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Abstract

Background: In the acute medical care hospital setting, nursing the sick and dying is both physically and emotionally
demanding, making acute medical care hospital nurses more vulnerable to Compassion Fatigue (CF) or Secondary
Traumatic Stress (STS). If not addressed in its earliest stages, CF can adversely change the caregiver’s ability to provide
compassionate care. It has been shown that Self-Compassion (SC) can be beneficial for the caregiver, with corresponding
benefits for the individual needing care. However, the relationship of this attribute to CF in the acute medical care hospital
nursing setting has not been intensively studied. This study explores the environmental and psychosocial factors affecting
the prevalence and levels of CF in acute medical care hospital nursing staff and whether SC can be used as a coping
strategy that enables nurses to mitigate the prevalence and levels of CF.

Methods: Using a mixed-methods study design, acute medical care hospital nurses were surveyed using a demographic/
work-related questionnaire, the Secondary Traumatic Stress Scale (used to measure CF), the Self-Compassion Scale,
questions requiring a narrative written response and semi-structured informal interviews. One-way ANOVA was conducted
to explore the impact of work-related and demographic characteristics on levels of SC and CF. Pearson correlation
co-efficient (r value) was used to explore the relationship between CF and SC and lastly, multiple regression was used
to discover whether a predictive relationship existed between SC and CF. The interviews were recorded, transcribed
verbatim and subjected to thematic analysis.

Results: The results of this study have exposed the prevalence of CF in acute medical care nurses and it’s damaging
effects. And has also confirmed that SC can have a moderating effect on CF and an ability to be predictive of CF. Factors
that influence the distress and vulnerability to CF were also identified, as well as the personal approaches used, whether
successful or not, to enhance levels of SC and the ‘barrier’s to achieving it.

Conclusion: This unique study could lead to care environments encouraging the self-compassion and well-being of their
acute medical care nursing staff and become places where threat cultures, weak leadership, an emphasis on task rather
than process and a feeling of being undervalued, do not monopolise.
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Background
With recent examples of neglectful attitudes of health
care staff towards vulnerable patients in the NHS [1–3],
there has been a shift in focus to the importance of com-
passionate and respectful caregiving [4–7].
Compassionate care is more than being kind. It is an

emotional connection that encompasses ‘seeing the
person within the patient’ [8] and it has been shown to
result in appreciative patients [9], better patient and
caregiver experiences [10], a reduction in employee
turnover [11] and improved patient clinical outcomes
[12, 13]. Shanafelt et al. [14] observed that clinicians’ sat-
isfaction with their relationships with patients could pro-
tect them against burnout, professional stress, substance
abuse and even suicide attempts.
Advances in medical science have enabled patients

with multiple comorbidities to be provided with more
active treatment. However, this has consequently re-
quired that patients in hospital care, on average, need
more intensive care management [15]. This is of signifi-
cance in the acute medical care hospital ward setting,
where nurses care for the sick and dying in a work envir-
onment that faces sustained increasing pressure on
health expenditure from an ageing population, the intro-
duction of new technology (which is often complex) and
rising public expectations [16].
Working in such an environment is both physically

and emotionally demanding and, within which, compas-
sionate nursing care is an expected professional and
moral obligation of a nurse’s day-to-day practice. It is an
expectation of the patient and the public as a whole, and
openly stated as central to both political and professional
drivers [6, 7].
Unfortunately concerns about lack of compassionate

patient care [3, 17] have exposed examples of the neglect
of vulnerable people and have been exacerbated by
media reports condemning nurses [18].
Although health care professionals provide care to

patients “in the context of organisations, not in isolation”
[19] (pp. 1), nurses have been scapegoated in those organ-
isational cultures that emphasise a performance culture of
individual blame [20]. Indeed, conflict between policy and
current evidence on compassionate care and cultural
change is all too evident in a Governmental review [21],
which was commissioned to advise NHS England on how
to protect patients from harm and, it’s findings pointed to
a complete system failure, rather than finding fault at the
individual level [21].

The elements of compassion and compassionate care
The concepts of ‘compassion’ and ‘compassionate
nursing’ are complex and difficult to define [21–23].
Lewin [24] defines ‘compassion’ as a basic central value
that is combined with the complication of emotions. It is

seen as being dependent on an individual’s capacity to
develop a compassionate mentality and orientation [25],
involving such attributes as attention, awareness, motiv-
ation, wisdom, commitment and courage [26].
Compassion for friends and families is distinctive in

nature [27], as it involves helping and supporting those
with whom an individual has a close emotional attach-
ment [28]. However, the compassion one finds within
health care and nursing is more complicated and
multi-faceted [28], involving individuals who, invariably,
have no historical connection [29, 30].
Compassion has been called “Nursing’s most precious

asset” [31] (pg. 48), involving entering and submerging
into a patient’s experience and feelings [32] and engaging
in activities to relieve their anguish and discomfort [33].
Indeed, it is the presence of “small acts of kindness” [34]
(pg. 6), that take on meaning and mark a patient’s and
his/her family’s vivid and continuing memories of the
overall experience of the health care received.
The negative impact on a nurse caring for those

experiencing traumatic stress and suffering, can be the
development of ‘Compassion Fatigue’, a phenomenon with
signs and symptoms similar to those of Post-Traumatic
Stress Disorder [35].
A tool to measure the presence of Compassion Fatigue

has been developed, the Secondary Traumatic Stress
Scale (STSS) [36].

Concept of compassion fatigue
The effect of Compassion Fatigue (CF) is multifaceted,
including physical, emotional, social, spiritual and intellec-
tual effects. Symptoms of CF include; boredom, cynicism,
anxiety, discouragement, intrusive thoughts, irritability,
avoidance, numbness, persistent arousal, sleep distur-
bances, depression, intolerance, detachment, apathy and,
not least, a loss of compassion [37–41]. Physical symp-
toms can include increased blood pressure, weight gain,
fatigue, stiff neck, immune dysfunction and, an increase in
gastrointestinal problems, cardiovascular disease and
diabetes [42].
It has been shown that CF not only takes its toll on

health care professionals on a personal level, but also on
the workplace itself, causing more sick days, a higher
turnover rate, decreased productivity [43], changes in
job performance, patient dissatisfaction, poor profes-
sional judgment and an increase in mistakes [44–47].
In order to self-manage the emotional and physical

symptoms of CF, there is concern that individuals may
adopt ineffective coping strategies, such as avoidance,
withdrawal and emotional numbing, which can then
have a negative impact on the quality of care a patient
receives [38].
Up to 85% of healthcare workers display CF [39], with

direct consequences for patient care, termed the ‘cost of
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caring’ [48, 49]. As sustained responders, nurses are par-
ticularly vulnerable to CF [50], which, if not addressed in
its earliest stages, can permanently change the caregiver’s
ability to provide compassionate care [37]. However, in
most British hospitals, nurses have little or no formal sup-
port to counter the potentially negative emotional conse-
quences of their work [42, 47, 51].

Concept of self-compassion
Self-Compassion (SC) was defined by Neff [52, 53] as a
construct that plays a significant part in how people deal
with life’s difficulties. Based on Buddhist philosophy, SC,
in its simplest terms, is compassion directed inward
[54], with oneself being the object of care and concern
[52]. SC consists of three main elements; ‘Self-Kindness’
which refers to self-soothing and self-caring, a sense of
‘Common Humanity’, which involves recognising that no
one is perfect and that we all make mistakes, and
‘Mindfulness’, being aware of being in the present mo-
ment. Instead of reacting to an unpleasant situation with
self-criticism and harshness, a person with SC puts suf-
fering into perspective, acknowledging and accepting
that s/he is not unique in suffering and having inadequa-
cies. Subsequently s/he shows kindness and compassion
towards his/herself [55].
SC has been shown to contribute to well-being,

alleviating depression and other psychological conditions
[52, 55–58]. It is associated with psychological strengths,
such as emotional intelligence and resilience, optimism,
wisdom, motivation, personal initiative and curiosity and
exploration [56, 59–61]. SC has also been shown to
improve how one relates to others [62] and encourages
more empathic concern and altruism [63]. In nursing
situations, such as care of the dying, one could predict
that, with a high degree of SC, a nurse will be less likely
to avoid and disconnect from the suffering of the patient
and family.
Of particular importance is that an attribute of SC is

‘self-mastery’, the willingness to learn from failure and a
willingness to try again without self-recrimination. Con-
sequently, SC may be vital for protecting an individual
from Compassion Fatigue and thereby promoting com-
passionate patient care [64].
A tool to measure the level of Self-Compassion has

been developed, the Self-Compassion Scale (SCS) [52].
However, the relationship between Self Compassion and
Compassion Fatigue in the delivery of care by nurses has
not been intensively studied.

