, the 

generalizability of findings to nurses outside of these professional organizations may be 

limited. 

Hospice. Differences in compassion fatigue (secondary traumatic stress) have 

been reported in hospice nurses. Abendroth and Flannery (2006) conducted a cross-

sectional study with 216 hospice nurse respondents. Nearly 74% of their respondents 

were noted to be at average to high risk for compassion fatigue (secondary traumatic 

stress), and 91% were at average to high risk for burnout. The authors concluded that the 

more nurses were exposed to a patient’s traumatic death, the greater the compassion 

fatigue (secondary traumatic stress) reported in their sample.   

 Emergency department. Results for emergency department nurses have been 

mixed. The Hunsaker et al. (2015) descriptive study found that more than half of their 

278 respondents reported average levels of compassion satisfaction and burnout. 

However, nearly two-thirds of their sample reported low levels of compassion fatigue 

(secondary traumatic stress). Dominguez-Gomez and Rutledge (2009) investigated 
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secondary traumatic stress in 67 emergency department nurses using the Secondary 

Traumatic Stress Scale in a comparative, cross-sectional study. Findings indicated that 

46% of participants experienced intrusive thoughts about their patients, and 27% reported 

that work reminders upset them. Most respondents also communicated that they practiced 

avoidance behaviors in response to their secondary traumatic stress symptoms; 52% 

avoided patients, and 43% reported both diminished activity level and emotional 

numbing. The majority of participants reported annoyance and difficulty sleeping. Thus, 

it appears that secondary traumatic stress may be a risk for nurses in this specialty. 

Pediatrics. In pediatric nursing, differences in compassion satisfaction and 

burnout levels have been detected. Sekol and Kim (2014) used a cross-sectional design to 

assess job satisfaction, burnout, compassion satisfaction, and work-related stress in 

surgical, medical, critical care, and hematology/oncology nurses in pediatric settings. 

They also sought to identify predictors of each of these variables. In this study, burnout, 

secondary traumatic stress, and compassion satisfaction were measured using the 

ProQOL. Of the 406 nurses invited to participate, 240 responded to the survey. In 

pediatric hematology/oncology, the highest compassion satisfaction and lowest burnout 

scores were noted, whereas nurses in pediatric surgery reported the lowest compassion 

satisfaction and highest burnout scores. Thus, subspecialty within an overall nursing 

specialty may be an important background variable. 

 Critical care. Four studies included in this review have focused on critical care 

nurses. Mason et al. (2014) conducted a pilot study to determine the contribution of 

compassion satisfaction, compassion fatigue, moral distress, and education to work 

engagement in surgical trauma critical care nurses (n=34). Compassion satisfaction, 
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burnout, and compassion fatigue (secondary traumatic stress) were measured using the 

ProQOL 5. Findings indicated that 73% of respondents had average compassion 

satisfaction scores, and 27% had high levels of compassion satisfaction. Regarding 

burnout, 58% reported average scores, and 42% reported low scores. Lastly, nurses in 

this study reported either low (38%) or high (62%) levels of secondary traumatic stress. 

 Of the four studies conducted with critical care nurses, two compared ProQOL 5 

scores across acuity levels using cross-sectional, descriptive/correlational designs. Young 

et al. (2011) examined differences in compassion satisfaction, burnout, and secondary 

traumatic stress levels in heart and vascular nurses working in the intensive care unit and 

progressive care unit. Seventy nurses responded to the survey. Findings indicated that 

nurses in the progressive care unit had significantly higher levels of compassion 

satisfaction than those in the intensive care unit. Further, those in the progressive care 

unit had significantly lower levels of burnout than their intensive care colleagues. No 

significant differences in secondary traumatic stress were found between groups. 

In Sacco et al.’s (2015) study, the critical care units in the sample fell into two 

categories: single acuity units (intensive care level or progressive care level) and mixed 

acuity units (intensive care level and progressive care level). Findings indicated that 

nurses working on single acuity units reported significantly higher levels of compassion 

satisfaction, lower levels of burnout, and lower levels of secondary traumatic stress. 

These findings indicate that within critical care, acuity level may be a factor to consider 

in the development of both compassion satisfaction and compassion fatigue. 

In the last study, Jakimowicz et al. (2018b) reported compassion satisfaction and 

compassion fatigue levels experienced by Australian critical care nurses working at one 
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of two sites. The majority of the participants in this study reported average levels of 

compassion satisfaction and burnout. Regarding compassion satisfaction, 83% scored in 

the average range, while 15% had high scores, whereas 71% reported average levels of 

burnout, and 29% reported low levels. The pattern for secondary traumatic stress scores 

was different; 33.3% of participants had average scores on this subscale, and 66.7% had 

low levels of secondary traumatic stress. Taken together, the findings from these four 

studies indicate that the majority of critical care nurses who participated in this research 

scored average to high on the compassion satisfaction subscale and low to average on the 

secondary traumatic stress and burnout subscales of the ProQOL tool. 

Trauma. In examining these concepts in trauma nurses, Hinderer et al. (2014) 

surveyed 128 nurses using the ProQOL to assess compassion satisfaction, compassion 

fatigue, and burnout; and they used the Penn Inventory to assess secondary traumatic 

stress. Caution is needed in interpreting these results, as secondary traumatic stress was 

not measured by the ProQOL subscale but instead by the Penn Inventory, a tool used to 

measure posttraumatic stress disorder; compassion fatigue was reported using the 

findings from the secondary traumatic stress subscale of the ProQOL. Hinderer et al. 

(2014) found a significant negative correlation between compassion satisfaction and 

secondary traumatic stress and a significant positive correlation between burnout and 

secondary traumatic stress in this study. Further, the authors reported that compassion 

fatigue was significantly and positively associated with secondary traumatic stress on the 

Penn Inventory. These findings are expected, as both burnout and secondary traumatic 

stress are dimensions of compassion fatigue and are inversely related to compassion 

satisfaction in the Compassion Satisfaction-Compassion Fatigue Model. As previously 
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stated, there is ambiguity among researchers in the definitions of compassion fatigue and 

secondary traumatic stress as concepts; the use of the Penn Inventory to measure 

secondary traumatic stress in this study contributes to this ambiguity. 

 Across specialties. Finally, differences in compassion satisfaction and burnout 

have also been investigated across nursing specialties in the same study. Hooper et al. 

(2010) examined compassion satisfaction, burnout, and compassion fatigue in 

emergency, critical care, nephrology, and oncology nurses. This was also a cross-

sectional study utilizing the ProQOL 4; 114 nurses responded. No differences in 

compassion satisfaction among the units were noted; however, 26.6% of respondents 

reported high levels of burnout. Yoder (2010) conducted a mixed methods study to 

describe the prevalence of compassion satisfaction, situations that lead to compassion 

fatigue, and methods of coping in home care, emergency department, critical care, 

oncology, and medical-surgical nurses. Though it was not included in the purpose 

statement, compassion satisfaction was measured. One hundred and six nurses completed 

the quantitative arm of this study utilizing the ProQOL 4, and 71 completed the 

qualitative arm. In this study, emergency department nurses reported the lowest levels of 

both compassion satisfaction and burnout. The compassion satisfaction finding is similar 

to Hooper et al.’s (2010) findings in which emergency department nurses reported lower 

compassion satisfaction scores than those in critical care; however, these differences did 

not reach statistical significance.  

Differences in compassion satisfaction and compassion fatigue between intensive 

care unit nurses and oncology nurses were assessed in Mooney et al.’s (2017) cross-

sectional, descriptive study. Among the 86 nurses that responded, intensive care unit 
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nurses had significantly lower levels of compassion satisfaction and significantly higher 

levels of burnout than those working in oncology. Caution must be used in interpreting 

these results, as the number of intensive care unit nurse respondents was nearly four 

times as great as the number of oncology  nurses (n=68 and 18, respectively). No 

differences in secondary traumatic stress have been reported across specialties.  

Wijdenes et al. (2019) published the most recent study on this topic. They 

examined the prevalence of compassion fatigue across specialties in an urban trauma 

center with two attached behavioral health centers in Arizona. Though measuring 

compassion satisfaction was not explicitly stated in their aim, this variable was assessed. 

Nurses in their sample (n=315) reported what they described as moderate (average) 

compassion satisfaction and mild (low) secondary traumatic stress and burnout. 

Differences in compassion satisfaction and burnout across nursing specialties were 

reported; however, this was a descriptive analysis and significance was not addressed. 

Nurses who worked in the pre-operative unit, post-anesthesia care unit, and the operating 

room reported the highest compassion satisfaction scores. Nurses in the adult progressive 

care unit had the highest percentage of low compassion satisfaction scores, followed by 

nurses who worked in intensive care, the emergency department, and labor and delivery. 

High burnout scores were reported by a larger percentage of psychiatric and labor and 

delivery nurses in this sample. Approximately half of the respondents who worked in the 

intensive care unit and emergency department reported moderate (average) levels of 

burnout, one quarter reported high burnout, and 20% reported low burnout. As with the 

compassion satisfaction scores, those in the pre-operative unit, post-anesthesia care unit, 

and operating room reported the lowest levels of burnout. The authors did not report if 
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these findings were significant, nor did they provide data on secondary traumatic stress 

scores reported by specialty.  

Differences across nursing specialties, subspecialties, and acuity levels, as well as 

between specialties, are apparent. However, this body of literature primarily includes 

descriptive/correlational, cross-sectional studies, thus necessitating caution in 

interpretation. Nursing specialty, representing the client/person helped environment, 

likely contributes to a nurse’s development of compassion satisfaction and compassion 

fatigue and should be a consideration in future study. 

In summary, research findings on background variables associated with 

compassion fatigue and compassion satisfaction are not consistent. In this study, the 

bivariate associations between background variables (age, gender, education level, years 

of experience, and nursing specialty) and the outcomes were examined; and significant 

variables were treated as covariates in the analyses, as described further in chapters three 

and four.  

Conclusion 

This chapter has provided an overview of two largely separate bodies of literature. 

The literature regarding the work environment and that on compassion satisfaction and 

compassion fatigue have been summarized and framed by both the AACN Healthy Work 

Environment Standards and the Compassion Satisfaction-Compassion Fatigue Model. 

The lack of nursing studies that have tested the propositions of the Compassion 

Satisfaction-Compassion Fatigue Model has led to a significant gap in the literature. This 

study aimed to address this gap by using the model to examine the relationship of the 
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work environment to compassion fatigue and compassion satisfaction, after controlling 

for potential covariates.  
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Chapter Three 

Methods 

This study investigated the relationship of the work environment to compassion 

satisfaction and compassion fatigue in critical care nurses using a correlational, cross-

sectional, quantitative design. The work environment factors (predictor variables) were 

examined with the AACN Healthy Work Environment Assessment™ Tool; the outcome 

variables, compassion satisfaction, secondary traumatic stress, and burnout, were 

examined using the Professional Quality of Life (ProQOL) Scale Version 5. 

This chapter outlines the design of this study, including the following 

considerations: sample, setting, and recruitment; instruments (demographic questionnaire, 

AACN Healthy Work Environment Assessment™ Tool, ProQOL Version 5); data 

collection and management procedures; data analysis; and human subjects protection.  

Sample 

 The population of interest for this study was critical care nurses in direct patient 

care roles in either the progressive care or intensive care environment in the United 

States. Nurses working in intensive care settings generally have nurse to patient ratios of 

1:2, whereas those on progressive care units have ratios of 1:3 or 1:4 (Rich, 2009).  

 The sampling frame for this study included critical care nurses who accessed the 

AACN website and those who received the AACN eNewsline via email. The AACN was 

founded in 1969, initially as the American Association of Cardiovascular Nurses; the 

name was changed to the American Association of Critical-Care Nurses in 1971 (AACN, 

2017a). This is a nonprofit professional association noted to be the largest specialty 

nursing organization internationally (AACN, 2017b). The mission and vision of the 
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organization center around excellence in acute and critical care nursing and the creation 

of a healthcare system in which nurses make “their optimal contribution” (AACN, 2017c, 

para. 2). Currently, the AACN has more than 100,000 members from all over the world 

in acute and critical care nursing (AACN, 2019a). Potential participants did not need to 

be a member of AACN to access their website; however, in order to receive the 

eNewsline, they had to be AACN members.  

 The sampling frame also consisted of the researcher’s personal network of critical 

care nurse colleagues who had access to her personal and professional Facebook pages 

and her Twitter page. The AACN was unable to assure that the researcher would be able 

to attain a desired number of participants from the methods described later in this chapter 

and recommended a second method of recruitment (M. Altman, personal communication, 

December 19, 2017). The researcher is a practicing acute care clinical nurse specialist, a 

member of the AACN, and an AACN chapter past-president. As a result, the researcher 

has a large network of critical care nurse colleagues. Therefore, the researcher’s personal 

and professional Facebook pages and Twitter page served as a secondary sampling frame 

for this study. As with the AACN website, potential participants did not need to be a 

member of AACN to access the researcher’s social media sites. 

A convenience sample of critical care nurses was obtained from this sampling 

frame. The inclusion criteria for this study were: critical care nurses; employed in adult, 

pediatric, or neonatal intensive care units for at least 6 months; RNs providing direct, 

bedside care at least 50% of the time; and able to understand and read the English 

language. The exclusion criteria for this study were: RNs employed in units outside of the 

intensive care unit or the progressive care unit; RNs who are not full-time employees of 
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an institution (employees of a traveling nurse agency or other agency); RNs in advanced 

practice nurse roles, nurse managers/administrators, full-time nurse educators, or nurses 

in other roles who spend less than 50% of their time in direct bedside care; and RNs who 

are employed on a temporary basis. 

 Previous research points to a higher risk of compassion fatigue and lower 

compassion satisfaction in nurses who have higher workloads, are exposed to higher 

patient acuity, and have more time in direct patient care (Giarelli et al., 2016; Hinderer et 

al., 2014; Hunsaker et al., 2015; Maytum et al., 2004; Yoder, 2010). Therefore, it was 

important to study these phenomena of interest in nurses who spent at least 50% of their 

time in direct bedside care. Temporary staff, who likely are not able to fully assess the 

work environment on a unit, were excluded from this study.  

 An a priori power analysis was completed using G*Power software (Version 

3.1.9.2; Heinrich-Heine-Universität Düsseldorf, 2017). To detect a significant 

relationship in a fixed linear multiple regression model with five potential covariates and 

six predictor variables, a medium effect size, a power of .80, and an alpha of 0.05, a 

minimum of 123 participants was required. In this study, three total regression models 

were computed. Each model required a minimum of 123 participants to meet power; 

however, the same respondents were able to be used for each regression analysis.  

Setting. The setting for this study was online. Participants could respond to the 

survey in a variety of ways, including on a desktop or laptop computer, tablet, or mobile 

device. Surveys were completed at the participant’s convenience, any time after the 

survey was posted to the AACN website, the AACN eNewsline, or the researcher’s 

personal and professional Facebook pages and Twitter page. From July 18, 2018 through 
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October 22, 2018, the survey was posted to the researcher’s Facebook and Twitter pages 

every five days to keep the post fresh. The survey was posted to the AACN website and 

in the eNewsline in accordance with their policies (M. Altman, personal communication, 

May 14, 2018; M. Altman, personal communication, August 6, 2018). The study was 

planned to close 4 to 6 weeks after the posting date; however, this time frame was 

flexible in order to allow for convenience and snowball sampling to achieve the desired 

sample size. The survey was available for just over 14 weeks to reach the desired sample 

size. After the desired sample size was obtained, the online survey closed and no further 

data were collected. As Dillman, Smyth, and Christian (2014a) noted, responses to web-

based surveys are typically received quickly due to the wide use of the internet and 

mobile devices; responses can be obtained from many potential subjects in a short time 

frame. Toepoel (2016a) concurs that the use of web-based surveys accelerates data 

collection. She recommended that surveys need “…at least a couple of weeks, although a 

couple of months are probably desirable” (p. 161) and that the length of time the survey 

is available likely depends on the response rate, particularly in cross-sectional designs. A 

predetermined response rate (i.e., a power analysis) was utilized to guide the researcher 

regarding the length of time the survey was open. Toepoel (2016a) recommended this to 

be either until the power analysis is met or until no other responses are obtained. Thus, a 

flexible time line of approximately 4 to 6 weeks was initially proposed for this study. 

Recruitment. The AACN posts calls to participate in research studies on their 

website (https://www.aacn.org/nursing-excellence/research-studies). As stated, the 

researcher also used her personal and professional network for recruitment. The calls to 

participate can be found in Appendix A. Critical care nurses who accessed the AACN 

https://www.aacn.org/nursing-excellence/research-studies


WORK ENVIRONMENT & PROFESSIONAL QUALITY OF LIFE  96 

 

 

website, who had access to the AACN eNewsline, or the researcher’s Facebook and 

Twitter pages were recruited for participation in this study. In order to access the AACN 

eNewsline, potential participants were required to be AACN members and to receive the 

eNewsline via email. For access to the researcher’s social media accounts, potential 

participants had to have a Facebook or Twitter account and be logged into that account to 

access the researcher’s page and the survey link. The link was placed on the AACN 

website and in the eNewsline according to the organization’s policies, which include a 

review of the study to ensure it aligns with the organization’s mission, vision, and values 

and posting to the eNewsline as space allows (M. Altman, personal communication, May 

14, 2018 and M. Altman, personal communication, September 25, 2019). The researcher 

was able to post the link to her Facebook and Twitter pages every 5 days until the data 

collection period closed. Further, those who had access to either her Facebook or Twitter 

pages had the ability to like and share the posting, further disseminating the link to the 

survey and resulting in snowball sampling. According to Toepoel (2016b), the use of 

snowball recruitment in a social media setting is positively influenced by inter-user 

relationships. That is, the relationship between users (e.g., colleagues, friends, family) is 

an advantage in that people are more inclined to reply to surveys shared by those with 

whom they have a professional relationship. Dillman, Smyth, & Christian (2014b) 

identified this social exchange as a central feature to conducting surveys. Social exchange 

increases participants’ trust in the survey and therefore can improve response rates. The 

professional relationships in the researcher’s network and the researcher’s relationship 

with AACN likely contributed to such a social exchange. 
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Permission from the AACN to post the survey link to both the website and 

eNewsline was obtained following the submission of a study abstract, survey 

permissions, and Institutional Review Board approval to the AACN. Once the survey was 

posted, potential participants were able to click on the survey link, which then took them 

to a page with an introductory letter (Appendix B). Once they read the introductory letter, 

the next page of the survey described the study’s inclusion and exclusion criteria. If 

potential participants met the inclusion criteria, they were instructed to move on to the 

informed consent; if they did not meet the inclusion criteria, they were thanked for their 

time and asked to close the survey.  

Instruments 

 Participants were asked to complete three tools (a demographic questionnaire 

developed by the researcher, the AACN Healthy Work Environment Assessment™ Tool, 

and the Professional Quality of Life (ProQOL) Scale Version 5) and three congruence 

questions. Copies of each scale may be found in appendices C, D, E, and F, respectively. 

After completion of the demographic questionnaire, AACN Healthy Work Environment 

Assessment™ Tool, the ProQOL Version 5, and the congruence questions, the participants 

were taken to a thank you page that included a link to another page that allowed 

participants to leave their contact information in the event that they would like to be 

considered for inclusion in further studies regarding this topic. This was a separate survey 

that did not link to their answers provided on the data collection tools for this study.   

Demographic Questionnaire. The demographic questionnaire (Appendix C), 

developed by the researcher, was based on findings from the published literature 

pertaining to correlates of professional quality of life. This 23-question tool asked 
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participants to respond to questions regarding their demographic characteristics (age, 

gender), professional experience (clinical experience, tenure in their current 

position/institution, educational level, leadership experience, professional organization 

membership, certification status, and specialty population cared for), and institutional 

characteristics (institutional setting and accreditation status). Demographic questions 

pertaining to age, gender, educational level, years of experience, and nursing specialty 

were considered in the data analysis as potential covariates as described below. Three 

questions, related to the work environment, compassion satisfaction, and compassion 

fatigue, were included to assess congruence of the responses with the AACN Healthy 

Work Environment Assessment™ Tool and the ProQOL Version 5, with the purpose of 

each tool to assess for construct validity, specifically convergent and discriminant 

validity (Bryant, 2000; Huck 2012a; Mishel, 1998). The last question was an open-ended 

question to allow the participant to include any other information they believed to be 

pertinent to this topic. These questions appeared in the survey after the AACN Healthy 

Work Environment Assessment™ Tool and the ProQOL Version 5. Information collected 

from these tools included categorical and continuous level data, as well as the qualitative 

responses to the open-ended question.    

AACN Healthy Work Environment Assessment. The AACN Healthy Work 

Environment Assessment™ Tool (AACN, 2017d; Appendix D) was used to assess the 

critical care nurses’ work environment. This tool was originally designed as a screening 

tool to be used to assess the work environment of nursing units (AACN, 2017e) and was 

made available online in 2010 (AACN, 2017a). This tool consisted consists of 18 
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questions with three questions for each of the six subscales reflecting the six standards for 

establishing a Healthy Work Environment. Questions by subscale are listed below: 

 Skilled Communication: Questions 1, 6, 14  

 True Collaboration: Questions 2, 10, 15 

 Effective Decision Making: Questions 7, 11, 16 

 Appropriate Staffing: Questions 3, 8, 12 

 Meaningful Recognition: Questions 4, 9, 17 

 Authentic Leadership: Questions 5, 13, 18 

Each question was rated on a 5-point Likert scale (1 = strongly disagree, 2 = disagree, 3 = 

neutral, 4 = agree, and 5 = strongly agree). An aggregate mean score for the tool overall 

and each subscale was calculated. The aggregate mean score was calculated to describe 

the overall perception of the nursing work environment in this sample and was not 

included in inferential analysis. Scores ranged from 1 to 5 on each subscale and from 1 to 

5 overall, with 1 representing the least healthy work environment and 5 representing the 

most healthy work environment. Further, aggregate and individual item scores were 

categorized as needs improvement (1.00-2.99), good (3.00-3.99), and excellent (4.00-

5.00; AACN, n.d.). The current version of the tool has undergone psychometric testing. 

Connor (2017) noted that psychometric analysis was undertaken by the AACN and “tool 

developers” (p. 8). Regarding validity, the AACN (2017e) states “The questions and 

scales have been reviewed for face validity…” (Test Development and Psychometrics, 

para 1). After administering the tool to two groups of 250 people, reliability was assessed 

and the tool “…showed internal consistency with identical factor structures…” (Test 
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Development and Psychometrics, para. 1). Further, each subscale has a Cronbach’s α of 

at least 0.80 (AACN, 2017e). Permission for use of this tool was granted by the AACN. 

 Aboshaiqah (2015) utilized the AACN Healthy Work Environment Assessment™ 

Tool in a study of the work environment in Saudi Arabia. The researcher reported 

Cronbach’s α for the tool overall (0.956) and for each subscale (range 0.753-0.801). 

Huddleston and Gray (2016) reported the findings of a pilot study that assessed the 

psychometrics of the AACN Healthy Work Environment Assessment™ Tool. In this 

study, the authors asked 28 nurse leaders in Irving, Texas to assess face and content 

validity; the tool was compared against the Practice Environment Scale of the Nursing 

Work Index (PES-NWI) for concurrent validity. For face validity, the nurse leaders 

compared the questions on the AACN Healthy Work Environment Assessment™ Tool 

subscales to the AACN Standards of a Healthy Work Environment, 1st edition. The 

researchers asked participants to identify which items represented each of the six 

standards, and participants were able to correctly identify 13 of 18 items by subscale; 

however, items 6, 13, 14, 15, and 18 were not correctly identified by this sample of nurse 

leaders. The nurse leaders were also used to assess content validity; they rated the 

relevancy of the tool items on a Likert scale of 1 (not relevant) to 4 (very relevant). The 

resultant content validity score was 96.63. Huddleston and Gray (2016) concluded that in 

this sample of nurse leaders, the AACN Healthy Work Environment Assessment™ Tool 

“…Items 6, 13, 14, 15, and 18 did not demonstrate face validity,” but the tool 

“demonstrated strong content validity” (p. 376).  

Huddleston and Gray (2016) also surveyed direct care nurses (n=203) using the 

AACN Healthy Work Environment Assessment™ Tool and the PES-NWI to assess 
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concurrent validity of the AACN Healthy Work Environment Assessment™ Tool. In this 

examination, pairwise correlation results ranged from 0.42 to 0.85 and were statistically 

significant (p < 0.05), supporting concurrent validity of this tool. Internal consistency of 

the tool was assessed in both the nurse leaders and direct care nurses in this study; the 

Cronbach’s α scores were 0.97 and 0.91, respectively. To assess test-retest reliability, the 

direct care nurses were surveyed twice with the AACN Healthy Work Environment 

Assessment™ Tool, 1 month apart (n=96 and n=107). The Pearson’s product moment 

correlation (r range = 0.583-0.789; p < 0.05) provided support for stability over this time 

frame (Huddleston & Gray 2016). Though this evaluation of reliability and validity of the 

AACN Healthy Work Environment Assessment™ Tool provides useful psychometric 

analysis, the findings are limited in this study due to the small sample of nurse leaders 

from one organization in Texas. Overall, the AACN Healthy Work Environment 

Assessment™ Tool has demonstrated evidence of both reliability and validity in the 

literature (AACN, 2017e; Aboshaiqah, 2015; Huddleston & Gray, 2016). This tool 

directly measures the AACN Healthy Work Environment Standards and therefore was 

appropriate for use in this study. 

Professional Quality of Life Scale. The ProQOL has been available since 1995. 

In previous versions, this tool was referred to as the Compassion Satisfaction and Fatigue 

Test, the Compassion Fatigue Test, and the Compassion Fatigue Self-Test (Stamm, 

2010). The first version of this scale, the Compassion Fatigue Self-Test, was developed in 

the 1980s and only measured compassion fatigue. Compassion satisfaction was added to 

the tool in 1993. In the 1990s, the tool was renamed the ProQOL. The most up-to-date 

version, ProQOL Version 5, has a total of 30 questions and three subscales measuring 
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compassion satisfaction, secondary traumatic stress, and burnout. The latter two 

subscales comprise the compassion fatigue measure (Stamm, 2010). The ProQOL tool 

has been translated into 26 languages (ProQOL.org, 2018d).  Although validation studies 

of this tool have included international samples, the majority of the participants in these 

studies were from Westernized nations (ProQOL Office, personal communication, July 1, 

2019).   

Permission for use of this tool is granted on the Proqol.org website provided the 

tool is not altered (ProQOL.org, 2018d). Words that are italicized/in brackets can be 

changed to adjust the tool for the appropriate group (Stamm, 2009). Changes to the 

wording for this study are bolded in Appendix E. Participants were asked to complete the 

survey while thinking about their current practice and to answer each question on a 5 

point Likert scale (1 = never, 2 = rarely, 3 = sometimes, 4 = often, 5 = very often) based 

on the frequency that they have experienced the feelings described in the items in the last 

30 days (Stamm, 2009). The questions designated for each subscale are listed below: 

 Compassion Satisfaction: Questions 3, 6, 12, 16, 18, 20, 22, 24, 27, and 30  

 Burnout: Questions 1, 4, 8, 10, 15, 17, 19, 21, 26, and 29 

 Secondary Traumatic Stress: Questions 2, 5, 7, 9, 11, 13, 14, 23, 25, and 28 

When scoring, items 1, 4, 15, 17, and 29 are reverse coded. All reverse coded items are 

on the burnout subscale and are reverse coded because they reflect characteristics 

opposite to that of burnout. Scores on each subscale are summed to give a total raw score; 

the minimum a person can score on each subscale is 10, and the maximum is 50. Further, 

raw scores can be categorized as low, medium, or high. For the compassion satisfaction 

subscale, raw scores of 22 or less are equivalent to low levels of compassion satisfaction; 
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raw scores between 23 and 41 correspond with average levels of compassion satisfaction; 

and raw scores 42 or higher indicate high levels of compassion satisfaction. The summed 

burnout and secondary traumatic stress subscales are categorized the same way: raw 

scores of 22 or less indicate low levels; raw scores between 23 and 41 correspond with 

average levels; and raw scores of 42 or higher indicate high levels of these constructs. 

Score range and category were calculated using data in the ProQOL database from 1,187 

participants and are based on cut score norms at the 25th and 75th percentiles (Stamm, 

2010). Aggregate scores for the compassion satisfaction, burnout, and secondary 

traumatic stress subscales were calculated; an aggregate ProQOL 5 score could not be 

calculated because the dimensions of the subscales are opposite from one another 

(Stamm, 2010). The aggregate subscale scores were calculated to describe the overall 

reported levels of compassion satisfaction, burnout, and secondary traumatic stress in this 

sample. 

 The ProQOL 5 has been utilized widely in nursing literature; however, few 

researchers using the fifth revision of this scale have reported psychometric properties. 

Stamm (2010) reports the Cronbach’s α for the compassion satisfaction, burnout, and 

secondary traumatic stress scores as 0.88, 0.75, and 0.81 respectively; this analysis 

includes studies from varied disciplines. When used by nurse researchers, internal 

consistency measures have been reported by eight groups of authors. Hinderer et al. 

(2014) and Hunsaker et al. (2015) reported an overall Cronbach’s α for the scale to be 

0.669 and 0.96 respectively. Branch and Klinkenberg (2015) reported that in their study, 

the Cronbach’s α for compassion satisfaction and burnout were greater than 0.80; 

whereas the compassion fatigue (secondary traumatic stress) subscale was 0.79. Seven 
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groups have reported reliability data for each subscale. The internal consistency 

reliabilities for the subscales, as measured with Cronbach’s α, range between 0.88 and 

0.92 (compassion satisfaction), 0.73 to 0.82 (secondary traumatic stress), and 0.45 to 0.83 

(burnout; Craigie et al., 2015; Hegeney et al., 2014; Hinderer et al., 2014; Hunsaker et al., 

2015; Kim et al., 2015; Neville & Cole, 2013; Sacco et al., 2015). The lower Cronbach’s 

α for the burnout (0.45) subscale in the Sacco et al. (2015) study is not explained by the 

authors. In the remaining six studies, five reported a Cronbach’s α above 0.70 for the 

burnout subscale; Kim et al. (2015) reported a Cronbach’s α of 0.69, just below the 

acceptable threshold of 0.70.  Despite the Sacco et al. (2015) study, the majority of 

studies reporting internal consistency reliability for the burnout subscale have noted an 

acceptable Cronbach’s α. Thus, the Sacco et al. (2015) results may be considered an 

outlier; and overall, the ProQOL Version 5 tool has demonstrated acceptable reliability in 

nursing populations. 

 Regarding validity, Stamm (2010) states the tool has demonstrated construct 

validity with the use of the tool across different professional groups. It is also noted that 

the ProQOL 5 measures three separate constructs (Stamm, 2010). At this time, content 

and construct validity have not been formally assessed by nursing researchers. 

Data Collection and Management Procedures 

 The survey for this study was deployed by an electronic survey platform, 

SurveyMonkey.® This online platform employs Secure Sockets Layer (SSL) encryption 

that “…creates a secure connection between the client and a server, encrypting 

information being transmitted…” (SurveyMonkey®, 2018a, SSL Encryption section, 

para. 1). This encryption feature is automatically deployed for all surveys.  The 
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SurveyMonkey® Advantage package allows for an unlimited number of questions and 

responses and employs skip logic, which allows for customizability within the survey 

based on participant response (SurveyMonkey®, 2018b). For an individual 

SurveyMonkey® account, only the account administrator has access to the data. There is a 

unique username and password with encrypted authentication for individual user 

accounts. The individual user is encouraged to have a “sufficiently complicated 

password” and “sufficient security” on personal computers and devices (SurveyMonkey®, 

2017, Your Responsibility section). 

 Following Institutional Review Board approval, the survey link, provided by 

SurveyMonkey,® was deployed through the AACN website, eNewsline, and the 

researcher’s Facebook and Twitter pages for approximately 14 weeks, as described 

above. Participants were able to decide whether to participate in the study by clicking on 

the SurveyMonkey® link, reviewing the introductory letter, inclusion criteria, and 

informed consent, and to begin the survey if they chose to participate. Participant 

responses were collected anonymously during this time period. There was no link 

between the participants’ Facebook and Twitter accounts or other identifiable sources to 

their responses. Participants were not recruited via email from the researcher and were 

not asked to provide any identifying information. If participants chose to leave their 

contact information for inclusion in further study regarding this topic on the second 

survey, it was not linked to their answers to the demographic questionnaire, AACN 

Healthy Work Environment Assessment™ Tool, or the ProQOL Version 5. After the 

conclusion of the data collection period, responses were exported from SurveyMonkey® 

to the IBM Statistical Package for Social Sciences (SPSS) 25 for analysis. Data 
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downloaded to IBM SPSS were not linked to any participant in any way. All data 

collected were kept on a password protected computer in a password protected file. 

Data Analysis 

 Quantitative analysis. Data analysis for this proposed study included an 

assessment of tool validity and reliability in this sample of critical care nurses, descriptive 

analysis, and inferential analysis. The procedures for each are described below, and data 

were analyzed using IBM SPSS 25.  

 Validity. The three congruence questions (Appendix F) were included to assess 

construct validity of the AACN Healthy Work Environment Assessment™ tool and the 

ProQOL Version 5. The first question asked participants to rate the health of their work 

environment on a 1 (unhealthy) to 5 (very healthy) Likert scale. For the second 

congruence question, the participants were provided with the conceptual definition of 

compassion fatigue and asked to rate their perceived level of compassion fatigue on a 1 

(no compassion fatigue) to 5 (high levels of compassion fatigue) Likert scale. The 

conceptual definition of compassion satisfaction was provided for the third congruence 

question, and participants were asked to rate their perceived level of compassion 

satisfaction on a 1 (no compassion satisfaction) to 5 (high levels of compassion 

satisfaction) Likert scale.  

Convergent and discriminant validity, components of construct validity, were 

assessed using bivariate correlational analysis and assessing for the strength and direction 

of the relationship (Huck, 2012a). In bivariate correlational analysis with scaled 

variables, the first step is to assess data for normality and then select the appropriate 

correlation procedure. In this analysis, data were normally distributed, and thus a 
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Pearson’s product-moment correlation (r) was selected (Huck, 2012B). The measures of 

the same construct (work environment, compassion fatigue, and compassion satisfaction) 

were compared for convergent validity, whereas the measures of different concepts 

(compassion fatigue and compassion satisfaction) were compared for discriminant 

validity (Bryant, 2000). The aggregate AACN Healthy Work Environment Assessment™ 

tool score and the first congruence question were assessed for convergent validity only 

because a measure for discriminant validity was not included. The assessment of 

convergent and discriminant validity for the outcomes variables was guided by the 

Compassion Satisfaction-Compassion Fatigue Model (Stamm, 2010). Responses to 

congruence question two (compassion fatigue) and the summed secondary traumatic 

stress and burnout subscale scores were assessed for convergent validity; responses to 

question two and the compassion satisfaction subscale were assessed for discriminant 

validity (Bryant, 2000; Huck, 2012a). Lastly, responses to congruence question three 

(compassion satisfaction) and the compassion satisfaction subscale were assessed for 

convergent validity. Responses to this question and the summed secondary traumatic 

stress and burnout subscales were evaluated for discriminant validity (Bryant, 2000; 

Huck, 2012a). A description of this analysis is found in chapter four. 

Reliability. First, the internal consistency of the AACN Healthy Work 

Environment Assessment™ Tool total score and subscale scores and the ProQOL 

Version 5 survey subscale scores were assessed by testing Cronbach’s α. An α level of 

.70 or higher was considered acceptable reliability (Urdan, 2010). In the event that an α 

level of .70 or higher was not achieved, items in each scale were assessed for inclusion or 

exclusion in the study. In this iterative analysis, the Corrected Item Total Correlations 
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(CITCs) were analyzed to determine the difference between the highest and lowest CITC 

for each scale and subscale. If any items demonstrated a CITC lower than .30 or a 

negative CITC, they were considered for exclusion in this study. After CITC analysis was 

complete, a final reliability analysis was performed (Urdan, 2010). This process is 

described in chapter four. 

 Descriptive analysis. Prior to inferential analysis, descriptive analysis was 

performed to describe the sample and all major study variables. For continuous variables, 

frequency distributions and measures of central tendency (mean standard deviation, and 

range) were computed (Huck, 2012bc). Analysis of categorical and ordinal variables 

included frequency distributions and percentages (Huck, 2012d). Further, the aggregate 

work environment perception score, subscale scores for each Healthy Work Environment 

standard, and subscale scores for compassion satisfaction, burnout, and secondary 

traumatic stress in this sample were calculated.  

Inferential analysis. This study employed hierarchical regression analysis to 

determine the relationship of the predictor variables (the AACN Healthy Work 

Environment Standards) to the outcome variables (compassion satisfaction, secondary 

traumatic stress, and burnout, after controlling for covariates. In hierarchical regression, 

the inclusion of covariates, predictor, and outcome variables are theoretically based 

(Meyers, Gamst, & Guarino, 2013a). This study is guided by the Compassion 

Satisfaction-Compassion Fatigue model where the covariates, identified in empirical 

literature, encompassed the personal and client/person helped environment; and the 

predictor variables encompassed the work environment. The outcome variables of 

interest, compassion satisfaction and the dimensions of compassion fatigue, were those 
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described by this model. Inferential analysis included bivariate correlations between the 

five potential covariates and the outcome variables and the predictor variables and the 

outcome variables; and hierarchical regression to examine the relationship of the Healthy 

Work Environment Standards to compassion satisfaction, burnout, and secondary 

traumatic stress. Following correlational analysis, three separate multiple regressions 

were performed, including one for each of the outcome variables. The first step in the 

inferential analysis was to determine if the outcome variables were normally distributed 

at the univariate level by examining skewness and kurtosis statistics. Skewness and 

kurtosis values between -1 and 1 were considered acceptable (Gamst, Meyers, & 

Guarino, 2008).  

 Following assessment of normality, the intercorrelations among the predictor 

variables were examined for multicollinearity. Screening was conducted by calculating 

the variance inflation factor. The variance inflation factor examines whether the variance 

of a regression coefficient increases if it is correlated with other variables within the 

regression equation, thus examining for multicollinearity. If problematic multicollinearity 

is present, the variance inflation factor will be between 5 and 10; multicollinearity is not 

present if the variance inflation factor is 1. When one or more variables demonstrate 

multicollinearity, they should be removed from the analysis (Akinwande, Dikko, & 

Samson, 2015). The variance inflation factor is automatically calculated in SPSS 25 when 

completing multiple regression analysis.  

Next, assessment of statistical outliers in the outcome variables was completed by 

examining frequency distributions and computing Mahalanobis Distance scores. For this 

computation, the predictor variables of interest were selected. Next, another continuous 
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variable was selected as a stand-in dependent variable, and regression analysis for 

Mahalanobis Distance was run in SPSS. Mahalanobis Distance values, noted as the χ2, 

were examined. These values were compared to the critical χ2 value; if the Mahalanobis 

Distance value exceeded the critical value, it was noted as a multivariate outlier. If a 

multivariate outlier was discovered, data were examined for any coding errors and 

normality assumption violations (Tabachnick & Fidell, 2001).      

 Next, Pearson’s correlations (r) on the scaled covariates (age and years of 

experience) and the predictor variables (the Healthy Work Environment Standards) were 

computed to determine their bivariate correlation to the scaled outcome variables 

(compassion satisfaction, compassion fatigue [dimension of burnout], and compassion 

fatigue [dimension of secondary traumatic stress]). For ordinal and nominal covariates 

(gender, education level, and specialty), bivariate correlation with the outcome variables 

was computed using point biserial correlations (rpb; Huck, 2012b). The variables from the 

personal and client/person helped environments that demonstrated bivariate significance 

(at the level of p < .05) with the outcome variables were included in the regression 

analysis (Meyers, Gamst, & Guarino, 2013b. All Healthy Work Environment predictor 

variables of interest were included in the regression regardless of their bivariate 

significance.    

Hierarchical standard multiple linear regression was performed for each outcome 

variable (Meyers et al., 2013a). In the hierarchical regression, the researcher bases the 

selection of covariates and the blocking sequence on a theoretical framework and 

empirical evidence. In each step of the analysis, the researcher examines the degree of 

explanation in the outcome variable gained, the R2, by each set, or block, of variables 
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added (Myers et al., 2013a). The variables entered in the first blocks are the variables that 

the researcher is intending to control. Once these variables are examined, the predictor 

variables are entered in the last block to assess for their contribution to the outcome 

variable of interest (Huck, 2012e). In this study, data were entered in two blocks, based 

on the Compassion Satisfaction-Compassion Fatigue model. The first block included the 

personal environment background variables (age, gender, educational level, and years of 

experience) that were significantly associated with the outcome variable. The second 

block would have included the client/person helped environment background variable 

(nursing specialty); however, this variable was not significantly associated with any 

outcome variable, as described in chapter four. Thus, the second block included the 

predictor variables (skilled communication, true collaboration, effective decision making, 

appropriate staffing, meaningful recognition, and authentic leadership).  

Unique variances were assigned using B and beta as computed. The R2 value 

indicated the percentage of the variance in the outcome variable that is accounted for by 

the predictor variables as a set. The hierarchical regression analysis provided the 

following results: multiple R informed if the sample was drawn from a population where 

R is not equal to zero; F test was performed on R to assess if the regression equation is 

significant; and the adjusted R2 determined how much of the variance in the outcome 

variable was accounted for by the regression equation. The multiple R, F test, and 

adjusted R2 are tests of the entire regression equation and the outcome variable. The 

predictor variables and covariates were assessed with a t-value and significance to 

determine if the individual variable contributed to the outcome variable prediction; and 

the beta allowed for comparison of the predictor variables and covariates to determine 
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their contribution to the regression equation (Meyers et al., 2013b). Results for each 

regression equation were analyzed to determine which predictor variable made a 

significant and independent contribution to the variance in the outcome variable and what 

portion of the variance was attributed to the predictor variable. A full description of the 

inferential analyses conducted in this study is presented in chapter four. 

Qualitative analysis. Open-ended responses to the question “Is there anything 

else about these topics you would like me to know?” were analyzed using descriptive 

content analysis, and responses were organized categorically (Morse, 2008; Sandelowski 

& Barroso, 2003). For this analysis, the goal was to be close to the data without a high 

degree of interpretation (Kim, Sefcik, & Bradway, 2017; Sandelowski, 2000). Data were 

analyzed descriptively into common categories to summarize the content of the 

participants’ responses (Sandelowski, 2000). As Sandelowski (2000) stated, in 

descriptive qualitative analysis, a predetermined coding system may be used; however, 

the categories or codes are often generated or revised based on the data. Upon reviewing 

and categorizing each response to the open-ended question, the responses in each 

category were counted and grouped together. After the data was grouped and organized, a 

descriptive summary was derived for each category (Sandelowski, 2000). Regarding 

rigor, an audit trail was maintained; and a second researcher with qualitative experience 

was asked to review the findings to support trustworthiness and credibility (Kreftin, 

1991; Sandelowski, 1986). Because data were collected anonymously and there was not a 

relationship between the researcher and respondents, member checking and triangulation 

was not completed. Findings from this descriptive content analysis are discussed in 

chapter four. 
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Human Subjects Protection 

 Institutional Review Board approval was obtained from the Villanova University 

Institutional Review Board (Appendix G). A recruitment announcement (Appendix A) 

was posted on the AACN website, eNewsline, and the researcher’s Facebook and Twitter 

pages. When participants clicked the study link, an introductory letter was included in the 

first screen of the electronically posted survey (Appendix B). Once potential participants 

clicked on the provided link to the survey, they reviewed the introductory letter that 

described the potential risks and benefits, and safeguards to participant anonymity. After 

reading the introductory letter, the participants were taken to the next page to review the 

inclusion criteria. If the participants met the inclusion criteria, they were asked to provide 

implied consent (Appendix H) and to proceed with survey completion.   

 Potential risks included evoking emotional responses as participants are asked 

questions about their current work environment and potentially sensitive topics. If 

participants experienced any untoward emotional response, they were referred for support 

from their peer group, primary care provider, or employee assistance programs; and they 

were instructed to discontinue their participation in the study.  

Safeguards were instituted to minimize risks from loss of confidentiality of data. 

No personally identifiable information or identifiable employment information was 

collected in this study. Participants’ email addresses associated with their Facebook or 

Twitter sites were not provided to the researcher by the participants themselves or 

through the collection of data. As described, if participants chose to leave their contact 

information on the second survey, it was not linked to their answers to the demographic 

questionnaire, AACN Healthy Work Environment Assessment™ Tool, or the ProQOL 
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Version 5. Data were downloaded from SurveyMonkey®; once the data were 

downloaded, it could not be traced back to the participants. Further, participants were not 

asked to name their current workplace; no identifiable workplace data were collected. 

These safeguards were intended to minimize the risk to the participants and their 

employment status.  

Participants may not have experienced any direct benefit from study participation; 

however, there may be benefits to society, the nursing profession, and healthcare. Study 

findings may advance nursing knowledge in the domains of the work environment that 

contribute to compassion satisfaction and compassion fatigue. This knowledge has the 

potential to be used to improve the work environment in ways that support nurses’ 

professional quality of life.   

Regarding disposition of data, all data were collected electronically using 

SurveyMonkey®. All data accessed through SurveyMonkey® were anonymous. When 

downloaded and entered into SPSS, all files were password protected on a password 

protected computer. Hard copies of the data were not produced. All data will be kept by 

the researcher for 3 years after dissemination. At that time, the data will be securely 

destroyed. 

Summary 

 This chapter has presented the research design, sampling methods, data collection 

and analytic processes, and human subjects protection employed in this cross-sectional, 

correlational, quantitative study. Data were collected via an electronically deployed 

survey that included three tools: a demographic questionnaire, the AACN Healthy Work 

Environment Assessment™ Tool, and the Professional Quality of Life Scale Version 5. 
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Participants were recruited through the AACN’s website, eNewsline, and the researcher’s 

personal and professional Facebook pages and Twitter page utilizing convenience and 

snowball sampling. Following a data collection period of approximately 14 weeks, data 

analysis was performed using both descriptive and inferential methods; descriptive 

analysis of open-ended responses was also conducted.  
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Chapter Four 

Results 

 The data collected for this study were analyzed to examine the relationship of the 

critical care nurses’ work environment to compassion satisfaction and compassion fatigue 

and to determine the independent contribution of work environment characteristics 

(skilled communication, true collaboration, effective decision making, appropriate 

staffing, meaningful recognition, and authentic leadership) to compassion satisfaction and 

compassion fatigue (secondary traumatic stress and burnout). Descriptive statistics for 

participants’ demographic factors, covariates, and outcome variables are presented first, 

followed by a discussion of tool validity, reliability, and bivariate analysis. The results 

from the hierarchical regression analysis for each outcome variable are presented. Lastly, 

descriptive qualitative analysis was performed on the responses for the one open-ended 

question included in this survey. 

Demographics  

From July, 2018 through October, 2018, 276 nurses consented to participate in 

this survey. Data from 194 of these participants were deemed usable because the nurses 

met inclusion criteria (critical care nurse, employed in adult, pediatric, or neonatal 

intensive care units for at least 6 months in the United States, and providing bedside care 

at least 50% of the time) and completed the majority (half or more) of each questionnaire 

(demographic, AACN Healthy Work Environment Assessment™ Tool, and ProQOL 

Version 5). Following examination of the 194 participants for outliers in the predictor and 

outcome variables (as described below), 16 were excluded, providing a final sample of 
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178. In order to be adequately powered, a sample of 123 participants was necessary, thus, 

the power requirements was met. 

Participants ranged in age from 22 to 66 years (M = 40.21, SD = 12.09); 92.1% of 

the sample identified as female, 7.3% as male, and 0.6% as other (Table 1). Thirty-eight 

of 50 states, and Washington D. C., were represented in this sample. As shown in Table 

1, a plurality of the participants (42.3%) reported practicing in the Northeast, followed by 

27.8% in the South, 17.5% in the West, and 11.3% in the Midwest.  
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Table 1. 
Sociodemographic Characteristics 

Characteristic N % M SD Range 

Age 178  40.21 12.09 22-66 

Gender 

Female 

Male 

Other 

 

164 

13 

1 

 

92.1 

7.3 

0.6 

   

State of Practice 

Alabamab 

Arizonac 

Californiac 

Coloradoc 

Connecticuta 

Delawareb 

Floridab 

Georgiab 

Hawaiic 

Idahoc 

Illinoisd 

Indianad 

Iowad 

Kansasd 

Kentuckyb 

Louisianab 

Mainea 

Marylandb 

Massachusettsa 

Michigand 

Minnesotad 

Mississippib 

Missourid 

Nevadac 

New Hampshirea 

New Jerseya 

New Yorka 

North Carolinab 

Ohiod 

Oregonc 

Pennsylvaniaa 

South Carolinab 

Tennesseeb 

Texasb 

Virginiab 

Washingtonc 

West Virginiab 

Wisconsind 

Washington, D.C.b 

Missing 

 

1 

3 

10 

3 

1 

1 

11 

3 

1 

1 

7 

2 

1 

2 

2 

2 

1 

2 

5 

1 

1 

1 

3 

1 

2 

2 

50 

8 

2 

1 

17 

1 

4 

7 

3 

10 

1 

1 

1 

2 

 

0.6 

1.7 

5.6 

1.7 

0.6 

0.6 

6.2 

1.7 

0.6 

0.6 

3.9 

1.1 

0.6 

1.1 

1.1 

1.1 

0.6 

1.1 

2.8 

0.6 

0.6 

0.6 

1.7 

0.6 

1.1 

1.1 

28.1 

4.5 

1.1 

0.6 

9.6 

0.6 

2.2 

3.9 

1.7 

5.6 

0.6 

0.6 

0.6 

1.1 

   

aNortheast, bSouth, cWest, dMidwest 
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The participants’ professional characteristics can be found in Table 2. 