Purpose of the study
The aim of this study is to address gaps in previous CF
and SC research by examining their prevalence and
levels in acute medical care hospital nurses. Acute med-
ical care hospital nurses were chosen as opposed to any

other nursing specialty, as it was evident on conducting
a systematic literature search, that no previous research
had been conducted on CF and SC in relation to nurses
who work within the acute medical care hospital ward
setting, in the NHS. Nurses working in this care envir-
onment often provide care for patients who have
multiple and complex needs, often seriously ill or dying,
whilst providing support for the patients’ families and
loved ones. The acute care medical environment is often
fast-paced and emotionally, intellectually and physically
challenging [65], with an ageing population that is pre-
dicted to experience more chronic disease and physical
incapacity [66].
Acute medical care nurses need to be alerted to the

potential of CF and its effects, on their feelings and
behaviour. Although researchers have begun to study
the possible moderating effects of SC on resilience and
coping [67], only one study has focused its attention on
the prevalence of SC in registered nurses (Heffernan, et
al., 2010). Hitherto, studies investigating CF in health-
care have focused on specialist nurses, particularly
oncology [41, 47, 68] and emergency nurses [39].
This study also explores whether factors, such as demo-

graphic and work-related characteristics, contribute to the
development of CF and SC in acute medical care hospital
nurses. It investigates the personal approaches the nurses
use to achieve SC and whether there are barriers to
accomplishing it. The study also examines whether the
level of SC can predict CF in acute medical care nurses. If
statistically demonstrated, SC level could become a
screening tool to identify those most vulnerable to devel-
oping CF.
Furthermore, the study seeks to examine how SC can

act as a coping strategy, enabling acute medical care
hospital nurses to cope better with CF. Such information
could provide healthcare organisations with an efficient
approach to targeting interventions that can increase SC
in acute care medical hospital nurses, thereby improving
the nurse-patient relationship [60].

Methods
Research questions
An Integrative Literature Review (ILR) was conducted to
evaluate the research literature related to Compassion
Fatigue (CF) and Self-Compassion (SC), and identify the
best research methods to gain an understanding of the
prevalence and levels of CF and SC in acute medical care
hospital ward nurses.
After considering the ILR findings, the following

research questions were developed:

➢ What are the environmental and psychosocial factors
affecting the prevalence and levels of Compassion
Fatigue in acute medical care hospital nursing staff?
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➢ Is Self-Compassion a coping strategy that enables
acute medical care hospital nurses to mitigate the
prevalence and levels of Compassion Fatigue?

Design
A mixed methods research design was chosen, with the
findings presented both statistically and thematically.
Triangulation of the quantitative and qualitative data
was carried out to increase the enquiry’s scope and com-
prehensiveness [69] to provide adequate trustworthiness,
so enabling the limitations of one type of data to be
balanced by the strengths of the other [70]. Figure 1
diagrammatically displays the research design of this
study, including the total number of participants in-
volved at each stage of the process.

Setting
The study was conducted at a large, urban, University
general hospital in the United Kingdom. It serves as a
Level I Trauma Centre and as a teaching hospital with
over 1200 inpatient beds.

Participants
The study sample was recruited from a target population
of registered nurses (RNs) working in an acute medical
care hospital setting. In total, five acute medical care hos-
pital wards were identified, providing approximately 180
potential study participants. These chosen wards did not
include acute medical care wards that either specialised in
cancer care, Accident and Emergency or Critical Care.
Inclusion criteria for participation were used (Table 1).

Sample recruitment
After approval of the hospitals’ ethics committee, the
nurse ward managers of the selected wards were directly
contacted by the researcher and the study aims,
recruitment methods and the importance of participa-
tion, were explained.
With consent, flyers were placed around the wards

and when appropriate, engagement with potential partic-
ipants took place. Information packs and questionnaire
packs (Table 2) were either handed out directly to the
potential participants or placed in full view in the nurse
staff rooms.
In line with ethical requirements, each questionnaire

pack was proceeded by an information sheet describing
the study aims and assuring the RGNs that the informa-
tion they provided would be kept confidential and an-
onymous, and that their participation was voluntary.
They were informed that not all participants would be
approached for the interview stage of the study, even if
consent were given.

A sealed box was placed on each ward for the com-
pleted questionnaires and ‘expression of interest’ form to
be placed.

Data collection
Quantitative data was collected between 29.09.15 to
17.11.15 using a questionnaire pack which included
demographic and work-related questions, the Secondary
Traumatic Stress Scale (STSS) [36], to measure the inci-
dence and levels of Compassion Fatigue (CF), and the
Self-Compassion Scale (SCS) [52], to measure the incidence
and levels of Self-Compassion (SC). To optimise the re-
sponse rate and to address potential sample recruitment
barriers and challenges [71], a number of strategies were im-
plemented, including regular visits to the wards and emails
to the nurse ward managers. At the end of the 4-week data
collection period, the 5 sealed boxes were collected, their
seals broken and, the completed questionnaires and ‘expres-
sion of interest’ to be interviewed forms counted.
The STSS and SCS scores for each of the participants

were calculated and interpreted using the score categor-
ies developed by the creators of the two tools [36, 52].
The intention was to select from those who had com-
pleted the ‘expression of interest’ form, those partici-
pants who typified a particular score in both the STSS
and SCS. The rationale for adopting this approach was
to explore emerging themes characterising the narratives
of low, moderate and high levels of CF (STSS) and SC
(SCS). However, with a poor response rate, this strategy
was not possible and all potential interviewees were con-
tacted and asked to complete a Doodle Poll to organise
their interview date/time.
Qualitative data was collected using written questions re-

quiring a narrative response and one-to-one semi-struc-
tured interviews to provide a more intensive and
comprehensive picture to illustrate the findings obtained
from the quantitative data. The interviews took place in
quiet and private locations and were audio-recorded using
two devices to protect against the possibility of one of the
devices failing during the interview. Prior to the interview
participants were assured anonymity and confidentiality,
the purpose and process of the interview were explained,
and an interview consent form completed.

Instruments
Quantitative strand: questionnaire
The questionnaire was divided into four sections. Demo-
graphic and work-related variables were selected for the
first section and the final two questions were related to
whether the participant had been previously aware of
the terms CF and SC. The rationale for this was based
on evidence from a study [68], which found that more
than 50% of oncology nurses had not heard of the term
Compassion Fatigue.
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The second section included the Self-Compassion Scale
(SCS) [52]. The scale includes six subscales of ‘Self-
kindness’ versus ‘Self-Judgment’, ‘Common Humanity’ ver-
sus ‘Isolation’ and ‘Mindfulness’ versus ‘Over-identification’.
This enables individuals to be scored on each of the sub-
scales, in conjunction with the main objective of the scale,
which is to measure SC as a single principal construct
(Neff, 2003a). The SCS is a 26-item tool that identifies 3

components of SC. Participants were instructed to rate
how well each statement (item) described them using a
5-point Likert scale, ranging from 1 (‘almost never’) to 5
(‘almost always’). A Cronbach’s alpha coefficient of 0.92, has
been identified by Neff (2003b) along with the following for
the subscales; isolation (0.79); self-judgment (0.77); over
identification (0.81); self-kindness (0.78); common human-
ity (0.80); and mindfulness (0.75) [52].

Fig. 1 Mixed methods study design

Upton Journal of Compassionate Health Care  (2018) 5:7 Page 5 of 27



The third section of the questionnaire, the Secondary
Traumatic Stress Scale (STSS), is the only instrument
that has been designed to assess Secondary Traumatic
Stress (STS) [36]. The symptoms of STS are virtually
identical to those of Post-Traumatic Stress Disorder
(PTSD) and include symptoms of ‘Avoidance’, ‘Intrusion’
and ‘Arousal’ [35]. Compassion Fatigue [35] is the term
now commonly used to describe Secondary Traumatic
Stress Disorder (STSD), which results from caregivers
indirectly experiencing the trauma of their seriously ill
and/or dying patients and families [41]. The 17-item
instrument has been designed to measure the subscales
of ‘Intrusion’, ‘Avoidance’, and ‘Arousal’ symptoms. In
this study, participants rated how frequently they experi-
enced each symptom in the past 7 days, ranging from
‘never’ to ‘very often’. Each of the STSS 17 items and 3
subscales corresponds with criteria B, C and D in the
Diagnostic and Statistical Manual of Mental Disorders
[72], used in the diagnosis of Post-Traumatic Stress
Disorder (PTSD). The STSS has demonstrated construct
validity through convergent, discriminant and factor
analyses [36, 73] and high levels of internal consistency
reliability [38, 74, 75].

Qualitative strand: written narrative responses and semi
structured interviews
The final section of the questionnaire asked the
participants to share their thoughts on the phenomena
under investigation by giving a narrative response to
open-ended questions.
In the semi-structured interviews, open-ended ques-

tions were used, together with questions that emerged as

the dialogue with the interviewee developed [76, 77] in
order to explore the nuances and subtleties of the phe-
nomena under investigation that the quantitative tools
were unlikely to reveal. Field notes were taken of any
non-verbal cues expressed by the interviewee that could
be used when transcribing and interpreting the data. All
interviewees were given the opportunity to provide as
many explanations and examples as they wanted [78]. A
reflexive diary was also used at the analysis stage to
review whether the researcher’s own history and feelings
had possibly influenced the interview outcome [79].

Data analysis
Quantitative strand
Total Secondary Traumatic Stress Scale (STSS) scores
for each individual participant were calculated by
summing the response value for each item (no reverse
scoring is used in the STSS). The total scores for each of
the 3 subscales (‘Avoidance’, ‘Intrusion’ and ‘Arousal’)
were also calculated. Categories developed by Bride et al.
(2004), were used for the interpretation of the total cal-
culated STSS scores.
Calculation of the total Self-Compassion Scale (SCS)

scores involved the reverse scoring of the negative subscale
items of ‘Self-judging’, ‘Isolation’ and ‘Over-identification’
(i.e. 1 = 5, 2 = 4, 3 = 3, 4 = 2, 5 = 1) and a grand mean of all
six subscales was calculated (Neff, 2003a). The mean of
each of the 6 subscales were also calculated. Instructions
on interpreting SC scores developed by Neff [52] were
used. Higher SCS total scores signified greater SC [52].
IBM SPSS Statistics Version 21.0 (SPSS, Chicago,

Illinois) was used to analyse the data. Descriptive and
frequency statistics were used to describe the study popu-
lation demographic and work-related characteristics.
One-way ANOVA explored the impact of the demograph-
ics on levels of SC and STS. Using Pearson correlation
co-efficient (r value) and Cohen’s [80] guidelines for the
interpretation of the results, the relationship between the
mean total SCS scores and the mean total STS scores was
tested. Also, the association between participant demo-
graphic and work-related characteristics and the mean
total STS and SCS and their subgroup mean scores. Fi-
nally, multiple regression was used to investigate whether
a predictive relationship existed between Self-Compassion
and Compassion Fatigue (STS).

Qualitative strand
Having transcribed the interviews verbatim, in order to
gain greater insight into the experiences and views of
the study participants, Thematic Analysis (TA) was used
as a step-by-step framework to identify, organise, analyse
and report patterns (‘themes’) within the data collected
[81]. Proceeding through the six phases of TA [81], an
inductive approach to data coding and analysis was used.

Table 2 Content of the information and questionnaire packs

Content of the Information Pack

• An information leaflet outlining the purpose of the study, the
researchers interest in the study, the participant’s involvement in the
study and the treatment of the data.

Content of the Questionnaire Pack

• The questionnaire (which included 4 sections) - completion of
which signified consent to participating in this stage of the study.

• A form indicating an ‘expression of interest’ to partake in the
interview process.

Table 1 Inclusion criteria for participation

Inclusion criteria for participation in study

• All qualified RGN nurses, at all levels of nursing, working on a
hospital acute medical ward, with direct patient care (inclusion)

• All ages (inclusion)

• Works at least 8 h a week on an acute medical care hospital
ward (inclusion)

• At least 1 years experience working on a hospital acute medical
ward (inclusion)
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Through a ‘bottom-up’ approach, patterns and consisten-
cies were discovered, which guided the growth of hypoth-
eses, which were subsequently explored and developed
into general conclusions and theories. To improve study
rigor, the researcher obtained supervisory support during
the thematic analysis process for peer review purposes.

Results
Quantitative strand
Sample characteristics
Of the 200 questionnaires distributed, 28 were com-
pleted, representing a response rate of 14%. However, 4
questionnaires were rejected as the respondents did not
meet the inclusion criterion of qualified RGN nurse. The
small sample size limits the generalisability of the quan-
titative findings. However, analysis of the data, enabled
patterns to be identified and differences reported.

Secondary traumatic stress scale (STSS)
Total STSS and STSS subscale scores
The results revealed that nearly 46% of the respondents
had a mean total STSS score that fell within the range of
41 to 57, indicating that they had moderate to very se-
vere levels of STS [82].

Diagnostic criteria and individual symptoms
Respondents’ scores were analysed to determine the pres-
ence of the diagnostic criteria for PTSD. As defined in the
DSM-IV-TR [72], an individual must display at least one
criterion B symptom (‘Intrusion’), three criterion C
symptoms (‘Avoidance’) and two criterion D symptoms
(‘Arousal’), at a level of 3 (‘occasionally’) or higher, to meet
the diagnostic criteria for PTSD. 37.5% (n = 9) met all 3
criteria and therefore were judged to have a diagnosis of
PTSD. The most frequently reported individual symp-
toms, included, intrusive thoughts (Intrusion), discour-
aged about the future (Avoidance) and, difficulty sleeping,
irritability and hypervigilance (Arousal).

Demographic/work-related characteristics and mean total
STSS scores
The relationship between work and demographic vari-
ables and total STSS scores was tested using Pearson
correlation co-efficient (r value). Using Cohen’s [80]
guidelines for interpretation, a moderate, positive
correlation (relationship) was found between the mean
total STSS scores and age (r = 0.420), with years-experience
working on an acute medical care hospital ward (r = 0.313)
and with hours worked per week (r = 0.436). The results
also indicated that STS levels rise sharply from mid-30s,
reaching a peak in the early forties, which is then sustained
through to the mid-fifties (Fig. 2). Those new to the acute
care medical hospital setting (n = 3/12.5%) reported very
high, moderate levels of STS and an average total STSS

score of 45.13 was experienced by those who had between
12 and 22 years of acute medical care ward experience
(Fig. 3). Higher levels of STS related to short part-time
work and full-time working patterns (Fig. 4).
The study also showed that those who reported

themselves as ‘RGNs’ (25%), in relation to ‘Professional
Qualification’, had high levels of STS, followed by those
who reported to having a Nursing Degree, who had a
moderate level (41.0).

Demographic/work-related characteristics and mean total
STSS subscales scores
A significant difference at the p < 0.05 level between the
mean Criterion B Intrusion subscale total and profes-
sional qualification was found using the one-way
ANOVA test (p = 0.012). Those describing their qualifi-
cation as a ‘Nursing Degree’ had the highest mean Intru-
sion subgroup score (14) (Fig. 5).
Those aged 41–45 years (Fig. 6) and those who had

the longest work-experience (22 years) on an acute med-
ical care hospital ward (Fig. 7), showed the highest levels
of Avoidance (Criterion C). In terms of age, Arousal
levels (Criterion D) steadily increased from a low level
(6.0) at 31 years of age, to those aged 51 to 55 years
(17.0) (Fig. 8).

Self-compassion scale (SCS)
Total SC and SC subscale scores
The mean SCS score was 2.87, indicating a lower end of
moderate level of SC. 71% of respondents had a SC
score of 2.5 and above, indicating moderate to high
levels of SC in the majority of subjects. Table 3 details
the scores for each of the SCS subscales and the mean
value for each.
Drilling down into specific SCS questionnaire items,

‘Keeping emotions in balance’ (item 9), part of the Mind-
fulness subscale, had the highest mean score (3.42) within
the positive subgroups. This indicated a high moderate
level of SC being experienced frequently by 87.5% of
respondents. However, 54% had ‘almost never’ or ‘rarely’
‘tried to approach their feelings with curiosity and open-
ness when they were feeling down’ (item 22), which was
reflected in the item’s mean total score (2.42), signifying
low SC.
Within the ‘Self-kindness’ positive subscale, low levels of

SC were found for ‘I try to be loving towards myself when
feeling emotional pain’ (item 5) and ‘I’m kind to myself
when I’m experiencing suffering’ (item 19). And within
the ‘Common Humanity’ subscale, between 50 and 75% of
respondents reported high scores in all 4 items.
For the three negative subscales, 75% of respondents,

demonstrated low self-compassionate behaviour towards
oneself (item 16). Between 62 and 75% of respondents

Upton Journal of Compassionate Health Care  (2018) 5:7 Page 7 of 27



frequently reported ‘Over-identification’, and between
46% (item 4) and 75% (item 18) reported ‘Isolation’.

Demographic/work-related characteristics and mean total
SCS scores
Of particular significance, those aged 31–35 years (4.2%)
(3.57) (Fig. 9) and those who had 3 (n = 1) and 10 years
(n = 1) work-experience (3.64 and 3.57 respectively)
(Fig. 10), had high levels of SC. In contrast, those aged

51–55 years (4.2%) (2.21) and those with 6.5 (n = 1) and
7 (n = 1) years-experience (1.80 and 1.83 respectively)
had considerably lower levels of SC.
Respondents who were married had the highest total

mean SC score (3.10).
In contrast, those reported to be divorced (4.2%) had

the lowest total mean SC score of 1.83, indicative of con-
siderably low levels of SC. Those who reported they were
religious had a lower level of SC (2.65), than those who

Fig. 2 Mean total STSS scores across age groups

Fig. 3 Mean total STSS scores against years worked on acute medical ward

Upton Journal of Compassionate Health Care  (2018) 5:7 Page 8 of 27



reported not being religious (2.91). Those respondents,
who described having a nursing degree had the lowest total
mean SC score (2.75) of all the professional groups. In rela-
tion to the participant’s ‘Shift Pattern’, 13 (54%) who
worked Full-time/day had moderate levels of SC (3.03).