Participants’ highest nursing educational level ranged from associate’s degree (12.4%) to 

doctoral degree (2.2%), with a bachelor’s degree being the most common educational 

degree reported (68.5%); no participant reported being educated at the diploma level. The 

majority of the participants were currently working full-time (83.1%). Participants were 

asked to state the total number of years they had worked in critical care full-time and the 

total years they had worked in critical care part-time. The mean years in full-time practice 

was 10.22 (SD = 9.84), and the mean years in part-time practice was 2.47 (SD = 5.25). 

Participants also reported the total years they had been employed in their current 

institution (M = 9.53, SD = 9.24) and their current position (M = 8.12, SD = 8.71). 

Regarding their current position, participants were asked if they functioned in the charge 

nurse or preceptor role; 50.6% and 78.1%, respectively, reported that they functioned in 

these roles. Lastly, participants were asked to indicate if they were members of a 

professional organization and if they had achieved specialty certification. Of the 71.3% 

who indicated they were members of a professional organization, 59.5% were members 

of the AACN. Other common professional memberships included the American Nurses 

Association and Sigma Theta Tau International; 12.4% were members of more than one 

organization. Over half (56.2%) of the participants held specialty certifications; 59.5% 

reported a critical care certification (CCRN, PCCN, or both), and 11.8% reported holding 

more than one certification.  
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Table 2. 

Professional Characteristics 

Characteristic N % M SD Range 

Highest Nursing Educational 

Level 

Associate’s 

Bachelor’s 

Master’s 

Doctoral 

Missing 

 

 

22 

122 

27 

4 

3 

 

 

12.4 

68.5 

15.2 

2.2 

1.7 

   

Current Employment Status  

Full-time 

Part-time 

Per Diem 

Missing 

 

148 

19 

9 

2 

 

83.1 

10.7 

5.1 

1.1 

   

Total Years in Critical Care 

Full-time 

178  10.22 

 

9.84 

 

0-46 

 

Total Years in Critical Care 

Part-time 

169  2.47 

 

5.25 0-24 

 

Total Years Employed in the 

Current Institution 

178  9.53 

 

9.24 

 

0-39 

 

Total Years Employed in the 

Current Position 

178  8.12 8.71 0-44 

Charge Nurse Role 

Yes 

No 

Missing 

 

90 

85 

3 

 

50.6 

47.8 

1.7 

   

Preceptor Role 

Yes 

No 

Missing 

 

139 

35 

4 

 

79.9 

19.7 

2.2 

   

Professional Organization 

Membership 

Yes 

No 

 

 

127 

51 

 

 

71.3 

28.7 

   

Specialty Certification 

Yes 

No 

 

100 

78 

 

56.2 

43.8 

   

 

 Characteristics of the patient population and organization were also assessed on 

the demographic questionnaire (Table 3). Regarding patient population, participants were 

permitted to select more than one option, if appropriate. The majority of the participants 

(89.9%) reported caring for adults, whereas 18% of participants reported caring for 
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pediatric or neonatal patients. In further examining critical care specialty, participants had 

the option to select medical, surgical, medical-surgical mixed, trauma, cardiothoracic, 

neurologic, or other with a write-in option. As with the patient population item, 

participants could select more than one specialty. The specialties indicated as “other” 

included burn and pediatric, burn and trauma, critical care transport, medical oncology, 

neonatal, pediatric, pulmonary, and trauma/neurologic ICU. The burn and pediatric 

response and the critical care transport response represent the 1.1% categorized as 

“other” in Table 3. Responses were further collapsed into medical (including medical 

oncology and pulmonary), surgical (surgical, cardiovascular, and burn), and medical-

surgical (medical-surgical, neurologic, neurologic and trauma, and all/multiple 

specialties). Neonatal/pediatric was added as a category. Following this coding 

procedure, the majority of the participants reported working in medical-surgical units 

(58.4%), followed by surgical (27%), medical (10.7%), and pediatric/neonatal (2.8%) 

units. It is possible those working in pediatric and neonatal units care for a variety of 

medical and surgical patients; and participants may have responded to this question with 

this in mind, thus accounting for the discrepancy in sample size between patient 

population neonatal and pediatric/neonatal specialty.  

Patient acuity level was also reported by participants, with the majority (78.1%) 

working in an ICU with a 1:1 or 1:2 nurse to patient ratio. Seven respondents (3.9%) 

indicated they worked in an ICU, but with a 1:3 nurse to patient ratio due to staffing 

shortages. Approximately 11% percent of the participants reported working in a PCU 

with a 1:3 or 1:4 nurse to patient ratio, and 6.7% reported working in a mixed acuity unit. 

Lastly, participants were asked to indicate the number of patients cared for in the last 
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shift; the mean number of patients was 2.25 ± 1.14 with a range of 1 to 10 patients. One 

data point for this question was removed from the analysis, as the participant had 

indicated caring for 96 patients while working in the charge role in the previous shift. 

 Organizational demographics included type of organization, organization setting, 

Magnet® status, and Beacon Award for Excellence® status (Table 3). Participants could 

select more than one option for the questions, “Which term best describes the institution 

in which you currently work?” and “Which term best describes the geographic setting in 

which you currently work?” The majority of the participants (62.9%) indicated that they 

worked in an academic medical center, followed by 29.8% in a community hospital, 9 % 

in a tertiary center, and 6.7 % in a pediatric hospital. Four participants wrote in responses; 

the alternative settings noted included a critical access hospital, a for-profit setting, a 

level II trauma center, and a non-profit setting. The majority of participants (66.9%) 

indicated that they practiced in an urban setting; while 21.9% and 13.5%, respectively, 

indicated that they worked in suburban and rural settings. Although the majority of the 

participants were able to definitively indicate their organization’s Magnet® status (61.2% 

Magnet®, 38.2% non-Magnet®, and 0.6% unsure), 21.3% of the participants were unsure 

of their unit’s Beacon Award for Excellence® status. Of those who were able to indicate 

their Beacon Award for Excellence® status, a plurality of this subsample did not work in 

Beacon Award for Excellence® units (43.3% versus 35.4%).  
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Table 3. 

Organization and Patient Characteristics 

Characteristic N % M SD Range 

Patient Population* 

Neonatal 

Pediatric 

Adult 

 

10 

22 

160 

 

5.6 

12.4 

89.9 

   

Critical Care Specialty^ 

Medical 

Medical-Surgical 

Surgical 

Pediatric/Neonatal 

Other 

 

19 

104 

48 

5 

2 

 

10.7 

58.4 

27.0 

2.8 

1.1 

   

Level of Care (nurse:patient) 

ICU 1:1-1:2 

ICU 1:3 

PCU 1:3-1:4 

Mixed 

 

139 

7 

20 

12 

 

78.1 

3.9 

11.2 

6.7 

   

Number of Patients Cared for in 

the Last Shift 

177  2.25 1.14 1-10 

Type of Organization* 

Academic Medical 

Center 

Tertiary Center 

Community Hospital 

Pediatric Hospital 

Other 

 

112 

16 

53 

12 

4 

 

62.9 

9.0 

29.8 

6.7 

2.2 

   

Organization Setting* 

Urban 

Suburban 

Rural 

 

119 

39 

24 

 

66.9 

21.9 

13.5 

   

Magnet® Status 

Yes 

No 

Unsure  

 

109 

68 

1 

 

61.2 

38.2 

0.6 

   

Beacon Award for Excellence® 

Status 

Yes 

No 

Unsure 

 

 

63 

77 

38 

 

 

35.4 

43.3 

22.3 

   

Note. ICU = Intensive Care Unit; PCU = Progressive Care Unit 

*Because participants could select more than one option, N varies; therefore, the percentage is greater than 

100. ^Medical-surgical mixed includes selections of medical-surgical or all patient population options; 

surgical includes surgical, trauma, cardiovascular, and burn populations. 
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 Of the nurses’ demographic, professional, and patient/organization characteristics, 

there were five potential covariates assessed for inclusion in the inferential analysis. 

These potential covariates included age, gender, education level, years of experience 

(full-time and part-time), and critical care specialty. Prior to this inferential analysis, the 

continuous variables (age and years of experience) were assessed for the assumption of 

normality. Because gender, education level, and critical care specialty are nominal and 

ordinal variables, assessment of normality was not undertaken. Table 4 depicts the 

normality assessment for the continuous variables with Figures 2, 3, and 4 displaying 

their associated histograms. Although the age covariate was normally distributed, total 

years in critical care full-time and total years in critical care part-time were not. 

Table 4. 

Covariate Normality 

Covariate Skew Kurtosis Conclusion 

Age .43 -.99 Normally distributed 

Total Years in Critical Care 

Full-time 

1.5 2.0 Not normally 

distributed 

Total Years in Critical Care 

Part-time 

2.42 5.0 Not normally 

distributed 
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Figure 2. The histogram of age in years. 

 
Figure 3. The histogram of years of full-time critical care experience. 
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Figure 4. The histogram of years of part-time critical care experience. 

 

Validity and Reliability of Instruments  

Validity. Three congruence questions were asked of each participant to assess 

construct validity, specifically convergent and discriminant validity, of the Healthy Work 

Environment Assessment™ Tool and the ProQOL version 5. The congruence questions 

were as follows: 

1. On a scale of 1-5, where 1 means unhealthy and 5 means very healthy, how 

would you rate the overall health of your work environment? 

2. On a scale of 1-5, where 1 means no compassion fatigue and 5 means high 

levels of compassion fatigue, how would you rate your overall level of current 

compassion fatigue? 
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3. On a scale of 1-5, where 1 means no compassion satisfaction and 5 means 

high levels of compassion satisfaction, how would you rate your overall level 

of current satisfaction? 

 Responses to the congruence items and the aggregate Healthy Work Environment 

Assessment™ Tool score, compassion satisfaction subscale, and the summed secondary 

traumatic stress and burnout scores were assessed for normality and then correlated at the 

bivariate level accordingly. Responses to these items were all normally distributed; and 

thus, Pearson’s r correlations were calculated. In this analysis, correlations ≥ .5 were 

considered strong, .3 to .49 were considered moderate, and ≤ .29 were considered weak 

(Huck, 2012b; Meyers et al., 2013c). Convergent validity is supported when a strong, 

positive bivariate relationship exists between measures; whereas discriminant validity is 

supported when a strong, negative bivariate relationship is noted (Huck, 2012a).  

Regarding the work environment, there was a significant, positive, and strong 

correlation between the aggregate Healthy Work Environment Assessment™ Tool score 

and the work environment congruence question (r = .69, p < .01), thus supporting 

convergent validity. The compassion satisfaction subscale and congruence question three 

also demonstrated a significant, strong, and positive bivariate relationship (r = .69, p < 

.01). Lastly, compassion fatigue (the summed secondary traumatic stress and burnout 

subscales) and congruence question two demonstrated a significant, strong, and positive 

bivariate relationship (r = .59, p < .01). Therefore, there is evidence of convergent 

validity for the ProQOL version 5 subscales and the congruence questions. These 

findings are presented in Table 5.  
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Table 5. 

Congruence Assessment for Convergent Validity 

Variable N Skew Kurtosis Pearson’s r 

Healthy Work Environment 

Aggregate Score 

Congruence Item 

 

176 

176 

 

-.001 

-.371 

 

.129 

.018 

 

.69* 

Compassion Satisfaction 

Subscale Score 

Congruence Item 

 

177 

176 

 

-.213 

-.223 

 

-.769 

-.262 

 

.69* 

Compassion Fatigue 

Summed STS and BO 

Score 

Congruence Item 

 

174 

175 

 

.114 

.023 

 

-.412 

-.66 

 

.59* 

Note. STS = Secondary Traumatic Stress. BO = Burnout. *p < .01 

 

Discriminant validity of compassion satisfaction and compassion fatigue is also 

supported; a measure to assess discriminant validity of the AACN Healthy Work 

Environment Assessment™ Tool was not included. The congruence items for compassion 

satisfaction and compassion fatigue were significantly and negatively related (r = -.53, p 

= .000); this relationship was strong. The compassion satisfaction subscale also 

demonstrated a significant, strong, and negative correlation with the compassion fatigue 

congruence question (r = -.60, p = .000), as did the summed compassion fatigue score 

and the compassion satisfaction congruence question (r = -.55, p = .000). These findings 

provide further that these variables are opposite constructs, as described in the 

Compassion Satisfaction-Compassion Fatigue Model (Stamm, 2010). 

Reliability. Internal consistency for the AACN Healthy Work Environment 

Assessment™ Tool was determined for the aggregate score for the healthy work 

environment and for all subscales (skilled communication, true collaboration, effective 

decision making, appropriate staffing, meaningful recognition, and authentic leadership). 

Cronbach’s α for the ProQOL Version 5 was assessed using α for the compassion 

satisfaction, secondary traumatic stress, and burnout subscales.  
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Healthy work environment. Reliability findings for the Healthy Work 

Environment aggregate tool and subscales can be found in Table 6. The aggregate tool 

reliability and reliability of five of the six subscales (skilled communication, true 

collaboration, appropriate staffing, meaningful recognition, and authentic leadership) in 

this sample are acceptable with Cronbach’s α scores above .70 (Urdan, 2010). The 

reliability of the effective decision making subscale is slightly under the .70 threshold 

(Cronbach’s α = .65); therefore, an analysis of the Corrected Item Total Correlations 

(CITCs) was undertaken (Urdan, 2010). In this three-item scale (Healthy Work 

Environment Assessment™ Tool questions 7, 11, and 16), all CITCs were above .3; and 

none was negatively correlated. Further, the internal consistency for the aggregate 

Healthy Work Environment score is strong; therefore, no items were removed from the 

subscale or tool for descriptive or inferential analysis (Urdan, 2010). 

Table 6. 

Healthy Work Environment Reliability 

Scale Cronbach’s α 

Aggregate .94 

Subscale 

Skilled Communication 

True Collaboration 

Effective Decision Making 

Appropriate Staffing 

Meaningful Recognition 

Authentic Leadership 

 

.71 

.76 

.65 

.78 

.76 

.75 

 

Professional quality of life. Cronbach’s α for each of the ProQOL Version 5 

subscales in this sample are found in Table 7. The internal consistency of each subscale is 

strong, with compassion satisfaction, secondary traumatic stress, and burnout subscales 

all having a Cronbach’s α of .80 or higher. 
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Table 7. 

Professional Quality of Life Reliability 

Scale Cronbach’s α 

Subscale 

Compassion Satisfaction 

Secondary Traumatic Stress 

Burnout 

 

.92 

.80 

.86 

 

Predictor Variables: Healthy Work Environment 

 The descriptive analysis of the aggregate Healthy Work Environment 

Assessment™ Tool and subscales can be found in Table 8. As described in chapter 3, 

participants rated their work environment on a 5-point Likert scale (1 = strongly disagree, 

2 = disagree, 3 = neutral, 4 = agree, and 5 = strongly agree). The mean aggregate Healthy 

Work Environment score was 3.19±0.72, indicating that the participants in this study 

perceived their work environment to be good (3.00-3.99; AACN, n.d.). Five of the six 

Healthy Work Environment Assessment™ Tool subscales were also categorized as good 

(skilled communication M = 3.19±0.88; true collaboration M = 3.06±0.87; effective 

decision making M = 3.33±0.71; meaningful recognition M = 3.15±0.86; authentic 

leadership M = 3.39±0.78). Only one subscale score, appropriate staffing (M = 

2.89±0.94), was categorized as needs improvement (1.00-2.99; AACN, n.d.); none of the 

mean subscale scores could be categorized as excellent (4.00-5.00; AACN, n.d.) in this 

sample. 
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Table 8. 

Healthy Work Environment Descriptive Analysis 

Scale N M SD Range 

Aggregate 176 3.19 .72 1.1-5 

Subscale 

Skilled Communication 

True Collaboration 

Effective Decision Making 

Appropriate Staffing 

Meaningful Recognition 

Authentic Leadership 

 

178 

177 

178 

178 

177 

178 

 

3.19 

3.06 

3.45 

2.89 

3.15 

3.39 

 

.88 

.87 

.71 

.94 

.86 

.78 

 

1-5 

1-5 

1-5 

1-5 

1-5 

1.3-5 

 

 The six Healthy Work Environment Assessment™ Tool subscales were considered 

predictor variables; therefore, they were included in inferential analysis. Prior to 

proceeding with inferential analysis, the normality assumption was assessed. Scores on 

each subscale were normally distributed (Table 9; Figures 5-10). 

Table 9. 

Predictor Normality 

Predictor Skew Kurtosis Conclusion 

Skilled Communication -.26 -.30 Normally distributed 

True Collaboration -.04 -.54 Normally distributed 

Effective Decision Making -.11 .23 Normally distributed 

Appropriate Staffing .07 -.53 Normally distributed 

Meaningful Recognition -.02 -.43 Normally distributed 

Authentic Leadership -.20 -.21 Normally distributed 
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Figure 5. The histogram of years of Skilled Communication. 

 

 
Figure 6. The histogram of True Collaboration. 
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Figure 7. The histogram of Effective Decision Making. 

 
Figure 8. The histogram of Appropriate Staffing. 
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Figure 9. The histogram of Meaningful Recognition. 

 
Figure 10. The histogram of Authentic Leadership. 
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Outcome Variables: Professional Quality of Life 

 Descriptive analysis of the outcome variables (compassion satisfaction, secondary 

traumatic stress, and burnout) can be found in Table 10. For these subscales, scores ≤ 22 

indicate low levels; scores 23 to 41 indicate average levels; and scores ≥ 42 indicate high 

levels (Stamm, 2010). Participants in this study had average levels of compassion 

satisfaction (M = 38.69±6.18), secondary traumatic stress (M = 24.94±6.23), and burnout 

(M = 23.51±5.39). Sixty-two participants scored 42 or above on the compassion 

satisfaction subscale, indicating high levels of compassion satisfaction; while none scored 

22 or below, indicating low levels of compassion satisfaction. None of the participants 

scored 42 or above for secondary traumatic stress or burnout, which indicates that critical 

care nurses in this sample are not experiencing high levels of compassion fatigue. Many 

participants reported low levels of secondary traumatic stress and burnout (n=67; n=66, 

respectively). 

Table 10. 

Professional Quality of Life Descriptive Analysis 

Subscale N M SD Range 

Compassion Satisfaction 

Secondary Traumatic Stress 

Burnout 

177 

177 

175 

38.69 

24.94 

23.51 

6.18 

6.23 

5.39 

25-50 

10-40 

13-41 

 

Prior to proceeding with inferential analysis, the normality assumption was also 

assessed for the three outcome variables. Normality assessment for each variable is found 

in Table 11, with histograms for each in Figures 11-13. 

Table 11. 

Outcome Normality 

Outcome Skew Kurtosis Conclusion 

Compassion Satisfaction -.21 -.77 Normally distributed 

Secondary Traumatic Stress -.01 -.62 Normally distributed 

Burnout .45 .28 Normally distributed 
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Figure 11. The histogram of Compassion Satisfaction. 

 
Figure 12. The histogram of Secondary Traumatic Stress. 
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Figure 13. The histogram of Burnout. 

Correlations 

 Bivariate correlational analysis was undertaken prior to hierarchical regression 

analysis. The relationships of the potential covariates and predictor variables to the 

outcome variables were assessed with bivariate correlations. Pearson’s r was used to 

assess the relationship between normally distributed, continuous variables; whereas 

Spearman’s rho (rs) was used for continuous variables that did not meet the assumption 

of normality. Correlations between normally distributed, continuous variables and 

categorical or ordinal variables were undertaken using point biserial correlations (rpb). 

Bivariate correlations ≥ .5 were considered strong correlations; .3 to .49 were considered 

moderate correlations; and ≤ .29 were considered weak correlations (Huck, 2012b; 

Meyers et al., 2013c). 

 Compassion satisfaction. The correlation matrix for the first outcome variable, 

compassion satisfaction, is found in Table 12. Two of the covariates, age and total years 
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in critical care part-time were significantly and positively associated with compassion 

satisfaction (r = .196, p = .009; rs = .233, p = .002, respectively); this analysis 

demonstrated that the strength of this correlation was weak. For the predictor variables, 

significant and positive correlations between skilled communication (r = .486, p = .000), 

true collaboration (r = .360, p = .000), effective decision making (r = .388, p = .000), 

appropriate staffing (r = .438, p = .000), meaningful recognition (r = .485, p < = .000), 

and authentic leadership (r = .448, p = .000) and compassion satisfaction were 

discovered. Thus, all subscales of the Healthy Work Environment Assessment™ Tool 

were significantly and moderately positively correlated with compassion satisfaction. For 

the hierarchical regression analysis, the covariates of age and total years in critical care 

part-time were entered into block one of the analysis, and the Healthy Work Environment 

Assessment™ Tool subscales (the outcome variables) were entered into block two.  
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Table 12. 

Bivariate Correlations: Compassion Satisfaction 
Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 

1. CS 1             

2. Age .196a** 1            

3. Gender -.060b -.048c 1           

4. Education 

Level 

.146b .093c .060c 1          

5. Years of 

Experience 

(FT) 

.046c .719c** -.105c .203c** 1         

6. Years of 

Experience 

(PT) 

.233c** .369c** -.069c .177c* .282c** 1        

7. Specialty -.041b -.147c* .095c -.106c -.031c -.101c 1       

8. SC .486a** -.021a -.026b .044b -.103c .031c -.059b 1      

9. TC .360a** -.116a -.012b -.053b -.152c* .020c -.093b .760a** 1     

10. ED .388a** -.078a .006b -.123b -.139c -.016c .043b .684a** .746a** 1    

11. AS .438a** -.016a -.027b -.057b -.006c .044c .055b .668a** .659a** .681a** 1   

12. MR .485a** -.024a -.019b -.118b -.141c .063c .003b .644a** .680a** .634a** .576a** 1  

13. AL .448a** -.084a -.030b -.092b -.135c -.033c .025b .719a** .752a** .685a** .709a** .702a** 1 

Note. CS = Compassion Satisfaction. FT = Full-time. PT = Part-time.  SC = Skilled Communication. TC = True Collaboration. ED = Effective Decision 

Making. AS = Appropriate Staffing. MR = Meaningful Recognition. AL = Authentic Leadership. 
aPearson’s r, bPoint Biserial, CSpearman’s rho, *p < .05, **p < .01 
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Compassion fatigue. The correlation matrices for the compassion fatigue 

outcome variables (secondary traumatic stress and burnout) are found in Tables 13 and 

14, respectively. Three of the covariates were significantly and negatively correlated to 

secondary traumatic stress. The correlations were as follows: age and secondary 

traumatic stress (r = -.190, p = .011), highest nursing educational level and secondary 

traumatic stress (rpb = -.212, p = .005), and total years in critical care part-time and 

secondary traumatic stress (rs = -.194, p = .012); the strength of these correlations was 

weak. Similar to compassion satisfaction, all of the Healthy Work Environment 

Assessment™ Tool subscales were significantly correlated with secondary traumatic 

stress. For these predictor variables, skilled communication and secondary traumatic 

stress demonstrated a strong, negative, and significant relationship (r = -.529, p = 

.000),whereas the relationships of true collaboration (r = -.396, p = .000), effective 

decision making (r = -.442, p = .000), appropriate staffing (r = -.488, p = .000), 

meaningful recognition (r = -.481, p = .000), and authentic leadership (r = -.458, p = 

.000) to secondary traumatic stress were moderately, negatively, and significantly 

correlated. For the hierarchical regression analysis, the covariates of age, highest nursing 

educational level, and total years in critical care part-time were entered into block one of 

the analysis, and all of the predictor variables were entered into block two. 

 Similar findings were noted in examining the relationship of the covariates and 

predictor variables to burnout. Both age and highest nursing educational level had 

significant negative relationships with burnout (r = -.233, p = .002; rpb = -.165, p = .031, 

respectively); the strength of both relationships was weak. Regarding the Healthy Work 

Environment Assessment™ Tool subscales, only skilled communication was moderately, 
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negatively, and significantly correlated to burnout (r = -.359, p = .000). The relationships 

of true collaboration (r = -.217, p = .004), effective decision making (r = -.274, p = .000), 

appropriate staffing (r = -.258, p = .001), meaningful recognition (r = -.287, p = .000), 

and authentic leadership (r = -.247, p = .001) to burnout were significant and negative, 

but the strength of the relationships was weak. Following this correlational analysis, age 

and highest nursing educational level were entered into block one of the hierarchical 

regression, and all of the predictor variables were entered into block two. 
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Table 13. 

Bivariate Correlations: Secondary Traumatic Stress 
Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 

1. STS 1             

2. Age -.109a** 1            

3. Gender .015b -.048c 1           

4. Education 

Level 

-.212b** .093c .060c 1          

5. Years of 

Experience 

(FT) 

-.031c .719c** -.105c .203c** 1         

6. Years of 

Experience 

(PT) 

-.194c** .369c** -.069c .177c* .282c** 1        

7. Specialty -.013b -.147c* .095c -.106c -.031c -.101c 1       

8. SC -.529a** -.021a -.026b .044b -.103c .031c -.059b 1      

9. TC -.396a** -.116a -.012b -.053b -.152c* .020c -.093b .760a** 1     

10. ED -.442a** -.078a .006b -.123b -.139c -.016c .043b .684a** .746a** 1    

11. AS -.489a** -.016a -.027b -.057b -.006c .044c .055b .668a** .659a** .681a** 1   

12. MR -.481a** -.024a -.019b -.118b -.141c .063c .003b .644a** .680a** .634a** .576a** 1  

13. AL -.458a** -.084a -.030b -.092b -.135c -.033c .025b .719a** .752a** .685a** .709a** .702a** 1 

Note. STS = Secondary Traumatic Stress. FT = Full-time. PT = Part-time.  SC = Skilled Communication. TC = True Collaboration. ED = Effective 

Decision Making. AS = Appropriate Staffing. MR = Meaningful Recognition. AL = Authentic Leadership. 
aPearson’s r, bPoint Biserial, cSpearman’s rho, *p < .05, **p < .01  
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Table 14. 

Bivariate Correlations: Burnout 
Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 

1. Burnout 1             

2. Age -.233a** 1            

3. Gender -.091b -.048c 1           

4. Education 

Level 

-.165b* .093c .060c 1          

5. Years of 

Experience 

(FT) 

-.090c .719c** -.105c .203c** 1         

6. Years of 

Experience 

(PT) 

-.083c .369c** -.069c .177c* .282c** 1        

7. Specialty .032b -.147c* .095c -.106c -.031c -.101c 1       

8. SC -.359a** -.021a -.026b .044b -.103c .031c -.059b 1      

9. TC -.217a** -.116a -.012b -.053b -.152c* .020c -.093b .760a** 1     

10. ED -.274a** -.078a .006b -.123b -.139c -.016c .043b .684a** .746a** 1    

11. AS -.258a** -.016a -.027b -.057b -.006c .044c .055b .668a** .659a** .681a** 1   

12. MR -.287a** -.024a -.019b -.118b -.141c .063c .003b .644a** .680a** .634a** .576a** 1  

13. AL -.247a** -.084a -.030b -.092b -.135c -.033c .025b .719a** .752a** .685a** .709a** .702a** 1 

Note. FT = Full-time. PT = Part-time.  SC = Skilled Communication. TC = True Collaboration. ED = Effective Decision Making. AS = Appropriate 

Staffing. MR = Meaningful Recognition. AL = Authentic Leadership. 
aPearson’s r, bPoint Biserial, cSpearman’s rho, *p < .05, **p < .01 
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Multiple Regression Analysis 

 Three hierarchical, multivariate regressions were conducted, one for each 

outcome variable (compassion satisfaction, secondary traumatic stress, and burnout). 

Normality assumptions were assessed as above. Therefore, the first step in the multiple 

regression analysis was to assess for multivariate outliers within the predictor and 

outcome variables. Mahalanobis Distances were calculated for these continuous 

variables. The Mahalanobis Distance detects the distance between each case and the 

centroid, or the multivariate mean (Meyers et al., 2013d). According to Meyers et al. 

(2013e), a large Mahalanobis Distance indicates that there is an extreme value within one 

or more of the predictor or outcome variables. Once the Mahalanobis Distance is 

calculated, it is compared to a χ2 distribution using the number of variables included as 

the degrees of freedom and α determined a priori for the analysis; cases with a 

Mahalanobis Distance larger than the χ2 distribution can be considered for omission. 

Ideally, in multiple linear regression, the model is fit to best predict the outcome variable; 

and errors are minimized (Meyers et al., 2013a). Outliers are problematic in multiple 

linear regression because they may have large residuals and standard errors, thus 

distorting the fit of the regression (Kutner, Nachtsheim, & Neter, 2004). Smaller standard 

errors in the regression are preferred, as they indicate a small degree of error within the 

prediction (Licht, 2000). Due to the influence of the standard errors on the fit of the 

regression, including outliers can negatively affect the ability to generalize findings to the 

population under study (Tabachnick & Fidell, 2001). Therefore, outliers should be 

considered for elimination in the analysis. In this analysis, the Mahalanobis Distances 

were assessed for each case and compared to a χ2 distribution for nine degrees of freedom 
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(number of variables included) and α = .05; any variable with a Mahalanobis Distance 

greater than 16.919 was excluded from the analysis. As stated above, 16 cases identified 

as multivariate outliers were eliminated from this analysis. 

 Following outlier assessment and elimination of the outliers from the analysis, the 

variables were assessed for multicollinearity by examining variance inflation factors in 

the output. A variance inflation factor of 5 or greater indicates multicollinearity 

(Akinwande et al., 2015). In each regression, the variance inflation factor was less than 5, 

indicating that multicollinearity was not present.  

After the assessment for multicollinearity was complete, each model was 

analyzed. Covariates that were significantly correlated with each outcome variable were 

included in the models. Block one included the personal environment characteristics that 

were significantly correlated with the outcome variable in bivariate analysis. The next 

block in the hierarchical regression was planned to include the client/person helped 

environment (critical care specialty). However, this covariate was found to have a 

nonsignificant bivariate association with each of the outcome variables and, therefore, 

was not included. Block two, therefore, included the Healthy Work Environment 

predictor variables. 

 Model one: Compassion satisfaction. The results of the multiple hierarchical 

regression analysis for compassion satisfaction are shown in Table 15. In block one, 

neither of the covariates significantly contributed to the outcome variable, compassion 

satisfaction (age: p = .062; years of experience part time: p = .099). However, these 

variables together explained 6.5% of the variance (R2 = .065), and the model including 

only the covariates was statistically significant (F(2, 163) = 5.771, p = .004).  
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 In block two, the predictor variables (skilled communication, true collaboration, 

effective decision making, appropriate staffing, meaningful recognition, and authentic 

leadership) were added. This second model was also significant (F(8, 157) = 11.573, p = 

.000). Age became a significant covariate; skilled communication and meaningful 

recognition were the only significant outcome variables that independently contributed to 

the change in compassion satisfaction after controlling for the covariates. In examining 

multiple R, which is interpreted similarly to bivariate correlations (≥ .5 = strong 

correlations, .3 to .49 = moderate correlations, and ≤ .29 weak correlations [Huck, 2012b; 

Huck, 2012e; Meyers et al., 2013c]), the overall strength of the relationship between 

these variables and compassion satisfaction in multivariate analysis is strong (R = .609), 

and the combination of these three variables explained 37% of the variance in 

compassion satisfaction (R2 = .371). In examining the contribution of each variable to 

compassion satisfaction, meaningful recognition contributed the most to this model (β = 

.281), followed by skilled communication (β = .270) and age (β = .177). Further, each of 

these variables was a positive predictor of compassion satisfaction. The resulting 

regression equation for compassion satisfaction is: compassion satisfaction = 20.419 + 

.177 (age) + .270 (skilled communication) + .281 (meaningful recognition). 
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Table 15. 

Hierarchical Multiple Regression Results: Compassion Satisfaction 
       Change Statistics Collinearity 

Statistics  

Predictor B (SE) ß T Sig R R2 R2
Change Df FChange Sig. 

FChange  

Tolerance VIF 

Block 1             

Age .082 (.044) .159 1.880 .062 .256 .065 .065 2, 163 5.711 .004 .797 1.255 

Years of Experience (PT) .169 (.102) .141 1.661 .099       .797 1.255 

Block 2             

Age .091 (.037) .177 2.451 .015 .609 .371 .305 6, 157 12.707 .000 .770 1.299 

Years of Experience (PT) .104 (.086) .087 1.210 .228       .776 1.289 

Skilled Communication 1.941 (.764) .270 2.539 .012       .355 2.816 

True Collaboration -1.406 

(.852) 

-

.196 

-1.650 .101       .284 3.526 

Effective Decision 

Making 

.106 (.926) -

.012 

.115 .909       .352 2.845 

Appropriate Staffing .882 (.651) .133 1.355 .177       .417 2.397 

Meaningful Recognition 2.014 (.687) .281 2.933 .004       .436 2.292 

Authentic Leadership .919 (.942) .115 .975 .331       .288 3.475 
Note. n = 166. PT = Part-time. 
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Model two: Secondary traumatic stress. The results of the multiple hierarchical 

regression analysis for secondary traumatic stress are shown in Table 16. In block one, 

only highest level of nursing education significantly contributed to the change in 

secondary traumatic stress scores. Highest level of nursing education explained 9% of the 

variance (R = .328; R2 = .091). This model was significant (F(3, 159) = 6.390, p = .000). 

  As above, in block two, the predictor variables were added. In the second model, 

two covariates (age and highest level of nursing education) and three outcome variables 

(skilled communication, appropriate staffing, and meaningful recognition) significantly 

predicted secondary traumatic stress after controlling for the covariates. The relationship 

among these variables was strong (R = .673), and collectively they predicted 42% of the 

change in secondary traumatic stress scores (R2 = .421). This model is also significant 

(F(9, 153) = 14.100, p = .000). In this model, each covariate and predictor variable were 

negatively related to secondary traumatic stress. Meaningful recognition contributed the 

most to this model (β = -.244), followed by highest level of nursing education (β = -.234), 

skilled communication (β = -.231), appropriate staffing (β = -.194), and age (β = -.145). 

The resulting regression equation for secondary traumatic stress is: secondary traumatic 

stress = 49.528 - .145 (age) – .234 (highest level of nursing education) – .231 (skilled 

communication) – .194 (appropriate staffing) – .244 (meaningful recognition). 
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Table 16. 

Hierarchical Multiple Regression Results: Secondary Traumatic Stress 
       Change Statistics Collinearity 

Statistics  

Predictor B (SE) ß T Sig R R2 R2
Change Df FChange Sig. 

FChange  

Tolerance VIF 

Block 1     .328 .091 .108 3, 159 6.390 .000   

Age -.066 (.044) -

.126 

-1.508 .134       .799 1.252 

Highest Nursing 

Educational Level 

-2.136 

(.774) 

-

.208 

-2.759 .006       .986 1.014 

Years of Experience (PT) -.178 (.102) -

.147 

-1.743 .083       .791 1.014 

Block 2     .673 .421 .346 6, 153 16.131 .000   

Age -.076 (.035) -

.145 

-2.134 .034       .772 1.296 

Highest Nursing 

Educational Level 

-2.403 

(.635) 

-

.234 

-3.782 .000       .933 1.072 

Years of Experience (PT) -.119 (.082) -

.099 

-1.453 .148       .772 1.295 

Skilled Communication -1.696 

(.750) 

-

.231 

-2.263 .025       .342 2.923 

True Collaboration 1.446 (.817) .197 1.771 .079       .288 3.474 

Effective Decision 

Making 

-1.287 

(.885) 

-

.145 

-1.453 .148       .358 2.796 

Appropriate Staffing -1.311 

(.629) 

-

.194 

-2.082 .039       .411 2.433 

Meaningful Recognition -1.761 

(.655) 

-

.224 

-2.690 .008       .435 2.297 

Authentic Leadership -.444 (.895) -

.055 

-.496 .621       .292 3.347 

Note. n = 163. PT = Part-time. 
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Model three: Burnout. The results of the multiple hierarchical regression 

analysis for burnout are shown in Table 17. In block one, only age significantly 

contributed to the change in burnout, explaining nearly 6% of the variance in scores (R2 = 

.056). Though this relationship was weak (R = .260), this model was significant (F(2, 167) = 

6.052, p = .003). 

In block two, the predictor variables were added to the model. In examining these 

results, age remained a significant covariate; and highest level of nursing education 

became a significant covariate in the prediction of burnout. After controlling for these 

covariates, only one outcome variable, skilled communication, significantly contributed 

to the change in burnout scores. The relationships within this model were moderate (R = 

.479), and these variables predicted 19% of the variance in burnout scores (R2 = .191). In 

addition, this model was significant (F(6, 161) = 5.630, p = .000). In this model, skilled 

communication contributed the most to the change in burnout scores (β = -.336), 

followed by age (β = -.187) and highest level of nursing education (β = -.165); each of 

these variables was a significant negative predictor of burnout. The regression equation 

for burnout is as follows: burnout = 39.099 - .187 (age) – .165 (highest level of nursing 

education) – .336 (skilled communication). 

 

  



WORK ENVIRONMENT & PROFESSIONAL QUALITY OF LIFE     151 

  

 

Table 17 

Hierarchical Multiple Regression Results: Burnout 
       Change Statistics Collinearity 

Statistics  

Predictor B (SE) ß T Sig R R2 R2
Change Df FChange Sig. 

FChange  

Tolerance VIF 

Block 1     .260 .056 .068 2, 167 6.052 .003   

Age -.091 (.034) -.201 -2.674 .008       .987 1.013 

Highest Level of Nursing 

Education 

-1.275 

(.668) 

-.144 -1.908 .058       .987 1.013 

Block 2     .479 .191 .162 6, 161 5.630 .000   

Age -.084 (.032) -.187 -2.643 .009       .959 1.043 

Highest Level of Nursing 

Education 

-1.462 

(.636) 

-.165 -2.299 .023       .934 1.071 

Skilled Communication -2.092 

(.753) 

-.336 -2.777 .006       .327 3.060 

True Collaboration 1.343 (.819) .216 1.640 .103       .275 3.632 

Effective Decision 

Making 

-1.105 

(.883) 

-.146 -1.251 .213       .351 2.846 

Appropriate Staffing -.131 (.637) -.023 -.206 .837       .387 2.582 

Meaningful Recognition -.968 (.662) -.156 -1.461 .146       .420 2.383 

Authentic Leadership .190 (.884) .027 .215 .830       .297 3.368 
Note. n = 170. 
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Open-ended Responses 

 Of the 178 participants, 50 provided responses to the question “Is there anything 

else about these topics you would like me to know?” Of these responses, three were 

general and therefore were not grouped with the others during the analysis. These general 

responses included “It’s very interesting,” “If you separate the different job roles [it] 

would give you much different responses instead of combining them all in [the] same 

question,” and “I am retiring in 6 months after 42 years as [an] RN.” In order to describe 

the responses to the open-ended question, the remaining 47 responses were analyzed 

descriptively to identify common categories expressed by the participants by 

summarizing the content of their responses (Sandelowski, 2000). The goal of this analysis 

was to describe the responses and stay close to the data without being highly interpretive 

(Kim et al., 2017; Sandelowski, 2000); thus, responses were organized categorically 

(Morse, 2008; Sandelowski & Barroso, 2003). Because the data were collected 

anonymously, it was impossible to confirm findings using member checks. Therefore, to 

support trustworthiness and credibility (Kreftin, 1991; Sandelowski, 1986) in this 

analysis, a second researcher with qualitative experience confirmed the findings after an 

examination of the responses, analysis, and audit trail. Further, because the data were 

collected anonymously, there were no relationships between the researcher and 

respondents; thus, the threat to truth value and credibility due to closeness of the 

researcher-respondent relationship (Sandelowski, 1986) was avoided. Based on this 

analysis, participants’ responses were organized under the following categories: negative 

nursing behaviors, patient and family characteristics, organizational characteristics, 

reflections on compassion satisfaction, and reflections on compassion fatigue.  
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 Negative nursing behaviors. Two participants commented on nursing behaviors 

that negatively influenced their practice, including bullying, ageism, and disrespect. 

Participant 4 stated “nurse bullying is alive and well”; whereas participant 45 commented 

on both ageism and a lack of respect: “…as I get older agism seems to be creeping in as 

a factor. I also feel that I as a nurse that has worked within the facility for almost 30 

years is not respected.” The perception of ageism and disrespect was linked to 

dissatisfaction and distress by this participant. 

 Patient and family characteristics. Seven participants provided feedback 

regarding the patients and families that they care for. These comments related to caring 

for patients with extended lengths of stay, caring for families, and end of life care/futility. 

Two participants discussed caring for patients with extended lengths of stay or those who 

were frequently readmitted to their units. Participant 7 stated, “I still provide my best 

nursing care, but feel less ‘bad’ or ‘empathy’ for them each return admission.” 

Participant 37 stated that she experienced fear and anxiety regarding caring for “patients 

and families that come back again (frequent flyers) or patients who don’t leave the 

hospital and are rotated around units.” Further, she stated that the fear and anxiety build 

up prior to each shift and lead her to “…not want to work at all when they [patients with 

extended length of stay] are on our unit.” 

 Two participants discussed how caring for patients’ families may lead to feelings 

of compassion fatigue and exhaustion. Both described family behaviors, including verbal 

abuse and anger. In reflecting upon this, Participant 83 stated: 

As a pediatric nurse, I care for the parents/guardians as well as the patients. 

Often they can be upset, stressed, and even angry at times. It is completely 
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understandable that we are seeing these caregivers at their worst. I believe that 

fear is the underlying reason for negative behavior and try to be kind and 

supportive. But when a patient has been in the unit for several weeks or months, I 

sometimes avoid taking care of that patient because I feel drained by the emotions 

of the parents/guardians. So, I don’t know if that is compassion fatigue, but there 

are times I find it difficult to care for certain patients. 

In this statement, it is apparent that both caring for patients with extended length of stay 

and their families can affect the nurse. 

 Providing futile, end of life care was reported as distressing by four participants. 

Participant 149 directly stated, “I despise futile care.” Participant 83 reported difficulty 

coping with the death of pediatric trauma patients; and participant 156 reported feeling as 

though she was torturing elderly patients at the end of life. Participant 172 summarized 

the effects of futile, end of life care by stating, “The constant use of extraordinary 

measures in futile situations coupled with unrealistic expectations of families and even 

physicians is what wears me down.” 

 Organizational characteristics. Organizational characteristics related to 

compassion fatigue were most frequently discussed by the participants; 18 of the 47 who 

provided open-ended responses commented on the organization in which they worked or 

the healthcare system in general. These comments can be further categorized as the 

business of the healthcare system, staffing concerns, job requirements, and recognition of 

the professional nurse. 

 Six participants discussed the business of the healthcare system. Participant 67 

indicated that because “health care has become a ‘business’…hospitals have become 
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profit focused” and that “Administration regards…that nurses are simply cogs in the 

machine of the hospital; useful but ultimately replaceable and interchangeable.” 

Participant 100 also commented on a profit focus in healthcare: “Healthcare is a money-

making business now more than ever and caregivers at all levels are continually pushed 

to do more.” Three participants indicated that cost-cutting and budgeting were factors in 

their environment. Lastly, participant 46 commented on the “broken” healthcare system: 

It seems increasingly more people are discontent as healthcare providers. Often 

they cannot or will not see the big picture of the necessary changes in healthcare. 

Much like our prison system, healthcare is a broken system, and we are losing our 

most valuable asset, our nurses. Those of us with 20+ years will soon retire, we 

can only hope we have mentored well. 

Though this participant alluded to the system itself as being broken, she also noted that 

many changes in healthcare are necessary, but healthcare providers are not reflecting 

upon this necessity. Further, participant 46 related the systems issues to both nurse 

retention and mentorship. 

 Although appropriate staffing as a component of a Healthy Work Environment 

was only a significant predictor for secondary traumatic stress, five participants noted 

that understaffing is a “detriment” related to compassion fatigue. Participant 58 stated: 

Even occasion[al] understaffing results in huge detriments in morale for staff at 

my workplace. Having worked in a state with mandatory ratios and one without, I 

would prefer the mandatory ratios because staffing must be adequate and 

staffing/admin[istration] is not able to ‘bend’ the staffing matrix. As a baseline, 

adequate staffing leads to quality patient care. 
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Thus, this participant indicated that staffing is important for quality of care. Participant 

126 reflected on the benefits of appropriate staffing: 

Comp[assion] fatigue feels related to staffing. With enough staff support to help 

during a trauma or to keep pt:staff ratios low, then we have time to help each 

other. Teamwork minimizes exhaustion, less caregiver fatigue. 

This may indicate that not only is appropriate staffing important to combating 

compassion fatigue, but teamwork in the context of appropriate staffing may be a key 

factor. 

 Four participants commented on job requirements and the effects on nursing staff. 

In addition to noting concerns with staffing, participant 58 commented that “Too many 

distractions and obligations (including electronic charting & other duties like hourly 

rounding) prevent me from feeling like a great caregiver at work.” Participant 78 and 

participant 102 also noted that the change to electronic charting has taken them away 

from the bedside and patient care. Lastly, participant 161 stated, “It’s not so much the 

[patient] care, but all the other ‘stuff’ bedside nurses are being asked/required to do. Let 

the [patient] be the focus.” These statements indicated that duties outside of direct patient 

care may be negatively affecting nurses in direct care roles within the critical care 

environment. 

 As reported earlier, meaningful recognition was a significant predictor of 

compassion satisfaction and secondary traumatic stress. In the open-ended responses, this 

was reflected as recognition of the professional nurse. Three participants discussed the 

need to feel recognized within their work environments, though each discussed this in 
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different ways. Participant 35 commented on this need and the need to be involved in 

decision making:  

I think nurses would feel better about what they do if they were perceived as an 

important part of the patient care process and team. The requirements and 

protocols sent down from administration who are no[t] bedside providers is 

frustrating.  

Participant 73 also discussed administrative decisions and their effect on staff 

recognition:  

My answers may be negatively impacted by my hospital administration’s decision 

to eliminate the professional ladder (resulting [in] a significant decrease in my 

income)…I really used to love where I work, but I’m somewhat disillusioned now. 

That said, I truly enjoy my co-workers and my work with the MICU patients. It’s 

just the administrators that are a bummer. 

Lastly, participant 66 also discussed an issue around clinical advancement and the 

utilization of the nurse’s educational preparation: “Feel like there is no room for 

advancement, or to use my education and skills to better serve my organization.” From 

these statements, it is apparent that nurses desire to be involved, to have opportunities for 

advancement, and to be utilized to their fullest extent. 

Reflections on compassion satisfaction. Nine participants provided reflections 

on compassion satisfaction. Participant 159 simply stated “All is good.” Participant 139 

noted that the “Ability to provide care to individuals despite a poor environment seems 

pretty typical of many nurses I work with,” which may indicate that intrinsic, rather than 

extrinsic, factors drive patient care. Six participants noted ways that compassion 
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satisfaction may be promoted, including sharing success stories, being “able to help 

people in really dire circumstances” (participant 27), taking vacation, enjoying the role as 

a bedside nurse and working with a strong team, feeling empowered by the organization, 

and having spiritual beliefs to support the nurse. Participant 80 reflected on feelings of 

compassion satisfaction by stating, “Compassion satisfaction helps to buoy me 

throughout periods of fatigue and burnout. They are the light in the dark by which my 

career is guided.” Collectively, these statements suggest that compassion satisfaction is 

influenced by intrinsic characteristics, is bolstered by self-care activities and 

empowerment, and is important for the longevity of a nursing career. 

 Reflections on compassion fatigue. Eleven participants reflected on compassion 

fatigue. In some comments, burnout was directly identified, but secondary traumatic 

stress was not a phrase that was used. Two participants noted that they knew others who 

were suffering from compassion fatigue by stating, “I think there is a high level of 

burnout in our facility” (participant 30) and “I know nurses that suffer compassion 

failures. They need help” (participant 89). One simply stated, “I am exhausted” 

(participant 53). Others commented on personal and work environment factors that could 

be contributing to the experience of compassion fatigue. Participant 44 stated, “Anxiety 

about going into work in a critical care environment aids in burnout and can overwhelm 

me and distract [me] from having compassion”; this indicated that there may be an 

interplay between person and work-related factors in compassion fatigue.  Participant 79 

indicated that poor communication, lack of accountability, high turnover, and a lack of 

recognition are important factors in compassion fatigue. Others also expressed that a lack 

of recognition, in addition to high workload, poor financial compensation, not taking 
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meal breaks, poor relationships with managers, and understaffing were factors in 

compassion fatigue. In discussing her experience with burnout, participant 178 

commented: 

Nursing staff ratios at my last position [were] a major contribution to my burn out 

there/why I sought employment at my current institution. I was burned out from 

extreme understaffing and constantly being charge with an assignment…I am 

much more satisfied at my current position, however I am still in the process of 

renewing my compassion for the profession due to the burn out from my last 

position. 