Demographic/work-related characteristics and mean total
SCS subscales scores
Those aged 31–35 (4.2%) had the highest mean
‘Mindfulness’ subscale score (3.5) and the lowest mean

scores in the three negative subgroups. In contrast, those
aged 51–55 years (4.2%) had the highest mean scores for the
SC subscales of ‘Isolation’ (3.75) and ‘Over-identification’
(3.5), indicating less SC in this age group than any other.
To illustrate, Fig. 11 demonstrates that the ‘Common
Humanity’ score increased with age until it dropped
steeply to those aged over 50 years. Those who were mar-
ried were the most ‘Self-Judging’ (2.72) and those who
were divorced had subgroup mean total scores indicating
low levels of SC. Religious participants (16.67%) had the

Fig. 4 Mean total STSS scores against hours work/week on acute medical hospital ward

Fig. 5 Criterion B ‘Intrusion’ subscale mean totals against professional qualification

Upton Journal of Compassionate Health Care  (2018) 5:7 Page 9 of 27



highest total mean scores in the positive SCS subscales,
but also scored the highest in all the negative subscales.

Prior knowledge of the terms compassion fatigue and
self-compassion
58.3% of the respondents had not previously heard of the
term Compassion Fatigue. They also had the highest mean
total STSS score (39.79), indicating moderate levels of
Compassion Fatigue. In relation to Self-Compassion,
70.8% of the respondents had not previously known of the

term. Both those who had previous knowledge of the term
Self-Compassion (2.91) and those who had no prior know-
ledge (2.84), had moderate levels of Self-Compassion.

The relationship between STSS and SCS scores
Using One-Way ANOVA, a graph to compare the mean
total scores on STSS and SCS was created (Fig. 12).
The relationship between Compassion Fatigue and

Self-Compassion was investigated using Pearson product-
moment correlation co-efficient (r value). Using Cohen’s

Fig. 6 Criterion C avoidance subscale mean totals against age

Fig. 7 Criterion C avoidance subscale mean totals against experience working on an acute medical ward
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(1988) guidelines for the interpretation of the results, a
moderate, negative correlation between the two variables
was found (r = − 0.445, n = 24, p < 0.029), with high levels
of Self-Compassion associated with lower levels of Com-
passion Fatigue.
In order to explore the predictive power of

Self-Compassion (independent variable) in relation to
Compassion Fatigue (dependent variable), standard mul-
tiple regression was used. The result of this test showed a
Sig. value of 0.029, a value less than 0.05, indicating that
Self-Compassion (independent value) is making a signifi-
cant unique contribution to the prediction of Compassion
Fatigue (dependent variable) (Fig. 13).

Qualitative strand
Of the 24 questionnaire respondents, 12 agreed to be con-
tacted for a follow-up interview. An extended recruitment
process resulted in the final interview response rate of 25%
(n = 3). Despite the limited sample size, the three interviews
gathered rich and thick data [83] that was meaningful
enough to answer the aims and objectives of the study.

Within the transcribed interview data, both semantic
and latent quotes were coded if significant and meaning-
ful. These were grouped into six themes that were per-
tinent to the two research questions.

Research question 1: environmental and psychosocial
factors affecting the prevalence and levels of CF in acute
medical care hospital nurses
Three dominant themes emerged from the coded data
related to Compassion Fatigue (CF). These were:

� Recognition of the existence of Compassion Fatigue.
� Presenting features of Compassion Fatigue.
� Factors contributing to the development of

Compassion Fatigue.

Theme 1: the existence of compassion fatigue
All three participants were unaware of the term
‘Compassion Fatigue’ (CF) before the study. However,
when they read the promotional study material and saw
the study flyer, they recognised and identified with the

Fig. 8 Criterion D arousal subscale mean totals against age

Table 3 SCS subscale maximum and minimum scores and means

Minimum SCS score Maximum SCS score Mean SCS score Std. deviation

Self-kindness Total Score 1.00 3.60 2.47 0.67158

Common Humanity Total Score 2.00 5.00 2.95 0.79393

Mindfulness Total Score 1.75 4.75 2.95 0.68754

Self-judgment Total Score 1.40 4.80 3.16 0.77117

Isolation Total Score 1.25 4.75 3.00 0.84055

Over-identification Total Score 1.25 4.75 2.98 0.86576
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term and its presenting features, making personal
interpretations.

Theme 2: presenting features of compassion fatigue
When the participants were asked how they would
describe their working lives, thematic analysis revealed
four significant, but inter-related themes. These were:

i. Emotional Effects
ii. Cognitive Effects

iii. Behavioural Effects
iv. Physical Effects

Emotional effects
The participants described feeling ‘emotionally tired’
with their work on the acute medical wards and a sense
of ‘emotional numbness’.

Overwhelming…with so many emotions flying
around…[I] couldn’t keep on top of them.

Fig. 9 Mean total SCS scores against age

Fig. 10 Mean total SCS scores against years-experience working on an acute medical ward
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I am worried why I don't cry…and show more
emotion, when a patient dies. Am I becoming
desensitised already?

Frustration was a shared emotional experience of the
work, particularly dealing with difficult and demanding
patients and, in relation to a feeling of resentment and
injustice towards colleagues who, they believed, did not
work as hard as they did.

Getting frustrated with the work-load and,
consequently, not being able to give care to the high
standard that they wished to deliver.

I get quite upset that some patients are taking away so
much time when you know that you’ve got things to do
for other people. I find that quite frustrating

I’m down the other end of the ward struggling…drowning.

Fig. 11 SCS ‘Common Humanity’ subscale mean total scores against age

Fig. 12 Mean total scores of STSS and SCS
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Expressions of low mood and unhappiness were felt,
and feelings of heightened arousal and anticipatory anx-
iety were shown.

Unhappy [with their job].

So, the combination makes me not want to turn up for
work, because you know already that you are going to
walk into something that is going to be completely out
of control.

Like that first day back at school.

Cognitive effects
All participants acknowledged that their thoughts and
thinking styles were linked to their emotional feelings at
work. These included intrusive thoughts and, being
self-critical and judgmental towards themselves, thinking
that they had not done their best at work and that they
could have done more.

I’ve experienced intrusive thoughts about work and
not having completed nursing tasks, which has fed
into my dreams.

Interviewees believed that this detrimentally impacted
on their home life on an evening when they should be
switching off. The next day not feeling refreshed to take
on what is thrown at me.

I get critical and worried that I’ve missed
something.

I was lying there thinking, is it my fault, could I have
done any more? But I did all that I could, so why was
it not enough?

Behavioural effects
Related to working as a nurse in acute hospital medicine,
the behaviours linked to the work-related emotional feel-
ings and cognitions of the interviewees, were consciously

Fig. 13 Predictive Power of SC in Relation to STS
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self-protective and were largely avoidant or checking
behaviours.

Feeling just really numb to it all. I’ve been avoidant of
difficult patients (emotional avoidance).

[felt] panicked that I had not done something for a
patient. So, I rang the ward in the middle of the nigh
for peace of mind (‘exaggerated checking behaviour’).

Physical effects
The interviewees described how physically tired they were,
not helped by having difficulties sleeping, and how the
architecture of the hospital had had a physical impact.

I feel that my physical health has got worse since I
started working there.

There are foot issues. Loads of staff tell me that they
have foot and movement issues.

Theme 3: factors contributing to the development of
compassion fatigue
During the interviews, the researcher asked partici-
pants to consider the underlying reasons for the dis-
turbing and distressing effects of their nursing work,
that they had described. Thematic analysis of their
answers revealed six significant causative subthemes:

i. Self-Factors
ii. Ward Management Factors
iii. Hospital Organisational Factors
iv. Patient Factors
v. Environmental Factors
vi. External Factors

Self-factors
The interviewees revealed several factors related to their
own attitudes and beliefs about nursing care, discussing that
their very high standards of how I want the care to be were
in conflict with their actual ability to meet these ideals.
Some set nursing care priorities to try and overcome

this, but this strategy did not fit well with a desire to give
high quality patient care.

It doesn’t make me happy. I feel especially for those
people who don’t get enough of my care or don’t get
enough nurse time.

It was expressed that the ‘6C’s’ (Nursing Midwifery
Council, 2013), which had been drummed into them from
day one, were based on unrealistic high expectations in

relation to the provision of nursing care. It was felt that
they did not support ‘genuine and authentic care’.
Stress was also reported as having an impact on

the nurses’ ability to provide high standards of pa-
tient care.

When I am stressed I cannot guarantee that every last
of the twelve patients [on my case list] gets, you know,
more than their basic needs me. If I had six patient
there would be a lot more connection and a lot more
of me knowing what’s going on.

Ward management factors
Weak management of staff was identified as contribut-
ing to stress during their nursing work and affecting
their experience of Compassion Fatigue. Interviewees
were particularly vocal about the reluctance of nurse
managers and senior medical colleagues to deal effect-
ively with difficult, disruptive patient behavior. They
believed that reports by RGNs were being ignored, even
when voiced through the policies and procedures set
out by the Hospital Trust.

There is incident reporting, but it is rare that you see a
response back from that. It just makes you feel
undervalued and just that you have to put up with
anything that is thrown at you and that the policy is
not followed.

A colleague and I got attacked. Like this person was
afterwards admitted a couple more times and I
said please not to have him on the ward. And
nothing happened.

I get quite upset that they [patients] are taking
away so much time, when you know that you’ve got
things to do for other people. I find that quite
frustrating.

Nothing happened…nobody [managers] does anything.

This lack of managerial support caused the nurses
anxiety.