This statement provides insight into the recovery process from compassion fatigue. 

Similarly, participant 48 articulated, “Compassion fatigue/burnout isn’t a linear 

experience, I was exhausted a few months ago but recovered.” Experiencing compassion 

fatigue may be cyclical, and it may take a great deal of time and effort to recover. One 

exemplar was shared by participant 34: 

I experienced compassion fatigue several years ago after I over sedated a patient 

and they nearly coded. It was during a time when staffing was terrible and we 

often had 3 ICU [patients] every shift with no ancillary staff. I went into a tailspin. 

With counseling, self care, and then taking an active part in negotiating our union 

contract that helped me get through. I was able to advocate for nurses and 

patients and it helped so much. I’m currently the local union chair at my hospital. 

The compassion fatigue was intense, but I’m doing well right now. 

Thus, compassion fatigue may be experienced at different extremes and result from 

different work environment factors, such as staffing and medical errors. However, it is a 
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problem nurses can recover from with the appropriate tools and self-care behaviors in 

place. 

Conclusion 

 In this cross-sectional study, age, skilled communication, and meaningful 

recognition were significant predictors of compassion satisfaction. Nurses who were 

older and perceived that skilled communication and meaningful recognition were present 

in their work environment reported significantly higher compassion satisfaction scores. 

Age, educational level, skilled communication, appropriate staffing, and meaningful 

recognition were significant predictors of secondary traumatic stress. Nurses in this 

sample reported significantly lower secondary traumatic stress scores if they were older 

and were educated at a higher level and if they perceived that skilled communication, 

appropriate staffing, and meaningful recognition were present in the work environment. 

Lastly, age, highest level of nursing education, and skilled communication were 

significant predictors of burnout. Nurses who were older, were educated at a higher level, 

and perceived that skilled communication was present in their work environment reported 

significantly lower burnout scores. Although the majority of the participants reported 

their work environment as good in the aggregate work environment score and in five 

subscales (skilled communication, true collaboration, effective decision making, 

meaningful recognition, and authentic leadership), appropriate staffing was an area 

identified as needing improvement. Nurse staffing was also a concern expressed by 

participants in their open-ended responses. Further, most participants in this sample 

reported experiencing average levels of compassion satisfaction and compassion fatigue. 
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 A discussion of these findings and their connection to the existing literature 

follows in chapter five. Implications for practice, policy, theory, and research are also 

described in chapter five.  
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Chapter Five 

Discussion 

 The purpose of this correlational, cross-sectional study was to investigate the 

relationship of the work environment to compassion satisfaction and compassion fatigue 

in critical care nurses. In this study, significant findings were noted in the relationship of 

the critical care nurses’ work environment to compassion satisfaction and compassion 

fatigue. Age, skilled communication, and meaningful recognition were significant 

positive predictors of compassion satisfaction. Age, highest level of nursing education, 

skilled communication, appropriate staffing, and meaningful recognition were significant 

negative predictors of secondary traumatic stress. Lastly, age, highest level of nursing 

education, and skilled communication were significant negative predictors of burnout. A 

discussion of this sample’s characteristics, in comparison to national nursing workforce 

data, available AACN membership data, and prior literature, is presented first. A 

discussion of the findings for each research question follows. This chapter ends with a 

description of the strengths and weaknesses of this study and the implications of study 

findings for practice, policy, theory, and research.  

Sample Comparisons 

 Sociodemographic, professional, and patient population/organizational 

characteristics were collected and analyzed for this study. These characteristics described 

the study sample, and some were considered important potential covariates in the 

inferential analysis (age, gender, level of education, years of experience, and critical care 

specialty). 
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Age. The average age of participants in this study was 40.21 ±12.09. According to 

Smiley et al. (2018), the average age of RNs with active nursing licenses in the United 

States is 51. Although the participants’ age range in this study was 22 to 66 years, the 

average age is less than that of the national RN population. Interestingly, nurses aged 25-

34 make up the majority of the membership of the AACN (M. Altman, personal 

communication, February 18, 2019).  

 Gender. Regarding gender, 92.1% of the participants in this study identified as 

female; 7.3% of the respondents identified as male; and 0.6% identified as “other.” This 

finding is similar to that of the national gender distribution in nursing (90.9% female, 

9.1% male; Smiley et al., 2018). Further, the majority of the AACN membership is 

female (M. Altman, personal communication, February 18, 2019); therefore, the gender 

distribution in this study reflects national trends. 

State of practice. Though approximately 44% of the study sample indicated that 

they practiced in the Northeast, nurses from 38 of the 50 states and Washington, D.C. are 

represented in this sample. There were over 2.9 million RNs employed across the country 

in 2017; 19.1% of those nurses were employed in the Northeast (U.S. Bureau of Labor 

Statistics, n.d.). The investigator lives and practices in New York State and attends school 

in Pennsylvania. The use of convenience and snowball sampling through her personal 

and professional networks via social media may explain the higher percentage of 

participants from this geographical location. Practice data by state were unavailable from 

the AACN at this time.  

Nursing education level. Over two-thirds of the participants reported that they 

were educated at the bachelor’s level. None of the respondents was educated at the 



WORK ENVIRONMENT & PROFESSIONAL QUALITY OF LIFE 164 

 

 

diploma level; 12.4% were educated at the associate’s level, and 17.4% were educated at 

the master’s level or higher. Of the nurses with an active license who responded to the 

2017 National Nursing Workforce Survey, administered by the National Council of State 

Boards of Nursing and the National Forum of State Nursing Workforce Centers, 41.8% 

of registered nurses reported that they were first licensed after obtaining a bachelor’s 

degree; however, 64.1% were currently prepared at the bachelor’s level or higher (Smiley 

et al., 2018). The AACN also reports that the most common degree held by members is 

the bachelor’s (M. Altman, personal communication, February 18, 2019). Thus, 

educational preparation in this sample is representative of national trends. 

Years of experience. In this study, participants were asked to indicate their 

current employment status (full-time, part-time, per diem) and to state the number of 

years they had been employed full-time in critical care and the number of  years 

employed part-time in critical care; total years of nursing experience were not collected. 

In this sample, 83.1% of the participants worked full-time. This is slightly different from 

the 2017 National Nursing Workforce Survey findings, in which 65.4% of nurses 

reported working full-time and 19.2% reported working in nursing part-time or per diem. 

The remaining 5.4% were either actively working in a non-nursing field, volunteering, 

unemployed, or retired (Smiley et al., 2018). Data on work status are not available for 

AACN members. 

According to Smiley et al. (2018), 32.9% of nurses who responded to the 2017 

National Nursing Workforce Survey had 0-10 years of experience. Nearly 20% had 11-20 

years of experience, and approximately 17% have worked for 21-30 years and 31-40 

years (17.4% and 17.6%, respectively). Only 12.4% have worked in nursing for 40 years 
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or more. The majority of AACN members have worked 6 to 10 years in nursing (M. 

Altman, personal communication, February 18, 2019). The variable of years of nursing 

experience overall was not collected in this study. However, participants did report their 

total years of full-time and total years of part-time critical care experience. Regarding 

full-time critical care experience, respondents had an average of 10.22 years of full-time 

practice (range 0-44). Nurses responded that they worked part-time in critical care an 

average of 2.47 years (range 0-24). Unfortunately, comparisons of years of experience to 

national and AACN data are unable to be completed. 

Certification. In this sample, more than half of the nurses reported that they were 

certified, with 59.5% of the certified nurses holding a critical care certification (CCRN or 

PCCN). Although national data regarding all certification rates for RNs are not available, 

the AACN states that there are over 85,000 CCRN-certified (AACN, 2018a) and nearly 

20,000 PCCN-certified (AACN, 2018b) nurses nationally. 

Professional organization membership. As part of the sampling frame for this 

study, the researcher partnered with the AACN to post the survey to their website and to 

the eNewsline. Further, the researcher is an active AACN member and a past president of 

her local AACN chapter. These factors could have led to a larger proportion of the 

sample being AACN members and therefore could have contributed to potential selection 

bias. Just over 70% of the participants reported being a member of a professional 

organization, and 59.5% reported being a member of the AACN. Though this is the 

majority, approximately 40% of the sample were not AACN members. National data 

regarding the number of American nurses who were members of a professional 

organization at the time of this study are not available. Black (2014) stated that 



WORK ENVIRONMENT & PROFESSIONAL QUALITY OF LIFE 166 

 

 

approximately 20% of American nurses were members of a professional organization. 

Currently, the AACN has more than 100,000 members internationally (AACN, 2019a). 

Thus, although more participants in this study reported being members of a professional 

organization than would be expected in American nurses overall, the participants were 

not all AACN members. 

Patient population. In this sample, the majority of the participants reported 

caring for adults, with under 20% reporting they cared for pediatric or neonatal patients. 

Patient population was further specified by participants and categorized as medical 

(medical oncology and pulmonary; 10.7%), surgical (surgical, cardiovascular, and burn; 

27%), medical-surgical (medical-surgical, neurologic, neurologic and trauma, multiple 

specialties; 58.4%), and neonatal/pediatric (2.8%). As stated in chapter four, participants 

who identified as taking care of neonatal or pediatric patients may have responded to this 

question with the type of patient (surgical, medical, etc.), thus leading to the discrepancy 

between patient population and patient specialty in this sample. In the 2017 National 

Nursing Workforce Survey, participants could indicate their primary and secondary 

nursing specialties. Fourteen percent of respondents indicated that acute care/critical care 

was their primary practice specialty; 3.9% indicated they cared for adults; 2.2% cared for 

neonates; and 4.7% cared for children in their primary specialty.  For secondary 

specialties, 10.2% indicated that acute/critical care was their secondary specialty area. 

Approximately 5% indicated that they cared for adults; 1.5% cared for neonates; and 

4.1% cared for pediatric patients in their secondary specialty (Smiley et al., 2018). Based 

on the data collected and the available national data, drawing conclusions regarding this 
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sample in comparison to national trends is difficult. Further, generalization of the 

findings to pediatric and neonatal nurses is limited in this study. 

 Within critical care, nurses may be employed on units with intensive or 

progressive levels of care. Interestingly, despite nursing ratios in intensive care units 

being defined as 1:2 and those in progressive care units as 1:3 or 1:4 (Rich, 2009), 3.9% 

of the 146 participants who stated that they worked in the ICU indicated that their nurse 

to patient ratio was 1:3. This may be related to staffing shortages within these institutions. 

 Accreditation status. Recognition of a hospital (Magnet®) or unit (Beacon 

Award for Excellence®) may be representative of the quality of the work environment. In 

this sample, 61.2% of the participants worked in Magnet® hospitals, and 35.4% worked 

in Beacon Award for Excellence® winning units. In 2016, 445 (9.2%) of all hospitals in 

the United States had achieved Magnet® accreditation (Campaign for Action, 2017). The 

AACN states that there are over 500 units that have been awarded the Beacon Award for 

Excellence® since 2010, and on their website it is possible to search for a Beacon Award® 

winning unit from a list of 550 units (AACN, 2018c). Interestingly, 22.3% of the 

participants did not know the Beacon Award® status of their unit.  

As stated in chapter two, Ulrich and colleagues have completed four surveys 

evaluating critical care nurses’ work environment. After the initial survey in 2006, Ulrich 

et al. (2007) completed a secondary data analysis to examine if respondents who worked 

in Magnet®/Magnet®-pursuant organizations and Beacon Award®/ Beacon Award®-

pursuant organizations rated their work environment differently from those who worked 

in organizations that had not achieved such accreditation. Their findings indicated that 

nurses employed in the accredited organizations reported that their environments were 
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significantly healthier than those who worked in organizations or units that had not 

achieved such recognition (Ulrich et al., 2007); findings from the 2018 survey were 

similar (Ulrich et al., 2019). These consistent findings suggest that nurses employed in 

settings that have achieved recognition for excellence may rate their work environment as 

healthier than those who have not.  

 In summary, there are some characteristics of this sample that are similar to 

national trends, others that are not, and others where no conclusion can be drawn. 

However, in several ways this sample is representative of critical care nurses in the 

United States. Overall, the gender and highest level of nursing education distributions are 

similar to those in available national workforce data. Although this is a national sample, 

the Northeast has higher representation than other areas of the country. Further, this 

sample is younger than the national average but older than the majority of AACN 

members. More nurses in this sample reported working full-time currently than those in 

the 2017 National Nursing Workforce Survey; however, years of experience in critical 

care and critical care specialty cannot be compared to national data. The majority of the 

nurses in this sample are certified and are members of professional organizations. 

However, despite partnering with the AACN for the sampling frame in this study, 40% of 

the participants were not members, which may increase the generalizability of findings. 

Lastly, the majority of the participants reported working in Magnet® accredited 

institutions, and approximately one third worked in Beacon Award® winning units. This 

may indicate that there are healthier organization or unit work environments represented 

in this sample. 
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Nursing Work Environment 

 In this study, the mean scores on the aggregate AACN Healthy Work 

Environment Assessment™ Tool and five of the six subscales fell between 3.00-3.99 and 

were categorized as good environments, based on the tool’s scoring guidelines (AACN, 

n.d.). The only subscale that was perceived as needs improvement was appropriate 

staffing. Comparisons across studies examining nurses’ work environment perceptions 

are difficult due to the wide number of work environment assessment tools used by 

researchers. However, two studies did assess the work environment with the AACN tool. 

In one study, Saudi Arabian nurses rated their work environment, in aggregate and across 

all subscales, as good (Aboshaiqah, 2015). In a second study (Kelly &Todd, 2017), full-

time, part-time, and per diem nurses in a southwestern Magnet® hospital in the United 

States reported that their work environment was good across the six subscales. Though 

the findings of the present study indicate that appropriate staffing is a concern for nurses 

who participated, the other areas of their work environment are perceived to be healthy 

and are congruent with other published studies (Aboshaiqah, 2015; Kelly & Todd, 2017). 

These findings cannot be generalized to all critical care nurses, and it is plausible that 

those who work in unhealthy work environments chose not to participate. 

Compassion Satisfaction 

 On examination of mean scores, nurses in this study had average levels of 

compassion satisfaction. While some participants reported high levels of compassion 

satisfaction, none of the critical care nurses reported low levels of compassion 

satisfaction. This finding suggests that the participants receive joy and happiness from the 

work that they do. The findings are similar to those of other researchers who have 
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examined compassion satisfaction in critical care nurses. Of the four studies that 

examined compassion satisfaction and compassion fatigue in only critical care nurses and 

reported the breakdown of low, average, and high scores, the majority of participants 

reported average and high compassion satisfaction scores with no participants reporting 

low compassion satisfaction (Kelly & Todd, 2017; Mason et al. 2017; Young et al., 

2011). Only one study of critical care nurses found low levels of compassion satisfaction; 

in Jakimowicz et al.’s (2018b) study, 2% of their participants reported low levels, 83% 

reported average levels, and 15% reported high levels. This study was also a cross-

sectional survey; however, it was conducted in Australia on two intensive care units, 

which may account for the difference in findings.  

Compassion Fatigue 

 As with compassion satisfaction, mean scores on the two compassion fatigue 

subscales (secondary traumatic stress and burnout) were categorized as average. In 

addition, none of the participants reported high levels of secondary traumatic stress or 

burnout; all scores fell within the low or average range. In the published studies 

examining compassion satisfaction and compassion fatigue in critical care nurses, none of 

the researchers who have reported the score breakdown as low, average, or high had any 

participants in the high category for secondary traumatic stress and burnout (Jakimowicz 

et al. 2018b; Kelly & Todd, 2017; Mason et al. 2017; Young et al., 2011).  

 Nurses in this study did not report low levels of compassion satisfaction or high 

levels of secondary traumatic stress and burnout. Although these findings are similar to 

those of other studies, empiric literature on compassion satisfaction and compassion 

fatigue has not included discussions regarding why nurse participants are not reporting 
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low levels of compassion satisfaction and high levels of secondary traumatic stress and 

burnout, despite a purported higher risk for compassion fatigue in high acuity settings 

(Al-Majid et al., 2018). Stamm (2010), in the ProQOL Manual, states that 25% of 

participants score low, 50% of participants score average, and 25% of participants score 

high on each of these subscales. This is based on data from over 1,000 participants in 

studies included in the ProQOL Databank. These studies include a variety of 

professionals and are not limited to nursing science. Both Al-Majid et al. (2018) and 

Kelly et al. (2015) suggest that basing the ProQOL version 5 cut scores on the 25th and 

75th percentiles (Stamm, 2010) may not be reflective of low, average, and high scores in 

nurses because the scoring schema was developed using diverse samples of professionals. 

Thus, an assessment of the distribution of scores and cut score designations in samples of 

nurses should be a consideration in future empirical investigations.  

Research Question One  

The relationship of the work environment to compassion satisfaction. Five 

potential covariates, representing the personal and the client/patient helped environment 

of the Compassion Satisfaction-Compassion Fatigue model, and six predictor variables 

representing the work environment, were examined first for their bivariate relationships 

with compassion satisfaction. Of the covariates, total years in critical care part-time and 

age had a significant positive bivariate relationship to compassion satisfaction; both of 

these covariates are components of the personal environment. Critical care specialty, 

representative of the client/person helped environment, did not have a significant 

bivariate relationship with compassion satisfaction. Lastly, all six Healthy Work 

Environment standards were found to have significant positive correlations with 
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compassion satisfaction. These relationships were all moderate in strength, with skilled 

communication demonstrating the strongest relationship, followed by meaningful 

recognition; true collaboration had the weakest relationship to compassion satisfaction. 

At this time, Kelly and Todd (2017) are the only other researchers to report a correlation 

between the work environment, defined by the AACN Healthy Work Environment 

Standards, and compassion satisfaction. They found significant positive correlations of 

skilled communication, true collaboration, meaningful recognition, and authentic 

leadership with compassion satisfaction; each relationship was weak with the exception 

of authentic leadership, which demonstrated a moderate relationship to compassion 

satisfaction. In their study, effective decision making and appropriate staffing 

demonstrated weak positive relationships to compassion satisfaction; however, these 

findings did not reach statistical significance. The Kelly and Todd (2017) study included 

intensive care unit nurses in a single Magnet® hospital in the Southwest. In contrast, the 

present study included a more nationally representative sample, which could explain the 

difference in findings between the two studies.  

All of the participants in the Kelly and Todd (2017) study, and the majority of 

participants in this sample, were employed in Magnet® recognized institutions. This study 

also included participants who were employed on units that won the Beacon Award for 

Excellence®. As previously stated, nurses who are employed in settings with Magnet® or 

Beacon Award® status may perceive their work environments to be healthier (Ulrich et 

al., 2007; Ulrich et al., 2019); thus, the generalizability of these findings beyond units 

with this accreditation may be limited.   



WORK ENVIRONMENT & PROFESSIONAL QUALITY OF LIFE 173 

 

 

 Regression analysis. In block one of the regression analysis, age and years of 

part-time experience were not significant predictors of compassion satisfaction. However, 

after controlling for the covariates and with the addition of the work environment 

predictor variables in block two, age became a significant predictor of compassion 

satisfaction. Of the predictor variables, skilled communication and meaningful 

recognition significantly contributed to the prediction of compassion satisfaction. This 

model was strong and explained 37.1% of the variance in compassion satisfaction scores. 

Meaningful recognition contributed the most to this model, followed by skilled 

communication and age; all were positive predictors of compassion satisfaction.  

 In this model, years of experience part-time, though significantly correlated with 

compassion satisfaction in bivariate analysis, lost its contribution to compassion 

satisfaction scores when the predictor variables were added in block two. Similar results 

have been noted in the literature. Total years of experience was related to compassion 

satisfaction in Jakimowicz et al.’s (2018b) bivariate analysis but did not significantly 

contribute to this outcome in multivariate analysis. Their analysis included gender, age, 

years of practice, years of tenure, educational level, having an experience with a family 

member in the intensive care unit, and site of practice (hospital A or hospital B) as 

predictor variables for compassion satisfaction, secondary traumatic stress, and burnout. 

This group of researchers sought to examine factors associated with compassion 

satisfaction and compassion fatigue in Australian critical care nurses but did not include 

work environment factors in their analysis. Kelly and Todd (2017) examined years of 

experience as a moderator of compassion satisfaction in their examination of the 

relationship of the work environment to compassion satisfaction and compassion fatigue. 



WORK ENVIRONMENT & PROFESSIONAL QUALITY OF LIFE 174 

 

 

As in the present study, years of experience was not a significant predictor of compassion 

satisfaction. Methodologically, the Kelly and Todd (2017) study is the closest to this 

present study, but their sample was drawn from a single site. Lastly, Kelly et al. (2015) 

found that years of experience was a negative predictor of compassion satisfaction. 

However, Kelly et al. (2015) included all demographic factors in their regression 

analysis; and bivariate correlations were not reported. Due to the differences in 

measurement of this variable (part-time versus total years of experience), the study aim 

(Jakimowicz et al., 2018b), study sample (Jakimowicz et al., 2018b; Kelly & Todd, 

2017), and statistical analysis (Kelly et al., 2015), as compared to this present study, it is 

difficult to draw conclusions regarding years of experience and the contribution of this 

variable to compassion satisfaction. 

Unlike years of part-time experience, age became a significant predictor in this 

model in block two. Kelly et al. (2015) and Kelly and Lefton (2017) both found age to be 

a significant, positive predictor of compassion satisfaction in their models. However, 

Kelly and Todd (2017), in examining the influence of age on the relationship of the work 

environment and compassion satisfaction, found that age was not a significant predictor 

in their model. The Kelly et al. (2015) and Kelly and Lefton (2017) studies did not 

examine the work environment using the AACN framework or tool, whereas Kelly and 

Todd (2017) did in their study. Kelly et al. (2015) included a question about being 

nominated for a DAISY Award® to measure meaningful recognition. Similarly, Kelly and 

Lefton (2017) included questions to assess whether their participants had been nominated 

for or received a DAISY Award®, had attended a DAISY Award® presentation, or were 

aware of the DAISY Award® to assess for meaningful recognition; validity and reliability 
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of the survey utilized were not reported. Methodologically, these studies differ from the 

current study, which may explain the discrepancy in the findings regarding age. Although 

age appears to be an important consideration in the development of compassion 

satisfaction, more research is necessary to support the relationship of age to compassion 

satisfaction, while also considering the contribution of the work environment utilizing 

established valid and reliable tools. 

Two of the six AACN Healthy Work Environment standards, skilled 

communication and meaningful recognition, were significant predictors of compassion 

satisfaction in this study, such that higher levels were associated with higher compassion 

satisfaction. Findings in the literature vary regarding work environment predictors of 

compassion satisfaction. Sawatzky and Enns (2012) utilized the Perceived Nursing Work 

Environment scale to assess the work environment and found that scores on the staffing 

and resource adequacy subscale negatively predicted compassion satisfaction. This study, 

which included Canadian emergency department nurses, considered variables such as 

engagement, intent to leave, and job satisfaction. Thus, it is difficult to compare 

Sawatzky and Enns’ (2012) work environment findings to the present study. Kelly and 

Todd’s (2017) study most closely resembles the methods utilized in the present study in 

that it was a cross-sectional study of the relationship of the critical care nurses’ work 

environment with compassion satisfaction and compassion fatigue with the work 

environment being assessed using the AACN tool. However, only authentic leadership 

significantly predicted compassion satisfaction; and it was found to be a positive 

predictor. A plausible explanation for the differences in findings between these two 

studies pertains to the sample and sampling frame, as discussed below. 
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This is the first known study to identify skilled communication as a predictor of 

compassion satisfaction. Although Kelly and Todd (2017) included skilled 

communication in their analysis and found a significant relationship at the bivariate level, 

the work environment standard did not contribute to the prediction of compassion 

satisfaction in their regression analysis. This difference could be potentially explained by 

the differences in the sampling frame and sample sizes between these two studies. 

Though Kelly and Todd (2017) also focused on critical care nurses, their sampling frame 

was from one Magnet® institution in the Southwest; responses from 92 nurses were 

included in their regression analysis. In contrast, though a larger proportion of 

respondents in the present study was from the Northeast, a larger sample (n=166) of 

nurses from across the country was included in the statistical model for compassion 

satisfaction. In addition, 61.2% of the nurses in this sample were employed in Magnet® 

accredited facilities. As will be described below, skilled communication was a significant 

predictor not only for compassion satisfaction, but also for secondary traumatic stress and 

burnout in this study. The relationship of this work environment component to each of 

these outcomes warrants further investigation. 

Meaningful recognition was found to contribute to the most variance in 

compassion satisfaction in this study. This variable has been studied directly using the 

AACN Healthy Work Environment Assessment™ Tool (Kelly & Todd, 2017) and 

indirectly by using the DAISY Award® as a proxy for recognition (Kelly et al., 2015; 

Kelly & Lefton, 2017). Being nominated for the DAISY Award® was found to be a 

significant, positive predictor of compassion satisfaction (Kelly et al., 2015; Kelly & 

Lefton, 2017). Although Kelly et al.’s (2015) and Kelly and Lefton’s (2017) findings are 
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congruent with this study, meaningful recognition was not measured utilizing the same 

scale. In directly measuring meaningful recognition with the AACN tool, Kelly and Todd 

(2017) found that meaningful recognition did not significantly contribute to compassion 

satisfaction. This difference in findings may also be due to the differences in sampling 

frame and sample size between studies. The findings regarding meaningful recognition, 

however, are intriguing and warrant further investigation. 

 There is strength in the findings of the current study due to the use of theoretically 

based, valid, and reliable tools, and a greater ability to generalize findings compared to 

other studies. In this study, 37.1% of the variance in compassion satisfaction was 

explained by age, skilled communication, and meaningful recognition. Further research 

utilizing the same measures and nationally representative samples is warranted to 

replicate findings and also to provide evidence to support the development of 

interventions to enhance compassion satisfaction in critical care nurses. The implications 

of these findings for practice, policy, theory, and research are discussed later in this 

chapter. 

Research Question Two 

The relationship of the work environment to compassion fatigue. As with 

compassion satisfaction, the critical care specialty was not significantly associated with 

either component of compassion fatigue (secondary traumatic stress or burnout) in 

bivariate analysis; therefore, only the contribution of the personal environment and work 

environment to these outcome variables was assessed. A discussion of the findings for 

secondary traumatic stress is presented first, followed by a discussion of burnout 

findings. 
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 Secondary traumatic stress. In bivariate analyses, years of part-time experience, 

age, and educational level were significantly and negatively correlated with secondary 

traumatic stress and were considered covariates in block one of the regression analysis. 

These covariates represent the personal environment in the theoretical model.  All six of 

the AACN Healthy Work Environment standards were significantly and negatively 

related to secondary traumatic stress in bivariate analysis, as well. One standard, skilled 

communication, demonstrated a strong negative relationship, whereas the others 

demonstrated moderate negative relationships to secondary traumatic stress. Two other 

groups of researchers have reported relationships between work environment factors and 

secondary traumatic stress. First, Sano et al. (2018) examined secondary traumatic stress 

in neonatal intensive care nurses. This group measured nurse-physician collegiality using 

a subscale of the Practice Environment Scale of the Nursing Work Index. Their findings 

indicated that there was a significant interaction effect between nurse-physician 

collegiality and self-compassion, such that nurse-physician collegiality was a protective 

factor against secondary traumatic stress in nurses who had high self-compassion and 

when the nurse-infant/family relationship was perceived to be good. However, when the 

nurse-physician collegiality scores were low, self-compassion no longer mediated the 

effect between the nurse-infant/family relationship and secondary traumatic stress, and no 

significant relationships between the variables were noted. Conceptually, nurse-physician 

collegiality may be similar to true collaboration in the AACN Healthy Work 

Environment framework. Though Sano et al.’s (2018) finding is similar to the 

relationship between true collaboration and secondary traumatic stress found in the 
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present study, differences in study population, measurement, and aim confound this 

comparison. 

 As noted earlier, Kelly and Todd (2017) are the only other group of researchers to 

assess the relationship between the AACN Healthy Work Environment standards and 

compassion fatigue. In their study, none of the components of the work environment 

were significantly related to secondary traumatic stress in bivariate analysis. This is in 

contrast to the present study where all work environment standards were found in 

bivariate analyses to be significantly related to secondary traumatic stress. A plausible 

explanation for these contrary findings involves the differences in sampling frame and 

sample between this study and Kelly and Todd’s (2017). Due to the dearth of studies that 

examine these constructs together and the differences in findings, this relationship should 

be clarified through additional research. 

 Regression analysis. The three covariates, years of part-time experience, age, and 

educational level, that were significantly related to secondary traumatic stress were 

entered into block one of the regression analysis for this outcome variable. In this 

analysis, only level of nursing education significantly predicted secondary traumatic 

stress, explaining 9% of the variance. Next, all Healthy Work Environment standards 

were added to the regression in block two as predictor variables. In this analysis, 

educational level remained a significant negative predictor and age became a significant 

negative predictor. Three predictor variables, skilled communication, appropriate 

staffing, and meaningful recognition, were found to be significant negative predictors of 

secondary traumatic stress after controlling for the covariates. Similarly to the 

compassion satisfaction model, meaningful recognition contributed the most to the 
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variance in secondary traumatic stress, followed by highest level of nursing education, 

skilled communication, appropriate staffing, and age.  

 Though a significant bivariate relationship between years of part-time experience 

and secondary traumatic stress was found, years of part-time experience was not a 

significant predictor in the regression analyses. This was also the case in the regression 

model for secondary traumatic stress in Kelly and Todd’s (2017) study. However, they 

assessed the contribution of total years of nursing experience to secondary traumatic 

stress, regardless of full or part-time employment status. In contrast, Mooney et al. (2017) 

found total years of nursing experience to be a significant negative predictor of 

compassion fatigue (secondary traumatic stress) in their study of oncology and intensive 

care nurses. Caution is needed in comparing these findings across studies, as they differ 

methodologically. As stated, Kelly and Todd’s (2017) study differed from the present 

study in sampling frame and sample. Mooney et al. (2017) included oncology and 

intensive care nurses from a single, Magnet® designated, community hospital in their 

sample. Further, their analysis was a simple linear regression with one predictor (years of 

experience) and one outcome variable (secondary traumatic stress). The inconsistent 

findings across these three studies indicate a need for further investigation regarding 

years of experience and secondary traumatic stress, which includes nationally 

representative samples and consistent measures of covariate, predictor, and outcome 

variables. 

 In this model, age became a significant predictor of secondary traumatic stress in 

block two. Both Kelly et al. (2015) and Mooney et al. (2017) found age to be a significant 

predictor of this outcome variable in their studies, though they were operationally defined 
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differently (generation versus age group, respectively). As with years of experience, 

Mooney et al. (2017) conducted a simple linear regression analysis with age as the only 

predictor and secondary traumatic stress as the outcome variable. In contrast to these 

studies, Kelly and Todd (2017) found that age was not a significant predictor of 

secondary traumatic stress in their study of the work environment, compassion 

satisfaction, and compassion fatigue in critical care nurses.  In order to overcome 

inconsistencies in findings, further research that operationally defines and measures 

variables consistently using tools with strong evidence of validity and reliability is 

necessary to enhance the rigor of this body of literature. 

 The last covariate in the personal environment, educational level, was significant 

in both block one and block two of this analysis. As stated above, a bivariate relationship 

between education level and secondary traumatic stress was noted in the present study, 

but not in others published to date. In each study that has reported prediction of 

secondary traumatic stress using demographic variables, all but one (Mooney et al., 2017) 

collected data on educational level; many of those that did collect data on this variable 

did not include it in their analysis. Jakimowicz et al. (2018b) reported there were no 

significant findings regarding the relationship between education level and secondary 

traumatic stress in bivariate analysis in their study. Both Kelly et al. (2015) and Kelly and 

Todd (2017) included demographic variables in their statistical modeling for secondary 

traumatic stress. Kelly et al. (2015) stated that demographic variables, including 

education level, were included in their model, but they did not report findings regarding 

this variable. Kelly and Todd (2017) indicated that they controlled for many demographic 

characteristics in their regression analysis, including highest academic degree attained. 
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However, the findings for the demographic variables were not reported. It is likely that 

these researchers were trying to control for the effects of the demographic variables 

included in their analyses to isolate the predictive value of the AACN Healthy Work 

Environment standards in compassion satisfaction and compassion fatigue. The finding 

that educational level negatively predicts secondary traumatic stress is unique to the 

present study. Further, this covariate in the personal environment strongly contributed to 

the variance in secondary traumatic stress, second only to meaningful recognition.  

 The finding that educational level negatively predicts secondary traumatic stress 

is important when considering the goal to increase the number of nurses with a bachelor’s 

degree to 80%, as set forth in the Future of Nursing report (Institute of Medicine, 2011). 

Because this finding is unique to the present study, further research is needed to support 

the relationship between nursing education and secondary traumatic stress. Future studies 

should be informed by the Compassion Satisfaction-Compassion Fatigue Model, should 

utilize standard measures, and authors should disseminate the findings of all analyses in 

order to enhance understanding of this relationship.   

 The present study is the first known study to report that skilled communication, 

appropriate staffing, and meaningful recognition significantly predicted secondary 

traumatic stress in multivariate analysis. Few studies have reported that work 

environment variables contribute to secondary traumatic stress, whether utilizing the 

AACN Healthy Work Environment Assessment™ tool or another measure of the 

environment. Sawatzky and Enns (2012) found that staffing/resources, as measured on 

the Perceived Nursing Work Environment scale, significantly predicted compassion 

fatigue (secondary traumatic stress), but this variable only predicted 4% of the variance in 
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the outcome. In their analysis using the Healthy Work Environment standards, Kelly and 

Todd (2017) found that none of these variables were significant predictors of secondary 

traumatic stress in their model. These findings are inconsistent with those of the present 

study. This may be reasonably explained by the rigor of the present study in its 

theoretical underpinning, study design, use of valid and reliable tools, recruitment of 

nurses from across the country, and use of multivariate analysis.  

 Together, educational level, age, skilled communication, meaningful recognition, 

and appropriate staffing predicted 42% of the variance in secondary traumatic stress in 

this sample. At this time, there is limited empirical evidence that supports the relationship 

of meaningful recognition, skilled communication, and appropriate staffing to secondary 

traumatic stress.  As described above, further investigation is necessary to support these 

findings. Nevertheless, the unique findings regarding secondary traumatic stress 

presented here have implications for practice, policy, and theory, in addition to research, 

as discussed later in this chapter. 

 Burnout. In the present study, burnout demonstrated significant and weak 

negative bivariate correlations with age and educational level in the personal 

environment. Regarding the work environment, burnout was significantly and weakly 

correlated with true collaboration, effective decision making, appropriate staffing, 

meaningful recognition, and authentic leadership; skilled communication was 

significantly and moderately negatively correlated with burnout in bivariate analysis. In 

their investigation of nurse-physician collegiality and compassion fatigue in neonatal 

intensive care nurses, Sano et al. (2018) found a significant negative correlation with 

burnout. Nurse-physician collegiality was measured using the Practice Environment 
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Scale of the Nursing Work Index; though it may be analogous to true collaboration, 

caution is needed when interpreting these findings together. Unlike their findings 

regarding the AACN Healthy Work Environment standards and secondary traumatic 

stress, Kelly and Todd (2017) also found significant and negative bivariate correlations 

with burnout. Their findings indicated weak bivariate relationships between burnout and 

true collaboration and effective decision making, whereas the bivariate relationships 

among skilled communication, appropriate staffing, meaningful recognition, and 

authentic leadership were moderate. Thus, there is empirical support for the bivariate 

relationship between the work environment and burnout. 

 Regression analysis. Two covariates, age and education level, along with each 

Healthy Work Environment variable, were entered into the regression analysis for 

burnout. In block one, the personal environment characteristics were entered; in this 

analysis, age was noted to be a significant and negative predictor of burnout, whereas 

education level did not significantly contribute to the model. In block two, the work 

environment characteristics were added. In this block, age remained a significant 

negative predictor; education level became a significant negative predictor of burnout 

after controlling for the covariates. Of the predictor variables, only skilled 

communication significantly predicted burnout; this variable was a negative predictor. 

Skilled communication was the strongest predictor in this model, followed by age and 

education level. 

 Regarding the covariates, age was also found to be a significant negative predictor 

of burnout by Kelly et al. (2015). However, they operationally defined age by generation 

and not by age in years, making comparison across these two studies difficult. As with 
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secondary traumatic stress, no other researchers have reported education level to be a 

significant predictor of burnout. Although each group of researchers included educational 

level, only Jakimowicz et al. (2018b) indicated that there were no significant findings 

regarding it. Kelly et al. (2015) stated that education level was included in their model 

with other demographic variables, but they did not report findings regarding it. Kelly and 

Todd (2017) indicated that highest academic degree attained, along with other 

demographic characteristics, were covariates in their regression analysis, but did not 

report these findings.  Though Kelly et al. (2015) and Kelly and Todd (2017) did not 

report the inferential findings regarding highest level of nursing education, they described 

their sample’s educational level; these findings are similar to those of the sample in the 

present study. It is particularly important that researchers report findings regarding 

educational level in their analyses, in light of national recommendations calling for an 

increase in the proportion of nurses educated at the bachelor’s level or higher (Institute of 

Medicine, 2011).  

 In the present study, skilled communication was the only AACN Healthy Work 

Environment standard to significantly predict burnout. Kelly and Todd (2017) also found 

that skilled communication significantly and negatively predicted burnout; however, in 

their analysis, effective decision making, appropriate staffing, meaningful recognition, 

and authentic leadership were also significant negative predictors. Though their findings 

support those in the present sample, the contribution of the other predictor variables did 

not reach significance. The sampling frame, sample size, and accreditation differences 

noted between the Kelly and Todd (2017) study and the present study may explain these 

differences.  
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 Together, skilled communication, age, and education level predicted 19.1% of the 

variance in burnout scores in the present sample, with skilled communication 

contributing the most to the model. Thus, a large amount of the variation in burnout 

scores is not explained by the variables in this study, supporting the need for further 

research to identify other factors that predict burnout in critical care nurses. As with 

compassion satisfaction and secondary traumatic stress, future studies that are 

theoretically informed, utilize the same measures, recruit nationally representative 

samples, and conduct multivariate analyses are necessary to support these findings. 

Further, longitudinal examination of these variables is necessary to determine causation. 

Findings of both cross-sectional and longitudinal studies can be utilized to inform 

practice, policy, and theory, as described below. 

Summary of the Relationships within the Compassion-Satisfaction-Compassion 

Fatigue Model  

 The present study tested the relationships of the personal, client/person helped, 

and work environments to compassion satisfaction and compassion fatigue, as depicted in 

the Compassion Satisfaction-Compassion Fatigue model (Figure 1). The selection of 

potential covariates and predictor variables, which represented each environment in this 

model, was based on the empiric nursing literature as outlined in chapter two. The 

following is a discussion of the findings in relation to the environments depicted in this 

framework. 

Covariates. The covariates represented the personal and the client/person helped 

environment. In the present study, some covariates were significantly related to the 

outcome variables in bivariate analysis; others were not. Further, some covariates lost 
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their association with compassion satisfaction or compassion fatigue in multivariate 

analysis, supporting the sophistication of hierarchical linear regression analysis in 

controlling for the effects of covariates (Huck, 2012e). Within the personal environment, 

gender was not significantly related to any of the outcome variables in bivariate analysis. 

A plausible explanation for this finding is the gender distribution in the nursing 

profession, with the majority being female (Smiley et al., 2018). In the present study, 

testing bivariate relationships between gender and the outcome variables was likely 

influenced by the disproportionate number of females in the sample, leading to a weaker 

correlation, and therefore leading to an underestimation of the association, possibly 

increasing the risk of type 1 error (Babshishin & Helmus, 2016).  

 Years of experience in critical care was a covariate that also represented the 

personal environment. This variable was measured by asking two questions: total years as 

a full-time critical care nurse and total years as a part-time critical care nurse. There were 

significant bivariate relationships found between years of experience part-time and 

compassion satisfaction and secondary traumatic stress; however, this was not a 

significant predictor of either outcome in multivariate analysis. Thus, when considered 

with the other variables in these models, part-time years of experience lost its 

significance as an independent predictor of compassion satisfaction and secondary 

traumatic stress. As stated, no other study has examined years of experience in terms of 

full-time and part-time years; all have looked at total years of nursing experience. 

Operationally, this variable may need to be captured with a different measure. Though 

not predictive of compassion satisfaction or compassion fatigue, working full or part-time 

in critical care may have implications for a nurse’s well-being. Therefore, investigating 



WORK ENVIRONMENT & PROFESSIONAL QUALITY OF LIFE 188 

 

 

the effects of employment status (full-time, part-time, or per diem) on the outcome 

variables should be considered in future exploration.  

 The personal environment covariates of educational level and age demonstrated 

significant bivariate relationships with the outcome variables. In multivariate analysis, 

educational level was an important predictor for secondary traumatic stress and burnout, 

whereas age was significant in all three models. The findings regarding education are 

unique. No other researchers have reported a relationship between educational level and 

secondary traumatic stress. Two groups of researchers, Hunsaker et al. (2015) and Kim et 

al. (2015), have found that nurses with more education reported less burnout when 

compared to those with less education. However, these studies are methodologically 

different from the present study, and conclusions regarding education and burnout are 

difficult to draw.  

 The distribution of educational level in this sample is similar to national trends 

and to the AACN membership. It may be possible that the findings regarding educational 

level are, therefore, nationally representative. Nurses who are educated at a bachelor’s 

level or higher may be better equipped to manage stressors in their work environment. In 

examining retention and job satisfaction in registered nurses, Rambur, McIntosh, Val 

Palumbo, and Reinier (2005) found that nurses with a bachelor’s degree reported more 

satisfaction regarding stress levels and job demands than those with an associate’s 

degree. They proposed that the additional, more thorough education regarding the 

healthcare system that a bachelor’s prepared nurse receives may better train them to cope 

with stress and job demands. Additionally, nurses educated at a higher level may be more 

resilient in their nursing practice. According to the American Psychological Association 
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(2020), resilience has been defined “…as the process of adapting well in the face of 

adversity, trauma, tragedy, threats, or significant sources of stress…” (What is 

resilience?, para. 2). Ren et al. (2018) found that education level was a significant, 

positive predictor of resilience in Chinese nurses. They concluded that those with more 

education have richer theoretical knowledge and can better manage stress than those with 

less nursing education. At this time, it is unknown why educational level is a negative 

predictor of secondary traumatic stress and burnout. Further research investigating these 

relationships, and the mechanisms behind them, is warranted.  

 Age was a significant predictor of compassion satisfaction and compassion 

fatigue in the present study. Further, increasing age appears to be protective of the nurse, 

which is evidenced by the positive predictive effect of age for compassion satisfaction 

and the negative predictive effect of age for secondary traumatic stress and burnout. With 

few exceptions, the finding regarding the relationship of age to these outcome variables is 

supported by the literature (Hinderer et al., 2014; Hunsaker et al., 2015; Jakimowicz et 

al., 2018b; Kelly et al., 2015; Kelly & Lefton, 2017; Mooney et al., 2017; Wu et al., 

2016). A plausible explanation of the protective nature of age in critical care nurses is 

that with increased age there is increased life experience and therefore improved 

resiliency and coping mechanisms (Burtson & Stichler, 2010; Kolthoff & Hickman, 

2017; Sacco et al., 2015; Wu et al., 2016). With increased age, a nurse’s maturity, 

experience, and expertise likely also increase (Burtson & Stichler, 2010; Kim et al., 2015; 

Wu et al., 2016), which may improve the ability to function in the work environment.   

 Findings regarding age are important in light of the predicted trends in the nursing 

workforce. Although many of the Baby Boomer nurses are retiring, it is predicted that the 
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number of nurses aged 50 or older will remain the same over the next decade or more. 

Since nurses from the Millennial generation have entered the workforce in large numbers, 

the number of nurses under the age of 35 is great. This means that, over the next 15 years, 

the majority of practicing nurses will be 35 to 45 years old (Buerhaus et al., 2017b). In 

light of these findings and trends, it will be important for nursing leaders to consider the 

association of age with compassion satisfaction and compassion fatigue while working to 

retain nurses in critical care. 

 Lastly, critical care specialty, which represented the client/person helped 

environment in the present study, was found to have a nonsignificant bivariate 

association with each outcome variable and was therefore not included in inferential 

analysis. A majority of nurses in this study reported working in the medical-surgical 

intensive care unit, as compared to any other specialty. Thus, there was a disproportionate 

number of nurses working across the critical care specialties. Similar to the result with 

gender, this unequal distribution may have led to an underestimation of the association 

and potentially increase the risk of type 1 error (Babshishin & Helmus, 2016). The 

client/person helped environment may need to be captured using different measures other 

than critical care specialty. First, measuring the differing acuity levels within critical care 

(intensive care, progressive care, or mixed acuity) may be appropriate. Both Sacco et al. 

(2015) and Young et al. (2011) reported differences in compassion satisfaction and 

compassion fatigue using such a classification. Another option may be to utilize patient 

acuity scoring systems, such as the Acute Physiology and Chronic Health Evaluation 

score or Sequential Organ Dysfunction Score (Vincent & Moreno, 2010), to capture the 

client/person helped environment.  
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Predictor variables. The work environment of the Compassion Satisfaction-

Compassion Fatigue Model was represented by the predictor variables in this study. 

Though each AACN Healthy Work Environment standard was significantly related to the 

outcome variables in bivariate analysis, only appropriate staffing, meaningful 

recognition, and skilled communication were found to predict compassion satisfaction or 

compassion fatigue in multivariate analysis after controlling for the covariates. As with 

the covariates discussed above, these findings demonstrate the robustness of hierarchical 

regression (Huck, 2012e). 

Appropriate staffing. Appropriate staffing was a significant negative predictor in 

multivariate analysis only for secondary traumatic stress. This finding is unique in that 

only one other study reported that staffing contributed to the prediction of secondary 

traumatic stress; however, staffing was measured using the Perceived Nursing Work 

Environment scale (Sawatzky & Enns, 2012). With the dearth of literature describing the 

relationship between staffing and secondary traumatic stress, it is difficult to explain and 

generalize these findings. Secondary traumatic stress results from witnessing and 

experiencing stressful events while caregiving (Makic, 2015; Stamm, 2010). It could be 

hypothesized that the more one is exposed to stressful events, the greater one’s chances 

are of developing secondary traumatic stress. Nurses may work more hours per week on a 

unit that is understaffed, compared to one that is appropriately staffed, potentially leading 

to greater stress exposure.  

Considering that appropriate staffing was the only subscale categorized as needs 

improvement in this study, and that this study includes nurses from a variety of acute care 

settings and locations, the significant bivariate and multivariate findings for appropriate 
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staffing are compelling. There are ongoing practice and policy efforts to address staffing 

concerns in nursing, and these findings may be used to inform this important work. 

Meaningful recognition. Not only was meaningful recognition found to be a 

significant positive predictor of compassion satisfaction and a significant negative 

predictor of secondary traumatic stress, this Healthy Work Environment standard 

contributed to the most variance in each model. Although two studies found that 

recognition with the DAISY Award® significantly predicted an increase in compassion 

satisfaction scores (Kelly et al., 2015; Kelly & Lefton, 2017), no other studies have found 

that recognition can predict secondary traumatic stress.  

As a Healthy Work Environment standard, meaningful recognition is required for 

personal and professional development and is a fundamental need for nurses. The AACN 

recommends that a structure for recognition be in place (AACN, 2016a). Recognition 

may be informal or formal and may come from administration and nursing leadership, 

provider colleagues, fellow nurses, and patients or their families (Lefton, 2012). 

Sveinsdóttir, Ragnarsdóttir, and Blöndal (2016) found that praise from nurse managers, a 

form of recognition, was related to job satisfaction, professional practice, commitment to 

the organization, and the work environment. Even in difficult nursing environments, 

providing recognition and praise to nurses is likely to make a difference and lead to 

healthier work environments (Lefton, 2012). Modifying systems for recognition and 

praise in the nursing work environment is easily done and does not have to be costly 

(Sveinsdóttir et al., 2016); it may be the easiest of all the AACN standards to implement.  

Additional studies examining the relationship between meaningful recognition 

and the outcome variables should be conducted. One additional area for future research 



WORK ENVIRONMENT & PROFESSIONAL QUALITY OF LIFE 193 

 

 

may be to examine the existing systems for recognition in the work environment and to 

determine how different types of recognition influence the relationships among work 

environment, compassion satisfaction, and compassion fatigue. 

Skilled communication. Skilled communication was a significant predictor in all 

three models. This work environment standard was a positive predictor of compassion 

satisfaction and a negative predictor of secondary traumatic stress and burnout; it also 

accounted for the most variance in burnout in the regression analysis. The present study 

was the first to report such findings. Kelly and Todd (2017) found that skilled 

communication was significantly correlated with compassion satisfaction and burnout in 

bivariate analysis. However, in their study, skilled communication was found to be a 

significant predictor only of burnout.  

The importance of skilled communication as a significant predictor variable in all 

three models cannot be understated. The absence of, or difficulty with, communication 

has been linked to patient safety. From 2011 to 2013, the Joint Commission listed 

communication as a top cause of sentinel events (Nether, 2017), and improving staff 

communication is a 2019 Joint Commission National Patient Safety Goal (The Joint 

Commission, 2019). The complexity, acuity, and uncertainty present in critical care units 

not only produce an environment where communication is difficult, but also require that 

skilled communication be present and practiced by the interprofessional team. 