And I find these things quite sad, that you can’t, you
know, there is not so much of a backing up for us when
we say a certain patient is not, you know, conducive to
the whole ward.

It was also disclosed that an unsatisfactory level of care
provided to patients by some members of staff, particu-
larly those employed from external Nursing Agencies,
had not been addressed by staff management.
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I feel that some of the people who have been in the job
longer, just don’t care that much anymore. They’ve
stopped having that, not all of them, but that feeling of
being, I don’t know, whether duty bound is the right word.

In my head, I am thinking that well they haven’t come
in on time, it is persistent, or they are not carrying out
their care and then I have a look round and see how
hard working some other colleagues are and how tired
I feel. And I think, well, if you were doing your job
effectively we wouldn’t feel this way.

The thing is, when you speak to them [Agency staff], a
lot of them do not care. It is sole destroying because
they are basically doing a student nurse’s job, not even
that, and they are getting paid triple what we are.

Interviewees felt like they had been taken advantage of
due to poor management and that this affected their
mood and morale.

I did not leave. I could have been ‘7.30 I’m off ’ but I
stayed to midnight because I was terrified of the
thought that my patient was being left.

A glum feeling on the ward…a lot of people are
worried about how it is going to be. Morale is just low.
There’s just this feeling.

Debriefing during a shift was seen as useful if stress
levels were high, but finding an opportunity to do this
was difficult, which impacted detrimentally on the newly
qualified nurses.

We’ve got a couple of new girls and some of them
literally break apart, so it’s hard. I can empathise with
how they feel.

Also voiced was a sense of feeling ‘demoralised’ when
their efforts were not recognised and they had been
trying so hard.

I was under the illusion that I had done the right
thing and I had done a good job and then somebody
came and really laid into me.

I would say most people on my ward do not really feel
valued. And that is really hard because that could
cause compassion fatigue in itself because you start to
think “What am I doing this for?”

Hospital organisational factors
It was felt that the infamous madness of the general
acute medical care environment, where patients have
multiple, complex needs, along with staff shortages, low
patient/staff ratios and, poor nurse skill mix and staff re-
tention issues, detrimentally impacted upon the work-
load situation.

We are always down on staff. And now three of us are
leaving, including me.

When it is just me and another health care assistant
and we have got twelve patients to look for and seven
of them need both of us to give them just basic care,
such as hygiene needs like their bowels. You just can’t
do it. I wish I had six patients, then there would be a
lot more connection and a lot more of me knowing
what’s going on.

On the books we are fully staffed, so if something
happens it’s not us.

The interviewees reported that they believed their
work was target and protocol driven in order to protect
the NHS and Trust from litigation, which was dehuma-
nising and hindered individualised patient care.

You are like a robot. You are doing things because
the guideline tells you to. It’s so hard for me to do
things out of clinical judgment , that would still
be safe.

The feelings of being undervalued by their Trust
employer was not helped by the hospital’s award
system – a system that nurses are rated as most
caring by their patients and then celebrated by the Trust.
Instead the participants saw it as unfair due to it being
subjective and not reflecting the ‘true winners’.

The problem with it is that nurses who really do
the hard work, who really try their hardest to juggle
all that need doing, might not always have the time
to show that in depth relationship with the patients.
So, the patient will not mention you. But, if you are
the kind of person who chats a lot with patients
and doesn’t get much work done, they will like you
because you are around.

Let’s face it, the patients we have to care for the most
are not those who are going to write letters to the
Trust, because they are massively too ill to do
anything about it themselves.
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Patient factors
Concern was raised by the interviewees that some patients
greatly reduced a nurse’s ability to establish a close, com-
passionate, caring relationship with that patient, due to the
patient’s negative attitude and behaviour towards their ill-
ness and healthcare. Furthermore, it was reported that
threatening and inappropriate patient behaviour towards
the nurses had a negative impact on the nurses.

They constantly call you in and are just rude and
negative all the time. But of course, you have this duty
of care to go in and see what people want.

If you’ve got particularly needy patients, or rude patients
and/or relatives for that matter, I can come in and look
at the board and it sets your day up from a bad start.

I was sitting in the office and one of the girls came in
and she said, “Oh no, I can’t be down in that section
again, I really can’t”. She had been down with me in
that section and I could see it in her. She’s normally
full of beans, but she had nothing to give that day. She
needed to be moved somewhere else.

It’s stressful when the odd patient sees me as their
servant and even sometimes inappropriately touches
[us], or says rude things [to us].

Interviewees also shared examples of how patient’s ex-
pectations had become unrealistic.

I felt completely taken for granted.

[I felt] under-valued by patients, [even though I had]
been running around like a blue-arsed fly all day....
and not had a break this morning

Environmental factors
Concerns and frustrations with their physical working
environment, particularly the curved architectural shape
of the ward, were highlighted.

It is just not practical, so that’s frustrating. Not being
able to see [your] patients from one end of the room to
the other.

It is massively dangerous because you can’t see what
happens elsewhere. Can only ever see maybe six to
nine feet ahead because of the curve.

I think in the last year loads of people have it [foot
problems] and the Trust doesn’t really recognise it.
They must at some point acknowledge it as loads of
staff tell me that they have foot and movement issues.

It was also expressed that the positioning of the staff
room behind the ward’s central nurses’ station, means
that staff are exposed and their protected break time can
be interrupted by various other health care professionals.

External factors
Interviewees felt scrutinised on the patient care they gave
because, given the history of complaints and published en-
quiries, the media had given the public a biased impression.

The media is toxic because it is feeding into people’s
minds the completely wrong impressions of what we
try to do. [Patients] who have not been in hospital
before and their loved ones look for mistakes and are
not happy with things. Whereas the patients who are
frequent visitors to the ward, they recognise that [we]
are doing everything [we] can.

This makes a nurse hyper alert and conscious of
what they have said and done. Consequently, they end
up delivering care that is not authentic and not from
the heart.

Research question 2: is self-compassion a coping strategy
that enables acute medical care hospital nurses to mitigate
the prevalence and levels of compassion fatigue?
Three dominant themes emerged from the coded data
related to Self-Compassion (SC). These were:

� Recognition of the existence of Self-Compassion
� Is Self-Compassion relevant to nursing care?
� Achieving Self-Compassion.

Theme 4: the existence of self-compassion
The interviewees were not able to give an accurate
definition of the concept of Self-Compassion, (SC).

I’m not totally sure.

So, liking yourself.

Theme 5: is self-compassion relevant to nursing care?
As a consequence of the interviewees’ lack of knowledge
about Self Compassion, the research interviewer dis-
cussed the concept with them individually and they
raised the following points.
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You have to look after yourself to be able to look after
others effectively.

Compassionate towards yourself and feelings of
positivity towards yourself. Because in the nursing
profession it is so easy to grind yourself to the floor
beat yourself up.

Accepting the multiple roles life brings. You can’t be
100% in all of them.

Nurses are not very good at doing Self-Compassion.

Theme 6: achieving self-compassion
The researcher asked the interviewees to consider their
personal approaches, as acute medical care nurses, to
boosting their level of Self-Compassion, irrespective as to
whether they were successful or not. Thematic analysis of
their answers revealed four significant subthemes:

i. Self: Helpful Thinking Style ON Duty
ii. Self: Helpful Behaviours OFF Duty
iii. Self: Helpful Behaviours OFF Duty
iv. Helpful Managerial Behaviours

Self: Helpful thinking style ON duty
It was acknowledged by the interviewees that thinking
realistically about the quality of nursing care delivered and
being less self-critical but more self-forgiving, were useful
coping strategies for the role of a nurse on an acute med-
ical ward. The acceptance of putting things into perspec-
tive had come with time and experience.

I used to beat myself up a lot. But I think the more
exposure I have to life as a nurse, I suppose, you
realise that you just can’t control everything. You
just have to accept sometimes that you did
everything you could.

Just realise that there are limitations in you as an
individual and day to day life.

The importance of self-kindness through self-comfort-
ing and the benefit from ‘Common Humanity’ knowing
that other people are feeling the same, that it happens to
other people, that it is quite normal.
Self-briefing and self-reflection were seen as coping

strategies that were helpful with the process of rationalis-
ing and putting feelings and emotions into perspective.

I’ve had a couple of times when I felt that this is really
hard for me to do. But I’ve thought about it and why
it was difficult for me to do and that helped.

Self: Helpful Behaviours ON duty
Using the support of other members of staff at all levels,
particularly those who are experienced, to share thoughts,
emotions and concerns about work, was viewed as
very helpful, as well as organisational skills to control
stress levels.

It’s cathartic. It helped by talking to colleagues.

Best not to bottle things up. Knowing that other people
are feeling the same and that they are all as scared as
I am. You are not alone.

By trying to prioritise nursing tasks.

Self: Helpful Behaviours OFF duty
The interviewees understood the importance of trying to
achieve a work-life balance by spending time to rest from
work and getting out and about and not just sitting there
thinking, wallowing.
A number of ways of achieving a work-life balance

were discussed including days out and Yoga, to working
less extra shifts when stressed and struggling emotionally
and annual leave.

Helpful managerial Behaviours
Interviewees emphasised the importance of regular feed-
back and debriefing with senior staff, particularly for the
younger ones and new ones coming in as it was helpful to
put it all into perspective and realise that you are not alone.
It was suggested by the interviewees that having a pro-

tected break to shield them from various other health
care professionals interrupting their time to take a
breather which is not always easy.
The interviewees recommended that managers could

demonstrate that they care and value their nursing staff
by listening and acting on the acute care nurses’ con-
cerns and well-being. Suggestions were made as to how
this could be achieved.

That it wasn’t the same people always responsible for
looking after that person (in relation to addressing the
issue of demanding and abusive patients).

The importance of Compassion Fatigue being recog-
nised more by their employer and of the need to improve
the nursing staff ‘’s awareness of its potential effect on
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them, through education and as part of the Preceptorship
Programme and induction.

The issue there is who would recognise the importance
of Self-Compassion and who would sit them down? I’m
sure that would be really helpful.

The interviewees believed in the need for a mutually
supportive and effective nursing team in order to limit
Compassion Fatigue and encourage Self-Compassion.

If say I’ve got two really good auxiliary nurses who
are positive and really, really help me out and get
me through the day, which they do, I automatically
feel better.

Discussion
Introduction to discussion
The purpose of this study was to investigate the environ-
mental and psychosocial factors affecting the prevalence
and levels of Compassion Fatigue (CF) in acute medical
care nurses and to explore Self Compassion (SC) as a miti-
gating factor. The results indicated that, although the total
acute medical care hospital nursing sample had CF levels
of upper end of mild (STSS score of 37.54), the scores of
nearly half these nurses indicated a moderate to very se-
vere level of CF. Significantly, 37.5% of the nurses’ met all
three criteria for a diagnosis of Post-Traumatic Stress
Disorder (PTSD). Similar results were observed in a study
by Beck, LoGuidice and Gable [84], which found a mean
CF level in their nursing participants at the upper end of
mild, yet 36% met PTSD diagnostic criteria.
With regards to SC, this sample had levels at the lower

end of the moderate range (2.87), lower than found by
Heffernan et al. [60] (3.49, moderate SC), with 71% of
nurses scoring 2.5 or above, indicating moderate to
high levels of SC. However, some sub group scores
suggested otherwise.
The results also suggest that six significant factors

underlie the development and level of CF in acute med-
ical care hospital nurses and that importantly, SC is a
significant unique contributor to the prediction of CF.

Discussion of results in relation to compassion fatigue
Today’s NHS nursing workforce is more varied in age
than ever before, being made up of four different genera-
tions, each with different expectations, values, motiva-
tions and unique needs [85]. It is relevant that the
results of this study suggest that age and years of experi-
ence working on an acute care ward, have a significant
impact on a nurse’s CF level.
Indeed, a positive correlation was found between CF

and both age and years working in acute care medicine.

Consistent with earlier studies [86–90], this study’s results
indicate higher levels of CF in younger nurses with fewer
years nursing experience. Nurses very new to the acute
care setting had developed high levels of CF, in all likeli-
hood due to their inexperience and the challenges brought
by a busy ward environment [91]. A further rise in CF
levels between the age of 26 and 30 coincided with the
end of a supportive period of Preceptorship. On reaching
30 years, a drop in CF was noted, which may suggest
adaptation to the demands of the job and the development
of personal coping strategies, as illustrated by the inter-
view data. However, as there was only one participant
within this age range, it is not possible to generalise.
On reaching their 40s and increased work experience,

the CF levels of the nurse participants rose sharply, which
is not consistent with previous findings [86–90]. This may
be due to these nurses’ circumstances changing, with emo-
tional, physical and financial stress [92]. They are required
to meet new challenges in their lives: increased pressures
from changes in family dynamics [93]; health problems
and reduced stamina associated with the ageing process
[94–96]; the pace of changes in new technology in the
workplace [95]; age discrimination and managers who fail
to value their experience [94, 95].
The study also reveals a relationship between shift

patterns and CF, with a moderately positive correlation
(r = 0.436) between higher levels of CF and nurses work-
ing both short part-time shifts and those working
full-time. However, those working between 22.5 h and
30 h per week show much lower levels of CF (no statis-
tical correlation is found between these factors and CF).
A study by Yoder [89] found nurses working 8-h shifts
had higher CF than those working 12-h shifts. Together
these results may suggest that nurses working shorter
hours may be doing so to fit in with the demands of
family life and the attendant emotional pressures.
Interesting relationships between the individual symp-

toms of CF (Avoidance, Arousal and Intrusion) and the
demographic and work-related characteristics of acute
care nurses were found that, thus far, have not been
found in previously published literature. Four significant,
inter-related variables were found to affect the nurses’
working lives and the prevalence and level of CF;
Emotional Effects, Cognitive Effects, Behavioural Effects
and Physical Effects.
Emotionally, nearly 60% of the nurses reported symp-

toms of heightened arousal - difficulty sleeping, irritabil-
ity and hyper-vigilance being most frequently reported.
Those aged 36 to 55 years of age experienced higher
levels of Arousal, with RGN nurses having the highest
levels. The interviews supported these findings, revealing
difficulties in managing emotional feelings and height-
ened anticipation of stressful work situations. Emotional
avoidance was also reported, with 46% of total nurse
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sample reporting a foreshortened future and emotional
numbing by 38% of the sample. Interviewees commen-
ted that they were becoming desensitised and unmoved
by the death of a patient.
In relation to Cognitive Effects, intrusive thoughts

were reported by 70.8% of the nurse sample, with intru-
sive thoughts about clients the most frequently reported
event. A statistically significant finding that nurses with
a Nursing Degree are more susceptible to intrusive
thoughts was supported by the interview data. It re-
vealed that nurses recognise that their negative and
self-critical thoughts and thinking styles are linked to
their emotional feelings at work, with a detrimental im-
pact on home life. This is reinforced by previous studies
[97, 98]. In particular, the interviewees emphasised emo-
tive thoughts about frustrating interruptions to their
ability to provide a very high level of care.
Behavioural avoidance of difficult patients was reported

by nearly 40% of the nurses, with a marked increase in
levels of avoidance between the age of mid-30s and
mid-40s and particularly high levels for those aged 41–
45 years. This finding may be a reflection of a point in the
nurses lives where they are having to navigate the stresses
of new challenges, both in family dynamics and work.
The interviews revealed that work-related emotional

feelings and cognitions often triggered self-protective be-
haviours, including checking their shift work by ringing
the ward after reaching home.
In relation to Physical Effects, qualitative enquiry

found that nurses suffer from chronic tiredness, dis-
turbed sleep patterns caused by nightmares and raised
heart rate. Consequently, they are not refreshed to em-
bark on the challenges of the next working day. Further
physical impacts are as a result of the architectural de-
sign of the hospital wards, with numerous foot issues be-
ing reported and concerns ignored.
The study also revealed factors that contributed to the

development of CF in the acute care hospital nurses.
These included Self-Factors, Ward Management Factors,
Hospital Organisational Factors, Patient Factors, Envir-
onmental Factors and External Factors.
In relation to Self-Factors, the interview data revealed

that the nurses found themselves unable to care for
patients in a way that met their aspirations of delivering
compassionate care, a dilemma that can lead to feelings
of inadequacy, a contention supported by Smith et al.,
[99]. This was expressed by the interviewees who felt
that their nursing care standards were compromised
because of factors outside their control, including the
stressful pressure of meeting the unrealistically high
expectations of the 6Cs [6].
Physical isolation created by the curved design of the

ward was of concern to the interviewees, as it put them
at risk of experiencing violent and aggressive encounters,

undetected by other staff. They gave examples of weak
managerial staff support for nurses trying to deal with
disruptive, abusive patients and visitors, reporting a ten-
dency for nurse managers and senior medical staff not
to respond proactively to ward staff concerns, which
caused frustration and distress and, possibly contributed
to increased CF. Studies have shown that personal experi-
ences of violence and aggression in the workplace can lead
to serious emotional consequences for nurses [100–102].
Importantly, Edward et al. [103] identified that younger,
less experienced nurses and those working in physical iso-
lation, are at particular risk of violence in the workplace,
with incidents going unreported because staff don’t feel
confident that they will be supported properly by their se-
nior managers. It is also noteworthy, that a recent study
[104] has shown that feeling unappreciated, undervalued
and having a lack of control over their nursing activities,
can cause more stress to a nurse than the actual demands
of the work itself.
Much has been written about the detrimental effects on

staff of working within a healthcare organisation that
places undue pressure on staff meeting targets [105].
Crawford, et al. [106], identified that it can severely com-
promise nurses’ efforts to deliver compassionate care. This
represented a recurring theme in the study interviews, as
the nurses described their struggles to provide any more
than just basic care, in a work environment that they de-
scribed as protocol and target driven. In their view, this
was to protect the NHS and their Trust employer from
litigation, which subsequently had a dehumanising effect
and hindered individualised patient care.
Nurses are often exposed to verbal, physical and sexual

abuse from their patients [107]. Exposure to such threat-
ening patient and relative behaviour is a considerable oc-
cupational stressor for nurses and other health-care
professionals [107]. Such situations can lead to nurses
avoiding and minimising their contact with inappropriate
patients, which may adversely affect the quality of care the
nurses provide for them (Felton, 1998). Examples from the
study interviews included being touched inappropriately,
threatening patient behaviour and being treated like a ser-
vant. It is important that health care organisations offer
their employees access to support and counseling, with an-
nual training to manage and prevent challenging behaviours.
Additionally, health care educators should ensure that they
provide for student nurses the opportunity to develop their
skills and knowledge to avoid and manage such situations.
Traditional Nightingale ward design has been largely

replaced in modern hospitals by single and four bedded
rooms. The curved architectural design of the hospital
wards in this study has raised concerns that patients and
nurses are not continuously visible to others.
In relation to the External Factors that have contrib-

uted to CF in the nurses, the study results showed that
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participants felt that the patient-care they delivered was
under the scrutiny of the toxic media, which led them to
feeling hyper alert and conscious of the care they gave,
leading to what they believed was inauthentic care that
was not heartfelt. Certainly, negative coverage by the
media and a number of high profile reports, such as
‘The Francis Report’ [3], have created an atmosphere of
blame, rather than one where the wider concerns, such
as the complexities of the care environment, are ex-
plored [18].