Unfortunately, conflict within this environment threatens patient safety, patient and 

family centered care, and team welfare, and is often the result of communication gaps 

(Grant, 2015). Based on the findings from the present study, in environments where 
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skilled communication is not present, nurses are more likely to experience less 

compassion satisfaction and more compassion fatigue. 

Further, the AACN states that all of the Healthy Work Environment standards are 

interconnected; however, they also indicate that skilled communication is essential for 

true collaboration, appropriate staffing, and authentic leadership (AACN, 2016a). 

Interestingly, even though skilled communication is essential for these other three 

standards, true collaboration and authentic leadership were not found to be significant 

predictors in this study, and appropriate staffing was a significant predictor only of 

secondary traumatic stress. It could be that because skilled communication is essential to 

these other standards, its weight in the multivariate analysis diminished the contribution 

of true collaboration, appropriate staffing, and authentic leadership.  Because the present 

study is the first to report skilled communication as a significant predictor of compassion 

satisfaction and secondary traumatic stress, and only the second to report it as a 

significant predictor of burnout, more research to support these findings in critical care 

nurses is necessary.  

Overall, the inferential findings of this study are supported by its methodological 

rigor. The strengths of this study include the use of theoretically based tools with 

evidence of reliability and validity, recruitment of a sample of nurses from a wide variety 

of settings and locations, and the use of multivariate analyses; each strength is further 

discussed later in this chapter. 

Discussion of the Qualitative Findings 

The qualitative findings provide additional insight into the participants’ 

experiences of compassion satisfaction and compassion fatigue. Participants indicated 
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that there may be intrinsic factors that influence compassion satisfaction. They stated that 

nurses were able to provide care despite poor working environments and that they were 

happy to help people. This finding suggests that compassion satisfaction may be 

enhanced by factors intrinsic to the nurse rather than occurring entirely due to extrinsic 

factors such as the work environment. In addition, the participants indicated that self-care 

activities and feeling empowered by one’s organization may foster compassion 

satisfaction. One participant reported that compassion satisfaction helps to outweigh 

feelings of compassion fatigue. 

The analysis of these responses indicated that there are extremes in the experience 

of compassion fatigue. Participants expressed that compassion fatigue was not 

experienced in a linear fashion and that they could recount instances when they felt a 

great deal of compassion fatigue. However, they also communicated that they were able 

to recover and experience little or no compassion fatigue.  

For compassion fatigue, self-care may be protective. One participant in this study 

explicitly stated that self-care practices helped her to recover from compassion fatigue. 

Implementing self-care activities for both protection and recovery from compassion 

fatigue has been supported in the literature (Abendroth & Flannery, 2006; Aycock & 

Boyle, 2009; Finley & Sheppard, 2017; Kolthoff & Hickman, 2017; Makic, 2015; 

Murphy, 2014; Sorensen et al., 2016). Smart et al. (2014) recommended the 

implementation of programs promoting self-care in healthcare organizations and that 

their effectiveness be measured using the ProQOL tool.   

The qualitative analysis may also provide some insight in capturing the 

client/person helped environment. The participants described that both patient and family 
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characteristics played a role in compassion fatigue. Some indicated that caring for 

patients with extended length of hospital stay caused a decrease in empathy and an 

increase in fear and anxiety. Others stated that providing end-of-life care within the 

critical care setting was distressing. Therefore, considering patient length of stay and end-

of-life care experiences as covariates in the client/person helped environment may be 

fruitful. Lastly, participants indicated that caring for verbally abusive or angry families 

was exhausting. One of the principles of Patient and Family Centered Care is that the 

family is an imperative component in the care of the patient and that family members also 

need support from critical care practitioners (Davidson et al., 2017). These findings 

suggest that measures of family care should be included when examining the 

client/person helped environment.  

Lastly, the qualitative findings may provide some insight regarding appropriate 

staffing and meaningful recognition. Participants reported that compassion fatigue was a 

consequence of working in environments in which poor staffing negatively affected 

teamwork or led to decreased staff morale. Participants also reported a need for 

recognition as a professional nurse. In this sample, this meant being involved in decision 

making and being recognized for clinical and educational achievement. 

A qualitative analysis of the work environment, compassion satisfaction, and 

compassion fatigue was not a primary aim of this study. However, the qualitative 

findings surrounding staffing and recognition suggest that it would be beneficial to 

further investigate these concepts using descriptive qualitative methods. This may lead to 

a greater understanding of the nurses’ perceptions of the relationship of the work 

environment to compassion satisfaction and compassion fatigue. Further, a 
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phenomenological study to understand the nurses’ lived experiences of both compassion 

satisfaction and compassion fatigue in the context of their work environment is 

recommended.  

Compassion Satisfaction-Compassion Fatigue Model 

 The findings of the present study support the Compassion Satisfaction-

Compassion Fatigue Model. While controlling for the covariates that were significant at 

the bivariate level, the independent contribution of the elements in the personal 

environment and the work environment were uncovered. These findings indicate that age 

(personal environment) and skilled communication and meaningful recognition (work 

environment) do significantly contribute to critical care nurses’ experience of compassion 

satisfaction. Further, age and highest level of nursing education (personal environment) 

and skilled communication, appropriate staffing, and meaningful recognition (work 

environment) significantly contribute to secondary traumatic stress among critical care 

nurses; whereas age and highest level of nursing education (personal environment) and 

skilled communication (work environment) significantly contribute to burnout. The 

findings of this study do not support the contribution of the client/person helped 

environment to critical care nurses’ experience of compassion satisfaction, secondary 

traumatic stress, or burnout. However, the client/person helped environment may need to 

be conceptualized and operationalized in different ways in order to capture its 

relationship to these outcomes. Implications regarding theory development are further 

discussed later in this chapter. 
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Strengths and Limitations 

 Though this study advances knowledge regarding the relationship of the work 

environment to compassion satisfaction and compassion fatigue, both its strengths and 

limitations warrant consideration. The strengths of the study include that it was informed 

by both a nationally endorsed set of standards and a theoretical model, that it utilized 

instruments with strong evidence of validity and reliability, and that it provided greater 

generalizability of findings than past studies on this topic. The limitations lie in study 

design, subscale reliability, and generalizability outside of the critical care setting. Each 

is described below. 

Strengths of the Study 

 This study was informed both by the AACN Standards for Establishing and 

Sustaining Healthy Work Environments and the Compassion Satisfaction-Compassion 

Fatigue Model. The AACN Standards, now in their second edition, are evidenced based 

and have been available for over 10 years (AACN, 2016a). Not only did this set of 

standards inform the design of the study, the standards also provided the conceptual 

definitions of the six predictor variables examined in this study. The outcome variables of 

interest are theoretically based in the Compassion Satisfaction-Compassion Fatigue 

model, which provided the conceptual definitions of compassion satisfaction, secondary 

traumatic stress, and burnout. Conceptual definitions of compassion satisfaction (Sacco & 

Copel, 2018) and compassion fatigue (Cotzee & Klopper, 2010) were also confirmed in 

the nursing literature. Operationally, both the predictor and outcome variables were 

measured using tools developed within their respective frameworks.  
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 The validity of both the AACN Healthy Work Environment Assessment™ tool 

(AACN, 2017e; Huddleston & Gray, 2016) and the ProQOL Version 5 (Stamm, 2010) 

has been previously established. In this study, both tools were noted to have acceptable 

internal consistency. Thus, tool reliability is one strength in this study.  

Further, this is one of the only studies in the nursing literature to test the 

propositions of the Compassion Satisfaction-Compassion Fatigue model directly. As 

described in chapter three, the hierarchical regression analysis employed was informed by 

this model. Using this statistical method, the independent contributions of the constructs 

in the personal and work environments were assessed by allowing for statistical control 

of the covariates (Licht, 1995). In this study, the predictive value of the work 

environment, while considering the contribution of the personal and client/person helped 

environments, was identified. 

 Lastly, there are characteristics of this sample, including age and educational 

level, that appear representative of critical care nurses in the United States, thus 

supporting increased generalizability of findings. Unlike other studies examining these 

constructs, which utilized a single organization as a sampling frame, this sample was 

drawn from nurses across the country, though many of the participants are from the 

Northeast. Further, this sample is reflective of national trends in gender and educational 

level. Due to the partnership with the AACN for this study, there was a risk that the vast 

majority of the participants would be members of this professional organization. The use 

of social media (Facebook and Twitter) contributed to the recruitment of nurses who 

were not AACN members. Though nearly 60% of participants reported AACN 
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membership, the findings are not based exclusively on those who are members, thereby 

enhancing the study’s generalizability.  

Limitations of the Study  

Despite its aforementioned strengths, this study does have limitations. First, this 

study utilized a cross-sectional analysis of survey data. Capturing critical care nurses’ 

perceptions of their work environments and compassion satisfaction and compassion 

fatigue at one point in time prohibits an assessment of causal relationships among the 

variables. Longitudinal designs that assess these constructs over time are necessary to 

determine causal relationships. Further, this survey was administered to participants 

online who were recruited largely using social media, in addition to posting the survey on 

the AACN website. Regarding the use of Facebook and Twitter for recruitment, Toepoel 

(2016b) noted that utilizing social media as a recruitment technique relies on the 

relationships among users. Thus, the researcher’s relationship to the potential participants 

is a factor that could have introduced bias, since a social connection was necessary. It is 

unknown how many participants were recruited through social media versus the AACN 

online posting. Thus, it is impossible to know if some degree of bias was present or not. 

As stated above, the overall reliability of the AACN Healthy Work Environment 

Assessment Tool was a strength in this study. However, one of the AACN Healthy Work 

Environment Assessment™ tool subscales (effective decision making) did not reach 

acceptable reliability (Cronbach’s α = .65). This is just under the .70 threshold for 

acceptable internal consistency (Urdan, 2010). Interestingly, this work environment 

standard, though significant in bivariate correlations with the outcome variables, was not 

a significant predictor of the outcome variables. Due to the less than desirable internal 
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consistency of this subscale, findings regarding effective decision making should be 

interpreted with caution. 

Lastly, there are limitations to the generalizability of these findings despite the 

strengths noted in the sample. First, the health of the work environment was rated as good 

except for appropriate staffing, which was deemed to be in need of improvement. 

Overwhelmingly, nurses in this sample reported average levels of compassion 

satisfaction, secondary traumatic stress, and burnout; none reported low levels of 

compassion satisfaction or high levels of secondary traumatic stress and burnout. 

Therefore, it is possible that nurses who perceive their work environment to be in need of 

improvement and who experience low levels of compassion satisfaction and high levels 

of compassion fatigue are not captured in this sample. Therefore, the generalizability of 

the findings using these groups is limited. Direct care nurses who spent at least 50% of 

their time in direct bedside patient care were recruited for this study. Thus, nurses in 

leadership positions and those practicing as advanced practice nurses are not represented. 

Findings are only generalizable to nurses in direct care roles who spend more than 50% 

of their time in direct care.  

There are also some demographic characteristics of the sample that may influence 

generalizability of the findings. The vast majority of nurses in this sample reported 

working with adult patients; therefore, the findings are likely not generalizable to those 

who work with neonatal or pediatric patients. On average, nurses in this study were 

younger than the national average age, but older than the majority of AACN members. A 

preponderance of nurses in this sample reported working in Magnet® accredited hospitals, 

and over one third reported working on a unit that had received the Beacon Award for 
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Excellence®. The finding that a significant proportion of nurses worked in areas 

recognized for high quality nursing care raises questions about the generalizability of 

study findings to nurses who do not work in such organizations.  

Implications  

 Despite the limitations noted, this study produced significant findings that support 

the Compassion Satisfaction-Compassion Fatigue Model and have implications for 

practice, policy, theory, and research. Each is further described below. 

For Practice 

 Enhancing retention is the first implication for practice. The findings of this study 

indicated that older nurses experienced greater levels of compassion satisfaction and less 

compassion fatigue. Retaining these nurses at the bedside is important for many reasons, 

one of which is that these nurses are likely to be more experienced; therefore, retention of 

these nurses may preserve the expertise on the unit. Increasing critical care nurses’ 

resiliency has been recommended by nursing researchers to combat the untoward effects 

of caregiving (Jakimowicz et al., 2018b; Mason et al., 2014). Experienced nurses are 

likely to be resilient (Al-Majid et al., 2018; Kolthoff & Hickman, 2017) and have 

developed coping mechanisms (Kolthoff & Hickman, 2017). Thus, the older, more 

experienced nurses may be able to mentor their younger, less experienced counterparts to 

develop resiliency. Mentoring programs help to build relationships between mentors 

(experienced nurses) and mentees (new nurses), promote teamwork, assimilate new 

nurses into the unit’s environment, and acknowledge the expertise of the mentors (Green 

& Puetzer, 2002). Such programs may be formal and structured or informal, may occur 

within a dyad or a group, and may be face-to-face or virtual (Goodyear & Goodyear, 
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2018). Mentoring programs could result in the retention of both novice and experienced 

nurses; this is an important area of future research. Further, developing self-care (Al-

Majid et al., 2018; Jakimowicz et al., 2018b; Sacco & Copel, 2018; Young et al., 2011) 

and self-compassion has been identified as a need across nursing specialties. Retention 

and mentorship programs that focus on resiliency, self-care, and self-compassion could 

result in higher levels of compassion satisfaction and lower levels of compassion fatigue. 

Retaining nurses of all ages and experience levels may address the need for appropriate 

staffing in the work environment, which was a negative predictor of secondary traumatic 

stress in the present study.  

 A second implication for practice is the consideration of alternate staffing models. 

More years of part-time practice was significantly positively correlated with compassion 

satisfaction and negatively correlated with secondary traumatic stress in this sample. 

Although promoting part-time practice may not address staffing concerns, different 

staffing models that allow nurses to practice in critical care part-time in order to promote 

compassion satisfaction and lessen secondary traumatic stress should be considered. This 

could result in the retention of experienced, resilient nurses at the bedside; however, this 

would require further investigation.  

 The AACN Standards for Establishing and Sustaining Healthy Work 

Environments state that meaningful recognition is a fundamental need and is a 

prerequisite for ongoing professional development (AACN, 2016a). Therefore, 

addressing recognition in practice is of the utmost importance. Meaningful recognition 

was a significant predictor variable for both compassion satisfaction and secondary 

traumatic stress in this study. Meaningful recognition can be anything from a simple 
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thank you to a formalized program such as the DAISY Award (Lefton, 2012) and career 

advancement systems (Vollers et al., 2009). What is important about meaningful 

recognition is that the individual’s specific behaviors, and how those behaviors affected 

others, are highlighted; the recognition must be relevant to the individual and the 

situation (Lefton, 2012). Ulrich et al. (2019) reported that meaningful recognition is 

important in the critical care setting and that nurse respondents perceive meaningful 

recognition to be most valued when it comes from patients, their families, and other 

nurses. Further, they reported that meaningful recognition was positively related to job 

satisfaction; thus, this variable likely contributes to retention. They called upon 

healthcare organizations to ensure that their staff are being recognized (Ulrich et al., 

2019). Meaningful recognition has been found to improve self-esteem, self-efficacy, 

resiliency, job performance, and retention (Lefton, 2012). The findings of the present 

study suggest that if nurses are recognized in a way that is meaningful for them, it could 

enhance compassion satisfaction and reduce secondary traumatic stress. In practice, 

recognition programs that include positive feedback from patients, families, and 

colleagues should be implemented. 

 Lastly, skilled communication was a significant predictor of compassion 

satisfaction, secondary traumatic stress, and burnout in this study. Both inter- and 

intraprofessional communication has been linked to job satisfaction and intent to leave 

(Ulrich et. al, 2019) and is therefore likely to influence retention. As above, 

communication in the critical care environment can be difficult due to the complexities of 

this environment. Further, skilled communication is essential to many components of a 

healthy work environment (AACN, 2016a). Programs to enhance communication would 
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likely have a positive impact on the overall health of the work environment, nurses’ 

experience of compassion satisfaction and compassion fatigue, and retention. It would be 

fruitful for leaders to encourage staff participation in such programs. 

For Policy 

 Many of the practice implications described earlier would require policy 

development and change in healthcare systems. Implementation of programs to address 

resiliency, self-care, self-compassion, communication, and other needs would follow 

policy development. New staffing patterns and models would need to be supported by 

policies and evaluated by nursing leadership. Many institutions already have recognition 

programs in place; however, reworking them so that they are meaningful for staff would 

be best driven by policy and program development. Within individual healthcare 

organizations, policies may be implemented to support the work environment and 

influence compassion satisfaction and compassion fatigue at the unit, service, and 

hospital level and should be included in professional practice models that are vetted and 

embraced by nursing leaders at all levels. 

In the present study, nursing educational level was significantly and negatively 

correlated with secondary traumatic stress and burnout. As stated above, increasing the 

number of nurses with a bachelor’s degree was a recommendation in the Future of 

Nursing report (Institute of Medicine, 2011). The present study provides more evidence 

to support this recommendation. Currently, the Academies of Medicine have undertaken 

a consensus study for the Future of Nursing 2020-2030. To achieve this, a committee is 

examining workforce considerations such as higher levels of nursing education, among 

other areas (National Academy of Medicine, 2019). Additionally, the American 
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Association of Colleges of Nursing (2019) has released a position statement supporting 

higher education levels in the nursing workforce. Findings from the present study provide 

further support for higher education levels in nursing and could be used by nursing 

leaders to inform national educational policy recommendations. 

This study’s findings could also be used to inform a number of professional 

standards and recommendations, in addition to the educational recommendations 

described above. First, these findings may guide future revisions to the AACN Standards 

for Establishing and Sustaining Healthy Work Environments. The current study is one of 

only two that have directly examined the relationship and predictive value of the AACN 

standards to compassion satisfaction and compassion fatigue, a significant consideration 

in the nursing workforce. The findings described here provide further support for the 

importance of appropriate staffing, meaningful recognition, and skilled communication. 

In addition, findings from this study may suggest revisions of other ANA standards and 

recommendations, such as The Nurses Bill of Rights, which includes seven principles 

regarding workplace expectations to ensure healthy work environments (ANA, n.d.). 

Because appropriate staffing was found to negatively predict secondary traumatic 

stress, the findings in the present study may be used to support recommendations 

regarding nurse staffing, such as the ANA’s (2015c) white paper Optimal Nurse Staffing 

to Improve Quality of Care and Patient Outcomes. This white paper notes that optimal 

staffing can reduce nurse fatigue and improve safety, retention, and job satisfaction. 

Staffing is a complex issue. It is unclear whether the legislation in California that 

mandated staffing ratios has improved or degraded patient care. The optimal staffing 

ratios and staff skill mix have yet to be determined, and nursing care delivery models will 
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likely need to change to provide appropriate staffing (Blake, 2013). In the Healthy Work 

Environment standards, the AACN recommends that patient and family needs be 

matched with nursing competency (AACN, 2016ba). In 2019, the AACN launched an 

Appropriate Staffing Initiative that has engaged nursing professional organizations, 

healthcare executives, and patient safety groups. This initiative aims to develop staffing 

models that are flexible, improve patient outcomes, and promote a healthy work 

environment (AACN, 2019b). Findings from the present study may be used to inform the 

AACN’s recommendations. Both the ANA white paper and the findings of the AACN 

Appropriate Staffing Initiative can be used by state lawmakers when making policy 

decisions about nursing staffing models.  

 Lastly, results from this study can bolster the efforts to secure ongoing funding for 

the Nurse Reinvestment Act and Title VIII Nursing Workforce Development Program. 

Both of these programs are federally funded with the purpose to improve the nursing 

workforce (ANA, 2018; American Organization of Nurse Executives, 2019). In 2002, the 

Nurse Reinvestment Act was signed by President Bush. In this bill, Title II appropriates 

funding for nursing practice and retention, and grants under this section have been 

obtained to implement career advancement systems in an institution (Donley et al., 2003). 

Grants have also been awarded under Title VIII to improve nursing practice. Areas 

addressed through these grants have included career advancement systems and the 

development of nurse residency programs that integrate mentorship (Williams & 

Koslosky 2015). As stated above, these types of programs address work environment 

needs. Though nurses in this study rated their work environment positively overall, none 

of the Healthy Work Environment Standards were rated as excellent; thus, there is still 
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room to improve. Securing the necessary federal funds and advocating for renewal of the 

appropriate federal programs will be essential to improve the work environment, thereby 

fostering compassion satisfaction and decreasing compassion fatigue. Ongoing 

investigation into how the work environment, compassion satisfaction, and compassion 

fatigue are linked to patient outcomes will provide further support for obtaining this 

funding. 

For Theory Development  

 Though many nurse investigators have used the ProQOL Version 5 to assess 

compassion satisfaction and compassion fatigue, no study could be found that tested the 

constructs and propositions of the Compassion Satisfaction-Compassion Fatigue Model 

directly. In fact, many studies did not include a theoretical framework at all. Therefore, 

this study has clear implications for theory development. As can be seen in Figure 1, 

there are direct paths to compassion satisfaction and compassion fatigue from each of the 

environments included in the model. In this study, the relationship of the work 

environment to compassion satisfaction and compassion fatigue was assessed while 

considering the influence of the personal environment and the client/person helped 

environment. Findings revealed that components of the environment, in addition to some 

personal environment factors, were significant predictors of compassion satisfaction and 

compassion fatigue, whereas the client/person helped environment was not related to 

these outcome variables. As this is the first study to report findings testing this model, 

more research using multivariate analysis is needed to fully test these constructs and to 

determine the relationships of each environment to compassion satisfaction and 

compassion fatigue.  
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For Research 

 In further investigating the theoretical relationships among these variables, 

nursing researchers must take into account a number of considerations. First in this study, 

there were no significant relationships between the client/person helped environment and 

compassion satisfaction or compassion fatigue. As stated above, there may be other 

variables that could be considered and tested to better capture this environment, such as 

patient or unit acuity. The personal environment factors that contribute to the outcome 

variables also need further refinement, as there are conflicting findings across studies 

regarding nurses’ demographic variables in relation to compassion satisfaction and 

compassion fatigue. Consistent measurement of the work environment, with the same 

tool, would be of value for theoretical development. There are many tools available to 

measure the work environment, each of which has demonstrated evidence of validity and 

reliability, and is of value. Investigators should take this into consideration when 

designing studies to assess these relationships in the future.  

Though useful in the nursing profession, the Compassion Satisfaction-

Compassion Fatigue Model was not developed by nurses. The conceptual and operational 

definitions based on this model were developed empirically in the social work field. 

Though conceptual definitions of compassion satisfaction (Sacco & Copel, 2018) and 

compassion fatigue (Cotzee & Klopper, 2010; Jenkins et al., 2012) have been developed 

and published by nurses, there is a lack of conceptual clarity across nursing research 

specifically regarding compassion fatigue and secondary traumatic stress. For example, 

some nurse investigators have reported results of the secondary traumatic stress subscale 

of the ProQOL using the term compassion fatigue (Abendroth & Flannery, 2006; Hooper 
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et al., 2010; Hunsaker et al., 2015; Mason et al., 2014; Mooney et al., 2017; Potter et al., 

2010; Sawatzky & Enns, 2012). One group of nursing researchers measured compassion 

fatigue using the secondary traumatic stress subscale of the ProQOL Version 5 and used a 

measure of posttraumatic stress disorder (the Penn Inventory) to quantify secondary 

traumatic stress (Hinderer et al., 2014). According to Stamm (2010), as depicted in the 

Compassion Satisfaction-Compassion Fatigue model, secondary traumatic stress is a 

component of compassion fatigue; reporting secondary traumatic stress subscale results 

using the term compassion fatigue, or measuring it with tool designed for posttraumatic 

stress disorder, is not congruent with the model and could lead to misleading results and 

recommendations. Although compassion satisfaction as a construct in the social work 

field was previously defined, a definition of compassion satisfaction developed by nurses 

and applied to the nursing profession was recently published (Sacco & Copel, 2018). The 

term compassion fatigue was first used in the nursing literature by Joinson in 1992 and 

has been conceptually defined in nursing for nearly two decades (Cotzee & Klopper, 

2010). Because this definition of compassion satisfaction is new, Sacco and Copel (2018) 

recommended research to further understand nurses’ experiences of it. Overall, it would 

be beneficial to conduct research to advance understanding of the conceptual definitions 

of both compassion satisfaction and compassion fatigue as well as the measurement of 

these constructs within nursing. 

In addition to investigating these constructs in nursing and testing the theoretical 

model, continued research is necessary on this topic. To further support the relationship 

of the work environment to compassion satisfaction and compassion fatigue, more 

research must be conducted while controlling for the personal and client/person helped 
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environmental factors. In comparing the present study with those published to date (Kelly 

& Todd, 2017; Sawatzky & Enns, 2012; Sano et al., 2018), each has methodological 

differences that have possibly contributed to inconsistencies in findings. To advance 

knowledge of these relationships, consistency in design is recommended, including use of 

the same work environment assessment tools with the ProQOL Version 5. 