Discussion of results in relation to self-compassion
Self-Compassion (SC), in its simplest terms, is compassion
directed inward, relating to oneself as the object of con-
cern and care at a time of personal suffering [52]. There is
a growing body of research evidence that suggests that SC
is associated with fewer psychological symptoms [108],
such as mood and anxiety disorders [52, 56, 57, 109]. and
associated with positive psychological characteristics, such
as emotional intelligence [60], life satisfaction and
well-being [56, 57]. In addition, it has been mooted that
SC could be helpful in the prevention of CF in health-care
professionals and hence promote compassionate patient
care [64]. Indeed, this study shows the existence of a
moderate, negative correlation between the two variables
of SC and CF, with high levels of SC associated with lower
levels of CF.
Although no statistical significance was found in this

study between SC and, demographic and work-related
characteristics, it did enable the identification of those
individual nurses most likely to score higher or lower
levels of SC. In many cases, on analysis of the results,
levels of SC were shown to relate to levels of CF and,
thereby, to the same demographic and work-related
characteristics. For example, those nurses between 31
and 35 years had high levels of SC and low levels of CF,
whilst those 51–55 years had a very low level of SC and
severe level of CF.
The study revealed, through thematic analysis, those

personal approaches of acute medical care nurses,
whether successful or not, used to enhance levels of SC
and the barriers to achieving it. Three of these themes
were related to self-help approaches and the fourth was
associated with aspects of managerial behaviour that
they believed helped to enhance levels of SC.
A study by Duarte, Pinto-Gouveia and Cruz [110] sug-

gests that being caring, supportive and understanding to-
wards oneself (Self-Kindness - a characteristic associated
with Self-Compassion), has the potential to be protective
against CF. The results of this study indicated that acute
medical care hospital nurses acknowledge that helpful
thinking styles on duty at work include thinking realistic-
ally and putting things in perspective. These skills, that
they believe develop with time and experience, are useful

coping strategies in becoming less self-critical and more
self-forgiving. They recognised the importance of cutting
themselves some slack and showing themselves self-kind-
ness through self-comforting. However, unfortunately, the
quantitative results of this study suggested that the nurses
were not succeeding in using these coping strategies, with
many having low levels of Self-Kindness (46%) and Mind-
fulness (30%). Also, a significant number had high levels
of Self-Judgment and Over-Identification, both indicative
of low SC.
Within the context of acute medical care hospital nurs-

ing, the interviewees disclosed that they are self-critical
and strict with themselves, believing they could have done
things better. These negative attitudes were compounded
by very high standards of how they want to deliver care
and feeling under pressure from the unrealistically high
expectations of the NMC (‘6C’s’), their employer and
their patients.
Perfectionism in its simplest terms, is the tendency of

individuals to set themselves high expectations, critically
evaluating their ability to achieve their expectations
[111]. But maladaptive perfectionism, involves the nega-
tive and unhealthy pursuit of unrealistic expectations
and high levels of critical self-evaluation [112]. Perfec-
tionism has been linked to depression [113], anxiety and
worry [114, 115] and Obsessive- Compulsive Disorder
(OCD) [116, 117].
Some perfectionistic OCD characteristics were demon-

strated by the reports of the interviewees having a ten-
dency to intrusive thoughts about their work, leading to
excessive checking behaviours. This in turn, made them
anxious and worried that their work-life was impacting
on their home-life and on their ability to re-charge their
batteries before the next working day. A high level of
perfectionism is associated with low levels of mindful-
ness [118] and a tendency to adopt ruminative and
brooding thinking, which is a maladaptive coping strat-
egy [119]. Individuals who over-identify and ruminate
have a tendency to feel overwhelmed and carried away
by their negative emotional thoughts and reactions
[110]. In this study, nearly a third (30%) of the acute care
nurses had low SCS scores on the Mindfulness subscale.
Self-Compassion involves recognising that the human

experience is not faultless and that we are all imperfect.
When individuals are in touch with their Common
Humanity, they are able to remember that feelings of
inadequacy, frustration and disappointment are universal
[52]. The interviewees described how they benefited
from an understanding of Common Humanity and
knowing that other people are feeling the same and that
it happens to other people, that it is quite normal. They
used self-briefing and self-reflection as coping strategies
to help rationalise their feelings and get their emotions
into perspective. Lautebach and Becher [120] relate
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self-reflection to self-caring. By using the tool of pur-
poseful self-reflection, the acute care nurses in this study
are gaining self-knowledge and insight [121].
Acute medical care nurses are most likely to care for

patients with multiple, complex needs, a situation in this
study that is adversely impacted upon by staff shortages,
low patient/staff ratios, poor nurse skill mix and staff
retention issues. As a result, they describe themselves as
being overwhelmed and stressed by the relentless exces-
sively heavy workload. The interviewees report that
helpful behaviours whilst on duty, such as their own
organisational skills, were useful in controlling their
work-related stress levels. These included prioritizing
tasks and making lists. Also, that avoidance coping strat-
egies could be used, such as not looking at the off duty
too far ahead helped them to manage their expectations
and the anxieties about working a shift with poor
staffing levels.
The interviewees also reported that they thought it im-

portant to allow people to talk about and make sense of
their emotional and psychological responses to stressful
situations in acute medicine nursing. They found that by
sharing their thoughts and concerns about their work,
the support of other members of staff at all levels was
often helpful in managing stress levels. The process of
debriefing, whether at handover, in a sharing circle or in
the staff room, was viewed as a valuable behavioural cop-
ing strategy, enabling them to know that other people
are feeling the same and that they are not alone
(Common Humanity).
Nurses often describe experiencing an imbalance in

their work-life balance (WLB), which can detrimentally
impact their stress levels [122]. Indeed, an RCN survey
[123] showed that nearly two-thirds of nursing partici-
pants were not happy with their WLB.
The interviewees in this study also recognised the im-

portance of personal helpful behaviours off duty to try
and achieve a WLB, by proactively organising things on
their days off, such as meeting up with colleagues out-
side of the work environment, going out for a meal, days
out and exercising (such as running, yoga and medita-
tion). Nurses often describe experiencing an imbalance
in their work-life balance (WLB), which can detrimen-
tally impact their stress levels [122]. Indeed, an RCN
survey [123] showed that nearly two-thirds of nursing
participants were not happy with their WLB.
The nurse participants also saw the benefit of working

part-time and having flexible choices around their work-
ing shift patterns and the positive effect annual leave has
in giving them the opportunity to put things into per-
spective through self-reflection and self-debrief. As Hu
et al., [124] has highlighted, today’s health care work-
force is more diverse in age than ever before, each gen-
erational cohort having differing needs and expectations.

Millennials place particular emphasis on obtaining a
WLB, seeing work as a means to enjoy life, but life
comes first [125]. They are not afraid to work hard but
in return they want flexibility to balance their work and
home life [126]. These sentiments are reflected in the
comments made by the study interviewees, all being in
the Millennial age bracket.
The final theme, helpful managerial behaviours,

highlighted concerns about lack of support and response
to the concerns of the acute medical care nurses, leaving
them feeling isolated, neglected and undervalued. In-
deed, nearly a third of nurse participants had high levels
of Isolation, indicating low SC. Effective ward manage-
ment and leadership is crucial in helping support care-
givers find coping mechanisms to manage the demands
of their job [127]. Indeed, levels of manager support
have been found to predict, significantly and negatively,
the level of CF in Emergency Department Nurses [86].