Researchers must also consider sampling methods to capture the perspectives of 

nurses who have, to date, not been well represented in studies of the role of the work 

environment in compassion satisfaction and compassion fatigue. This includes those who 

rate their work environment poorly or as needs improvement and those who are 

experiencing low levels of compassion satisfaction and high levels of secondary 

traumatic stress and burnout. Capturing the perspectives of these individuals would 

provide a broader view of the work environment relative to compassion satisfaction and 

compassion fatigue in the nursing profession.   

 Many researchers have suggested that interventions to promote compassion 

satisfaction and combat compassion fatigue should be evaluated (Hunsaker et al., 2015; 

Jakimowicz et al., 2018b; Kelly et al., 2015; Kelly & Todd, 2017; Kolthoff & Hickman, 

2017; Mooney et al., 2017; Sacco et al., 2015; Sekol & Kim, 2014; Wu et al., 2016; 

Young et al., 2011). Though important, designing and implementing interventions at this 

time may be difficult, as there is no cohesive understanding as to what compassion 

satisfaction and compassion fatigue are in nursing. In addition, there are conflicting 

findings regarding the contributing factors to these outcome variables. Therefore, future 

descriptive qualitative and correlational quantitative studies are necessary. Following the 
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identification of predictors of compassion satisfaction and compassion fatigue, the 

development and testing of such interventions is warranted.  

 Lastly, to truly understand the relationship of the nursing work environment to 

compassion satisfaction and compassion fatigue, longitudinal studies with representative 

samples of nurses need to be conducted. As one participant stated, the experience of 

compassion fatigue is not linear; one could apply this sentiment to compassion 

satisfaction as well. This implies that cross-sectional designs may not capture nurses’ 

experience of compassion satisfaction and compassion fatigue; measurement of these 

variables over time is needed. Longitudinal studies may be multisite or employ a cohort 

design, should be informed by the Compassion Satisfaction-Compassion Fatigue Model, 

and should include appropriate statistical analyses to test the proposed theoretical 

relationships. 

Conclusion 

 This study addressed a gap in the nursing literature regarding the relationship of 

the critical care nurses’ work environment to compassion satisfaction and compassion 

fatigue (secondary traumatic stress and burnout). In multivariate analysis, the variables of 

age, skilled communication, and meaningful recognition were significant predictors of 

compassion satisfaction scores. For compassion fatigue, the variables of age, highest 

level of nursing education, skilled communication, appropriate staffing, and meaningful 

recognition were significant predictors of secondary traumatic stress, whereas age, 

highest level of nursing education, and skilled communication were significant predictors 

of burnout.  
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 This is the first known study to test the theoretical propositions of the Compassion 

Satisfaction-Compassion Fatigue Model in critical care nurses. This analysis substantially 

adds to the nursing literature on this topic. Findings extend support for the theoretical 

framework in the nursing profession and may be used to inform nursing practice and 

policy development. A great deal of additional work is necessary to fully understand the 

influence of the work environment on compassion satisfaction and compassion fatigue in 

critical care nurses. Though not without limitations, this study furthers the foundation of 

descriptive and correlational work on this topic while inspiring future empiric 

investigation. 
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Appendix A 

 

Recruitment Announcement 

 

Posted on the AACN website/Researcher’s Facebook pages: 

 

Are you a critical care nurse concerned about your work environment? Have you, or your 

colleagues, been emotionally affected by caring for acutely ill patients? Do you wish to 

help to improve the work environment to prevent compassion fatigue? If so, consider 

participating in this study.  

Posted in the AACN eNewsline and Researcher’s Twitter Page: 

 

Are you a critical care nurse who wishes to help improve the work environment to 

prevent compassion fatigue? If so, consider participating in this study. 
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Appendix B 

 

Introductory Letter 

Dear Colleague, 

Thank you for your interest in the study, The Relationship of the Work Environment 

to Compassion Satisfaction and Compassion Fatigue in Critical Care Nurses. As a 

fellow critical care nurse, I hope to identify those aspects of the work environment that 

may contribute to compassion satisfaction and compassion fatigue among critical care 

nurses. This knowledge could lead to changes in the work environment that better support 

critical care nurses. 

You are being asked to participate in this anonymous online survey about your 

perceptions of your critical-care nursing work environment and the degree to which you 

may be experiencing compassion satisfaction, burnout, or secondary traumatic stress. 

This study has been approved by the Villanova University Institutional Review Board 

[IRB Approval Number: IRB-FY2018-168]. The purpose of this study is to investigate 

the relationship of the health of the work environment, as depicted by the AACN’s six 

healthy work environment standards, to compassion satisfaction and compassion fatigue 

in critical care nurses. After selecting next at the bottom of this page, you will be asked to 

review the study’s inclusion and exclusion criteria. If you feel you meet the inclusion 

criteria, please proceed and review the informed consent. If you do not believe you meet 

the inclusion criteria, please close the survey, and I thank you for your time. 

Participation in this study is voluntary. The survey is estimated to take will take 

approximately 15 to 20 minutes to complete based on the questionnaires you are asked to 

complete. This is an anonymous, online survey, and you will not be asked to provide any 

personal identifiable information or to identify your current workplace. , Should you 

experience any discomfort while completing this study you may discontinue the survey at 

any time. This study is being administered through SurveyMonkey,® and no personally 

identifiable information is being collected. The investigator, Tara Sacco, will not be able 

to trace your responses back to you as an individual and all responses will be sent to Tara 

Sacco through SurveyMonkey® and not your personal Facebook or email accounts. These 

safeguards are in place to protect you from any loss of anonymity that may occur related 

to study participation. 

Due to the nature of the study, you may find that you have an emotional response to 

the questions being asked about your current work environment and your work with 

critical care patients. In the event you feel any distress, it is recommended that you 

discontinue participation in the study and seek support through your peer network, 

primary care provider, or employee assistance program. Though participation in this 

study will not benefit you directly, it is hoped that the results will suggest ways to 

improve the critical care nursing work environment in order to decrease compassion 

fatigue, increase compassion satisfaction, and enhance nurse retention. 

Survey responses will only be accessible by Tara Sacco. If you have questions about 

the study you may contact Tara at tsacco04@villanova.edu. Should you have any 

questions about the research, your rights as a participants, or harm related to participation 

please contact the Office of Research Administration at Villanova University via email 

mailto:tsacco04@villanova.edu
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(ResAdmin@villanova.edu) or phone (610) 519-4220. Please reference the IRB number, 

IRB-FY2018-168, in your correspondence. 

Sincerely, 

Tara L. Sacco MS, RN, CCRN-K, AGCNS-BC, ACCNS-AG 

PhD Student 

Villanova University  

M. Louise Fitzpatrick College of Nursing  

mailto:ResAdmin@villanova.edu
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Appendix C 

 

Demographic Questionnaire 

1. Do you currently practice as a critical care nurse in a progressive care or ICU 

setting? 

a. Yes 

b. No (if no, survey ends) 

2. Do you currently spend at least 50% of your time at work in direct bedside patient 

care? 

a. Yes 

b. No (if no, survey ends) 

3. Select the gender with which you most identify: 

a. Male 

b. Female 

c. Transgender 

d. Other 

4. What is your age in years? [write in number] 

5. What is your current employment status? 

a. Full-time 

b. Part-time 

c. Per diem 

6. How many total years have you worked in the critical care setting full time? 

[write in number] 
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7. How many total years have you worked in the critical care setting less than full 

time? [write in number] 

8. How many years have you been employed in your current institution? [write in 

number] 

9. How many years have you been employed in your current position? [write in 

number] 

10. What is the highest nursing educational level you have achieved? 

a. Diploma 

b. Associate’s Degree 

c. Bachelor’s Degree 

d. Master’s Degree 

e. Doctoral Degree 

11. In your current position, do you function in the role of charge nurse? 

a. Yes 

b. No 

12. In your current position, do you function in the role of preceptor? 

a. Yes 

b. No 

13. Are you currently a member of a nursing professional organization? 

a. Yes (if so, please list) 

b. No 

14. Do you currently hold any specialty nursing certifications? 

a. Yes (if so, please list) 
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b. No 

15. With which patient population do you currently work (please select all that 

apply)? 

a. Neonatal 

b. Pediatric 

c. Adult 

16. Within which critical care specialty do you currently work (please select all that 

apply)? 

a. Medical 

b. Surgical 

c. Medical-surgical mixed 

d. Trauma 

e. Cardiothoracic 

f. Neurologic 

g. Other (write in) 

17. Which term best describes the acuity level on your current unit? 

a. Intensive care (nurse to patient ratio average 1:2) 

b. Progressive care (nurse to patient ratio average 1:3 or 1:4) 

c. Mixed 

d. Other (write in) 

18. Which term best describes the institution in which you currently work (please 

select all that apply)? 

a. Academic Medical Center 
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b. Tertiary Center 

c. Community Hospital 

d. Pediatric Hospital 

e. Other (write in) 

19. Which term best describes the geographic setting in which you currently work 

(please select all that apply)? 

a. Urban 

b. Rural 

c. Suburban 

20. Has the institution where you are currently employed obtained Magnet® 

accreditation? 

a. Yes 

b. No 

c. Unsure 

21. Has the unit where you are currently employed been awarded the AACN’s 

Beacon Award for Clinical Excellence®? 

a. Yes 

b. No 

c. Unsure 
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Appendix D 

 

AACN Healthy Work Environment Assessment™ Tool 

In thinking about your current work environment, please respond to the following 

question using the following scale: 1 (strongly disagree), 2 (disagree), 3 (neutral), 4 

(agree), 5 (strongly agree). 

1. Administrators, nurse managers, physicians, nurses, and other staff maintain 

frequent communication to prevent each other from being surprised or caught off 

guard by decisions. 

2. Administrators, nurse managers, and physicians involve nurses and other staff to 

an appropriate degree when making important decisions. 

3. Administrators and nurse managers work with nurses and other staff to make sure 

there are enough staff to maintain patient safety. 

4. The formal reward and recognition systems work to make nurses and other staff 

feel valued. 

5. Most nurses and other staff here have a positive relationship with their nurse 

leaders (mangers directors, advanced practice nurses, etc.). 

6. Administrators, nurse managers, physicians, nurses, and other staff make sure 

their actions match their words they “walk their talk”. 

7. Administrators, nurse managers, physicians, nurses, and other staff are consistent 

in their use of data-driven, logical decision-making processes to make sure their 

decisions are the highest quality. 

8. Administrators and nurse managers make sure there is the right mix of nurses and 

other staff to ensure optimal outcomes. 
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9. Administrators, nurse managers, physicians, nurses, and other staff members 

speak up and let people know when they’ve done a good job. 

10. Nurses and other staff feel able to influence the policies, procedures, and 

bureaucracy around them. 

11. The right departments, professions, and groups are involved in important 

decisions. 

12. Support services are provided at a level that allows nurses and other staff to spend 

their time on the priorities and requirements of patient and family care. 

13. Nurse leaders (managers, directors, advanced practice nurses, etc.) demonstrate an 

understanding of the requirements at the point of care, and use this knowledge to 

work for a healthy work environment. 

14. Administrators, nurse managers, physicians, nurses, and other staff have zero-

tolerance for disrespect and abuse. If they see or hear someone being 

disrespectful, they hold them accountable regardless of the person’s role or 

position. 

15. When administrators, nurse managers, and physicians speak with nurses and other 

staff, it’s not one-way communication or order giving. Instead, they seek input 

and use it to shape decisions. 

16.  Administrators, nurse managers, physicians, nurses, and other staff are careful to 

consider the patient’s and family’s perspectives whenever they are making 

important decisions. 

17. There are motivating opportunities for personal growth, development, and 

advancement. 
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18. Nurse leaders (managers, directors, advanced practice nurses, etc.) are given the 

access and authority required to play a role in making key decisions. 
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Appendix E 

 

Professional Quality of Life Scale Version 5 

[Phrases in brackets will be deleted and no text will be bolded for survey administration] 

When you care for [help] people you have direct contact with their lives. As you may 

have found, your compassion for those you care for [help] can affect you in positive and 

negative ways. Below are some questions about your experiences, both positive and 

negative, as a nurse [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. Please respond to the following question using the following scale: 1 (never), 2 

(rarely), 3 (sometimes), 4 (often), 5 (very often).I am happy. 

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

3. I get satisfaction from being able to care for [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 care for [help]. 

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

8. I am not as productive at work because I am losing sleep over traumatic 

experiences of a person I care for [help]. 

9. I think that I might have been affected by the traumatic stress of those I care for 

[help]. 

10. I feel trapped in my job as a caregiver [helper]. 

11. Because of my caregiving [helping], I have felt “on edge” about various things. 
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12. I like my work as a caregiver [helper]. 

13. I feel depressed because of the traumatic experiences of the people I care for 

[help]. 

14. I feel as though I am experiencing the trauma of someone I have cared for 

[helped]. 

15. I have beliefs that sustain me. 

16. I am pleased with how I am able to keep up with caregiving [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 caregiver [helper]. 

20. I have happy thoughts and feelings about those I care for [help] and how I could 

help them. 

21. I feel overwhelmed because my [case or work] workload 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 care for [help]. 

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

25. As a result of my caregiving [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 caregiver [helper]. 

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

29. I am a very caring person. 
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30. I am happy that I chose to do this work. 

©B. Hudnall Stamm (2009). 
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Appendix F 

 

Congruence Assessment Questions 

 

1. On a scale of 1-5, where 1 means unhealthy and 5 means very healthy, how would 

you rate the overall health of your work environment? 

Please use the following definition of compassion fatigue in considering your answer to 

the next question: a state in which the nurse experiences feelings of exhaustion, distress, 

or burnout resulting from caring for patients.  

2. On a scale of 1-5, where 1 means no compassion fatigue and 5 means high levels 

of compassion fatigue, how would you rate your overall level of current 

compassion fatigue? 

Please use the following definition of compassion satisfaction in considering your answer 

to the next question: pleasure, purpose, joy, or gratification received by the nurse 

resulting from caring for patients.  

3. On a scale of 1-5, where 1 means no compassion satisfaction and 5 means high 

levels of compassion satisfaction, how would you rate your overall level of 

current satisfaction? 

4. Is there anything else about these topics you would like me to know? [open 

ended]  

Open-ended question 

1. Is there anything else about these topics you would like me to know? 
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Appendix G 

Institutional Review Board Approval 

 

Office of Research Protections 

 

Exempt Decision  

To: Dr. Tara Sacco; Helene Moriarty, Nancy Sharts-Hopko 

 

From: Rani Muthukrishnan, Director, ORP, for Suzanne Smeltzer, Chair, IRB 

 

Date:  June 21, 2018  

 

RE:  Exempt  Decision for IRB-FY2018-168 The Relationship of the Work 

Environment to Compassion Satisfaction and Compassion Fatigue in Critical Care 

Nurses  

 

Dear Dr. Tara Sacco, Helene Moriarty, Nancy Sharts-Hopko  

 

The human subjects protocol  IRB-FY2018-168 - The Relationship of the Work 

Environment to Compassion Satisfaction and Compassion Fatigue in Critical Care 

Nurses  has been approved as Category 2. Research involving the use of educational 

tests (cognitive, diagnostic, aptitude, achievement), survey procedures, interview 

procedures or observation of public behavior, unless: (i) information obtained is 

recorded in such a manner that human subjects can be identified, directly or 

through identifiers linked to the subjects; and (ii) any disclosure of the human 

subjects' responses outside the research could reasonably place the subjects at risk 

of criminal or civil liability or be damaging to the subjects' financial standing, 

employability, or reputation. 

 by the Villanova University Institutional Review Board. This approval is limited to the 

activities described in the protocol application. In accordance with this Exempt approval, 

the specific conditions for the conduct of this research and the obtaining of informed 

consent from subjects are detailed below.  

 

IMPORTANT for studies created after Nov. 16th, 2017: As of this approval letter, 

your consent/assent forms have been date-stamped by ORP staff. Investigators must 

retrieve date-stamped consent form(s) from the Cayuse Study Details Page 

Attachments tab and utilize the stamped version(s) in this study for all printed 

forms AND web-based research if consent is part of this protocol.  
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Exempt Research 

 

A. General Information 

 

Research granted Exempt status by the IRB is subject to VU IRB Policy (to view, click 

the “Guidance and Forms” tab on the IRB webpage.) However, not all aspects of the 

regulations in 45 CFR 46 apply. The Exempt determination is made by the Office of 

Research Protections and/or the IRB, not the investigator(s). The investigator(s) may not 

begin research until an Exemption is approved, and investigator(s) still have the 

responsibility to protect the rights of the human subjects.  

 

B. Respect for Persons and Informed Consent  
 

Exempt research must still comply with the Belmont principle of Respect for Persons. As 

such, voluntary informed consent must be obtained whenever investigator(s) will be 

interacting with human subjects and collecting data. ORP recommends use of the VU 

consent template. Though the consent process may be modified for Exempt research (e.g. 

not collecting signatures), the general minimum requirements include:  

• Name, institution, and contact information of investigator(s)  

• An explanation of the research procedures in lay language  

• A statement of voluntariness  

 

In addition to adequate informed consent, it is also the responsibility of the investigator(s) 

to:  

• Protect obtained data  

• Ensure subject safety (physical, emotional, financial, legal, etc.)  

• Report any incidents to the IRB according to VU policy  

 

C. Study Modifications and Expiration  
 

Studies granted an Exempt status are not given an expiration date, and as such, are also 

not subject to continuing review/renewals. However, any modification, which may 

change the status of the research, must be submitted for modification. If you are unsure if 

a change requires a modification, please contact ORP. Examples of these changes 

include, but are not limited to:  

• A change of PI  

• A change of study procedures (research tasks, compensation, etc.)  

• A change of study population (e.g. adding minors)  

 

Examples of changes which do not require a request for modification include, but are not 

limited to:  

• Addition or removal of study staff (besides the PI)  

• Change in recruitment strategies  

• Increase/decrease in subject accrual  

 

http://www1.villanova.edu/villanova/provost/ora/InstitutionalReviewBoard.html
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Note from IRB Reviewer: This protocol qualifies for a category 2 exemption as it 

employs survey procedures to collect unidentified data and poses no more than 

minimal risk to human subjects. Where applicable, additional approvals may be 

required from other University offices to complete the study.  

 

Esther Golton  

For Rani Muthukrishnan  

 

Please contact the Office of Research Protections if you have any questions or concerns. 

 

  

mailto:irb@villanova.edu
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APPENDIX H 

Consent Form 

 

Consent for Participation in a Human Research Study Page 1 of 3  

Title of research study: The Relationship of the Work Environment to Compassion 

Satisfaction and Compassion Fatigue in Critical Care Nurses 

IRB protocol number: IRB-FY2018-168  

Investigator: Tara Sacco 

Why am I being invited to take part in this research study?  

We invite you to take part in a research study because you are a critical care nurse who 

may have been emotionally affected by caring for acutely ill patients 

What should I know about this research study? 

 This research study will be explained to you. 

 Whether or not you take part is up to you. 

 You can choose not to take part. 

 You can agree to take part and later change your mind. 

 Your decision will not be held against you. 

 You can ask all the questions you want before you decide. 

Who can I talk to? 

If you have questions, concerns, or complaints, or think the research has hurt you, talk to 

the research team at (585) 750-1320 or tsacco04@villanova.edu 

This research has been reviewed and approved by an Institutional Review Board (“IRB”). 

You may talk to the IRB office at (610) 519-4220 or irb@villanova.edu if: 

 Your questions, concerns, or complaints are not being answered by the research 

team. 

 You cannot reach the research team. 

 You want to talk to someone besides the research team. 

 You have questions about your rights as a research subject. 

 You want to get information or provide input about this research. 

Why is this research being done? 

The purpose of this cross-sectional, correlational study is to investigate the 

relationship of the health of the work environment, as depicted by the AACN’s six 

healthy work environment standards, to compassion satisfaction and compassion fatigue 

in critical care nurses. Little is known about how the health of the work environment 

contributes to nurse's compassion fatigue and compassion satisfaction. This study will 

address this gap and provide data needed to support the relationship of the work 

environment to both compassion fatigue and compassion satisfaction. This study will 

survey critical care nurses for their perceptions of their work environment and 

compassion satisfaction and compassion fatigue. Participants may not experience any 

direct benefit from study participation.  Findings from this study have the potential to 

influence nursing practice. Specific areas of the work environment that are associated 

with higher compassion satisfaction or lower compassion fatigue may be identified and 
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therefore inform the development of interventions to improve the work environment. This 

knowledge has the potential to be used to improve the work environment in ways that 

support nurses’ professional quality of life.   

 

                   Consent for Participation in a Human Research Study Page 2 of 3  

How long will the research last? 

We expect that you will be in this research study for 15 to 20 minutes.  

How many people will be studied? 

We expect about 150 people here will be in this research study.  

What happens if I say yes, I want to be in this research? 

If you say yes and want to be in this research, after you agree to the consent you will be 

taken to the first page of the survey. On this page you will answer some questions about 

yourself and where you work. No personal identifiable information will be requested. 

After you complete these questions, you will be taken to the next page which will ask you 

questions about your work environment (the AACN Healthy Work Environment 

Assessment Tool). The next page will ask you questions about the work that you do 

(Professional Quality of Life Survey). You will be asked to answer these questions 

thinking about your work over the last 30 days. The last part of the survey page will be 3 

questions asking you for your overall rating of your work environment, compassion 

satisfaction, and compassion fatigue and 1 open-ended question where you can provide 

any more information you would like. To proceed with the survey, you do need to 

provide an answer to all of the questions except the last question. Once you submit your 

responses, you will be taken to a page thanking you for your time. Here, you will be 

provided information about participating in future research about this topic. If you would 

like to do so, you will click on the provided link. This will take you to a different web 

page, which is not connected to the answers you provided for this study, where you can 

provide your name and email address. This step is optional. It is anticipated that you will 

spend 15 to 20 minutes on this survey. The survey is provided online and you may 

complete it on any device (computer, laptop, tablet, or smartphone). You will not have 

any direct interaction with the researcher, but you may contact the researcher at the 

contact information above should you need to. 

What happens if I do not want to be in this research? 

Participation in research is completely voluntary. You can decide to participate or not to 

participate.  

What happens if I say yes, but I change my mind later? 

You can leave the research at any time it will not be held against you. You may also stop 

answering the survey questions and close the survey at any time, should you decide you 

do not wish to continue. Any answers that were recorded in the survey will still be 

submitted to the researcher and may be used in data analysis. 

Is there any way being in this study could be bad for me? 

There are no known physical, legal, social, or economic risks in this study. You can 

control when and where you participate in this research and can maintain your privacy as 

such. Participating in this survey may result in an emotional response related to your 

current work environment and the work that you do when caring for patients. Should you 
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experience an emotional response, please discontinue your participation and seek support 

from your peer group, your primary care provider, or your employee assistance program.            

 

                   Consent for Participation in a Human Research Study Page 3 of 3    

Will being in this study help me in any way? 

 We cannot promise any benefits to you or others from your taking part in this research. 

You may not experience any direct from study participation. However, possible benefits 

include those to the nursing profession, healthcare, and society as the findings from this 

study may advance the knowledge about the work environment’s contribution to 

compassion satisfaction and compassion fatigue. This knowledge could be used to 

improve the work environment in ways that support nurses’ professional quality of life.  

What happens to the information collected for the research? 

Efforts will be made to limit the use and disclosure of your personal information, 

including research study records, to people who have a need to review this information. 

We cannot promise complete secrecy. Organizations that may inspect and copy your 

information include the IRB and other representatives of this organization. As this study 

is for the completion of a dissertation, the researcher’s dissertation committee will have 

access to the data. No personal identifiable information will be collected. Your email 

address associated with your Facebook account or affiliation with the American 

Association of Critical Care Nurses will not be requested. You will not be asked to 

provide the name or any identifiable information for your place of work. Once the data is 

downloaded from SurveyMonkey to the statistics software it is unable to be traced back 

to participants. Data will be stored in a password protected file, on a password protected 

computer and an encrypted external hard drive. In the event hard copies of data are 

produced, they will be kept in a locked filing cabinet in the researcher’s locked office. All 

data will be kept by the researcher for three years after the dissemination of findings. 

During this time, it will remain on the password protected computer and encrypted hard 

drive in a password protected file.   

 

Agreement Block for Online Research 

Clicking “Agree” below documents your permission to take part in this research. You 

affirm you are 18 or older.  

    Agree  

    Disagree 

 

Continue 

 

Document Revision Date: January 18, 

2018 

 

June 15th, 2018 

                     IRB Approval Date 
 

 