Recommendations for practice
Throughout the discussion of the study results, evidence
has emerged that it is essential for health care organisa-
tions, such as the NHS, to provide a healthy, supportive
and compassionate working environment for their acute
medical care hospital nurses, in which the nurses’ emo-
tional well-being is fully supported [127].
Nursing staff need to be made aware of the causes,

symptoms and reinforcing cognitions and behaviours of
CF, so that they can consciously address them. This
should start from the early days of nursing education, ra-
ther than only teaching the prescriptive requirements of
the 6 Cs [6] as a goal for compassionate care. From the
results of this study, the 6Cs policy evidently inspires
young nurses but also frustrates them, when so many
factors are found to confound its achievement.
Through confidential staff surveys, sources of CF in

specific care settings can be identified, enabling curative
and preventative strategies of staff training and manager-
ial support to be put in place. Embedded in any attempts
by healthcare providers to address CF in their staff
should be the recognition of the significant and unique
findings of this study. With results revealing a relation-
ship between SC and CF and the ability of SC to be pre-
dictive of CF levels, it suggests that the SCS level could
be used as a screening tool to identify those nurses who
are more predisposed and vulnerable to developing CF
and, subsequently, target support programmes can be
implemented. Strategies designed by health organsations
to improve levels of SC and encourage a more
self-compassionate work-force must be developed taking
into account the age profile of the nurses they employ.
This can be achieved with a better understanding and
consideration of the diverse needs and expectations of
their multi-generational workforce.
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As demonstrated in this study, for levels of SC to im-
prove, nurse management needs to accept the import-
ance of actively encouraging opportunities for nurses to
regularly debrief with one another in a safe and secure
environment, to hear others similar experiences and real-
ise that they are not alone. These opinions are supported
by [128], who advocate the value of giving staff permis-
sion to share their honest emotions and feelings, to buf-
fer the stresses of their work. Health Care Organisations
and their leaders should be made more aware of the
strategies that can facilitate such opportunities, including
Schwartz Rounds, which are shown to reduce feelings of
isolation [129] and Restorative Supervision, which is
proven to reduce stress by 59% [130]. This could lead to
the implementation of targeted support programmes,
such as the Mindfulness-Based Stress Reduction (MBSR)
programme [131] to increase SC levels and subse-
quently, minimise and buffer the development of CF.
Encouragement of a more self-compassionate workforce

through protected and uninterrupted breaks should be
established in order for staff to recharge and refuel, along
with the provision of flexible shift patterns to better bal-
ance work and home life.
A particular and growing factor influencing nurse dis-

tress and vulnerability to CF, expressed by the inter-
viewees in this study, was the feeling of being undervalued
and being taken for granted by patients who have unreal-
istic expectations of the nursing role. Health care pro-
viders and policy makers need to continue to understand,
through research, the influences on how patient expecta-
tions are formed, what these expectations are and develop
methods to manage them. This can improve patient satis-
faction and outcome and decrease liability. In turn, this has
the potential to lead to situations in which patient-nurse
relationships improve [132].
For nurses to be given the best prospect of learning to

manage and overcome CF and provide consistent, com-
passionate 24/7 care, the whole care system needs to make
it a priority, including those in senior positions. Health
care managers need to adopt behaviours that give their
staff the permission and opportunity to develop an appro-
priate level of SC, whilst implementing strategies to re-
move barriers to achieving it and providing a supportive
approach to those nurses identified as being overtly per-
fectionist and self-critical. Acknowledgment and celebra-
tion of the extraordinary work that acute medical care
nurses achieve must be exhibited through meaningful rec-
ognition and, the implementation of organisational and
cultural approaches that actively demonstrate the value
and appreciation placed on nursing staff.

Limitations
Limitations of this study include the low response rate to
the recruitment of study participants and the subsequent

small sample size, both in the quantitative and qualitative
elements of the study. Subsequently, the generalisability of
these findings needs to be approached with caution. How-
ever, the results do suggest that further study is warranted
to investigate the work-related, demographic characteris-
tics and personality traits of acute care nurses, that make
them more likely or less likely to be Self Compassionate.
A subsequent profile could be developed which Health
Organisations, Management and individual acute care
nurses could use to help identify certain individuals who
are more vulnerable to low levels of SC and therefore
higher levels of CF.
Also in terms of generalisability, some variables, such

as those nurses aged 51–55 years, that displayed inter-
esting results in relation to levels of SC and CF, are re-
ported by very few acute medical care hospital nurses.
However, this study is new in the research arena of SC
and CF in acute medical care hospital nurses in the
United Kingdom. Therefore, all results should be noted
with interest, even if generalisability cannot be upheld.
It could be argued that this sample of acute medical care

hospital nurses, from one urban acute medical care hos-
pital, may not adequately represent the population of
acute medical care hospital nurses, as CF and SC experi-
ences of non-participants may differ from those who did
participate. This limits the generalisability of the study
and a study involving a larger number of nurse partici-
pants from multiple international acute medical care hos-
pital wards would be helpful. The poor response rate also
detrimentally impacted upon the ability to decide whether
data collection was sufficient and data redundancy had
been reached. However, even with this low response rate,
statistically significant findings have been unearthed.
There may also be selection bias in this sample, as those

who completed the questionnaires and were interviewed,
may have self-selected to do so because they felt they were
experiencing higher levels of CF in the work environment.
However, the poor study response rate could also be a
reflection of potential participants not having the energy
or inclination to take part in the study because they were
suffering from some level of stress and CF.
A final limitation is that the prevalence and level of CF

and SC were measured at a single point in time, asking
the participant to reflect on their past week. It is possible
that an acute medical care hospital nurse’s assessment of
their thoughts and perceptions change over time due to
fluctuations in the factors that influence levels and preva-
lence CF and SC, such as their work-related conditions. A
longitudinal study design may therefore be useful in deter-
mining a true indication of CF and SC prevalence and
levels within a profession that experiences many variations
on a daily basis.
Despite these limitations, this study is an original piece

of research, with significant findings, which previous
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research has not investigated and unearthed. These find-
ings warrant attention from Policy Makers, Health Care
Organisations, Nurse Leaders and acute medical care hos-
pital nurses themselves, along with further exploration.

Conclusion
Due to the low participation rate of this study and the
impact this has on generalisability, pertinent future
topics for researchers to examine could include a larger
study to explore the thematic and statistical issues raised
in this pilot study. Such a study could examine the influ-
ence of demographic and work-related characteristics,
and include the effect of personality styles, such as mal-
adaptive perfectionism (OCD), on the prevalence and
levels of SC and CF. The study could also further inves-
tigate the factors identified in this study that influence
the acute medical care hospital nurses distress and vul-
nerability to CF, as well as their personal approaches,
whether successful or not, used to enhance their levels
of SC and the barriers to achieving this.
The findings of this study also indicate that further stud-

ies are warranted which examine whether SC has the po-
tential to be used to manage and treat those suffering
from STS (CF) and PTSD. Evidence from this study used
to draw this conclusion include; that 37.5% of the acute
medical care hospital nurses in this study met all three cri-
teria for a diagnosis of PTSD; that participants displayed
OCD characteristics in the form of excessive checking be-
haviours to manage their intrusive thoughts; that OCD is
a disorder which has been conceptually related to PTSD
[133]; and finally, that this study has proven that SC has
the ability to predict and buffer STS (CF).
Although there is emerging evidence suggesting a rela-

tionship between nurses’ SC and compassionate patient
care, it is limited [134]. Therefore, it would be relevant
to recommend that further lines of inquiry examine the
influence of this relationship in order to progress the
need to move compassionate care towards more authen-
tic compassionate care.
Although the small sample size has limited the general-

isability of the findings of this mixed methods study, it is
important to recognise that it is a unique and first known
study of Compassion Fatigue and Self-Compassion in
acute medical care hospital nurses. It has been able to fill
gaps in literature exposed in the Integrative Literature Re-
view and, its findings are of direct relevance and import-
ance to healthcare providers, such as the NHS.
Although the problems for nursing staff in the NHS

are complex and multifaceted, it is becoming clear that
nursing staff with Self-Compassion have a better chance
of managing the stresses of their work and care environ-
ment. Indeed, this study’s findings have exposed the
prevalence of Compassion Fatigue in acute care medical
hospital ward nurses and it’s damaging effects. It has also

confirmed that Self-Compassion can have a moderating
effect on CF and an ability to be predictive of CF.
The design of care environments and, the processes

and culture of patient care provision, needs to recognise
the existence of CF in nursing staff, as well as under-
standing how it can develop and the strategies best
suited to minimise its development. For nurses to be
fully present, connected and compassionate with their
patients, care environments need to encourage the
self-compassion and well-being of their nursing staff, en-
hancing their ability to be resilient to CF.
It is crucial for health care organisations, such as the

NHS and their leaders, to recognise that patient care is
provided in the context of organisations, not in isolation.
Indeed, compassion and high-quality patient care can only
be improved once the whole care system and environment
is addressed, rather than finding fault at the individual
level. This study has demonstrated that threatening cul-
tures, weak leadership, an emphasis on task rather than
process and a lack of meaningful recognition from both
patients and employer, are a breeding ground for CF.
Improving levels of Self-Compassion in nurses pre-

dominantly involves changes in managerial behaviour
and attitude. The most influential people in this system
need to actively demonstrate their commitment to the
behaviours and values that support caring [19] with the
same level of response, focus and energy that they would
give if research evidence showed that patient safety was
being compromised and could lead to cases of litigation.
Within compassionate environments, acute medical

care hospital nurses will be given a better opportunity to
provide the authentic compassionate patient care that is
both expected of their caring profession, which they as-
pire to deliver and, that is both satisfying to themselves,
to their work colleagues and to their patients.
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